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THERAPY IN THYROID DISEASE

Other than the introduction of radio-iodine-which can
no longer be. considered new-there have been no major
advances in this sphere. For hyperthyroidism there remain 3
methods of treatment:

1. Prolonged medical treatment, i.e. the use of antithyroid
drugs for periods of at least a year. Success with this regime
is more likely with careful selection of patients, the most
suitable being young females with small goitres of a diffuse
type and mild or moderate hyperthyroidism. If medical
treatment is confined to this group there is a cure rate of

.about 70 %, but high relapse rates after cessation of therapy
hardly justify its use in other cases.

2. Surgery. Despite the illogicality of this sort of operation
sub-total thyroidectomy still offers most chance of permanent
cure and is probably the treatment of choice" for most types
of hyperthyroidism.

3. Radio-iodine. The results of more than 16 years'
experience have helped to clarify its indications. Suitable
patients include those with recurrent thyrotoxicosis following
operation and those in whom medical treatment has failed
and whet:e there is a contra-indication to operation, but it
may be preferred in many other hyperthyroid patients who
lack these indications and who are over the age of 45 years.
Pregnancy is a complete contra-indication to its use, and
younger patients should preferably be treated by other means
in view of the theoretical risks of carcinoma. The treatment
is exceedingly simple and cure can almost be guar:anteed,
although probably not more than about 60 % of patients
respond to the first dose. For this reason and the high
incidence of post-therapy hypothyroidism (l0-15 %) regular
follow-up visits are essential. It should be noted that while
hypothyroidism generally occurs within 6 months, it may
appear slowly and insiduously 5 years or more after treatment.
This must be borne in mlnd by practitioners attending
patients who have received this form of therapy.

The eye-signs of thyrotoxicosis generally consist of lid-Iag
and lid-retraction with minimal exophthalmos. Occasional
hyperthyroid patients show more extensive eye-signs, including
more severe degrees of exophthalmos, diplopia, ophthal­
moplegia and oedema. In others the eyes deteriorate during

anti-thyroid drug administration or following surgical or
1311 therapy. Great care must be taken to ensure that these
patients do not become hypothyroid as a result of excessive
treatmen~, since this state seems to aggravate existing eye
signs. In all such patients small amounts of thyroid hormone
or thyroxine (2-3 grains of the former or 0,1-0,3 mg. of the
latter per day) should be given with the antithyroid drug.
Many people contend that similar thyroid therapy should
follow all surgical or radio-iodine treatment of hyper­
thyroidism. This approach seems perfectly reasonable,
since it may prevent the development of severe eye com­
plications.

In the treatment of adult hypothyroidism 3 grains of
thyroid sicca (or equivalent) generally suffices. When this
dosage appears ineffective the validity of the diagnosis should
be reconsidered. A point worth noting here is that occasional
batches of thyroid sicca have proved to be inactive. We have
certainly experienced this with locally produced hormone.
Replacement with thyroxine in equivalent dosage has resulted
in therapeutic response. The extra cost of thyroxine is so
slight that we use it as a routine in preference to thyroid
sicca.

No ready solution exists for the problem of non-toxic
nodular goitre. Single nodules are usually removed because
of a greater risk of carcinoma, although selection may be
made on the grounds of radio-iodine tests. Those nodules
which concentrate iodine readily are less likely to be carci­
nomatous, while those that are 'cold' should certainly be
removed. 'Hot' nodules may be treated with thyroid hormone
with a fair chance of shrinkage. Goitres which are very
large may be removed for cosmetic reasons of for pressure
effects on neighbouring structures.

Small non-toxic multinodular or diffuse goitres are probably
best left alone or at most treated with thyroid hormone.
Reassurance is often necessary, since many patients are
afraid that the goitre will either grow inwards and choke
them, or will turn into cancer. Final decision often depends
on the skill and availability of the surgeon and on the possibili­
ties of follow-up from the social and economic points of view.

REFERENCE
I. Hoffenberg, R. and Jackson. W. P. U. (1957): S. A'r. Med. J., 31, 737.

ELEKTROKARDIOGRAFIESE STUDIES III
A. J. BRINK, M.D. (PRETORIA), M.R.C.P. (LOND.)

Departement Interne Geneeskunde en Degenerasie Siektetoestande Groep, W.N.N.R., Universiteit van Stellenbosch
Karl Bremer-Hospitaal, Bellville, Kaap. '

Geva/ 3. Vertraagde Verskyning van E/ektrokardiografiese
Bee/d van .'n Hartinfarkt van die Agterwand

Die p~ient is 'n 41-jarige Blanke man met 'n geskiederns van
substernale pyntoevalle met inspanning wat 6 weke voor toe­
lating begin het. Die toestand het weer verbeter, en selfs verdwyn,
maar ongeveer 'n week voor sy opname het soortgelyke pyn­
toevalle egter weer voorgekom. Die aanvalle het toegeneem en
hy het die dag voor toelating 'n langdurige, hewige pyntoeval
gekry wat substernaal gelee was. Dit het met rus aangekom en
ongeveer 'n uur lank geduur. Gedurende dieselfde nag het hy
weereens pyn in die borskas gehad wat 'n halfuur lank geduur
het; toe het dit bedaar, en hy het geslaap. Die oggend wat hierop
gevolg het, en die dag van toelating, het hy aan die ontbyttafel
'n toeval van floute gekry en gevolglik sy geneesheer gaan spreek.

Daar was by sistematiese navraag geen ander simptome nie.

By .fisi~se ondersoek was daar nie enige afwykings van be­
tek~ms me,. beh~we dat die bloeddruk slegs 100/70 was; ook het
hy 'n bradikardie van 45 per minuut gehad. Andersins het die
pasient goed daar uitgesien. Urine-ondersoek het geen afwykings
gelew«:r nie. Die hemoglobien was 14·2 g.% (96%), rooibloed­
seltelling 4;5p<l,9OQ per c.1Jll"!l., v1tbloedseltelling 5,850 per c.mm.
en .bloedbesinking 7 mm. ID dle eerste uur. Die differensiele
te.llmg was nonnaal. Daar was geen verhoogde temperatuur nie.

ELEKTROKARDIOGRAMME

Afb. .1: Elek~rokard!ogra~ geneem op die oggend van toelating
tot dIe hospltaal: Smusntme 65 per minuut. Daar is geen ge­
leidin~toornis ni.e. QRS-komplekse kom normaal voor. Twy­
felagtlge verbre9mg v~n Q, O',?3 sek. in standaardafleidings 3
en aVF. Daar IS matlge afsakkIDg van die ST-segmente in aVF
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en V4 tot 6. Die T-uitwykings is van lae spanningshoogte,
maar binne normale perke.

Gevolgtrekkings
Die elektrokardiogram dui matige i chemie oor die tinker­

ventrikeJ aan, maar is origens binne normale perke. 'n Kardio­
gram, 24 uur later geneem, was onveranderd.

Afb. 2: Elektrokardiogram 48 uur na opname geneem. Spoed
en ritme onveranderd. Daar is nou 'n meer prominente Q, 0·04
sek. in tandaardafleidings J[ en Ill, a ook aVF met 'n negatiewe
T-uitwyking in tandaard III en aVE T-uitwykings in prekor­
diale afleidings V2 en 3 is verhoog in vergelyking met die uit­
wykings in die vorige afbeelding. Verder is daar nog die voor­
kom an ischemie in V4 tot V6.
.Gevolgtrekkings

Daar is nou duidelik elektrokardiografiese bewys van 'n kardiale
infarksie van die agterwand.

A/b. 3: 14 dae na toelating tot die hospitaal: Hier is die voor­
koms van 'n hartinfarkt van die agterwand elektrokardiografies
nou nog meer prominent, met die kenmerkende Q en T ver­
anderinge in Il, III aVF en verhoogde T-uitwykings in die pre­
kordiale afleidings V2, V3 en V4.

BESPREKING

Die pyngeslciederus van hierdie pasient het kardiale ischemie,
en moontlik infarksie, aangedui. Die betreklike Iae bloed­
druk het ook 'n moontlike infarksie aangedui. Daar was
geen ondersteunende bevindings, soos 'n versneIde bIoed-

Blackwell Scientific Publications Ltd., of Oxford, England, have
just issued their 1959 catalogue of medical books. This catalogue
is one of the most comprehensive lists of medical textbooks and
monographs available in the English language, and the books are

besinking of 'n verhoogde witbIoedseltelling rue. Die eerste
eIektrokardiografiese opname het ook net 'n geringe ische­
miese verandering aangetoon. Na 48 UUT was die kardio­
grafiese beeId van 'n hartinfarkt van die agterwand duidelik
waar te neem, en het met verIoop van tyd nog meer pro­
minent geword.

Dit is dus duidelik dat die pasient se siektegeskiedenis,
saam met 'n bloeddruk aan die onder-grense van normaaI,
genoegsame redes was om opvolg-elektrokardiogramme te
Deem. Ten spyte van die afwesigheid van verdere episodes
van pyn, het die beeld van agterwand-infarksie tog na 48
UUT te voorskyn gekom. .

Opvolg-ondersoeke is nie Doodsaaklik as daar reeds
eIektrokardiografiese bewys gelewer is van 'n infarksie nie.
Wanneer infarksie egter nog nie gedemonstreer is rue, moet
daar opvolg-grafieke gemaak word totdat 'n diagnose
bereik is, of 'n aDder diagnose in sy plek gestel kan word.
'n Tydperk van 3 tot 4 dae voor die verskyning van die
diagnostiese beeld is nie seldsaam rue. Levine1 vermeld selfs
'n geval wat 3 weke na die kliniese episode eers eIektro­
kardiografiese bewyse van infarksie opgeIewer het.
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