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Abstract

Thyrotoxicosis has a variety of presentations which depend on its 
severity and duration, as well as the age of the patient. Nausea and 
vomiting as major presenting symptoms of thyrotoxicosis are rarely 
reported. We report three patients with nausea and vomiting as ma-
jor presenting symptoms of thyrotoxicosis, where two of the patients 
were extensively investigated, and thyrotoxicosis was not suspected 
until late in the disease. In reporting these patients we aim at drawing 
attention to these forgotten symptoms of thyrotoxicosis, and particu-
larly to emphasize that, at times nausea and vomiting may be the only 
presenting features of thyrotoxicosis, leading to considerable diffi-
culty in diagnosis. Moreover, these case reports give further support 
to the contention that thyroid studies should be carried out in border 
indications than conventionally accepted.
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Introduction

It is well recognized that hyperthyroidism may present in vari-
ous guises with typical thyrotoxic symptoms lacking in promi-
nence, and sometimes almost totally absent, particularly in 
the elderly [1, 2]. Nausea and vomiting are poorly recognized 
and often are forgotten manifestations of hyperthyroidism. As 
major presenting symptoms of thyrotoxicosis, these manifesta-
tions have been rarely reported [3-10], and have not been in-
cluded as presenting symptoms for thyrotoxicosis in standard 
textbooks of medicine and endocrinology [1, 11]. We report 
three patients with nausea and vomiting as major presenting 
symptoms of thyrotoxicosis, where two of them were exten-
sively investigated and thyrotoxicosis was not suspected until 
late in the disease.

Case Reports

Case 1

A 76-year-old woman presented with a 10-day history of epi-
gastric pain, and intractable nausea and vomiting without diar-
rhea. She also complained of anorexia and weight loss of 10 
kg over the previous 2 months. Her other medical history was 
un-relevant. Physical examination revealed a fully conscious, 
moderately cachectic woman with a weight of 46 kg, regular 
heart rate of 90 beats/min, blood pressure of 120/64 mm Hg, 
and normal body temperature. The thyroid gland was mildly 
enlarged and not tender. Abdominal examination revealed mild 
upper abdominal tenderness. Other physical findings were un-
remarkable.

Routine hematological and biochemical blood tests were 
within normal range except of decreased serum albumin level 
of 3.0 g/dL. Chest and abdomen X-ray films were normal. Ab-
dominal sonography, and upper and lower gastrointestinal en-
doscopy were also normal. Intravenous anti-emetic agents did 
not ameliorate her symptoms. Later on, thyroid function was 
investigated and revealed the following values: serum FT4 of 
33.9 pmol/L (normal range: 12.0 - 22.0 pmol/L), FT3 of 14.48 
pmol/L (normal range: 3.1 - 6.8 pmol/L), and TSH of < 0.01 
µIU/mL (normal range: 0.27 - 4.2 µIU/mL). Thyroid ultrasonog-
raphy revealed enlarged gland with multiple nodules up to 1 cm 
size, and thyroid scintigraphy demonstrated enlarged gland with 
multiple areas of relatively increased radioactive iodine uptake.

The diagnosis of toxic multi-nodular goiter was made, and 
the patient was placed on propylthiouracil, 200 mg every 8 h. 
Her symptoms resolved gradually with restoration of thyroid 
function tests to normal range within 4 weeks. She remained 
in euthyroidism with no recurrence of her previous symptoms.

Case 2

A 53-years-old man presented with a 6-day history of epigas-
tric pain, nausea and vomiting without diarrhea. His previous 
medical history was unremarkable except for paroxysms of 
palpitation treated with propranolol, 20 mg daily.

Physical examination revealed a fully conscious man with 
a heart rate of 100 beats/min and irregular, blood pressure of 
130/70 mm Hg, and normal body temperature. The heart sounds 
were rapid and irregular, and a mild late systolic murmur was 
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heard at the apex with mid-systolic click. The thyroid gland was 
normal and un-tender, and other physical findings were unre-
markable. The electrocardiogram demonstrated atrial fibrillation 
with ventricular rate of 90 - 120 beats/min, and echocardiogram 
demonstrated typical features of mitral valve prolapse. Routine 
hematological and biochemical blood tests were within normal 
range. Chest and abdomen X-ray films were normal.

The patient started treatment with anticoagulation and in-
travenous anti-emetic drugs, and the propranolol dose was in-
creased to 80 mg daily. His pulse was reverted to normal sinus 
rhythm within a few hours, however the vomiting and epigas-
tric pain did not resolve. Thyroid function tests were performed 
and revealed serum FT4 of 36.7 pmol/L, FT3 of 10.1 pmol/L, 
and TSH of < 0.01 µIU/mL. Thyroid scintigraphy revealed de-
pressed thyroid radioactive iodine uptake, and the erythrocyte 
sedimentation rate was normal. As there was no history of iodine 
ingestion, the diagnosis of painless thyroiditis with thyrotoxi-
cosis was made, and the patient continued treatment with pro-
pranolol 80 mg daily. For continuity of the patient’s symptoms 
despite treatment with anti-emetics, he underwent abdominal ul-
trasonography and upper gastrointestinal endoscopy which were 
normal. His symptoms resolved gradually within 2 weeks, and 2 
weeks later, his thyroid function tests returned to normal range. 
No recurrent episodes of nausea and vomiting were observed.

Case 3

A 49-year-old woman with primary hypothyroidism due to 
Hashimoto’s thyroiditis which was diagnosed 10 years before, 
and treated with L-thyroxine 0.15 mg daily, was admitted with 
a 5-day history of nausea and vomiting after meals, without 
fever, diarrhea, or abdominal pain. Her other medical history 
was unremarkable.

Physical examination revealed a fully conscious woman 
with a regular heart rate of 96 beats/min, blood pressure of 
120/64 mm Hg, and normal body temperature. Neurological 
examination and abdominal examination were normal, and 
other physical findings were unremarkable.

Routine hematological and biochemical blood tests were 
within normal range. Chest and abdomen X-ray films, and ab-
dominal ultrasonography were normal.

The patient was treated with anti-emetics intravenously, 
however the nausea and vomiting did not resolve. She under-
went brain and abdominal computed tomography scan which 
revealed normal findings. Later, thyroid function tests revealed 
the following results: FT4 33.9 pmol/L, FT3 of 6.58 pmol/L, 
and TSH of < 0.01 µIU/mL. The L-thyroxine dose was de-
creased to 0.1 mg a day, and within a few days the patient’s 
symptoms completely resolved. Three weeks later, thyroid 
function tests revealed the following results: FT4 of 18.69 
pmol/L, FT3 of 3.58 pmol/L, and TSH of 1.46 µIU/mL. No 
recurrent episodes of nausea and vomiting were observed.

Discussion

Hyperthyroidism has a variety of presentations, sometimes 

with typical thyrotoxic symptoms lacking in prominence, and 
sometimes almost totally absent, particularly in the elderly [1-
10]. The clinical presentation of hyperthyroidism depends on 
the severity of thyrotoxicosis, the duration of disease, individ-
ual susceptibility to excess thyroid hormones, and the patient’s 
age [1].

In our three patients, nausea and vomiting were the major 
presenting symptoms of thyrotoxicosis. These as main present-
ing symptoms of thyrotoxicosis have rarely been described in 
the medical literature [3-10], and are usually seen as a presen-
tation of thyrotoxic storm [12-14]. Thyrotoxic vomiting, how-
ever, was certainly known to earlier physicians, and Osler’s 
Principles and Practice of Medicine [15], vividly described 
such a case. Cameron in 1945 knew it too [16], although he 
felt it a symptom of crisis or near crisis, as have others [17, 18].

Recent literature has suggested that vomiting may be more 
important as a cardinal symptom of thyrotoxicosis [4-9], and 
that it is not only seen in thyrotoxic storm, but is part of a 
more prolonged chronic presentation. In most of these cases 
the diagnosis was delayed because of the atypical presenta-
tion of thyrotoxicosis. During pregnancy, diseases that are 
initially observed with vomiting as the primary symptom may 
be difficult to distinguish from hyperemesis gravidarum due 
to thyrotoxicosis [19-21]. In one case, because the diagnosis 
was delayed, severe malnutrition and thyroid storm developed, 
and the patient’s symptoms resolved when thyroid functions 
returned to normal range [19].

Nausea and vomiting may be associated with severe ab-
dominal pain in some patients with thyrotoxicosis, and may re-
sult in surgical exploration [7, 9, 22-24]. In our first two cases 
the patients suffered from abdominal pain, however, it was not 
severe as in some of the cases reported previously.

In our first patient thyrotoxicosis was due to toxic multi-
nodular goiter. The second patient appeared to have painless 
thyroiditis, and in the third, thyrotoxicosis was due to exoge-
nous thyroid hormone supplementation. This may suggest that 
thyrotoxicosis of any cause may appear with severe nausea and 
vomiting as the major presenting symptoms.

The pathophysiology of nausea, vomiting and abdomi-
nal pain in the setting of throtoxicosis is obscure. Increased 
thyroid hormone is known to cause a generalized increase 
in gut motility [25]. Tyrotoxicosis may cause hyperperistal-
sis resulting in a relative outlet dysfunction. Decreased gas-
tric motility could also cause these symptoms, and has been 
demonstrated in two thyrotoxic patients [10, 26]. Another, 
although unsubstantiated, possibility is that increased thyroid 
hormone levels have an effect on the central emetic center of 
the brain. Hypercalcemia has been shown to occur in some 
patients with hyperthyroidism [27], and could be implicated 
as a possible cause of these symptoms. However, Gordon et 
al [28] found no such correlation between calcium levels and 
presence of vomiting or abdominal pain. In our three cases 
no patient had hypercalcemia. Hyperemesis associated with 
hyperthyroidism occurs predominantly in females [3, 25]; a 
likely emetic factor estrogen. Hyperthyroidism may potenti-
ate this effect, as levels of estrogen are raised in thyrotoxi-
cosis [29].

Atypical forms of thyrotoxicosis tend to be more common 
in the elderly [22, 30], and the main features may be cardio-
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vascular, metabolic, neuropsychiatric and others. Important 
symptoms, such as nausea, vomiting and abdominal pain, have 
gone largely unrecognized. As a result, the correct diagnosis 
has been delayed in some patients, leading to such unneces-
sary investigations with unnecessary morbidity, suffering, and 
perhaps, preventable death.

In reporting these cases we aim at drawing attention to 
these forgotten symptoms of thyrotoxicosis, and particularly to 
emphasize that, at times, nausea, vomiting and abdominal pain 
may be the only presenting features leading to considerable 
difficulty in diagnosis. These case reports give further support 
to the contention that thyroid studies should be carried out on 
border indications than conventionally accepted.
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