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Subacute Thyroiditis Presenting as Fever of Unknown Origin:
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Subacute thyroiditis (SAT) is often overlooked and misdiagnosed as pharyngitis, but
well documented cause of fever of unknown origin. We hereby reported a case of
fever of unknown origin in a 42-year-old female with SAT. She presented with high
fever for more than two weeks and previous history of upper respiratory infection,
followed by thyrotoxicosis. After the examinations of thyroid sonography and fine
needle aspiration cytology (FNAC), the diagnosis of SAT was confirmed. She was
administrated with prednisolone. The symptoms and signs were improved



dramatically. The clinical manifestations of SAT are painful thyroid, a rise in ESR and
thyroglobulin, depressed RAIU and echoic hypogenisity. Depending on the
physician's attitude and local availability, FNAC, ultrasound or scintigraphy may
support the diagnosis. Although SAT is a self-limited disease, the purpose of
medications is for relief of symptom only. Therapy with antithyroid agents and
antibiotics is not suggested. The reason for follow-up of SAT is to survey the relapse
and permanent hypothyroidism. Physical examination and thyroid sonography and
FNAC are the convenient methods for the physician to follow up and further
management of SAT.  (J Intern Med Taiwan 2004; 15: 30-34)



