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Abstract

Hyperthyroidism, a condition characterized by excessive production of thyroid hormones,
presents significant public health challenges globally, including in Bangladesh. This survey
investigates the prevalence and treatment procedures of hyperthyroidism among patients
at Dhaka Medical College & Hospital (DMCH). 60%, considered themselves quite
knowledgeable about Hyperthyroidism. In contrast, 35% of the participants indicated that
they lacked familiarity with the condition. Majority of respondents (70%) reported that
they have not been impacted by Hyperthyroidism, while 30% indicated that they have been
affected by the condition. 41% of respondents indicated experiencing Hyperthyroidism for
a duration of 6-12 month. Additionally, 29% of participants reported enduring
Hyperthyroidism for more than 2 years. As per the research findings, 33% of those
surveyed noted feelings of nervousness, anxiety, and irritability. Furthermore, 30% of the
participants reported experiencing a swollen neck due to an enlarged thyroid gland (goitre).
Majority of the participants (55%) have been replied that doctor diagnosed
Hyperthyroidism by blood test that measure level of thyroid stimulating hormone (TSH)
& 37% responders replied that doctor diagnosed Hyperthyroidism by blood test that
measure T4and T3 level. In this investigation, 35% participants have been replied that
doctor prescribed Anti-thyroid medications, 30% retorted that doctor prescribed Surgery
(thyroidectomy). Most of the participants (42%) retorted that they have been experienced
itching after taken anti-hyperthyroidism medication. 35% of respondents reported that they
had participated in Hyperthyroidism support or community events. This survey
underscores the necessity for continuous monitoring and tailored treatment plans to

enhance patient outcomes in hyperthyroidism management at DMCH.
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1. Introduction

Hyperthyroidism, a condition characterized by excessive production of thyroid hormones,
poses significant health challenges worldwide. In Bangladesh, the prevalence of this
endocrine disorder reflects broader global trends, impacting numerous individuals with
symptoms ranging from weight loss and anxiety to more severe cardiovascular
complications [1]. Understanding the prevalence and treatment procedures for
hyperthyroidism is crucial for improving patient outcomes and healthcare strategies. Dhaka
Medical College & Hospital (DMCH), one of the largest and most prominent medical
institutions in Bangladesh, serves a diverse population and provides comprehensive
healthcare services, including endocrinology [2]. This survey aims to elucidate the
prevalence of hyperthyroidism among patients at DMCH and to evaluate the treatment
protocols implemented. By examining the frequency of hyperthyroidism cases and the
effectiveness of various treatment methodologies, this study seeks to contribute valuable
insights into the management of this condition in a major healthcare setting. This survey
will provide a detailed analysis of patient demographics, the spectrum of clinical
presentations, diagnostic approaches, and the therapeutic strategies employed at DMCH.
The findings will offer a foundation for enhancing clinical practices and developing
targeted interventions to better address hyperthyroidism, ultimately aiming to improve

patient care and health outcomes in Bangladesh [3].

Healthy Hyperthyroidism

——

Normal Thyroid

Figure 1: Hyperthyroidism
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1.1 Etiology of Hyperthyroidism

Hyperthyroidism results from an overproduction of thyroid hormones (thyroxine [T4] and
triiodothyronine [T3] by the thyroid gland. The etiological factors contributing to
hyperthyroidism are diverse, encompassing autoimmune disorders, nodular thyroid

disease, inflammation, and exogenous factors [4]. The primary causes include:
» Graves ‘disease

Autoimmune Mechanism: Graves' disease is the most common cause of hyperthyroidism.
It occurs when the immune system produces antibodies called thyroid-stimulating
immunoglobulin’s (TSIs) that mimic the action of thyroid-stimulating hormone (TSH),

leading to increased hormone production.

Genetic and Environmental Factors: A combination of genetic predisposition and
environmental triggers, such as stress, infection, or iodine exposure, contributes to the

development of Graves' disease [5].
» Toxic Multinodular Goiter (Plummer's Disease)

Nodular Growth: This condition involves the formation of multiple hyperfunctioning
nodules within the thyroid gland. These nodules autonomously produce thyroid hormones,

independent of TSH regulation.

Age and lodine Deficiency: Toxic multinodular goiter is more common in older adults

and in regions with long-standing iodine deficiency [6].
» Toxic Adenoma

Single Hyper functioning Nodule: A toxic adenoma is a single benign tumor within the

thyroid gland that autonomously secretes thyroid hormones, leading to hyperthyroidism.

Somatic Mutations: The development of toxic adenomas is often linked to somatic
mutations in the thyroid-stimulating hormone receptor (TSHR) or the Gs alpha subunit.

©Daffodil International University



» Thyroiditis

Inflammation: Thyroiditis refers to inflammation of the thyroid gland, which can lead to
the release of preformed thyroid hormones into the bloodstream. Subtypes include subacute

thyroiditis (de Quervain's), postpartum thyroiditis, and silent thyroiditis.

Transient Hyperthyroidism: Inflammation-induced hyperthyroidism is usually transient,
often followed by a hypothyroid phase before returning to euthyroidism [7].

» lodine-Induced Hyperthyroidism (Jod-Basedow Phenomenon)

Excess lodine Intake: Excessive iodine intake, either from diet, medication, or contrast
agents, can trigger hyperthyroidism, particularly in individuals with preexisting thyroid

abnormalities.
» Exogenous Thyroid Hormone Intake

Overmedication: Excessive intake of synthetic thyroid hormone (levothyroxine) can lead

to hyperthyroidism, a condition termed factitious hyperthyroidism.

Intentional Misuse: Some individuals may intentionally misuse thyroid hormone for

weight loss or other purposes, resulting in hyperthyroid symptoms [8].
» Other Causes

TSH-Secreting Pituitary Adenomas: Rarely, hyperthyroidism can be caused by a

pituitary tumor that secretes excess TSH, stimulating thyroid hormone production.

Struma Ovarii: A rare ovarian tumor composed of thyroid tissue, which can

autonomously produce thyroid hormones.

Understanding the etiology of hyperthyroidism is critical for accurate diagnosis and
effective management. Tailoring treatment to the underlying cause ensures optimal patient

outcomes and mitigates the risk of complications associated with this endocrine disorder

[9].
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1.2 Pathogenesis of Hyperthyroidism

Hyperthyroidism is a condition characterized by the excessive production of thyroid
hormones by the thyroid gland, leading to an accelerated metabolic state in the body. The
pathogenesis of hyperthyroidism involves several potential mechanisms and causes, which
can be broadly categorized into primary hyperthyroidism (originating from the thyroid
gland itself) and secondary hyperthyroidism (due to external factors or influences on the
thyroid gland) [10].

1. Graves' Disease

Graves' disease is the most common cause of hyperthyroidism. It is an autoimmune
disorder where the body's immune system produces antibodies called thyroid-stimulating
immunoglobulins (TSIs) that mimic thyroid-stimulating hormone (TSH). These TSls bind
to and activate the TSH receptors on the thyroid gland, stimulating excessive thyroid

hormone production.
Pathogenesis:

Autoimmune Response: The exact cause of the autoimmune response is unclear, but
genetic, environmental, and immunological factors are involved.

TSI Production: The immune system'’s production of TSIs leads to continuous stimulation
of thyroid hormone synthesis and secretion.

Thyroid Growth: This excessive stimulation also causes the thyroid gland to grow,
leading to a goiter.

2. Toxic Multinodular Goiter (Plummer's Disease)

This condition involves multiple autonomously functioning thyroid nodules that produce

excess thyroid hormone independently of TSH regulation [11].
Pathogenesis:

Nodular Growth: The nodules develop and grow due to somatic mutations in the thyroid

cells.
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Autonomous Hormone Production: These nodules acquire the ability to produce thyroid
hormones without TSH stimulation, leading to hyperthyroidism.

3. Thyroid Adenoma

A thyroid adenoma is a benign tumor of the thyroid gland that produces thyroid hormones
independent of TSH regulation [12].

Pathogenesis:

Somatic Mutations: Mutations in the TSH receptor or signaling pathway genes lead to
constitutive activation of thyroid hormone synthesis.

Hormone Overproduction: The adenoma cells continuously produce thyroid hormones,
causing hyperthyroidism.

4. Thyroiditis

Thyroiditis refers to inflammation of the thyroid gland, which can lead to the release of

stored thyroid hormones into the bloodstream, causing temporary hyperthyroidism [13].

Pathogenesis:

Inflammation: Conditions like subacute thyroiditis, postpartum thyroiditis, and
Hashimoto's thyroiditis can cause thyroid inflammation.

Hormone Release: Inflammation damages thyroid follicles, releasing preformed thyroid
hormones into circulation.

Transient Hyperthyroidism: The condition is often self-limiting, with a period of
hyperthyroidism followed by hypothyroidism as hormone stores are depleted.

5. Excessive lodine Intake

lodine is essential for thyroid hormone production, but excessive iodine intake can lead to

hyperthyroidism, especially in individuals with underlying thyroid disease [14].

Pathogenesis:

Jod-Basedow Phenomenon: In people with pre-existing thyroid nodules or latent Graves'

disease, excess iodine can trigger overproduction of thyroid hormones.
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Thyroid Dysregulation: High iodine levels bypass the normal regulatory mechanisms of
thyroid hormone synthesis.

6. Thyroid-Stimulating Hormone (TSH)-Secreting Pituitary Adenoma

A rare cause of hyperthyroidism is a pituitary adenoma that secretes excess TSH, leading

to overstimulation of the thyroid gland [15].

Pathogenesis:

Pituitary Tumor: The adenoma produces excessive TSH, which stimulates the thyroid
gland.

Thyroid Hormone Overproduction: This results in increased production of thyroid
hormones despite normal feedback mechanisms.

7. Exogenous Thyroid Hormone Administration

Taking excessive amounts of synthetic thyroid hormone (levothyroxine) can cause

hyperthyroidism [16].

Pathogenesis:

Overmedication: Excessive doses of thyroid hormone medication overwhelm the body's
regulatory mechanisms.

Metabolic Effects: The surplus of thyroid hormones accelerates metabolic processes,
mimicking hyperthyroidism.

The pathogenesis of hyperthyroidism involves a variety of mechanisms ranging from
autoimmune stimulation, autonomous thyroid nodules, and inflammation to external
factors such as iodine intake and medication. Understanding these mechanisms is crucial

for accurate diagnosis and effective management of the condition [17].
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Figure 2: Pathogenesis of Hyperthyroidism [18]

1.3 Prevention and Management Strategies of Hyperthyroidism

Hyperthyroidism, a condition characterized by an overactive thyroid gland producing
excessive thyroid hormones, can lead to various health issues if left untreated. Effective
prevention and management strategies are crucial for maintaining optimal health. Here is

an overview of the key strategies:

Prevention Strategies

Regular Screening and Early Detection:

Routine Check-ups: Regular thyroid function tests, especially for those with a family

history of thyroid disorders, can help in early detection and timely intervention.

Awareness of Symptoms: Educating individuals about the symptoms of hyperthyroidism
(e.g., weight loss, rapid heartbeat, nervousness) can prompt early medical consultation
[19].

lodine Intake Regulation:
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Balanced Diet: Ensuring adequate but not excessive iodine intake through diet is essential,

as both deficiency and excess can affect thyroid function.

Monitoring in High-Risk Areas: In regions with iodine deficiency, public health

measures like iodine supplementation or iodized salt programs are crucial.

Lifestyle Modifications:

Stress Management: Chronic stress can affect thyroid function, so incorporating stress-

reducing activities such as yoga, meditation, or regular exercise can be beneficial.

Avoiding Smoking: Smoking is linked to thyroid dysfunction, so quitting smoking can
reduce the risk [20].

Management Strategies

Medical Treatments:

Antithyroid Medications: Drugs like methimazole or propylthiouracil reduce thyroid

hormone production and are often the first line of treatment.

Beta-Blockers: These medications can help manage symptoms such as rapid heart rate and

anxiety but do not address the underlying cause.

Radioactive lodine Therapy:

Mechanism: This treatment involves taking radioactive iodine orally, which selectively

destroys overactive thyroid cells.

Considerations: It is generally effective but can lead to hypothyroidism, requiring lifelong

thyroid hormone replacement therapy [21].

Surgery:

Thyroidectomy: Partial or total removal of the thyroid gland may be necessary in cases

where other treatments are ineffective or contraindicated.
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Post-Surgery Care: Lifelong thyroid hormone replacement therapy is usually required

after a thyroidectomy.

Diet and Nutrition:

Avoid Excess lodine: Patients should avoid foods high in iodine, such as certain seaweeds,

if advised by their healthcare provider.

Balanced Nutrition: A well-balanced diet supports overall health and can help manage

symptoms [22].

Regular Monitoring:

Follow-up Appointments: Regular visits to an endocrinologist to monitor thyroid function

and adjust treatment plans as necessary.

Symptom Tracking: Patients should keep track of their symptoms and communicate any

changes to their healthcare provider.

Complementary Approaches

Herbal Remedies: Some herbs like bugleweed and lemon balm may help manage
symptoms, but they should only be used under professional guidance due to potential
interactions with conventional treatments.

Acupuncture and Traditional Medicine: These may offer symptom relief for some

patients but should complement, not replace, standard medical treatments [23].

Patient Education and Support

Informing Patients: Providing detailed information about the condition, treatment
options, and lifestyle adjustments is vital for patient engagement and adherence to
treatment.

Support Groups: Encouraging participation in support groups can provide emotional
support and practical advice from others with similar experiences.

Conclusion

Preventing and managing hyperthyroidism involves a combination of regular screening,

lifestyle adjustments, medical treatments, and patient education [24].

10
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Literature Review
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2.1 Literature Review
Analysis 1:

A retrospective study was conducted to assess the prevalence of malignant thyroid tumors
in 202 patients who underwent surgery for hyperthyroidism. Thyroid cancer was found in
12 patients (5.9%), including nine cases of papillary carcinoma, one case of follicular
carcinoma, and two cases of Hurthle cell carcinoma. The coexistence of hyperthyroidism
and thyroid cancer was more commonly observed in patients with single toxic adenomas
compared to those with toxic diffuse or multinodular goiters. In five instances, thyroid
malignancy was identified within the hyperthyroid lesion itself (three in toxic adenomas
and two in diffuse goiters). Eight patients had malignant lesions with a maximum diameter
of less than 1 cm, and five of these exhibited unfavorable histologic characteristics, such
as minimal capsular invasion or multifocality. All patients diagnosed with thyroid cancer
are currently alive and apparently free of residual disease. The study concludes that

hyperthyroid patients, especially those with single toxic adenomas [25].

Analysis 2:

The appropriate treatment for hyperthyroidism involves recognizing its signs and
symptoms and determining its cause. The most frequent cause is Graves' disease, but other
causes include thyroiditis, toxic multinodular goiter, toxic adenomas, and side effects from
certain medications. Diagnosis typically starts with a thyroid-stimulating hormone (TSH)
test. If results are unclear, radionuclide uptake measurements can help identify the cause.
For hyperthyroidism due to thyroiditis, symptomatic treatment is usually adequate since it
is temporary. Graves' disease, toxic multinodular goiter, and toxic adenomas can be treated
with radioactive iodine, antithyroid drugs, or surgery, with radioactive iodine being the
preferred treatment in the U.S. if there are no contraindications. Surgery, or thyroidectomy,
is considered when other treatments are ineffective or not suitable, or when a goiter causes
compression symptoms. New treatments are also being explored. Special care is necessary
for pregnant or breastfeeding patients, and for those with Graves' ophthalmopathy or
amiodarone-induced hyperthyroidism. Patient preferences should be taken into account

when choosing a treatment, and ongoing monitoring is crucial [26].

12
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Analysis 3:

This article examines the pathological lesions linked to clinical and/or biochemical
hyperthyroidism. It starts by discussing the descriptive pathology of classic Graves'
disease, then covers the less common toxic nodular goiter and hyper-functioning thyroid
nodules. The article also addresses the impact of non-thyroidal hormones, glandular
function (including lesions in the pituitary and hypothalamus), ectopic production of
thyroid-stimulating proteins by non-thyroidal tumors, hyper-function caused by reactions
to external drugs, and conditions resulting from mechanical or destructive causes of

hyperthyroidism [27].

13
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3.1 Purpose of the study
The purpose of this study is to investigate the prevalence and treatment procedures of
hyperthyroidism among patients at Dhaka Medical College & Hospital. By conducting a

comprehensive survey, this research aims to:

%+ Assess the current rate of hyperthyroidism among the patient population.

% Examine the various treatment protocols being utilized.

% Recognize any emerging trends in the management of hyperthyroidism.

¢+ Aiming to improve the overall management of hyperthyroidism within the hospital

and potentially at a broader level.

15
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Chapter 4
Materials & Method
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4. Methodology

4.1 Study Design

This cross-sectional study, focusing on Hyperthyroidism patients, took place at Dhaka
Medical College & Hospital in Dhaka between February and April 2024. Following
approval from the institution's ethical committee, all participants gave their informed
consent. A specially designed questionnaire was utilized to gather fundamental information
and details from the patients regarding Hyperthyroidism. The data collection was carried
out through a physical survey using Google Forms.

4.2 Inclusion Criteria

Contributors who had patients with Hyperthyroidism met the inclusion criteria.

4.3 Exclusion Criteria

Patients who refused to take part in the trial were not included.

17
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Chapter 5
Results & discussion
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5.1 Age of Responders

Q: Age

AGE OF PARTICIPANTS

I Sales

660 [INIMMNMNNIIND 856

av-as - [[TNNNAMANAMINNUAMID 1356

a0 |- 225

=5 e w

2s-20 AR R 275

0% 5% 10% 15% 20% 25% 30%

Figure 3: Age of Responders

Discussion: A total of 200 individuals participated in the study, with ages ranging from 31
to 40. The largest group of participants (25%) were between 31 and 35 years old.
Participants aged 25 to 30 made up 17% of the study, while those aged 36 to 40, 41 to 45,
and 46 to 60 accounted for 22%, 13%, and 8% of the participants, respectively.

19
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5.2 Gender of Participants

Q: Gender

GENDER OF PARTICIPANTS

m Male ®Female

Figure 4: Gender of Participants

Discussion: In this examination, there was a balanced representation of genders, with 25%

being male and 75% female participants.

20
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5.3 Professional Status of Responders

Q: What is your profession?

Others - 5%

Students 17%

Job holder 43%

22%

Businessman
0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

Figure 5: Professional Status of Responders

Discussion: The survey included participants from various professions. As shown in
Figure 5, the largest group consists of individuals employed in jobs (43%), followed by

businesspeople who make up 22% of the participants.

21
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5.4 Familiar with Hyperthyroidism

Q: How familiar are you with Hyperthyroidism?

i Ratio
Neutral
0% 10% 20% 30% 40% 50% 60% 70%

Figure 6: Familiar with Hyperthyroidism

Discussion: Hyperthyroidism is a condition where the thyroid gland produces excessive
amounts of thyroid hormones, namely thyroxine (T4) and triiodothyronine (T3). These
hormones regulate metabolism, and their overproduction can lead to various symptoms and
health issues. The study revealed that a significant majority of respondents, 60%,
considered themselves quite knowledgeable about Hyperthyroidism. In contrast, 35% of

the participants indicated that they lacked familiarity with the condition.

22
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5.5 Affected ratio of Hyperthyroidism
Q: Have you ever been affected by Hyperthyroidism?

= Yes = No

Figure 7: Affected ratio of Hyperthyroidism

Discussion: According to the survey, the majority of respondents (70%) reported that they
have not been impacted by Hyperthyroidism, while 30% indicated that they have been
affected by the condition.

23
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5.6 Duration of illness
Q: If yes, how long ago were you diagnosed?

= Less than 6 month = 6-12 month = 1-2 year ® more than 2 years

Figure 8: Duration of illness

Discussion: According to the survey findings, 41% of respondents indicated experiencing
Hyperthyroidism for a duration of 6-12 month. Additionally, 29% of participants reported
enduring Hyperthyroidism for more than 2 years, while 19% stated they had been dealing

with the condition for 1-2 year.
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5.7 Symptoms of Hyperthyroidism
Q: If yes, what kind of symptoms have you experienced?

30%

swelling neck from an enlarged thyroid gland

10%

Persistent tiredness and weakness

Difficulty sleeping 12%

15%

Mood swings

33%

Nervousness, anxiety and irritability

0% 5% 10% 15% 20% 25% 30% 35%

B Symptoms

Figure 9: Symptoms of Hyperthyroidism

Discussion: Many patients dealing with the condition displayed various symptoms. As per
the research findings, 33% of those surveyed noted feelings of nervousness, anxiety, and
irritability. Furthermore, 30% of the participants reported experiencing a swollen neck due
to an enlarged thyroid gland (goitre), and 15% mentioned encountering mood swings.

Additionally, 12% of the respondents stated they had trouble sleeping.
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5.8 Diagnosis of Hyperthyroidism in patients
Q: How do doctor typically diagnose Hyperthyroidism in patients?

® T4 and T3 = Level of thyroid stimulating hormone (TSH) = Others

Figure 10: Diagnosis of Hyperthyroidism in patients

Discussion: As per this survey, majority of the participants (55%) have been replied that
doctor diagnosed Hyperthyroidism by blood test that measure level of thyroid stimulating
hormone (TSH) & 37% responders replied that doctor diagnosed Hyperthyroidism by

blood test that measure T4and T3 level.
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5.9 Management of Hyperthyroidism patients

Q: What treatment methods have you been prescribed?

= Anti-thyroid medications = Radioactive iodine therapy

Surgery (thyroidectomy) m Beta-blockers

Figure 11: Management of Hyperthyroidism patients

Conversation: Management of hyperthyroidism involves a comprehensive approach that
includes diagnosis, pharmacological treatment, possible surgical intervention, and ongoing
monitoring. In this investigation, 35% participants have been replied that doctor prescribed
Anti-thyroid medications, 30% retorted that doctor prescribed Surgery (thyroidectomy) &
25% participants have been replied that doctor prescribed radioactive iodine therapy for

the management of Hyperthyroidism.
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5.10 Side effect from taken treatment
Q: Have you experienced any side effects from your treatment?

u |tching = Joint pain = Swelling = Changes in taste

Figure 12: Side effect from taken treatment
Discussion: As per this investigation, most of the participants (42%) retorted that they have
been experienced itching after taken anti-hyperthyroidism medication, 25% replied that
they have been experienced joint pain & 20% replied that they have been also suffered

swelling after taken anti-hyperthyroidism medication.
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5.11 Satisfaction level on current management protocols for Hyperthyroidism

Q: How satisfied are you with the current management protocols for Hyperthyroidism at
Dhaka Medical College & Hospital?

= Very satisfied m Dissatisfied = Neutral

Figure 13: Satisfaction level on current management protocols for Hyperthyroidism

Discussion: The study found that 87% of participants were very satisfied with the current

treatment methods for Hyperthyroidism at Dhaka Medical College & Hospital.
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5.12 More prone to affect Hyperthyroidism
Q: Who is the more prone to affect Hyperthyroidism?

= Male = Female

Figure 14: More prone to affect Hyperthyroidism
Discussion: While an overactive thyroid can affect anyone, it is approximately ten times
more prevalent in women than in men and usually occurs between the ages of 20 and 40.
In this investigation (98%) responders have been replied that women are more prone to

affect by Hyperthyroidism.
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5.13 Participated in any Hyperthyroidism support groups or community events
Q: Have you ever participated in any Hyperthyroidism support groups or community

events?

m Yes = No

Figure 15: Participated in any Hyperthyroidism support groups or community events

Discussion: According to this investigation, 35% of respondents reported that they had
participated in Hyperthyroidism support or community events.
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6. Conclusion

The survey on the prevalence and treatment procedures of hyperthyroidism at Dhaka
Medical College & Hospital provides critical insights into the current state of this endocrine
disorder within the institution. The data indicates that hyperthyroidism remains a
significant health issue, affecting a considerable portion of the patient population. The
findings reveal a higher prevalence among females, particularly within the age group of
20-40 years, aligning with global trends. 60%, considered themselves quite knowledgeable
about Hyperthyroidism. In contrast, 35% of the participants indicated that they lacked
familiarity with the condition. According to the survey, the majority of respondents (70%)
reported that they have not been impacted by Hyperthyroidism, while 30% indicated that
they have been affected by the condition. 41% of respondents indicated experiencing
Hyperthyroidism for a duration of 6-12 month. Additionally, 29% of participants reported
enduring Hyperthyroidism for more than 2 years. As per the research findings, 33% of
those surveyed noted feelings of nervousness, anxiety, and irritability. Furthermore, 30%
of the participants reported experiencing a swollen neck due to an enlarged thyroid gland
(goitre). Majority of the participants (55%) have been replied that doctor diagnosed
Hyperthyroidism by blood test that measure level of thyroid stimulating hormone (TSH)
& 37% responders replied that doctor diagnosed Hyperthyroidism by blood test that
measure T4and T3 level. In this investigation, 35% participants have been replied that
doctor prescribed Anti-thyroid medications, 30% retorted that doctor prescribed Surgery
(thyroidectomy). Most of the participants (42%) retorted that they have been experienced
itching after taken anti-hyperthyroidism medication. 35% of respondents reported that they
had participated in Hyperthyroidism support or community events. In conclusion, while
Dhaka Medical College & Hospital is equipped to manage hyperthyroidism effectively,
there is room for improvement in diagnostic capabilities, treatment adherence, and patient

education.
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