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A Bit of This. A Bit of That.

Better Medical Education:
What Can and Should be Done

By Dr. Ian R. Hart
Dr. Ian Hart, a native son of Scotland, has spent most of
his professional life in Canada. Until his retirement, he
was Chief of Medicine, Division of Endocrinology at the
Ottawa Civic Hospital. Retirement has not, however,
slowed his pace noticeably. He has travelled the world in
aid of improved medical education, giving lectures and
presentations at medical schools, particularly in South-
east Asia. In 2000, for example he logged some 140,000
miles and has already piled up 40,000 this year. We were
fortunate to catch him on one of his brief touch-downs at
home where he kindly took time to express some of his
thoughts on medical education in the following article.

Great Expectations
Everyone who is sick, wants and expects the best possible care from any physi-

cian to whom they turn for help. Physicians also expect to do the best job they can
diagnosing, treating and following every patient they see. If both of these sets of
expectations were always attained, and the ‘best possible job’ was done, everyone
would be satisfied and the delivery of health care would be close to perfection.
Unfortunately life is not like that! Doctors cannot pretend to know everything and
every patient’s case is different. Surely, you might say that if you have Graves’ dis-
ease, it is simply a matter of better training and having trainees spend more time
learning how to diagnose and treat thyroid disorders. But since there are only so
many hours in the day, so many weeks in the month and so many months in the year,
and so many diseases, disorders and causes of pain and suffering to learn about, that
the practicing physician cannot always be fully informed and have all the necessary
skills all the time.

It is only natural that every patient expects their physician to be knowledgeable
and skillful in diagnosing their particular disease. But the reality is that no training
program, neither at the student or the resident training level, can provide truly in
depth training in every special area of medicine, and even if it could, no on, including
doctors can remember everything forever.

What can medical education do? Before making a series of specific suggestions
as to how medical education can and should improve the delivery of thyroid health
care, it is important to consider the following factors:

• Knowing everything about every disease - the enormity of the problem
• What clinical competence is all about
• How people learn
• How doctors reason

Knowing everything about every disease
As the practice of medicine has become increasingly complex over the past few

decades, the amount of knowledge that someone studying medicine theoretically needs
to accumulate and retain is now well beyond the intellectual capacity of any human
being. Medical education has increasingly recognized that it is impossible to teach

Welcome to the first issue of Thy-
roid Flyer for 2002 and my first

issue as the new President of Thyroid
Australia.

I hope you have all had a good
Christmas break. It seems that for many
people, the break meant more time to
find about thyroid conditions and treat-
ments. The Thyroid Australia website
did not get a holiday rest! There were
many more visits to our website in
December than in any previous month.
Once again it is clear that there is a
need for the information we can pro-
vide and that we are helping to meet
that need.

We have had a big year in 2001. As
well as producing our regular newslet-
ters and website, Thyroid Australia had
its first all day public seminar in Mel-
bourne in August and the first interstate
meeting in Brisbane in October. We
also had public meetings in Melbourne,
Bendigo and Benalla during the year
as well as providing speakers for vari-
ous community meetings around Mel-
bourne including Dandenong,
Frankston and St Albans.

For the meeting in Brisbane I would
like to thank the work of Chris Bloom
and the financial support provided by
GlaxoWellcome towards the costs of
the meeting.

During 2001 we also held our first
Annual General Meeting followed by
a fascinating talk by Dr Richard Arnott
on the genetics of autoimmune diseases
including the relationships connecting
various autoimmune conditions. We
thank Dr Arnott for his time and con-
tr ibution. The AGM went very
smoothly with the election of new po-
sitions on the Board - more of a re-ar-
rangement of Board members - and
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trainees everything about everything, and
equally impossible for medical students
and residents in training to learn and re-
tain everything.

To overcome this problem, medical
educators have developed two strategies.
The first is to recognize that since cer-
tain disorders kill and maim more patients
than others, we tend to spend more cur-
riculum time ensuring that students learn
about these critical problems, leaving lit-
tle time for less serious disorders. Thy-
roid disorders, although debilitating and
in some cases devastating, seldom kill or
maim, and they are only part of one medi-
cal specialty. They are therefore given lit-
tle curriculum time, even though they
occur commonly in the population,
whether in North America, Europe, Asia
or in other parts of the world where there
is severe iodine deficiency.

The second strategy is to continually
impress on their students that they must
become lifelong learners. Thus, attempts
are made, in both undergraduate and post-
graduate training, to teach trainees how
to learn for themselves and where to find
information resources. This approach will
not only allow trainees to keep up-to-date
but help them gain new knowledge and
skills. Indeed, the approach is similar to
that used by many patient thyroid organi-
zations in helping their members find re-
liable sources of information such as sup-
port groups, libraries and the internet. So
in a broad sense, thyroid patients are also
trainees.

What clinical competence is all
about.

To practice good medicine, physicians
need to be clinically competent. Clinical
competence is not an easy concept to
understand. It includes things like taking
a patient’s history, carrying out an appro-
priate physical examination and acquir-
ing other data such as results of blood
tests and x- rays. Having gathered all this
information, the physician then needs to
solve the patient’s problem by diagnos-
ing it and treating it. As part of all this
the physician needs to be able to com-
municate in a compassionate and mean-
ingful way with patients. They need to
listen carefully to what their patients are
telling them.

Clinical competence requires knowl-
edge, skills and appropriate attitudes.
Knowledge is the easiest of these to un-
derstand, teach and measure. Knowledge
is basically information stored in the
learner’s mind. Either they know it or they

do not. Skills, such things as examining
the heart or feeling the thyroid gland, are
actions that must be performed in a com-
petent way to achieve a goal. Skills are
much more complex than knowledge to
teach and test, harder to master, and in
many ways much easier to lose and for-
get. Unlike knowledge, where the learner
either knows it or does not, an individual
may have a little skill, a moderate amount
of skill or complete skill. For example, a
beginning student can examine a thyroid
properly but not pick up abnormalities
when they are present, the resident in
training picks up the more obvious ab-
normalities, the expert misses nothing. All
have some skill in thyroid examination,
but their level of skill is different.

Attitudes have been defined as feel-
ings about an object or concept that re-
sult in a tendency to act in either a posi-
tive or a negative way. To a large extent,
attitudes are determined by an individu-
al’s personality. By our late teens, most
of us have already formed our personal-
ity and it is very difficult to change. Prob-
ably the most important thing determin-
ing the attitudes of those who graduate
from medical school is the attitudes they
have when they enter medical school.
When it comes to relationships between
doctors and patients, attitudes, good or
bad, seem to be the greatest factor in de-
termining how good or bad these relation-
ships are. Competence in a clinical situa-
tion involves the complex ability to ap-
ply appropriately these three attributes -
knowledge, skills and attitudes. They
form the basis of all clinical practice.

How people learn: deep memory
Learning involves getting knowledge,

skills, and attitudes into memory. But
there are two types of memory. The first
involves superficial learning, the second
involves deep learning - that is, getting
what has been learned into deep memory.
When learning is superficial, students
remember words and phrases. They can
only remember a limited amount at any
given time. What has just been learned is
very vulnerable to being displaced by
what is learned immediately after. In other
words, things learned in a superficial way
are not remembered for long. As medical
educators, our real goals is to make sure
that learning gets into deep memory, be-
yond memorizing words and phrases.
This involves comprehension and under-
standing and lasts for a long time. A
number of factors are know to facilitate
deep learning. Medical teachers, them-

selves, must be taught to understand and
use teaching strategies which ensure that
most of their students’ learning is deep
rather than superficial.

How doctors reason: testing the
key cases

As we have seen, knowledge, clini-
cal skills and appropriate attitudes form
the foundation of those who practice the
health professions. But clinical diagnos-
tic competence goes beyond these basics.
It involves what is called clinical reason-
ing - that is, how doctors think their way
through patients’ problems to come up
with the correct diagnosis.

We now know that the cases encoun-
tered during training form the basic fun-
damental framework for how doctors di-
agnose. It appears that a basic set of medi-
cal problems or types of medical cases
underpin the reasoning that takes place
when a doctor is trying to diagnose a new
patient. Throughout the course of taking
the history and carrying out the physical
examination, doctors are constantly
thinking of possible diagnoses, compar-
ing them to cases that they know and have
seen previously, and discarding one after
another until they are left with what they
suspect is a correct diagnosis. There
seems to be a relatively small number of
these key or prototype cases - possibly
as few as 150. These are common and
important diagnoses around which most
practicing doctors reason when they are
tyring to diagnose a patient with a prob-
lem that they are seeing for the first time.
It is somewhat like the case work of
Sherlock Holmes, a process of deduction.

This understanding of how doctors
think when they are making a diagnosis
is relatively recent. It carries one very
strong and important message. If students
have never been exposed to some of these
prototype cases during their medical
training, they are unlikely to be good at
diagnosing new patients.

If it is important to ensure that stu-
dents have the appropriate knowledge,
skills and attitudes before they are al-
lowed to practice medicine unsupervised,
it is just as important to ensure that, dur-
ing their training, they have been exposed
to the wide variety of common key cases
around which doctors reason when they
are trying to make a diagnosis. If students
have never seen a case of hyperthyroid
Graves’ disease, they will have great dif-
ficulty in diagnosing hyperthyroidism
from any cause.
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Putting it all together: What can
Medical Education do?

Unlike diseases in other specialities,
diseases of the endocrine system are fre-
quently hard to diagnose because hor-
mones affect all parts of the body. In
many other specialties, where the clue to
the diagnosis often likes in a single symp-
tom in a given organ system, for exam-
ple, diarrhea as the presenting symptom
of gastrointestinal disease, or chest pain
pointing to coronary artery occlusion. But
endocrine disorders, the thyroid included,
usually present with a number of non-
specific symptoms, such as tiredness,
nervousness, dry skin, etc. Diagnosing
endocrine diseases usually requires what
is called pattern recognition. The prob-
lem with pattern recognition is that if you
have never seen the pattern before, you
are unlikely to recognize it and make the
diagnosis.

Thyroid disorders are common, but
they are generally treated as outpatient
disorders. Since much of the training of
medical students and residents takes place
in tertiary care hospitals, students do not
have much opportunity to see thyroid
cases. Attempts must be made to ensure
that all students and trainees are exposed
to the key thyroid diseases, wherever pos-

sible throughout the period of training.
This requires training students and resi-
dents in community settings. Medical
education is moving rapidly to increase
the amount of student training in ambu-
latory care and community settings.

All students and trainees should be
exposed to new cases of hyperthyroidism,
Graves’ disease, hypothyroidism and
should have the opportunity to examine
thyroid glands with nodules or goiters.
These are the prototype cases, exposure
to which in training will enable them,
when in practice, to diagnose any thyroid
condition more easily.

The two most important factors that
lead to deep learning are:
• Learning that takes place actively rather

than passively; that is, students learn by
themselves rather than simply being
told by a teacher.

• An opportunity to apply what they have
learned as soon as possible after the
learning has taken place.

This means, that after having gained
new knowledge and skills regarding thy-
roid disorders, students should be exposed
to patients with thyroid diseases and given
the opportunity to assist in their manage-
ment as soon as possible. If something is
learned and no immediate opportunity is
given to apply that learning, it is lost. As

the popular saying goes, ‘if you don’t use
it, you lose it’.

Increasingly, practicing physicians
need to be devoted self-learners. They
must be given the resources to seek their
own new knowledge and information and
given support and encouragement to do
so.

The ultimate key to improving
practicing physicians’ skills in any given
area, including that of thyroid diseases,
is continual professional development
and education. Medical school lasts only
a few short years. The practice of medi-
cine is for a lifetime.

Fortunately, Canada has long been in
the forefront of providing and support-
ing continuing education for doctors. As
the practice of medicine changes at an
ever faster pace, encouragement and sup-
port for doctors to maintain their skills
and to acquire new ones will become in-
creasingly important. This is true not only
in Canada but also worldwide, wherever
thyroid disease remains a major problem

Originally published by the Thyroid
Federation International in ThyroWorld,
Vol.4, No.1, 2001. Reproduced with per-
mission.

Also available at http://www.thyroid-
fed.org/publications/medicaled.html  ❀

We held our first Annual General
Meeting on 18 November 2001

at the Royal Melbourne Hospital. The
meeting had a number of formal issues
to deal with and Dr Richard Arnott also
made an interesting presentation on the
genetics of thyroid disease.

Apart from the Board members,
only four members of Thyroid Aus-
tralia attended, but we did receive
38 proxies so there were sufficient
votes for the various resolutions.

All resolutions were passed by the
required majorities:

• The Financial Statements and the
associated reports by Directors
and Auditors were accepted.

• Robyn Koumourou, Kathleen
Horley, Karen Latimer, Gail
Pascoe and Alun Stevens were
re-elected as directors. Their new
responsibilities are indicated
elsewhere in this newsletter.

• The Constitution was amended to
permit Directors to serve for two
years before being required to re-
sign. As indicated in the notice
of meeting, this will allow the
resignation of Directors to be
staggered and will provide much
better continuity for the Board.

• The Constitut ion was also
amended to allow the Board to
appoint Directors between An-
nual General Meetings. This will
provide us with much more flex-
ibility for expanding the Board
as opportunities arise, but with
new Directors appointed in this
way needing to seek election at
the next following Annual Gen-
eral Meeting.

The meeting concluded in 25 min-
utes and we then moved onto Richard
Arnott’s presentation.

Annual General Meeting
By Alun Stevens

The low turnout of members was
disappointing in this context because
Richard’s presentation was very inter-
esting and he was able to answer a
number of questions from the floor.

We will be following the same for-
mat this year so members should seri-
ously consider attending. We under-
stand and accept that Annual General
Meetings can be a little boring because
of the formal requirements, but we also
see the meeting as an opportunity to
present a public meeting for your in-
formation and enlightenment.

The formal proceedings are quickly
over and the opportunity to hear and
question a leading specialist is invalu-
able. The AGM is planned for 23 No-
vember 2002 and will be held in Mel-
bourne.  ❀

http://www.thyroid-fed.org/publications/medicaled.html
http://www.thyroid-fed.org/publications/medicaled.html
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The most common questions that Thy-
roid Australia is asked involve the in-

terpretation of Thyroid Function Tests
(TFT’s). Many people have been told that
their TFT results are ‘normal’. So what
is ‘normal’? In this article we will focus
on the test for Thyroid Stimulating Hor-
mone (TSH) which is the most common
test ordered.

The ‘normal’ Reference Range for the
test is intended to represent the range of
values which can be expected in the healthy
population – ie those without any thyroid
ailment. The Reference Range is found by
taking a sample population of healthy in-
dividuals and determining their TSH lev-
els. The lowest and highest 2.5% of read-
ings are excluded so that the Reference
Range covers 95% of the healthy popula-
tion. There are a number of different tests
for TSH with different levels of sensitiv-
ity. They each have their own Reference
Range. The most common tests generally
have lower limits to their Reference Ranges
around 0.2 to 0.5 mIU/L and upper limits
from 3.5 to 5.0 mIU/L.

A recent study in Norway provides a
good example of the use of the TSH test
in practice.1 The study involved 65,000
people. They were asked questions about
their thyroid status and those with a his-
tory of thyroid illness were excluded. The
blood samples were tested for Thyroid
Peroxidase Antibodies (which are an in-
dicator of likely thyroid illness) if they
produced a TSH reading greater than 4.
Samples with positive antibody results
were also excluded. The survey, there-

fore, attempted to exclude people with
any indication of thyroid illness, but still
included those with Thyroid Peroxidase
antibodies whose TSH reading was 4 or
less. The TSH test kit used for the study
had a nominated Reference Range of 0.2
to 4.5 mIU/L.

The results for women are shown in
the chart. The results for men were only
slightly different.

The features of this result are:

• The distribution of TSH readings in the
healthy population is skew. It is not the
common bell shaped curve centred in
the middle of the reference range.

• The most common value, or Mode, is
at 1.25.

• The Median value is at 1.50. This
means that half the population (50%)
have a TSH reading below 1.50.

• The average, or Mean, value is at 1.68.
Over 60% of the population have a TSH
reading below this value.

• The centre of the Reference Range for
the test kit used in the study is 2.35.

Almost 85% of the healthy population
have a TSH reading below this value.

• The 2.5 percentile point (ie the point
which excludes the bottom 2.5% of the
population) is at 0.48. The 97.5 percen-
tile point (ie the point which excludes
the top 2.5% of the population) is at
3.6. The range between the 2.5 and 97.5
percentile points (0.48 to 3.6) is much
narrower than the test kit’s Reference
Range (0.2 TO 4.5).

• This narrowing of the range would sug-
gest that the reference group used to
calibrate the test kit possibly included
people with some level of thyroid ill-
ness.

• This narrowing of the range between
the 2.5 and 97.5 percentile points would
potentially have been even more pro-
nounced if all samples had been tested
for Thyroid Peroxidase Antibodies.

The conclusions which can be drawn
from this survey are:

• TSH results in the upper half of the
Reference Range have a low probabil-
ity of being ‘normal’. This does not
mean that they are not ‘normal’. It
means that they are unlikely to be ‘nor-
mal’.

• The Reference Ranges for TSH tests
are potentially too wide, especially at
the upper end. This suggests that ‘high
normal’ TSH readings should possibly
be treated with more suspicion than
they currently appear to be.

• The centre of the Reference Range
is clearly not a good target point be-
cause very few of the healthy popu-
lation have TSH readings around this
point.

• A much better target point would be
around 1.0 to 1.5. But some people
will feel better at higher levels or
lower levels. This supports Prof Jim
Stockigt’s view that the target should
be a TSH reading around 1.0.2

‘Normal’ TSH
By Alun Stevens MSc FIAA
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Another important point which
needs to be borne in mind when inter-
preting statistics like these is that it is
the population which has a range of
values with probabilities for each read-
ing. Each healthy individual is only at
one of the points. They are ‘normal’
when they are at that point. For those
on thyroxine replacement, being in the
Reference Range is not good enough
in itself. You need to be at your own
set point. This will probably be near
the lower end of the Reference Range.

This analysis of the distribution of
TSH readings in the healthy population
supports our recommendations to thy-
roid patients:

• Obtain a photocopy of all your Thy-
roid Function Tests. Also get copies
of the ones you have had done in the
past. These copies will show both the
readings and the Reference Ranges.

• When you are going for a new test,
make a note of how you feel (espe-
cially make a note of any of the ma-
jor symptoms of thyroid overactivity
or underactivity), your weight and
your dose. When you obtain your
copy of the test result, write this in-
formation on the copy. Over time,
this process will allow you to make
an informed judgement in consulta-
tion with your doctor of what the
correct set point is for you.

• Do not accept that a Thyroid Func-
tion Test is ‘normal’ just because the
result is within the Reference Range
if you are still feeling unwell.

References
1.T Bjøro et al, ‘Prevalence of thyroid

disease, thyroid dysfunction and thy-
roid peroxidase antibodies in a large,
unselected population. The Health
Study of Nord-Trøndelag (HUNT).’
European Journal of Endocrinology
2000 143 639-647.

2.J Stockigt, ‘Subclinical Hypothy-
roidism or Mild Thyroid Failure:
How important is early diagnosis and
what treatment is optimal?’ Interview
With Sigma Pharmaceutical 2001
http://www.thyroid.org.au/Informa-
tion/Stockigt.html. Accessed 30 De-
cember 2001.

Alun Stevens  is an actuary with his own
consultancy. He is also Secretary of Thy-
roid Australia  ❀

some motions passed which fix up
some things in the Thyroid Australia
constitution improving the way we can
manage the organisation. There is a de-
tailed report on the AGM elsewhere in
this newsletter.

At that meeting I expressed my
thanks to the outgoing Board and I
would like to do that again in writing
to all of our members. In particular a
very big vote of thanks is due to Megan
and Alun Stevens who put an enormous
amount of time, money and effort into
the running of Thyroid Australia. I am
sure that nearly every one of our mem-
bers would join me in thanking them.
Virtually every member we have would
have had some personal contact with
Megan or Alun - either by letter, phone
or email.

If you want to join us in helping to
organise or manage the many activities
that Thyroid Australia does, please ring
me or drop me a line. There are plenty
of jobs on the Board of Management
for which we need extra help. Alterna-
tively there are other ways you might
want to help - from being a telephone
volunteer to assisting with administra-
tive tasks. Again, please contact some-
one on the Board; we would love to
hear from you.

Another way which you can help
which is very simple is getting the mes-
sage out into the wider community
about Thyroid Australia. If you look on
our website you will find copies of
fold-up brochures and a poster. If you
don’t have access to the Internet - or
you want original copies - contact any
of the Board members and we will send
you as many as you want. I would en-
courage you to take one or more of
these for the waiting room next time
you go to your doctor - or take one to
your shopping centre - though make
sure you ask for permission before you
put anything on a notice board.

There are so many people in the
community who are not aware of their
thyroid condition - or who would ben-
efit from the information we have to
offer - and this is one way to spread
our message. This could be beginning
of a support group being formed in
your local area!

Helping people who are not receiv-
ing the best treatment - or even any
treatment - for their thyroid conditions
and giving them information they can
use and make sense of what is happen-

ing is one of the most rewarding things
that I have experienced from being in-
volved in Thyroid Australia. One new
member told me that finding a Thyroid
Australia brochure by chance in her
GP’s waiting room - and subsequently
contacting us - “saved her life”. We
constantly hear reports from members,
telephone contacts and others about
how a chance conversation or meeting
has lead to someone finding out about
Thyroid Australia and the information
and support we have to offer – helping
people cope with medical conditions
that are so often difficult to understand.

We get positive feedback from so
many sources.  Only the other day we
received this email – unsolicited - from
someone in the USA:

Your group is to be commended on how
you’ve organized yourselves, the ques-
tions you are answering, and the support
you are providing.  As you may be aware,
the we have several thyroid groups in the
U.S. but nothing that equals what you all
have done.  I can say this because I’ve
really struggled with this disease and
have spent the last several years reading
everything I can and talking with tons of
others with thyroid disease.  Your group
is truly one to be modeled after.

This year, 2002, looks like being
another very active year for us. There
will be another full-day seminar in
Melbourne in the second half of the
year as well as other public meetings
in Melbourne and Brisbane. In coun-
try Victoria we are planning meetings
in Warrnambool in February and later
in the year in Geelong and other ven-
ues yet to be announced. Details of the
Warrnambool meeting are in this news-
letter and we will keep you posted with
more details on other meetings as they
approach.

Meanwhile I wish you a happy and
healthy new year and hope you enjoy
this newsletter. Rather than have a gen-
eral theme, this newsletter covers a
range of topics - something for every-
one!

A number of people help in getting
this newsletter written, produced and
sent to you. I would like to take the op-
portunity to thank our printers. The
production of our newsletter is gener-
ously assisted by Graeme and Julie
King who run King Family Printing in
Scorseby Phone (03) 9764 2426.   ❀

Editorial from Page 1

http://www.thyroid.org.au/Information/Stockigt.html
http://www.thyroid.org.au/Information/Stockigt.html
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We publish letters and thyroid stories from our members. So if you would like to write to us or send us the story of how, when,
where and why your thyroid condition was diagnosed, and how the condition and treatment has affected you, please do so. If you
are able to include any lab test results (such as TSH, T4 and T3) at the time of diagnosis and during your treatment, all the better.
The stories will be published anonymously unless you ask to be named.

 Please send any letters or stories to Over To You, Thyroid Australia, PO Box 2575, Fitzroy Delivery Centre VIC 3065.

The views expressed in this section are not necessarily those of Thyroid Australia. Check all treatment options with your doctor.

Over To You

A fter being diagnosed with
Hashimoto’s thyroiditis in No-

vember 1994 I started wondering
which other family members of mine
also had thyroid conditions. Everything
I had read suggested that the
autoimmune thyroid condit ions,
Graves’ disease and Hashimoto’s thy-
roiditis, ran in families, and it seemed
odd therefore that I apparently was the
only person in my family with an
autoimmune thyroid condition.

I talked about this with my mother,
who asked around other members of
the family, and in 1999 she told me that
her aunt had also suffered from hy-
pothyroidism (as well as premature
menopause). It transpired that the two
daughters of this aunt also had thyroid
conditions, as did the daughter of one
of these cousins of my mother. This girl
had been diagnosed with hypothy-
roidism at the age of about 9.

I then knew that thyroid conditions
ran in my mother’s side of the family.
My mother was therefore a strong can-

didate for developing an autoimmune
thyroid condition as her daughter, her
aunt and two cousins had already been
diagnosed with thyroid conditions. It
is often suggested that if you have a
first-degree relative with an
autoimmune thyroid condition, that

you may have a 50% chance of devel-
oping an autoimmune thyroid condition
yourself. This genetic predisposition for
thyroid conditions has recently been
highlighted by the American Associa-
tion of Clinical Endocrinologists, in
their Thyroid Awareness Month cam-
paign for January 2002.

My mother was in her early 70’s, so
I started to take more note of any symp-
toms of thyroid disease that she might
have. This was not always easy, as my
mother, unlike me, is a very slight
woman, but it seemed possible that she,
in common with many older people, did
“not have the typical symptoms of thy-
roid disease”, as suggested by Dr CT
Sawin. I therefore suggested to my
mother that she ask her doctor to do a
thyroid function test (TFT). This she
did, she says, to keep me happy. Her
results for the TFT done on 24 May
1999 (see Table) showed her thyroid
stimulating hormone (TSH) level above
the reference range and her Free T4
level just inside the bottom of the range.

I was dismayed to hear that her doctor
thought it unnecessary to start treating
her for what seemed to me to be a clear
case of mild thyroid failure. I felt that
her doctor should at least have tested
her for the relevant thyroid
autoantibodies found in Hashimoto’s

thyroiditis, anti-thyroperoxidase (also
known as antimicromal antibodies)
and anti-thyroglobulin antibodies be-
fore making this decision.

Her symptoms then became more
obvious to me. She was feeling the
cold and putting on jumpers on sunny
30o+ days in Melbourne in January
2001. She was becoming increasingly
more “vague”. Her voice seemed to
have become almost monotonous. She
was getting more tired than usual. She
was more breathless (okay, she is a
heavy smoker and she has been pre-
scribed eye-drops for glaucoma which
apparently have a side effect of caus-
ing breathlessness). And yes, she was
getting older, as she kept on remind-
ing me when I tried to convince her to
have further TFTs and the antibody
tests done.

Eventually in January 2001 she re-
lented and had the full range of tests.
The results were, I believe, unequivo-
cal, and indicated that she was indeed
suffering from hypothyroidism caused
by autoimmune thyroid disease. Her
TSH and T4 results were outside their
reference ranges and she also had
strong positive results for both anti-
thyroperoxidase and anti-thyroglobu-
lin antibodies.

In February 2001, about two years
after I started campaigning to have her
thyroid checked out, my mother was
prescribed a low dose of thyroxine
(50mcg) and her health has, I believe,
improved. She is not quite as breath-
less as she was (but then she refuses
to give up smoking), she is not as fa-
tigued, she is much more alert, and her
tone of voice is definitely not as “flat”
as it was.

Family Connections
By Megan Stevens

Date TSH Free T4 Free T3

24 May 1999 7.40  (0.35-5.50) 11.7  (10.0-23.2) 5.4  (3.5-6.5)
22 Nov 1999 3.90  (0.35-5.50) 10.6  (10.0-23.2) 5.4  (3.5-6.5)
24 Nov 2000 3.31  (0.20-4.00) 11.5  (10.0-25.0) 4.8  (3.3-7.2)
18 Jan  2001 5.40  (0.30-5.00)   8.0  (11.0-23.0) 4.2  (3.5-6.7)
  2  Apr  2001 1.50  (0.20-4.00) 16.4  (10.0-25.0) 5.0  (unknown)
26  Nov 2001 1.85  (0.35-5.50) 15.6  (10.5-22.7)

Thyroid Function Test Results
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I recently received the following
very gratifying note from her, which I
publish with her permission:

“Darling Daughter

Thank you very much for insisting that I
have a thyroid test, even though I felt that
all that was happening to me was that I
was getting older. Three years ago my
doctor said that I did not have a thyroid
problem but took my blood for a test any-
way. When the result came he said, “Your
daughter was right – you do have a prob-
lem” but decided not to treat it. Then a
year ago you insisted that I seek treat-
ment and after quite a battle my doctor
gave me medication. And now my skin has
improved – having had a bad skin for
more than 60 years – my hair doesn’t
seem to fall out as much and I am fit. I
have lost a bit of weight too, and do not
get stiff necks. In short, my quality of life
has improved.

Lots & lots of love
From your grateful Mother”

When I started out trying to help
those with thyroid conditions and
working with Thyroid Australia, my
thought was that if I could help just one
person with a thyroid condition to be
diagnosed earlier and to have their
quality of life improved by what I had
done, then the suffering I had under-
gone before I was diagnosed with my
own thyroid condition would be worth-
while. Little did I know that one of the
people I would be able to help would
be my own mother.

It is, therefore, important to remem-
ber that the autoimmune thyroid con-
dit ions, Graves’ disease and
Hashimoto’s thyroiditis, tend to run in
families, and often occur in families
which present with other autoimmune
conditions, such as:

• pernicious anaemia
• autoimmune atrophic gastritis
• Addison’s disease
• premature menopause
• male infertility
• myasthenia gravis
• juvenile diabetes (insulin-de-

pendant diabetes)
• Goodpasture’s syndrome
• sympathetic ophthalmia
• autoimmune haemolytic anaemia
• idiopathic thrombocytopenic

purpura
• idiopathic leucopaenia
• primary biliary cirrhosis
• ulcerative colitis

• Sjögren’s syndrome
• rheumatoid arthritis
• scleroderma
• Wegener’s granulomatosis
• systemic lupus erythematosus

(SLE)
• multiple sclerosis

This is why we at Thyroid Australia
recommend that anyone who has been
diagnosed with hyperthyroidism or hy-
pothyroidism, or who is suspected of
having hyperthyroidism or hypothy-
roidism, should also have their thyroid
autoantibodies tested, especially if they
have a family history of autoimmune
thyroid condit ions or any other
autoimmune condition.

 Further Reading:

1. American Associat ion of Cl inical
Endocrinologists, The neck’s generation –
http://www.aace.com/pub/tam2002/

2. American College of Physicians, “Screen-
ing for thyroid disease: Clinical guideline,
part 1”, Annals of Internal Medicine, 15 July
1998. 129:141-143. – http:/ /
w w w . a c p o n l i n e . o rg / a n n a l s /
15jul98.ppthyroid1.htm

3. GH Daniels, “Hashimoto’s thyroiditis”, The
Bridge, Vol.  12, No. 4, Winter 1997, Thy-
roid Foundation of America. (Index#:
Br12:4Daniels)

4. C Dayan, “Q&A: Has there been any recent
research on t.e.d. being hereditary?”, TED
Newsletter, No. 55, Autumn 2001. (In-
dex#: TED55Hereditary)

5. IM Roitt, Essential immunology, (8th ed),
(Oxford, Blackwell Science), 1994, p.384.

6. CT Sawin, “Aging and the thyroid”, The
Bridge, Vol.  9, No. 3, Fall 1994, Thyroid
Foundation of America. ( Index#:
Br9:3Sawin)

7. Thyroid Federation International, Important
information for thyroid patients, 1998 -
h t t p : / / w w w. t h y r o i d - f e d . o rg / i n t r o /
patients.html (Index#: TFI98NB)

8. Thyroid Foundation of America, Graves’
disease & Hashimoto’s thyroiditis: Some
related condit ions,  2000 - http:/ /
w w w . a l l t h y r o i d . o rg / d o c s / d 1 /
relatedcon_1.html (Index#: TFA:Related)

9. Thyroid Foundation of America, Families
are involved,  2000 - http:/ /
www.allthyroid.org/yf/family_top.html (In-
dex#: TFA:YrFamily)

10. Thyroid Foundation of Canada, Graves’
hyperthyroidism (Thyrotoxicosis), (Health
Guide #6), 2000 - http://www.thyroid.ca/
Guides?HG06.html (Index#: TFC#6)

[Articles with Index numbers are avail-
able from the Thyroid Australia Publi-
cations List.]  ❀

Having been diagnosed with Graves’
disease and being treated under the

specialist care of an endocrinologist, I am
somewhat alarmed to know that there are
people (both members of Thyroid Aus-
tralia and non-members) who also have
Graves’ disease, and are being treated by
a specialist and are given Neomercazole
or PTU to be taken in accordance with
their doctors’ instructions.

While I fully understand that people
don’t like having to take tablets (who
does?), for whatever reason, let’s face it,
none of us likes to have to do these things,
but, I am deeply concerned that these
people are endangering their health even
further by their actions.

They don’t take the prescribed
number of tablets when their doctor has
said to take them. In fact they decide that
they either won’t take them at all, or that
they will cut down the dose and only take
what they think they should be taking
(mind you, they have all the expert
knowledge in the world behind their de-
cisions), or they take some for a while,
and then decide to take what the doctor
has prescribed just prior to having their
latest blood test. This behaviour I find
extremely alarming and am very con-
cerned for those people.

I would be most interested to hear
from the specialists (i.e. the
endocrinologists on the Thyroid Australia
Medical Advisory Committee) what they
think of this situation and, more impor-
tantly for the people recklessly doing
these things, what the likely outcomes are
for them. This seems to me to be fraught
with danger.
Karen

A/Prof Duncan Topliss, a member of our
Medical Advisory Committee, replied:

“This is about patients not taking an-
tithyroid medication in accord with their
doctors’ instructions. I can’t say I have
been struck by this being a major issue in
my experience but certainly I cannot con-
done the practice and can only encour-
age the taking of medication as pre-
scribed, and if there seems to be a prob-
lem resulting from the prescribed dose
then the patient should contact/visit their
doctor to have this sorted out. Otherwise
the level of thyroid function cannot be
linked to a specific drug dose and a ra-
tional dose modification  cannot be pre-
scribed. The issue is really no different
to any other prescription medication.”  ❀

Take Your Medicine

http://www.acponline.org/annals/15jul98.ppthyroid1.htm
http://www.acponline.org/annals/15jul98.ppthyroid1.htm
http://www.acponline.org/annals/15jul98.ppthyroid1.htm
http://www.thyroid-fed.org/intro/patients.html
http://www.thyroid-fed.org/intro/patients.html
http://www.allthyroid.org/docs/d1/relatedcon_1.html
http://www.allthyroid.org/docs/d1/relatedcon_1.html
http://www.allthyroid.org/docs/d1/relatedcon_1.html
http://www.allthyroid.org/yf/family_top.html
http://www.allthyroid.org/yf/family_top.html
http://www.thyroid.ca/Guides?HG06.html
http://www.thyroid.ca/Guides?HG06.html
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Dear Editor
After the birth of my third child, I was

diagnosed with a hyperactive thyroid, and
my gland was removed forty years ago.
Now I am troubled by many symptoms of
“hypo”. The information provided by you
and some fellow sufferers (albeit 30 years
too late) has lifted a weight of worry from
my shoulders.

Being on the land, I am deeply con-
cerned with the prevention of thyroid dis-
ease at grassroot levels. Even in the fifties,
it was known, that because I had drunk milk
from our cows, who had been fed with
choumoellier  (member of the Brassica
family), which contains a chemical, which
prevents absorption of iodine, I had set in
motion this illness, which runs in my fam-
ily.

I was told, the practice to be self-suffi-
cient on the farm in hilly, leached-out coun-
try makes things worse. We grew our own
meat, milk, cheese, eggs, fruit and vegeta-
bles and the water was rain. The advice was
to eat many different foods from all cor-
ners of the country.

Now I read the agricultural publications
like “The Weekly Times”, “Grassroots”
etc., and regularly find appeals for help with

illnesses of thyroidic origin. One person
writes of visits by three unwanted gen-
tlemen: Messrs. Sjögren, Graves and
Hashimoto. I also notice that iodine-de-
ficient South Gippsland, where I live, is
gradually divided up and settled by “al-
ternative (self-sufficient) lifestyle” peo-
ple, who are ignorant of the facts outlined
above. After a while they wonder why
country life and all that fresh air and
“good” food makes them sicker than ever,
when the simple reason might be a lack
of a range of trace elements, headed by
iodine. A lack of experienced GPs in the
country adds to all sorts of mis-diagnoses
and untold misery.

Educating every new generation to
these pitfalls, seems of utmost importance
to me, as it has far reaching social conse-
quences.

Editor’s Note:

Brassica is a group of plants belonging
to the Mustard family, Cruciferae. It in-
cludes vegetables that are commonly
grown and known as Broccoli, Brussels
Sprouts, Cabbage, Cauliflower, Collards,
Kale, Kohlrabi, Mustard, Rape (Canola),
Rutabaga and Turnip.

Thyroid Disease Manager, Chapter 5a:
Effects of the Environment, Chemicals
and Drugs on Thyroid Function, Revised
by David Sarne, 1 January 2001, http://
www.thyroidmanager.org/chapter5/
5a%2D2.htm has the following informa-
tion on choumoellier and its effects:

“The isothiocynate, cheiroline, occurs
in the leaves of choumoellier and may
be related to a focal area of endemic
goiter in Australia. The goitrogen is
thought to be transmitted from forage
to cows, to milk, and finally to children.
Although there is considerable circum-
stantial evidence relating these com-
pounds to endemic goiter, it has been
difficult to prove their role with cer-
tainty.

Thiocyanate is a well-known inhibitor
of iodide trapping when in high concen-
tration in blood. The blood levels ob-
tained by ingestion of dietary goitrogens
are rarely of this degree. Inhibition of
iodide trapping, and thyroid peroxidase
activity, and augmentation of urinary io-
dide loss, as demonstrated by Delange
and Ermans and co-workers, all may
play a role in the goitrogenic activity.”

❀
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At our public seminar in August last
year, we asked attendees to an-

swer a questionnaire on a number of
aspects of their thyroid experiences.
We unfortunately did not have space
to publish the results in the October
newsletter. So here they are.

Firstly some basic demographics:
• 37 questionnaires were returned.
• 22 respondents indicated they

were hypothyroid, 7 were hyper-
thyroid, 2 had had cancer and
2 had multi-nodular goitres. The
remainder did not indicate their
condition.

• 36 respondents were female,
1 was male.

• Ages ranged from 27 to 75 with
an average of 52.

Opinions of Medical Advisers
The first aspect we wanted to assess

was patients’ views of their experiences
with their medical advisers. Assessing
people’s views is always a tricky area,
because it can always be argued that their
views do not reflect the facts. After many
years in service industries testing cus-
tomer satisfaction, I have come to two
conclusions. The views expressed by the
users of services about the quality of
service are generally closely aligned with
the facts (although there are always ex-
amples where the views expressed by
some people are not borne out by the
facts). If the average consumer believes
a service to be bad, it is very unlikely
that it will be good. Perceptions ARE
Reality. It is always inadequate in serv-
ice delivery to simply meet statistical
standards. The people being served
MUST appreciate the service.

We asked attendees to rate their medi-
cal advisers on a 1 to 5 scale against
7 factors. These were:

• The amount of information pro-
vided by the medical adviser.

• The usefulness of this information.
• The quality of explanations pro-

vided by the adviser
• Whether the adviser listened to the

respondent.
• Whether the adviser took the re-

spondent seriously.
• Did the respondent feel in control

of the process of managing their
condition.

• Did the adviser treat the respond-
ent as a partner in the management
of the condition.

The results were:
• Opinions were polarised. A few

were extremely satisf ied. A
number were extremely dissatis-
fied. The majority were spread
out. As a consequence, all cat-
egories of medical adviser were
given ratings around the middle
of the scale.

• The highest ratings were
achieved by surgeons and eye
specialists. These two groups as
well as homoeopaths and doctors
who also offer natural therapies
achieved results above the aver-
age score.

• The lowest ratings were achieved
by endocrinologists followed by
GPs. These two groups, along
with naturopaths achieved below
average scores.

• The factors which distinguished
the groups with higher scores
from those with lower scores was
their performance on the param-
eters of listening to patients and
taking patients comments seri-
ously. The groups with high
scores had good results for these
parameters and those with low
scores had poor results for these
parameters.

Thyroid Australia Services
We also asked for opinions of the

services that we deliver – once again
on a 1 to 5 scale.

The newsletter was well received
with an overall rating of 4.4.

Only 11 respondents had used one
of our telephone contacts. Their opin-
ion of the volunteers was extremely
positive with the overall score of 4.6.

24 people commented on the qual-
ity of the seminar and gave it an over-
all rating of 4.6. This was undoubtedly
due to the excellent presentations from
our medical panel who were all very
much appreciated. Our thanks to them
for making the seminar a success.

Depression
A common theme from callers to

our support lines is that they are fre-
quently told they are depressed when
presenting with continuing lethargy

and difficulty coping. We asked some
questions to see how common this was.
18 respondents indicated that they had
been diagnosed as having depression.
14 agreed with the diagnosis and felt
that they were depressed at the time.
Only 10 of these were offered anti-de-
pressants. The other 4 respondents did
not agree with the diagnosis. All 4 were
offered anti-depressants.

‘Hypochondria’
Another issue that comes up quite

often from callers is that they feel that
they are being treated as hypochondri-
acs and that their opinions and com-
ments are not listened to. We asked a
series of questions to try to test how
common this is and also to see whether
there was any correlations between any
continuing symptoms, opinions of
medical advisers and evidence of hy-
pochondria.

The first proposition we tested was
that respondents would be treated bet-
ter by GPs and would therefore have a
higher opinion of the GP if they did not
display hypochondriacal traits. This
was not borne out by the survey results.
There was no correlation between the
hypochondria score and the respond-
ents’ scores for their satisfaction with
their GPs. Some respondents with high
scores on the hypochondria index felt
their GPs were doing a great job, some
thought they were not. And all the vari-
ations in between also occurred.

The second proposition we tested
was that those respondents with con-
tinuing symptoms would be more
likely to be concerned about their
health and would tend to have higher
scores on the hypochondria index. This
was also not borne out. There was no
correlation between the two factors.

We also tested a third proposition –
that respondents’ opinions of their GPs
were linked to their continuing symp-
toms. Here there was a correlation es-
pecially at the extremes. Respondents
with clear indications of continuing
symptoms gave low ratings to their
GPs. Those with few indications of
continuing symptoms gave high ratings
to their GPs. The middle group, how-
ever, was rather mixed.

Alun Stevens MSc FIAA ❀

Seminar Questionnaire
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Two of the major diseases affecting
the thyroid gland, Graves’ disease

and Hashimoto’s (chronic lym-
phocytic) thyroiditis, are prime in-
stances of autoimmune diseases. They
represent, in fact, two of the most com-
mon examples of a group of some
eighty autoimmune diseases. This brief
article describes some of the common
characterist ics shared by the
autoimmune diseases; it also suggests
reasons why it is important that they
be considered as a group as well as
separately.

Autoimmune disease defined
The basic definit ion of an

autoimmune disease is a disorder
caused by an autoimmune response;
i.e., an immune response directed to
something in the body of the patient.
Since autoimmunity can affect any or-
gan in the body (including brain, skin,
kidney, lungs, liver, heart, and, of
course, thyroid), the clinical expression
of the disease depends upon the site
affected. In our system of highly
compartmentalized medicine, patients
with autoimmune disease may be cared
for by physicians in virtually any medi-
cal specialty.

For many years, the medical estab-
lishment was skeptical of the existence
of autoimmunity, since it seemed to
defy common sense. Why would a per-
son develop an immune response to
himself rather than to an invading
germ? When we realize that the im-
mune response is a powerful and com-
plex biological reaction, however, we
can understand that, on occasion, the
reaction can misfire. These misfirings
of the immune system are the reason
that autoimmune diseases occur. Some-
times autoimmunity can be the initiat-
ing cause of the disease and, in other
cases, autoimmunity can contribute to,
or exaggerate, a disease caused by
something else. The presence of an
autoimmune response is signaled by
the appearance of autoantibody in the
circulation, and so the demonstration
of a particular autoantibody usually
constitutes the path to recognize an
autoimmune disease.

Multiple causes: genetic
What could cause the immune sys-

tem to misfire in such a harmful man-
ner? Part of the answer is genetic. All
of the autoimmune diseases show evi-
dence of a genetic predisposition. No
single gene by i tself causes an
autoimmune disease; instead, a coales-
cence of several genes in certain indi-
viduals, in the aggregate, heightens sig-
nificantly the overall possibility of de-
veloping an autoimmune disease. Some
of these genes may be specific for a
certain disease, but others predispose
to autoimmunity in general. That ex-
plains why a single patient may have
more than one autoimmune disease or
why autoimmune diseases are more
common in some families than others.

For the patient, this is an important
bit of information, because it means
that she must alert a physician to the
presence of autoimmune disease in the
family. We use the pronoun “she,” be-
cause most autoimmune diseases occur
more frequently in women. The reason
for this sex-related difference is not
known, but it probably reflects the in-
volvement of hormones in regulation
of the immune response.

Multiple causes: environmental
triggers

Another common characteristic of
all of the autoimmune diseases in hu-
mans is that an outside agent is required
to initiate the harmful autoimmune
process. These agents are called envi-
ronmental triggers. Even with a genetic
predisposition, most people do not de-
velop an autoimmune disease unless
something external acts on their body.
Sometimes, this may be infection; for
example, a well-known autoimmune
disease, rheumatic fever, is associated
with a preceding infection by a strep-
tococcus.

Another autoimmune disease, lu-
pus, may be precipitated by exposure
to a particular drug or to sunlight.
Sometimes, components of the diet
may influence the development of dis-
ease; for example, in autoimmune dis-
eases of the thyroid, dietary iodine may

be an important initiating factor. It
must be emphasized, however, that
these environmental triggers act only
in individuals with a genetic predispo-
sition and not in the population at large.
If the environmental agent can be iden-
tified and the patient warned to avoid
it, the autoimmune disease may never
occur, even in the most highly predis-
posed individual. One important out-
come of the human genome project will
be the identification of genes that con-
tribute to an unusual autoimmune sus-
ceptibility. Individuals with the great-
est risk can then be forewarned.

Overlapping diseases
Thus, it is important, from the

clinical point of view, to consider the
autoimmune diseases as a united
group of disorders. The presence of
one autoimmune disease will alert
the physician and the patient to the
possibil ity that a second or third
autoimmune disease may occur in the
same individual or in other members
of the same family. The presence of
one autoimmune disease may be a
sign of heightened susceptibility to
a second disease.

Research for new treatments
A great deal of benefit also arises

from considering the autoimmune
diseases together in the realm of
medica l  research.  Vi r tua l ly  a l l
autoimmune diseases are dependent
upon the production of an abnormal
population of T cells, one of the cir-
culating white blood cells. An effec-
tive treatment of autoimmune dis-
ease, more efficacious than anything
we now have in our armamentarium,
would come from finding ways of
identifying and turning off these dis-
ease-producing T cells. As modern
molecular immunology has taught
us, the T cell has a unique surface
structure. By use of experimental
animals, we are learning to identify
these disease associated structures on
T cells and to develop methods to
eliminate them.

This fundamental level of re-
search cuts  across a l l  o f  the

The Autoimmune Diseases: United They Stand
by Noel R. Rose, M.D., Ph.D.

Department of Pathology & The W. Harry Feinstone Dept. of Molecular Microbiology and Immunology
The Johns Hopkins Medical Institutions
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autoimmune diseases. The produc-
tive interaction among investigators
who study the particular spectrum of
the autoimmune diseases, such as the
thyroid diseases, multiple sclerosis,
lupus, rheumatoid arthritis, the in-
f lammatory bowel diseases, and
many more, will teach us the basic
lessons necessary to devise more ef-
fective, long-term treatments for the
broad range of autoimmune diseases.

A major problem needs major re-
sponse

In the last analysis, the most impor-
tant reason we should begin to view the
autoimmune diseases as a unified group
is to give them greater visibility. Most
autoimmune diseases are relatively rare
and most are not fatal. Therefore, they
never appear on the public “radar screen”
as a serious health problem requiring
more attention and more funding. Taken
together, however, the autoimmune dis-
eases occupy the third or fourth place in
the list of prevalent diseases in our coun-
try.

The majority require lifetime care
and treatment, which is an expensive
budget item both for the individual
and the count ry.  Moreover,  an
autoimmune disease is debilitating
for the patient, and often destructive
of a productive lifestyle of an entire
family.

It is time, then, that we start to
think of the autoimmune diseases as
a unified group and to gather our
forces on the battleground for a ma-
jor investigative attack on the fun-
damental problem.

Dr. Noel R. Rose is Professor of
Pathology at Johns Hopkins School
of Medicine and Professor of Mo-
lecular Microbiology and Public
Health at the Johns Hopkins Univer-
sity School of Hygiene and Public
Health; in addition he is Director of
The Johns Hopkins Autoimmune Dis-
ease Center. He serves as chairman
of the Scientific Advisory Board of
the American Autoimmune-Related
Disease Association.

Originally published by the Thy-
roid Foundation of America in The
Bridge, Vol.15, No.3,  Fall 2000.
Reproduced with permission.  ❀

The following tentative meeting dates and locations have been decided. Details will
be provided as soon as they are known. Times are as shown. Please diarise now.

2002 Meetings

23 February
Warrnambool - 2.00pm to 5.00pm
Archie Graham Community Centre,
118-130 Timor Street, Warrnambool.
Contact:
Kay Horley (03) 9560 4688 AH

20 April   Melbourne
2.00pm to 5.00pm

29 June Country Victoria
25 August

Annual Seminar Melbourne City
10.00am to 5.00pm

26 October  Geelong
2.00pm to 5.00pm

23 November  AGM Melbourne City
2.00pm to 5.00pm

Venues are still being arranged for most of the meetings. Details will be communi-
cated to members as soon as they are known. We will probably hold the Annual
Seminar at Monash University again this year as the venue is excellent.

Sally Mitchell was very pleased to re-
ceive a telephone call from Dr. André

Hedger recently. After a long and interesting
chat he agreed to write an article for us. The
TED Association is most grateful to Dr.
Hedger for this.

I am a General Dental Practitioner who
believes that we should treat our patients as
“whole” people. Doctors and dentists are
taught a rather blinkered, academic and often
out-dated view of their respective professions.
I think as a dentist we should be more cor-
rectly termed dental physicians, treating peo-
ple not holistically but “wholistically” which
has become a new term amongst the forward-
thinking elements of our profession.

Many patients perceive dentists as just
tooth doctors whose eyes are often just fo-
cused on their pearly whites, little realising
these are attached to a living, breathing or-
ganism with different dynamics and psycho-
energies.

In recent years the profession has become
more aware of the need to be vigilant for oral
cancer and other disorders in the whole oral
cavity. We follow a screening process where
the soft tissues are fully examined including
the lymph nodes (whih can for example be an
indicator of leukaemia), the temporomandibu-
lar joint (jaw joint) which is affected can cause
headaches, migraines, tinnitus etc. and all the
soft tissues in the mouth including the tongue
and tonsillar region. We take everyone’s blood
pressure and their pulse at their six monthly
recalls, which can be very useful in detecting
early problems especially in people who don’t
regularly visit their GPs. There are more
stressed, overworked and “at risk” people in
this recession than I’ve seen before. In my
short practising career (eighteen years) I have
detected six cases off early oral cancer which
have been successfully dealt with.

More recently the feedback from my pa-
tients about their general medical care sug-
gests a lack of morale, interest and above all
care by some of my medical counterparts. The
stories are sad to hear and show such a gen-
eral malaise in the NHS. Three recent cases

have highlighted to me the value of vigilance
with regard to the thyroid gland. Dentists are
in an ideal position to cast a watchful eye on
the patient’s thyroid at their regular six
monthly visits.

If a goitre or enlargement is present as the
patient lies in the supine position, it is quite
easy to observe and take the necessary action.
The growth may have been so slow and in-
sidious that the patient may not have even
noticed it. Men, I find, are more quickly aware
of this increased neck diameter as their shirt
collars can become inexplicably tight. For la-
dies who wear loose fitting clothes this may
not be the case. A few simple questions on
the patient’s state of health can easily reveal
the early signs of thyroid problems.

One inexplicable lesion that I have noticed
and not heard described previously is a sig-
nificant red, sore and inflamed bilateral area
on the non-attached gingival (darker coloured
gum) above the upper six front teeth. In fact,
this was the presenting sign of a thyroid prob-
lem I saw some years ago. As many thyroid
problems are “autoimmune” (ie the body
against itself) and very much influenced by
stress I am keen to try hypnosis with some
psycho-hypnoanalysis and healing to see if
this can benefit the patient. If the inner strength
which we all have within us can be switched
on, then maybe some inner healing could be
targeted to the thyroid, directly strengthening
and improving the immune system and revers-
ing the destruction. I am interested if acupunc-
ture has helped anyone using the similar acu-
puncture, self-healing meridians; although I
don’t practise myself I know of the benefits
when I have had it for injuries.

With attention to detail, a gentle caring
approach and regular screening we can be very
useful in the early diagnosis of disease, treat-
ment and possible prevention.

Dr. André Hedger
(Dental Physician)

Originally published in TED Newsletter 36,
December 1999. Reprinted with permission.

❀

A Dentist At Your Throat?
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Thyroid Australia Ltd

ACN 094 832 023     ABN 71 094 832 023

Postal Address: PO Box 2575, Fitzroy Delivery Centre VIC 3065

Registered Address: 43 Donald Rd, Wheelers Hill VIC 3150

Phone: (03) 9561 2483 [Mon to Fri 10.00am to 4.00pm]   Fax: (03) 9561 4798

E-Mail: support@thyroid.org.au Web: www.thyroid.org.au

Disclaimer

All materials provided by Thyroid
Australia Ltd are for information pur-
poses only and do not constitute medical
advice.

These members have agreed to support others with thyroid conditions in their times of need. They follow our guidelines in an
effort to provide reliable information to callers. Contacts are not generally medically trained, but they will provide a personal
viewpoint, through their own experience. The names of the volunteers are given on the left according to the conditions with which
they can assist. Phone numbers and contact times are given on the right.

We want to expand the list of contacts and need more volunteers willing to share their
experiences. We will provide all volunteers with a pack of reliable information as well
as access to all the articles on the Publications List. New Contacts will be asked to
attend a short workshop to ensure that everyone works off the same knowledge base,
and to allow them to gain some insights from others who have been performing this
task already. Suitable arrangements will be made for those members from outside of
Melbourne.
If any member would like to volunteer as a Telephone Contact, could they please
contact Thyroid Australia on (03) 9754 6281 or email at support@thyroid.org.au

Hypothyroidism
Robyn K Lucinda
Karen C Kay
Warren

Hashimoto’s Thyroiditis (HT)
Karen C Kay
Robyn K Lucinda

Hyperthyroidism
Christopher Sue
Karen L

Graves’ Disease (GD)
Christopher Catriona
Karen L

Radioiodine (RAI) Treatment
Robyn P Sue

Postpartum Thyroiditis (PPT)
Robyn K

Psychological Aspects
Lucinda

Thyroid Hormone Replacement
Karen C Kay
Robyn K Lucinda

T
4
-T

3
 Conversion

Robyn K

Antithyroid Medication
Christopher Sue
Karen L

Congenital Hypothyroidism
Julie

Thyroid Eye Disease (TED)
Karen L

Addison’s Disease
Georgina

TELEPHONE CONTACTS

Please be considerate about when you ring
The volunteers have indicated that they can be contacted at the following times. No
calls on Sundays please. The volunteers also have family and business responsibilities
and might not be available when you call. They will get back to you if you leave a
message.

Name Phone Number Monday to Friday Saturday

Catriona (03) 9318 9919 10.00am - 9.30pm 10.00am - 9.30pm

Christopher (03) 9417 1720 7.00pm - 9.00pm 10.00am - 8.00pm

Georgina (03) 9726 0183 9.00am - 8.30pm 9.00am - 8.30pm

Julie (03) 9764 2426 8.00pm - 9.30pm 10.00am - 8.00pm

Karen C (02) 9626 7073 10.00am - 7.00pm 10.00am - 7.00pm

Karen L (03) 9380 8505 9.00am - 9.00pm 10.00am - 4.00pm

Kay (03) 9560 4688 10.00am - 8.00pm 10.00am - 8.00pm

Lucinda (03) 9752 5086 6.00pm - 9.30pm 10.00am - 8.00pm

Robyn K (03) 9754 6281 10.00am - 2.00pm 10.00am - 8.00pm
& 8.00pm - 9.00pm

Robyn P (03) 5276 1532 10.00am - 7.00pm 10.00am - 7.00pm

Sue (03) 9755 5183 7.00pm - 9.00pm 10.00am - 8.00pm

Warren (02) 6294 5470 2.00pm - 5.00pm
prefers email at selden@aussiemail.com.au

Next issue of the Thyroid Flyer
The next issue of the Thyroid Flyer will
be published in April 2002. Articles or
letters for publication should be sent to
The Editor by 15 March 2002.

Thyroid Flyer
by e-mail

Thyroid Flyer is also available in full
colour as a PDF [portable document
format] file as an e-mail attachment.
Please let us know if you would prefer
to receive the newsletter in this format
instead of having it mailed out to you,
or if you would prefer to receive it in
this format as well as having it mailed
to you.

Change
of Address?

If you are moving house, or if any of
your contact details are changing, please
include us in the list of those you need to
inform. You can ring, fax, or write to us
by mail or e-mail. We need this informa-
tion to ensure that you receive your Thy-
roid Flyer and correspondence without
delay.

mailto:ThyFlyV31 <support@thyroid.org.au>
http://www.thyroid.org.au/
mailto:ThyFlyV31 <support@thyroid.org.au>
mailto:selden@aussiemail.com.au
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