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= lectroconvulsive therapy (ECT)
= administration in patients with
e thyroid dysfunction poses
unique challenges.! Hashimoto
thyroiditis may manifest as acute
psychosis in approximately 26% of
cases and schizophrenia-like
symptoms in about 2.2%.2 While
thyroid dysfunction itself can
precipitate psychiatric symptoms?® and
catatonia,’ its effect on cardiovascular
function can pose a risk for anesthesia
induction in ECT. While normalizing
thyroid function before ECT is
preferred, urgent situations may
necessitate immediate normalization.

Case Report

Ms A, a 28-year-old woman, had
symptoms suggestive of schizophrenia
since 2017 and presented to the
hospital in October 2023 with
worsening of symptoms following drug
discontinuation for 1 year. Upon
examination, she was fearful and
uncooperative and had continuous
self-muttering and catatonia
(withdrawal, staring, mutism,
mannerisms, posturing, and
negativism) (Bush-Francis Catatonia
Rating Scale [BFCRS] score: 12).5 She
was admitted to the hospital. On
evaluation, her thyroid-stimulating
hormone (TSH) level was 53 mIU/L
with a free triiodothyronine (fT3) level
of 0.22 ng/dL and a free thyroxine
(fT4) of 0.69 ng/dL (normal range
TSH: 0.27-4.2 mIU/mL, free T3:
0.24-0.52 ng/dL, free T4:
0.93-1.7 ng/dL). Ultrasound of the
thyroid revealed thyroiditis, and

antithyroid peroxidase antibody was
positive (1,000 IU/mL), suggestive

of Hashimoto thyroiditis. Ms A
underwent a thorough evaluation to
exclude secondary causes of catatonia.
Cerebrospinal fluid (CSF) cell counts
and serum studies for infections (eg,
cryptococcus, syphilis, leptospira,
scrub typhus, brucella) and
autoimmune conditions (including a
detailed ANA profile) were all
negative. CSF analysis and cell counts
were within normal limits. These
findings, along with a normal brain
magnetic resonance imaging scan,
support a diagnosis of primary
catatonia.

Ms A was started on oral
olanzapine 5 mg/d, gradually
uptitrated to 20 mg/d along with
intravenous (IV) lorazepam 2 mg
twice daily and 50 pg/d oral
levothyroxine supplementation.
However, there was no improvement
in the clinical status over the next
2 weeks, and the adherence with
medications (for both psychotropics
and oral levothyroxine) were
intermittent. In the meantime, the
repeat thyroid function revealed a TSH
value of 88 mIU/L, fT3 of 0.2 ng/dL,
and T4 of 0.55 ng/dL, suggesting
further worsening of her thyroid
function. In view of inadequate response
and continued poor oral intake, ECT
was considered.

Ms A belonged to the category of
moderate-severe hypothyroidism
based on the low free thyroxine
values.® Since our hospital does not
have a backup of in-house physicians,

instead of IV levothyroxine, she was
started on oral levothyroxine of
200 pg/d, as discussed with the
endocrinologist. After 5 days of oral
levothyroxine supplementation, serum
TSH reduced to 12.7 mIU/L with
normal fT3 (0.25 ng/dL) and fT4
(1.52 ng/dL). The patient was started
on modified bifrontal ECT and
continued the oral thyroxine of
200 pg/d with regular monitoring of
pulse rate. Anesthesia was achieved
using thiopentone 125 mg along with
the muscle relaxant succinylcholine
25 mg. Continuous cardiac monitoring
was done throughout the ECT
procedure. After every ECT session,
Ms A was monitored in a recovery unit
with continuous cardiac and clinical
monitoring for 45 minutes. After
the fourth ECT session, her oral
intake improved, and she became
cooperative in taking medications.
After being on 200 pg/d of
levothyroxine for 12 days, her pulse
rate was 130 beats/minute and TSH
was 0.33 mIU/L. The dose of thyroxine
was decreased to 100 pg/d, and tablet
propranolol 40 mg/d was added for
tachycardia. Over the next 2 days, her
pulse rate decreased to 100 beats/
minute, propranolol was stopped, and
ECT was continued as earlier.
Overall, Ms A received 11 bifrontal
ECT sessions over 4 weeks. Her BFCRS
score decreased from 12 to 3 after
11 ECT sessions; her Brief Psychiatric
Rating Scale score (24 items,
1-7 rating) decreased from 88 to 39.”
In a previous report, ECT was found to
be effective in treating psychiatric
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symptoms cooccurring with
Hashimoto thyroiditis.® In our case,
normalization of thyroid levels might
have also helped in the improvement
of catatonic symptoms. She was
discharged on olanzapine 25 mg/d.
She has been in follow-up with our
treatment team for the last 9 months
and has maintained the improvement
attained during inpatient care.

Conclusion

High-loading doses of oral
levothyroxine rapidly normalized
thyroid hormones, which helped
in earlier initiation of ECT. A
multidisciplinary approach with
input from endocrinologists and
anesthetists and regular monitoring
of the adverse effects of high-dose
thyroxine is essential.
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