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Abstract

Introduction: Few reports in the literature describe the association of rheumatoid arthritis and
transient thyrotoxicosis. We report a case of rheumatoid arthritis and painless thyroiditis presenting
simultaneously and acutely with a cluster of symptoms that initially made the diagnosis of rheumatoid
arthritis very challenging.

Case presentation: A 41-year-old Caucasian male presented with complaints of malaise and
decreased range of motion in the left elbow. Physical examination and laboratory evaluation
established the diagnosis of rheumatoid arthritis and painless thyroiditis.

Conclusions: When patients with rheumatoid arthritis present with numerous “extra articular” and
constitutional symptoms, evaluation of thyroid disorder with thyroid function test should be
considered to help establish the correct diagnosis.

Introduction
It is well recognized that individuals with one auto-
immune disease are more likely to have another auto-
immune disorder. Hypothyroidism is the most common
thyroid dysfunction that has been reported in association
with rheumatoid arthritis (RA). To our knowledge only
two reports in the literature describe the association of
rheumatoid arthritis and transient thyrotoxicosis [1,2]. We
report a case of rheumatoid arthritis and painless
thyroiditis presenting simultaneously and acutely with a
cluster of symptoms that initially made the diagnosis of
rheumatoid arthritis very challenging.

Case presentation
A 41-year-old Caucasianmale presented with complaints of
malaise, fatigue and 20 pound weight loss within one
month. He also complained of anxiety, palpitation and
tremor. He had a two month history of moderate pain and
decreased range of motion in the left elbow. He was taking
naproxen with no relief. He had no significant past medical
history. Physical examination revealed an ill appearing
male who was nonfebrile with a heart rate of 110 beats per
minute. The thyroid gland was soft, non tender, not
enlarged and without nodules. Heart auscultation revealed
irregular rhythm but no murmurs. Left elbow was enlarged,
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warm and slightly tender with limited extension and
flexion, but no clear evidence of effusion. The deep tendon
reflexes of his extremities were hyperactive. Laboratory
evaluation was significant for low TSH: <0.01 mcIU/ml
(0.45-6.2), and high free T4: 3.27 ng/dl (0.54-1.24). The
titers of thyroglobulin and thyroid peroxidase antibodies
were increased: 999 IU/ml (<20), 41 IU/ml (<35)
respectively. ESR was normal: 12 mm/hr (0-15). Rheuma-
toid factor and anti-CCP were both elevated: 105 IU/ml
(0-15), 141 units (<20) respectively. EKG demonstrated
atrial fibrillation with rapid ventricular response. Left elbow
x-ray showed degenerative spurring. Thyroid uptake scan
(RAIU) showed a reduced twenty four hour uptake of 2.6%
and little uptake throughout the thyroid gland (Figure 1).
Treatment with metoprolol was initiated. On the second
visit three weeks later his heart rhythm was regular. He
complained of morning stiffness and bilateral ankle pain.
He had lost five additional pounds. His ankles were
swollen, warm and tender with limited extension. He was
started on methotrexate (MTX) and prednisone for newly
diagnosed RA. Five months from initial presentation,
laboratory evaluation revealed normal TSH: 1.79 and free
T4:0.88. He remains in euthyroid state on subsequent
follow-up.

Discussion
Rheumatoid arthritis (RA) is a chronic autoimmune
disease that primarily affects the joints. Other organs
such as the skin, lungs and heart can also be involved.
Association of RA with other autoimmune diseases such as
an autoimmune thyroid disease has been described [3].
The prevalence of abnormal thyroid function among
patients with RA ranges from 7.4% to 34% [4-8].
Hypothyroidism is the most reported thyroid dysfunction
in patients with RA [5,6,9]. Hyperthyroidism in patients

with RA has been found to be less common than
hypothyroidism. Chan et al (2001), found only one
patient with subclinical hyperthyroidism among 64
patients with RA (1.6%). The association between RA
and hyperthyroid disorders has included transient thyr-
otoxicosis. Transient thyrotoxicosis can develop with
painless thyroiditis when inflammation of the thyroid
gland results in hormone leakage. Silent thyroiditis and
sporadic thyroiditis have also been used to describe this
disorder. Literature has rarely described the concurrence of
RA with transient thyrotoxicosis. To the best of our
knowledge there are only two reports in the literature
that describe the association of rheumatoid arthritis and
transient thyrotoxicosis. Murayama et al (1982), reported
a patient with history of chronic lymphocytic thyroiditis
and RA who develops a transient thyrotoxicosis seven
weeks after cessation of steroid therapy. Sakata et al
(1992), described a case when a patient was diagnosed
simultaneously with RA and silent thyroiditis; the patient’s
thyroiditis remained asymptomatic in that case.

Our observation is unique given that painless thyroiditis
and RA were presented acutely and simultaneously. Unlike
the patient in Sakata’s case, our patient had a significant
number of symptoms related to thyroiditis at his
presentation; atrial fibrillation, malaise, fatigue, anxiety,
palpitation, tremor and 20 pound weight loss. Diagnosis
was difficult because clinical signs of transient thyrotox-
icosis overshadowed early presentation of RA. Painless
thyroiditis was diagnosed based on a normal thyroid
exam, a low TSH level, high serum Free T4 and the fact that
both levels subsequently normalized. Elevated anti-TPO
and anti-TG antibodies, normal ESR, and low radioiodine
uptake also helped to confirm the final diagnosis. The
acute and concurrent presentation of RA with thyroiditis
raised the question of whether this was an instance of
two autoimmune diseases being presented simultaneously
or did the thyroiditis represent an extra-articular manifes-
tation of RA.

Conclusions
When patients with rheumatoid arthritis present with
numerous “extra articular” and constitutional symptoms,
evaluation of a thyroid disorder with thyroid function test
should be considered to help establish the correct diagnosis.

Abbreviations
RA, rheumatoid arthritis; RAIU, radioactive iodine uptake
scan; anti-TG, anti-thyroglobulin antibodies; anti-TPO,
anti-thyroid peroxidase antibodies; anti-CCP, Anti-cyclic
citrullinated peptide antibodies.

Consent
Written informed consent was obtained from the patient
for publication of this case report and accompanying

Figure 1. Patient’s thyroid uptake scan (RAIU) shows a
reduced twenty four hour uptake and little uptake throughout
the thyroid gland.

Page 2 of 3
(page number not for citation purposes)

Cases Journal 2009, 2:7310 http://casesjournal.com/casesjournal/article/view/7310



images. A copy of the written consent is available for
review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Statement of proprietary interest
The authors hereby state that there are no commercial or
proprietary interests of any kind of any drug, device, or
equipment mentioned in this study. Neither author has
any financial interest of this study.

Authors’ contributions
MB analyzed and interpreted the patient data regarding the
rheumatologic disease. FM was a major contributor in
writing the manuscript. Both authors read and approved
the final manuscript.

References
1. Sakata S, Nagai K, Shibata T, Kamikubo K, Tokimitsu N: A case of

rheumatoid arthritis associated with silent thyroiditis. J
Endocrinol Invest 1992, 15:377-380.

2. Maruyama H, Kato M, Mizuno O, Kataoka K, Matsuki S: Transient
thyrotoxicosis occurred after cessation of steroid therapy in
a patient with autoimmune thyroiditis and rheumatoid
arthritis. Endocrinol Jpn 1982, 29:583-588.

3. Gibberd FB: A survey of hundred and six cases of rheumatoid
arthritis. Acta Rheumatol Scand 1965, 11:62-70.

4. Becker KL, Titus JL, Woolner LB, Ferguson RH: Thyroiditis and
rheumatoid arthritis. Proc Staff Meet Mayo Clin 1963, 27:125-129.

5. Chan AT, Al-Saffar Z, Bucknall RC: Thyroid disease in systemic
lupus erythematosus and rheumatoid arthritis. Rheumatology
(Oxford) 2001, 40:353-354.

6. Caron P, Lassoued S, Dromer C, Oksman F, Fournie A: Prevalence
of thyroid abnormalities in patients with rheumatoid arthri-
tis. Thyroidology 1992, 4:99-102.

7. Andonopoulos AP, Siambi V, Makri M, Christofidou M, Markou C,
Vagenakis AG: Thyroid function and immune profile in
rheumatoid arthritis. A controlled study. Clin Rheumatol 1996,
15:599-603.

8. Shiroky JB, Cohen M, Ballachey ML, Neville C: Thyroid dysfunction
in rheumatoid arthritis: a controlled prospective survey. Ann
Rheum Dis 1993, 52:454-456.

9. Del Puente A, Savastano S, Nuzzo V, Esposito A, Lupoli G: High
prevalence of thyroid autoantibodies in newly diagnosed
rheumatoid arthritis patients. Clin Exp Rheumatol 2003, 21:137.

Page 3 of 3
(page number not for citation purposes)

Cases Journal 2009, 2:7310 http://casesjournal.com/casesjournal/article/view/7310

Do you have a case to share?

Submit your case report today
• Rapid peer review
• Fast publication
• PubMed indexing
• Inclusion in Cases Database

Any patient, any case, can teach us
something

www.casesnetwork.com


	Introduction
	Case presentation
	Discussion
	Conclusions

