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Chronic Psychotic Disorder
Due to Steroid-Responsive

Encephalopathy Associated
with Hashimoto's Thyrbiditis

To the Editor: August 17,2007

Hashimoto's thyroiditis is a common cause
of thyroid disorder worldwide. This thyroiditis
often progresses to hypothyroidism. Psychiatric
disorders, especially depression, are commonly
described in these patients even after correction
of hypothyroidism. Herein we report on a case of
a steroid responsive encephalopathy associated
with Hashimoto's thyroiditis (SREHT) misdiag-
nosed as a primary chronic psychotic disorder.

CASE REPORT
A 37-year-old woman was admitted to our

department with auditory hallucinations (deni-
grating voices) and persecutory ideas. Her physi-
cal examination revealed an altered mental
status marked by impaired attention, disorienta-
tion and mental slowness. No motor neurologi-
cal sign was noticed.

She was asymptomatic until 35 years of age
when she developed a subacute paranoia with
agitation. At that time she was admitted to a
regional psychiatric hospital and a diagnosis of
schizophrenia was made.

Over the next two years, she was treated with
neuroleptics, including haloperidol and risperi-
done. Despite treatment she displayed psychotic
outbursts requiring several hospital admissions.
We hypothesized an organic mental disorder
and a careful laboratory workup was performed.
Serum levels of free thyroxine were mildly
decreased (0.7 ng/dL; normal range: 0.8-1.8 ng/
dL) and the serum levels of thyroid stimulating
hormone were significantly increased (13.1 mlU/
mL; normal range: 0.3-5.0 mlU/mL). High lev-

els of thyroperoxidase (TPO) antibody (1,742 IU/
mL; normal range <20 mlU/mL) were also found.
Other laboratory exams, including hemogram,
ionogram, liver and renal function, serological
studies for HIV and syphilis, were unremarkable.
Neuroimaging studies were unrevealing as well
as cerebrospinal fluid analysis.

Electroencephalogram demonstrated general-
ized slowing with episodes of triphasic waves,
findings compatible with metabolic encepha-
lopathy. The patient was treated with levothyrox-
ine 0.1 mg/day and prednisolone 100 mg/day,
that was gradually tapered. She evolved with
complete remission of psychotic symptoms in
parallel of the decline of TPO antibody titers in
five months. In the follow-up, she had no need
of antipsychotic treatment.

The final diagnosis of the patient was SREHT.
SREHT is a rare encephalopathy encompass-
ing neurological symptoms, such as seizures,
myoclonus, tremor and less frequently focal
deficits, as well as behavioral changes in asso-
ciation with increased serum levels of thyroid
antibody.12 Patients may be in euthyroid state
or with mild hypothyroidism. By definition the
neuropsychiatric symptoms must improve with
corticosteroid treatment.12

CONCLUSION
Psychotic symptoms, except visual halluci-

nations, are not common in SREHT. In a recent
case series, Castillo and colleauges3 observed
psychosis or paranoia in 5 out of 20 patients
(25%) seen during an 8-year period at the Mayo
Clinic. Misdiagnosis is frequent, especially con-
sidering that routine laboratory investigations
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(not including TPO antibody) are often normal.
Furthermore, symptoms tend to fluctuate over
time and their severity is not related with TPO lev-
els.3 The prominent psychotic features at presenta-
tion contributed to the misdiagnosis of the present
case. Nevertheless, the relatively acute onset and
the onset occurring after 30 years of age should
had prompted careful investigation even in the
absence of an altered mental status.

This case highlights the relevance of a high
level of suspicion and a careful investigation of
secondary causes of psychotic disorders.

Sincerely,
Felipe Filardi da Rocha, MD
Humberto Correa, MD
Antonio Lucio Teixeira, MD
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