
Image for question #20 

NEW NUMBER 11:

A 65-year-old woman comes to the office to 
establish care. Her medical history is notable for 
hypothyroidism due to Hashimoto thyroiditis 
treated with levothyroxine. She does not have 
any symptoms at this time. There is no history of 
head or neck radiation exposure.

On physical examination, vital signs are normal. 
The patient's thyroid gland is enlarged. The right 
lobe is larger than the left, and a mobile 2-cm 
nodule is palpable in the lower pole. There is no 
palpable cervical adenopathy.
Laboratory studies show a serum thyroid-
stimulating hormone level of 2.0 µU/mL (2.0 
mU/L).

Which of the following is the most appropriate 
diagnostic test to perform next?
A) CT scan of the neck
B) Fine-Needle Aspiration of the Nodule
C) Thyroid uptake an I131 Scan
D) Ultrasound the neck



• LOBECTOMY

PAPILLARY THYROID CARCINOMA

• FEELING WELL

•

(TSH) LEVEL OF 1.8 ΜU/ML (1.8 MU/L).

•





•

• PAPILLARY:

• FOLLICULAR: (15%) LUNG AND BONE METS, RARELY LN

•

• ANAPLASTIC (3%)

•

• MEDULLARY

• ~PRIMARY THYROID LYMPHOMA



•

•

•

•



• STEP 1 = SURGERY

•

•

•

•



•

•

TSH = 0.1 TO 0.5

•

0.5 TO 2.0

• 0.1 TO 0.5

• <0.1



•

•

• FASTING PLASMA GLUCOSE LEVEL OF 135 

A 1C LEVEL OF 5.4%.

•





Copyrights apply



•

•



•

SIGNIFICANT IMPROVEMENT

•

(TSH) LEVEL OF 7 FREE THYROXINE (T4) LEVEL OF 1.0

•







•

• REPEAT TSH, T4, (AND TPO ANTIBODIES IF UNDECIDED ABOUT TX) IN 2-3 MONTHS

•

Ddx transient elevation TSH:

Acute illness – after ~24 hours

Indications to treat:

TSH>10   

Age <65 and TSH 7-10 + symptomatic

Trying to get pregnant

Anti-TPO positive

~lipids abnl

~ ovulation dysfunction

~ osteoporosis



Copyrights apply

Still a moving target!



•

REPORTS HYPOGLYCEMIA OCCURRING APPROXIMATELY TWICE

PER WEEK MOSTLY BEFORE DINNER

•

• A 1C LEVEL OF 6.5% 

•





•

•







• ST-ELEVATION

MYOCARDIAL INFARCTION

FEELING MUCH BETTER

•

• VITAL SIGNS ARE NORMAL

•

Thyroid studies are shown.

What is the most likely diagnosis?

Low

Low normal

Low normal

Low





• DEFINITION:

REDUCED

LOW-NORMAL

NORMAL OR LOW

•

•

•

•



• LOW LIBIDO AND EXCESSIVE

FATIGUE

•

NO GYNECOMASTIA IS

PRESENT, AND TESTICULAR VOLUME IS NORMAL

•

•







•

• BE RESERVED FOR PATIENTS

WITH TOTAL TESTOSTERONE LEVELS IN THE LOW-NORMAL RANGE AND FOR PATIENTS SUSPECTED

OF HAVING ALTERATIONS IN SEX HORMONE–BINDING GLOBULIN (SHBG) LEVELS



•



• AMENORRHEA, WEIGHT GAIN, AND DEPRESSED

•
PLETHORA

WIDE PIGMENTED STRIAE DORSOCERVICAL FAT

•





•

ANY

•

PITUITARY ADENOMA

•



From Dr. Correa’s lecture:



• STEP 1

• STEP 2

• STEP 3

•

• STEP 4

• STEP 5

•

Step 4

Step 1

Step 2 - repeat

Step 3

Step 5



•

•

Step 4

Step 1

Step 2 - repeat

Step 3

Step 5

Tricky



• HOARSENESS AND

INTERMITTENT DIFFICULTY SWALLOWING

• FACE BECOMES FLUSHED WHEN SHE

RAISES HER ARMS ABOVE HER HEAD

•

•
LARGE MULTINODULAR

GOITER, WITH SUBSTERNAL EXTENSION AND EXTRINSIC MODERATE COMPRESSION OF THE TRACHEA ON THE

RIGHT

•





•

•

•

•

• NO EVIDENCE OF THE EFFECTIVENESS OF EXTERNAL-BEAM RADIATION THERAPY FOR BENIGN THYROID

DISEASE HAS BEEN SHOWN, WHICH MAKES THE THERAPY INAPPROPRIATE IN THIS PATIENT.

• THE PREVIOUS PRACTICE OF GIVING PATIENTS LEVOTHYROXINE TO SHRINK THYROID NODULES HAS

BEEN ABANDONED BECAUSE OF ITS INEFFICACY AND THE MORBIDITIES ASSOCIATED WITH

IATROGENIC THYROTOXICOSIS.



Possible venous obstruction should be assessed by having the patient raise the arms above the 

head. The findings of jugular venous distension, facial plethora, and flushing indicate possible 

thoracic outlet obstruction with reduced venous return (Pemberton sign).



• DIFFICULT-TO-CONTROL HYPERTENSION

PRIMARY ALDOSTERONISM

•

• 0.8-CM RIGHT ADRENAL MASS

•





• STEP 1

• STEP 2

• STEP 3

Adrenal vein sampling is especially important in older patients because of a higher frequency 

of nonfunctioning adrenal incidentalomas. Patients with an aldosterone-secreting adenoma 

are usually offered adrenalectomy, whereas those with primary aldosteronism due to bilateral 

adrenal hyperplasia are treated medically. Omission of adrenal vein sampling can lead to 

misdiagnosis in approximately 25% of cases!



• PRIMARY ADRENAL INSUFFICIENCY

•

•





X

X
ACTH

Note: the autoimmune process destroy all 

layers of the adrenal cortex



•

•

•

• Fatigue

• Skin darker (stimulation of 
ACTH production)

• Decreased appetite and 
nausea

• Dizzy

• Felt like she had the flu



• Primary AI is rare! So etiology should be pursued due 

to additional consequences  of the diagnosis

• Children look for genetic causes

• 21- hydroxylase Ab

• Young men Adrenal X- linked leukodystrophy



• Cause of autoimmune Addison's disease

• Should be checked in all cases of primary AI

• Sensitivity 90% Sensitivity 100% but  

immunofluorescence technique is less  sensitive

• Young male with primary AI and antibody negative  

check very long chain fatty acids for Adrenal X-

linked leukodystrophy



•

TO HASHIMOTO THYROIDITIS

•

MOBILE 2-CM NODULE IS PALPABLE IN THE LOWER POLE

• THYROID-STIMULATING HORMONE LEVEL OF 2.0 

•





Need to: 

1) confirm presence of a nodule, 

2) determine that biopsy is indicated

3) ensure that there are no additional nonpalpable nodules that warrant 

FNAB

4) assess the cervical lymph nodes.

15% of palpable nodules not seen on US and 15% have another nodule!!

11 - Thyroid Nodule







•
ATRIAL FIBRILLATION

AMIODARONE

•
PULSE RATE IS 116/MIN BILATERAL LID LAG

FINE TREMOR

• TSH OF 0.001 

•

•





•

•

•

• AMIODARONE-INDUCED THYROTOXICOSIS SHOULD BE THE INITIAL DIAGNOSTIC CONSIDERATION

IN A PATIENT ON LONG-TERM AMIODARONE THERAPY. 





•

PHEOCHROMOCYTOMA

• 155/98

•





•

• ONLY IN <50%

•

•

•

•

•

•

•

• ALL ADRENAL MASSES

•

•

• HYPERTENSION DURING ANESTHESIA

•

•

•

•



•

•

•

•

•

•

•

•

• IRREVERSIBLE, NONSPECIFIC ALPHA BLOCKER (MOSTLY1)

•

•

• HIGH 

SODIUM DIET)

•



• AUTOIMMUNE

HYPOPARATHYROIDISM

•

• LOW SERUM PARATHYROID

HORMONE LEVEL, HYPOCALCEMIA, AND A NORMAL SERUM CREATININE

•





•

•







•

TYPE 2 DIABETES CORONARY

ARTERY DISEASE

METFORMIN

•

• 8.2%.

•





Copyrights apply

Increase release insulin from beta cells (glipizide)

Decrease hepatic gluconeogenesis, slow gastric emptying, early 
satiety [incretin mimetic] (exenatide Trulicity)

Bind PPAR gamma receptors = increase glucose transport, decrease 
insulin resistance, lipids (pioglitazone)

Decrease hepatic gluconeogesnsis, decrease insulin resistance, 
decrease weight, TGAs/chol

Blocks resorption of glucose by the kidney thereby increasing 
excretion of glucose in the urine (canagliflozin Invokana, empagliflozin 
Jardiance)

Mimetic = decrease gastric emptying, weight loss, early satiety, 
decreased hepatic gluconeogenesis (sitagliptin Januvia)

Inhibits breakdown of carbs and decreases absorption of glucose 
(acarbose)

Complements insulin, no hypoglycemia, slows gastric emptying (amylin 
analogue)

Increases release from beta cells (repaglinide = Prandin)





•
NAUSEA, VOMITING, AND FATIGUE

EMPAGLIFLOZIN

•

•





Copyrights apply

Sodium-glucose cotransporter 2 (SGLT2) inhibitors (canagliflozin, 

dapagliflozin, and empagliflozin) improve glycemia by increasing excretion 

of glucose by the kidney. SGLT2 is expressed in the proximal tubule and 

mediates reabsorption of approximately 90% of the filtered glucose load. 

SGLT2 inhibitors promote excretion of glucose by the kidneys and thereby 

modestly lower elevated blood glucose levels in patients with type 2 

diabetes. Euglycemic diabetic ketoacidosis has been reported in patients 

with type 2 diabetes taking SGLT2 inhibitors. Because of this, the FDA issued a 

Drug Safety Communication that warns of an increased risk of

diabetic ketoacidosis with uncharacteristically mild to moderate glucose 

elevations (euglycemic diabetic ketoacidosis) associated with the use of all 

the approved SGLT2 inhibitors. SGLT2 inhibitors should be discontinued in 

patients who develop acidosis on these agents.

Pancreatitis, MEN2/medullary thyroid cancer



• FIRST TRIMESTER

7 MONTHS AGO

•

•

•





•

•





• TYPE 1 DM: WITHIN 5 YEARS AFTER DM DIAGNOSIS, 
THEN YEARLY

• TYPE 2 DM: AT TIME OF DM DIAGNOSIS THEN YEARLY

• PREGNANCY IN PRE-EXISTING DIABETES: PRIOR TO

CONCEPTION AND DURING FIRST TRIMESTER



•

•

•



Cotton-wool spots

Hemorrhages

Neovascularization

Venous beading



Nonproliferative Proliferative Macular Edema

Symptoms None, or blurred 
vision and glare

None, or reduced 
vision or floaters

None, or blurred vision

Signs Mild

- Microaneurysms 

Moderate

- More than just 

microaneurysms

Severe

->20 intraretinal  

hemorrhages

- Venous beading

- Prominent IRMA

- No signs of PDR

Retinal venous 
dilation

Neovascularization 
of  optic disc, 
retina, and/or iris

Vitreous/pre-retinal 
hemorrhage

Mild

- Retinal thickening, hard 
exudates distant from 
center of macula

Moderate

- retinal thickening, hard 
exudates approaching 
center of macula

Severe

-retinal thickening, hard 
exudates involving center 
of macula

IRMA = intraretinal microvascular abnormalities



• HYPERPROLACTINEMIA

METOCLOPRAMIDE

• PROLACTIN LEVEL OF 90 

•





•

•

•

•

•

• THE OFFENDING MEDICATION SHOULD BE WITHHELD FOR 3 DAYS IF POSSIBLE TO DETERMINE WHETHER

PROLACTIN LEVELS RETURN TO NORMAL.







 GROWTH HORMONE SECRETING TUMORS MAY ALSO EXPRESS D2 RECEPTORS

TREATMENT:











• PARATHYROIDECTOMY

PANCREATIC CANCER PITUITARY TUMOR

• DERMATOFIBROMA

•





• Primary hyperparathyroidism in 

adolescents and young adults may be the 

first sign of multiple endocrine neoplasia 

syndrome (MEN) 1 & 2 

• If family history reveals primary 

hyperparathyroidism, pituitary tumor, 

Zollinger-Ellison syndrome, early death 

from pancreatic neoplasm, 

pheochromocytoma, or medullary thyroid 

cancer, MEN is more likely and screening 

should be considered

• In contrast to sporadic primary 

hyperparathyroidism, MEN syndromes 

have recurrence of hyperparathyroidism

due to ongoing hyperplasia in the 

remaining parathyroid tissue after 

parathyroidectomy

• MEN1 is associated with mutation of the 

tumor suppressor MEN1 gene, and MEN2A 

is associated with mutation of the RET

gene



• DIFFICULT-TO-CONTROL HYPERTENSION

• 148/92

•

3.5 MEQ/L 

• 3.8-CM LEFT ADRENAL MASS

•











Happy Thanksgiving!!!


