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Background: While few hypothyroid patients require more than the expected weight-related dose of le-
vothyroxine, the underlying causes of larger-than-expected dosing requirements have not been studied in a
single cohort. Our aim was to determine and quantify the multiple factors contributing to high-dose levo-
thyroxine requirements in a cohort of patients with hypothyroidism.
Methods: The Grampian Automated Follow-Up Register (GAFUR) monitors around 17,500 hypothyroid pa-
tients. In 2008, 190 (1%) patients took > 225 lg of levothyroxine daily. A questionnaire was sent to 174 patients
(16 were untraceable) to assess causes and to offer blood tests for endomysial, parietal cell (PCA), and thyroid
peroxidase (TPO) autoantibodies. Primary care practices were contacted for medication details. All patients with
positive endomysial autoantibodies were referred to a gastroenterologist. Thyroid function tests and levothyroxine
doses were re-evaluated in 2011.
Results: A total of 125 questionnaires (72%) were returned. Mean levothyroxine dose was 248 lg daily. Twenty-six
patients (20.8%) took medication known to interfere with levothyroxine absorption, and 21 patients (16.8%) ad-
mitted to compliance issues. Seven patients had positive anti-endomysial antibodies on initial screening, with four
being new diagnoses of celiac disease, and PCA were positive in 27 (21.6%) patients. At follow-up in 2011, the mean
levothyroxine dose had decreased in patients on interfering medications and in the four new cases of celiac disease.
Conclusions: Causes of patients needing high-dose levothyroxine replacement include poor compliance, medication
interference, PCA (as a marker of atrophic/autoimmune gastritis), and celiac disease. Doses can be decreased
following advice regarding medication or after management of underlying conditions.

Introduction

Hypothyroidism is common, with the incidence of
primary hypothyroidism in the United Kingdom being

3.5 per 1000 in women and 0.6 per 1000 in men (1). In iodine-
sufficient countries, most cases are due to autoimmune hy-
pothyroidism. Undertreated patients can suffer from cardiac
and neurological morbidity (2). Hypothyroidism is usually
easily treatable, but some patients require atypically high
doses of levothyroxine. Causes include poor compliance,
excess body weight, and interferences due to food, drugs, or
malabsorption (3). Most patients require 1.6–1.8 lg of le-
vothyroxine per kilogram of body weight, although lean body
mass is a better measure to use, with expected doses being
2–3 lg/kg (4–6).

Approximately 62–82% of orally administered levothyroxine
is absorbed from the jejunum and ileum (7,8). Levothyroxine
absorption is maximal when the stomach is empty, and bio-
availability is lowered by several dietary factors (9,10) and
medication (11,12). Surgical and autoimmune damage to the gut
can impair levothyroxine absorption (13–17). In practice, poor
medication compliance is the most common reason for a high
levothyroxine requirement, but this is often difficult to prove.
Levothyroxine dose requirement may be increased by drugs,
which accelerate its metabolism. Additional factors (18,19) are
described in Table 1.

Celiac disease and autoimmune gastritis are important
conditions, as both commonly occur in association with au-
toimmune hypothyroidism. The incidence of celiac disease
ranges from 2% to 5% in patients with autoimmune thyroid

1Centre for Diabetes and Endocrinology; Departments of 4Immunology and 5Gastroenterology; Aberdeen Royal Infirmary, Aberdeen,
United Kingdom.

2Centre for Endocrine and Diabetes Sciences, University Hospital of Wales, Cardiff, United Kingdom.
3Edna Coates Diabetes Centre, Pinderfields Hospital, Wakefield, United Kingdom.
*These authors contributed equally to this work.

THYROID
Volume 24, Number 12, 2014
ª Mary Ann Liebert, Inc.
DOI: 10.1089/thy.2013.0661

1765

JYN
高亮



disease, which is significantly higher than the general popu-
lation incidence of 1% (13,14). Celiac disease mainly affects
the jejunum and ileum, which are the main sites for le-
vothyroxine absorption (20). As celiac disease can present in
many different ways and is often asymptomatic, screening is
recommended in patients with other autoimmune disorders
and in patients with higher than expected doses of levothyr-
oxine (13,21,22).

The presence of autoimmune gastritis may also influence
levothyroxine dose requirements. A screening study of 391
patients with autoimmune hypothyroidism found positive
parietal cell antibodies (PCA) in 155 patients (39.6%). Le-
vothyroxine requirement was significantly higher in these
patients compared to PCA-negative patients (17).

The exact contribution of each of these factors to high
levothyroxine requirements is unclear. Most previous studies
that have examined levothyroxine requirements in patients
with hypothyroidism have focused on a single element or
have been isolated case reports. We aimed to determine and
quantify the multiple factors contributing to high-dose le-
vothyroxine requirements in a large cohort of patients with
primary hypothyroidism being followed prospectively using
a community-based thyroid register.

Methods

Patients

In September 2008, the Grampian Automated Follow-Up
Register (GAFUR) had around 17,500 hypothyroid patients
who were on levothyroxine therapy. GAFUR is a joint ven-
ture between the secondary care-based specialist thyroid
service and primary care practices in the Grampian Health
Board area of North East Scotland. Patients on treatment with
levothyroxine except thyroid cancer patients, who are not
included in the follow-up register, are recalled for thyroid
function testing (TFTs) at preset follow-up intervals, typi-
cally 12–18 months. The results are reviewed centrally in
secondary care, and if satisfactory, with thyrotropin (TSH)
within the reference range (0.35–3.3 mU/L), an automatic
routine recall is generated. If abnormal, the result is reviewed
by a thyroid specialist who will make recommendations to
the GP regarding dose change. The details of this compre-
hensive database have been previously described (23,24).

A search of GAFUR in 2008 revealed 190 (1%) adults who
were taking > 225 lg of levothyroxine daily, predominantly
in tablet form, which is twice the expected maximum daily
requirements for a 70 kg individual.

Letters were sent to 174/190 patients (16 patients being
untraceable) inviting them to attend their GP for further
evaluation. A questionnaire addressing symptoms of malab-
sorption, symptoms of hypothyroidism, compliance with le-
vothyroxine, and the most recent height and weight was sent
to the GP and the healthcare professional, who took the blood
sample, completing it at the patient’s visit.

One hundred and twenty-five questionnaires were returned
by the healthcare professional between September 2008
and September 2009. GP practices were contacted by tele-
phone to confirm the patients’ current medication details and
medical problem list. After reviewing results, letters were
sent to patients and GPs with results and recommendations.
Depending on TSH results, levothyroxine dose adjustments
were suggested. All patients with positive celiac serology
were reviewed in the endocrine unit and referred to a gas-
troenterologist for distal duodenal biopsy and management,
which included dietetic review and advice regarding a gluten-
free diet (GFD). For patients with positive PCA, vitamin B12
levels were requested. All patients were advised to take le-
vothyroxine on an empty stomach and avoid co-ingestion
with food, coffee, and other medications known to interfere
with levothyroxine absorption for at least one hour. The
importance of regular tablet taking for people who admitted
compliance issues was reiterated by letter, and GPs were
requested to review these patients to reinforce this.

In 2011, TFTs and levothyroxine doses were collated from
119 patients (five had died and one had moved out the area)
through GAFUR, electronic medical records, and direct
contact with the GP practice.

Laboratory evaluations

Laboratory tests comprised biochemical analysis of serum
samples for free thyroxine (fT4)/TSH (Siemens Advia Cen-
taur) and immunoglobulin A (IgA; Dade Behring Prospec)
along with indirect immunofluorescent testing for gastric
PCA and endomysial antibodies (using rat stomach and pri-
mate distal oesophagus substrates respectively) and quanti-
tative enzyme-linked immunosorbent assay (ELISA) detection

Table 1. Common Factors That Can Increase Levothyroxine Dose Requirement

Medical conditions Dietary factors
Medications interfering with

absorption (11)
Medications increasing

metabolism (11)

Jejunoileal bypass surgery or
other bowel resection*
(13,14)

Dietary fibers (9) Ferrous sulfate Carbamazepine

Celiac disease (15,16) Fruit juices Calcium carbonate Rifampicin

Autoimmune gastritis (17) Dairy products Proton pump Inhibitors Phenytoin

Atrophic gastritis secondary
to Helicobacter pylori (18)

Coffee (10)
Meals

Cholestyramine
Orlistat

Estrogen

Pancreatic insufficiency Sucralfate

Obstructive liver disease and
cirrhosis of liver (19)

Aluminium hydroxide
Sertraline (12)

*Bypass surgery has a variable impact, and while it could be the cause of a high levothyroxine dose in a patient, other causes should also
be considered.
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of thyroid peroxidase (TPO) antibodies. All laboratory tests
were performed using standardized, commercial reagents and
methodologies supported by robust internal quality control
and external quality assurance processes. Serum IgA mea-
surements were undertaken to validate the results of IgA
isotype anti-endomysial antibody testing (as the then-standard
methodology for celiac serological screening).

Ethics

The study protocol was discussed with the Grampian Re-
search Ethics Committee who advised that formal ethical
review was unnecessary and classed the study as a ‘‘clinical
service evaluation.’’ Anonymity of all data was ensured in
line with Caldicott principles.

Statistics

Data are presented as means except where otherwise
specified. Normally distributed variables were compared with
the Student’s t-test. Nonparametric variables were compared
with the Mann–Whitney test. Categorical data are presented
as percentages and were analyzed with Fisher’s exact test.
Correlation coefficients were determined using Spearman’s
correlation test. Data were analyzed using the statistical
software package SPSS for Windows v16.0 (SPSS, Inc.).
The null hypothesis was rejected at the 5% significance
level.

Results

Patient characteristics

There were 190 patients identified by the database as being
on high-dose levothyroxine, but 16 patients were untraceable.
Letters were sent to those 174 patients, with replies being
received from 125 patients. There were more females (65.4%)
than males (34.6%), but mean ages and body mass indexes
(BMIs) were comparable (25) (Table 2).

Underlying diagnosis

The underlying thyroid diagnosis was unknown in 52
subjects (41.6%). Autoimmune hypothyroidism was docu-
mented in 47 individuals (37.6%), with 42 (34.4%) of the
patients having positive TPO autoantibodies. Hypothyroid-
ism was due to previous radioiodine in 16 (12.8%) patients
and thyroid surgery in 10 (8%). Thyroid cancer patients are
not included in the follow-up register.

Dose of levothyroxine and TSH levels

In 2009, 59 patients (46.5%) were on > 250 lg of le-
vothyroxine, and this fell to 39 individuals (32.8%) in 2011.
The average daily dose dropped by >10 lg ( p = n.s.; Table
3). Dose per kg was calculated, and lean body mass (25) was
estimated at the start of the audit, but patient weight was not
recorded at the end. The mean TSH levels also decreased
from 4.5 mU/L to 3.5 mU/L ( p = n.s.; normal 0.35–3.3 mU/L)
with 41.6% of the whole group having a TSH within the
reference range at baseline and increasing to 51.2% at the end
of the audit period.

Causes of high-dose requirement

No cause for the high-dose requirement was found in
the largest proportion of the group (46 patients, 36.8%). The
presence of PCA was found in 27 patients (21.6%) of the
cohort, and a similar proportion (25 patients, 20.8%) was on
medication that can potentially interfere with levothyroxine
absorption. Twenty-one patients (16.8%) admitted to com-
pliance issues. Seven patients had positive anti-endomysial
antibodies, with five patients (4%) having confirmed celiac
disease, four of whom were new diagnoses. The greatest
mean fall in levothyroxine dose (31 lg) was seen in the group
who were on potentially interfering medication, with a
maximum decrease of 150 lg in three patients. The group
who had positive PCA also demonstrated a fall in mean le-
vothyroxine dose (22 lg). By contrast, the group who ad-
mitted to poor compliance was found to have increased the

Table 2. Patient Characteristics at Start of Study

Male Female Whole group

Number (%) 43 (34.4%) 82 (65.6%) 125
Mean age, years (range) 54.7 (22–85) 52.8 (26–96) 53.5 (22–96)
Mean weight, kg (range) 109 (73–180) 92.8 (54–152) 98.9 (54–180)
Mean estimated lean body

mass, kg (range)
65.6 (47.7–92.3) 52.3 (34.1–73.6) 57.1 (34.1–92.3)

Mean height, m (range) 1.76 (1.57–1.93) 1.63 (1.4–1.84) 1.68 (1.4–1.93)
Mean BMI, kg/m2 (range) 34.7 (20.8–53.9) 35.4 (20.3–65.3) 35.1 (20.3–65.3)
Dose levothyroxine, lg

(range)
252 (200–350) 247 (150–350) 248

Dose levothyroxine per
weight, lg/kg (normal
1.6–1.8 lg/kg)

2.4 2.8 2.6

Dose levothyroxine per
estimated LBM, lg/kg
(normal 2–3 lg/kg) (5)

3.9 4.8 4.5

TSH mU/L (normal 0.33–
0.35 mU/L), baseline;
final

3.72; 3.73 5.46; 3.29 4.46; 3.49

BMI, body mass index; LBM, estimated lean body mass based on Hume et al. (25); TSH, thyrotropin.
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dose (M = 16 lg), with the maximum dose increase being
75 lg in three patients (Table 4). None of these dose changes
was statistically significant.

There was no significant difference in baseline BMI,
height, or weight between the patients who had no cause
found for their high-dose requirement and those who did,
indicating that high doses of levothyroxine could not be at-
tributable to weight per se.

Anti-endomysial antibodies

On initial screening, seven patients had positive anti-
endomysial antibodies. The results of two patients were des-
ignated as transient, unexplained false positives with normal
duodenal biopsy and with subsequent antibody testing being
negative. In both cases, further investigation demonstrated
that the false positivity arose from either point sampling or
laboratory handling errors rather than from inherent subopti-
mal test performance characteristics of the endomysial anti-
body assay methodology or reagents. There were five patients
(4%) with celiac disease, four diagnosed as a result of this
audit and one diagnosed prior to the audit. One patient had a
negative duodenal biopsy but remains positive for endomysial
(and subsequently also antitissue transglutaminase) anti-
bodies (presumably latent celiac disease). In this case, the
levothyroxine dose increased by 25 lg, but a GFD was not
advised at this time due to the absence of a positive biopsy.
Two of the celiac patients were able to reduce their daily dose
of levothyroxine by 50 lg, one of whom was also on carba-
mazepine, which can increase the levothyroxine dose re-
quirement, and one patient continued on the same dose of
levothyroxine. One patient was noted to have short-term

memory loss, which may affect their compliance with a GFD.
As only one patient had symptoms of celiac disease, there was
possibly less incentive to follow a GFD, and while being
advised to follow a GFD, actual compliance with this is be-
yond the scope of this audit.

PCA

PCA were found to be positive in 27 patients (21.6%) of
the cohort. Seven patients were known to have pernicious
anemia at the start of the audit period (Table 5). In the group
who had PCA, there was a statistically significant negative
correlation between the dose of levothyroxine per kg and
the vitamin B12 level ( p = 0.04, r = - 0.239). There was no
correlation between the absolute dose of levothyroxine and
the B12 level.

Those who had positive endomysial or positive PCA took
slightly higher doses of levothyroxine per kg (Table 4) than
the other subgroups.

Autoimmune associations

Evidence of concurrent autoimmune disease was identified
by the questionnaire in 14 patients (11.1%) in the cohort, with
the greatest proportion of these having pernicious anemia.
Other conditions included type 1 diabetes (n = 2, 1.6%), in-
flammatory bowel disease (n = 2, 1.6%), Addison’s disease
(n = 1, 0.8%), and vitiligo (n = 1, 0.8%).

Discussion

We have audited a large database of 17,500 patients
on levothyroxine replacement therapy. Approximately 1% of

Table 3. Doses of Levothyroxine at the Start and End of the Study

Start of study, n = 125 End of study, n = 119

Dose of levothyroxine Number(%)
Mean dose

(total weight) Number (%) Mean dose

< 250 lg 44 (35.2)
248lg (2.65lg/kg)

62 (52.1%)
235 lg250 or 275 lg 59 (47.2) 39 (32.8%)

‡ 300 lg 22 (17.6) 18 (15.1%)

Table 4. Change in Dose According to Cause of High Levothyroxine Dose Requirement

Number
(% of whole group);

male (% of subgroup)

Mean dose
levothyroxine
start of study,

kg = total weight

Mean dose
levothyroxine
end of study

Mean change
in dose (range

of dose change)

No cause found 46 (36.8%); M = 14 (31.1%) 241 lg (n = 44)
2.63 lg/kg (n = 40)*

232 lg (n = 41) - 13 lg (–5.4%)
(–150 to 100 lg)

Gastric parietal cell
antibody positive

27 (21.6%); M = 7 (25.9%) 241 lg (n = 27)
2.73 lg/kg (n = 23)*

220 lg (n = 26) - 22 lg (–9.1%)
(–150 to 75 lg)

Medication Interference 26 (20.8%); M = 12 (46.2%) 250 lg (n = 26)
2.62 lg/kg (n = 23)*

219 lg (n = 25) - 31 lg (–12.4%)
( - 150 to 25 lg)

Compliance 21 (16.8%); M = 10 (47.6%) 255 lg (n = 21)
2.57 lg/kg (n = 19)*

272 lg (n = 20) 16 lg (6.3%)
( - 25 to 75 lg)

Endomysial antibody
positive

5 (4.0%); M = 2 (40%) 270 lg (n = 5)
3.25 l/kg (n = 4)*

250 lg (n = 5) - 20 lg ( - 7.4%)
( - 50 to 25 lg)

*Weight not available for some patients.
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patients were taking at least 225 lg of levothyroxine per day.
We quantified underlying causes and established the impact
of simple intervention, which included written and verbal
advice, medication review, and implementation of a GFD
when applicable.

Underlying causes

PCA. The presence of PCA was found in 27 patients
(21.6%) of the cohort (the largest single identifiable association
with high levothyroxine dose requirement), many of whom had
normal vitamin B12 levels. This is slightly less than the prev-
alence of approximately 30% reported by Checchi et al. (26),
but is significantly higher than the baseline population of 2.5–
9% (7). The likely mechanism of reduced levothyroxine ab-
sorption in PCA positive patients is impaired hydrochloric
acid secretion as a result of chronic oxyntic cell damage (17).
Atrophic gastritis severe enough to cause impaired levothyr-
oxine absorption was first described more than 100 years ago,
and could potentially occur before pernicious anemia or bio-
chemical vitamin B12 deficiency become apparent (27). The
interval between development of PCA and subsequent per-
nicious anemia can be as much as two or three decades (28).

In our PCA-positive cohort, the dose/kg of levothyroxine
negatively correlated with the level of serum vitamin B12
( p = 0.04, r = - 0.239) in those with vitamin B12 deficiency.
This concurs with the data described by Checci et al. (17)
where the degree of gastric wall damage was in proportion to
the dose of levothyroxine per kg.

Medication interference. We enquired about commonly
used medications such as iron supplements, calcium supple-
ments, anticonvulsants, and proton pump inhibitors, which
can interfere with levothyroxine dissolution and absorption.
In the case of enzyme-inducing anticonvulsants, levothyrox-
ine metabolism is increased, leading to higher dose require-
ments. A simple medication review revealed these factors,
and if their other medications interfere with levothyroxine
absorption, patients can be advised to take levothyroxine at
bedtime, several hours after eating (29) and at least one hour
before their other medications or a meal.

Endomysial antibody positivity. Endomysial antibodies
were found in seven patients (5.6%) of our cohort with four
(3.2%) being new diagnoses of celiac disease, one having
previously diagnosed celiac disease, and two being false pos-
itive results. This equates to 4% of our population having a
diagnosis of celiac disease, which is substantially higher than
the background prevalence of 1% of the general population in
the United Kingdom (NICE Guidelines) (30). Only one of the
newly diagnosed patients had typical symptoms of celiac

disease, which can include gastrointestinal symptoms, weight
loss, anemia, and vitamin D deficiency (16). It is also recog-
nized that a high levothyroxine dose requirement can be the
only initial manifestation of celiac disease (3,20,22,31,32).
Treating celiac disease, and hence optimizing absorption, can
decrease the levothyroxine requirement as well as having a
beneficial effect on general health and preventing other com-
plications of celiac disease (31).

Poor compliance. Twenty-one patients (16.8%) admit-
ted to compliance issues of missing a dose at least once/
week. This increases the dose that is perceived to be re-
quired. For example, if a patient was prescribed 250 lg/day
but missed only one dose per week, the actual dose taken
would equate to 214 lg/day (14% dose reduction). Reasons
for poor compliance may include the lack of symptoms if
the patients miss a dose due to the long half-life of le-
vothyroxine or the need to take levothyroxine on an empty
stomach, particularly if they take other medications with a
meal. It is important to address this in a nonaccusatory
manner and give patient-centered advice to optimize com-
pliance. Helpful suggestions include setting a reminder
alarm or using a dosette box.

Patient weight. As there was no difference in weight be-
tween the groups with a specific cause of high dose require-
ment identified and those with no cause identified, it is unlikely
that weight per se was a cause for high dose requirement.

Effects of intervention

After identifying the described causes of high levothyr-
oxine dose requirement, interventions included verbal and
written advice to patients and their family doctor, medication
review, and referral to gastroenterologist for biopsy and
management of celiac disease.

The biggest drop in levothyroxine dose was seen in the
group who were on medication that could interfere with le-
vothyroxine absorption, with a mean decrease of 31 lg and
maximum decrease of 150 lg in three patients. Following
recognition of the polypharmacy, a letter was sent to the
patients and their GPs informing the patients to take their
tablets on an empty stomach allowing at least one hour before
eating or taking any more tablets. In those with a new diag-
nosis of celiac disease, there was a maximum dose decrease
of 50 lg in two patients. Once the finding of positive en-
domysial antibodies was established, the patients were then
referred to the GI team where they underwent a duodenal
biopsy and appropriate dietary counselling. With the removal
of gluten from their diets, it is likely that the duodenum re-
paired itself and absorption optimized (32).

Table 5. Frequency of Parietal Cell Antibody Positivity and Vitamin B12 Deficiency

Condition n (% of cohort)

Initial
levothyroxine

dose

Final
levothyroxine

dose

Change in dose
(range of dose change,

p = n.s.)

Gastric parietal cell
antibody positive

27 (21.6%) 241 lg (n = 27) 220 lg (n = 26)* - 21 lg ( - 150 to 75 lg)

Vitamin B12 deficiency 7 (5.5%) 257 lg (n = 7) 235 lg (n = 7) - 22 lg ( - 75 to 0 lg)

*One patient died.
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While we are unclear about the reasons why the levo-
thyroxine requirements fell in those with PCA, we speculate
that providing general advice regarding medication ingestion
and avoidance of intake with other medication, along with
involvement in a clinical audit, may have contributed to an
increased awareness and self-education regarding the le-
vothyroxine dose and its intake.

We had hoped patients who admitted to poor compliance
might change their habits and reduce their levothyroxine re-
quirements. However, this group in our cohort had a mean in-
crease in levothyroxine dose of 16lg. Changing levothyroxine
to once weekly dosing is an option (33). The weekly dose can be
given with supervision from a family member or healthcare
professional. Further studies on once weekly levothyroxine
administration in poorly compliant patients are required to
validate this method.

Limitations of the audit

This was an interventional audit, with the intervention being
further evaluation, diagnosis, and advice to patients and re-
ferral to specialist teams, as appropriate. It is clinically rele-
vant, as patients often have multiple factors that contribute to
their high levothyroxine dose requirement. Dose reductions
can be individually significant when causes, including auto-
immune conditions or medication administration problems,
are identified and dealt with. In 2011, following the interven-
tion, the dose/kg was not available, as the GAFUR does not
record weight. This, along with the small subcohorts, may
contribute to the data not reaching statistical significance.

No cause for a high dose requirement was found in a third
of the cohort. Possible reasons for this include data collec-
tion, with patients potentially overestimating their compli-
ance, or other causes of impaired absorption such as the
presence of Helicobacter pylori, which can affect gastric pH
(18), lactose intolerance (34), over-the-counter medications
(35), and dietary factors not accounted for (9,10).

Clinical practice points

There are limited published data from a single cohort of
patients on high doses of levothyroxine, and this study ad-
dresses this by:

1. Describing characteristics and causes in patients need-
ing high-dose levothyroxine replacement in a large
population database.

2. Illustrating that medication that interferes with le-
vothyroxine absorption accounts for 21% of patients
on high-dose levothyroxine, and doses can be lowered
after appropriate counselling.

3. Demonstrating that patients frequently miss doses of
their levothyroxine, and reasons for this need to be
addressed in order to assist patients achieve optimum
compliance.

4. Suggesting that weight per se is not an adequate ex-
planation for high-dose levothyroxine requirement.

This study also demonstrates the prevalence of previously
unrecognized celiac disease (3.2%), gastric parietal cell an-
tibodies (21.6%), and vitamin B12 deficiency (5.5%) in pa-
tients on high-dose levothyroxine, and that PCA-positive
patients with low serum B12 levels can require a higher dose/
kg of levothyroxine.

Author Disclosure Statement

No competing financial interests exist.

References

1. Vanderpump MPJ, Tunbridge WMG, French JM, Appleton
D, Bates D, Clark F, Grimley Evans J, Hasan DM, Rodgers
H, Tunbridge F 1995 The incidence of thyroid disorders in
the community: a twenty-year follow-up of the Whickham
Survey. Clin Endocrinol (Oxf) 43:55–68.

2. Roberts C, Ladenson PW 2004 Hypothyroidism. Lancet
363:793–803.

3. Morris JC 2009 How do you approach the problem of TSH
elevation in a patient on high dose thyroid hormone re-
placement? Clin Endocrinol (Oxf) 70:671–673.

4. Santini F, Pinchera A, Marsili A, Ceccarini G, Castagna
MG, Valeriano R, Giannetti M, Taddei D, Centoni R,
Scartabelli G, Rago T, Mammoli C, Elisei R, Vitti P 2005
Lean body mass is a major determinant of levothyroxine
dosage in the treatment of thyroid disease. J Clin En-
docrinol Metab 90:124–127.

5. Banovac K, Carrington SA, Levis S, Fill MD, Bilsker MS
1990 Determination of replacement and suppressive doses
of thyroxine. J Int Med Res 18:210–218.

6. Mandel SJ, Brent GA, Larsen PR 1993 Levothyroxine
therapy in patients with thyroid disease. Ann Intern Med
119:492–502.

7. Read DG, Hays MT, Hershman JM 1970 Absorption of oral
thyroxine in hypothyroid and normal man. J Clin Endocrinol
Metab 30:798–799.

8. Bevenga S, Bartolone L, Squadrito S, Lo Giudice F,
Trimarchi F 1995 Delayed intestinal absorption of le-
vothyroxine. Thyroid 5:249–253.

9. Liel Y, Harnan-Boehm I, Shony S 1996 Evidence for a
clinically important adverse effect of fibre enriched diet on
the bioavailability of levothyroxine in adult hypothyroid
patients. J Clin Endocrinol Metab 81:857–859.

10. Benvenga S, Bartolone L, Pappalardo MA, Russo A, Lapa
D, Giorgianni G, Saraceno G, Trimarchi F 2008 Altered
intestinal absorption of L-thyroxine caused by coffee. Thy-
roid 18:293–301.

11. British Medical Association and the Royal Pharmaceutical
Society of Great Britain 2012 British National Formulary.
64th edition. BMJ Publishing Group, London, p. 99.

12. FDA Professional Drug Information Database, Levothyr-
oxine. Available at: www.drugs.com/pro/levothyroxine
(accessed May 9, 2014).

13. Bevan JS, Munro JF 1986 Thyroxine malabsorption fol-
lowing intestinal bypass surgery. Int J Obes (Lond) 10:245–
246.

14. Topliss DJ, Wright JA, Volpe R 1980 Increased require-
ment for thyroid hormone after a jejunoileal bypass oper-
ation. CMAJ 123:765–766.

15. Hadithi M, Boer H de, Meijer JWR, Willekens F,
Kerckhaert JA, Heijmans R, Peña AS, Stehouwer CD,
Mulder CJ 2007 Celiac disease in Dutch patients with
Hashimoto’s thyroiditis and vice versa. World J Gastro-
enterol 13:1715–1722.

16. Ch’ng CL, Jones MK, Kingham JG 2007 Celiac disease and
autoimmune thyroid disease. Clin Med Res 5:184–192.

17. Checchi S, Montanaro A, Pasqui L, Ciuoli C, De Palo V,
Chiappetta MC, Pacini F 2008 L-thyroxine requirement in
patients with autoimmune hypothyroidism and parietal cell
antibodies. J Clin Endocrinol Metab 93:465–469.

1770 ROBERTSON ET AL.



18. Centanni M, Gargano L, Canettieri G, Viceconti N, Franchi
A, Delle Fave G, Annibale B 2006 Thyroxine in goitre,
Helicobacter pylori infection and chronic gastritis. NEJM
354:1787–1795.

19. Hays MT 1988 Thyroid hormone and the gut. Endocr Res
14:203–224.

20. D’Esteve-Bonetti L, Bennet AP, Malet D, Hoff M, Louvet
JP, Caron P 2002 Gluten induced enteropathy (Celiac dis-
ease) revealed by resistance to treatment with levothyrox-
ine and alfacalcidol in a sixty eight year old patient: a case
report. Thyroid 12:633–636.

21. Scottish Intercollegiate Guideline Network 2010 Manage-
ment of diabetes. A national clinical guideline 116. SIGN
Health Improvement Scotland, Edinburgh, United Kingdom.

22. Green PHR, Cellier C 2007 Celiac disease. NEJM 357:1731–
1743.

23. Hedley AJ, Scott AM, Weir RD, Crooks J 1970 Computer-
assisted follow-up register for the North-east of Scotland.
BMJ 1:556–558.

24. Viswanath AK, Avenell A, Philip S, Acharya SH,
Maclennan G, Dalziel K, Pereira O, Copland SA, Bevan JS,
Abraham P 2007 Is annual surveillance of all treated hy-
pothyroid patients necessary? BMC Endocr Disord 7:4.

25. Hume R 1966 Prediction of lean body mass from height
and weight. J Clin Pathol 19: 389–391.

26. Checchi S, Montanaro A, Ciuoli C, De Palo V, Chiappetta
MC, Furio Pacini F 2010 Prevalence of parietal cell anti-
bodies in a large cohort of patients with autoimmune thy-
roiditis. Thyroid 20:1385–1389.

27. Hershko C, Patz J, Ronson A 2007 The anemia of achylia
gastrica revisited. Blood Cells Mol Dis 39:178s.

28. Khan S, Del-Duca C, Fenton E, Holding S, Hirst J, Doré
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34. Muñoz-Torres M, Varsavsky M, Alonso G. 2006 Lactose
intolerance revealed by severe resistance to treatment with
levothyroxine. Thyroid 16:1171–1173.

35. John-Kalarickal J, Pearlman G, Carlson HE 2007 New
medications which decrease levothyroxine absorption. Thy-
roid 17:763–765.

Address correspondence to:
Hannah Robertson, MbChB, BSc Hons, MRCP

Centre for Diabetes and Endrocrinology
Aberdeen Royal Infirmary

Foresterhill
Aberdeen

Aberdeenshire AB25 2ZN
United Kingdom

E-mail: hannahrobertson@nhs.net

FACTORS CONTRIBUTING TO HIGH LEVOTHYROXINE DOSES 1771


