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Thyroid Hypofunction | - Part Four

The next patient is a 40-year-old female with chief complaint of chronic inflammation, leaky gut,
food sensitivities, and skin conditions.

Marker Value Functional

Glucose 86 75-90 65 - 99
Hemoglobin A1c 53 44-54 48 -56
Uric Acid 45 3.2-55 25-741
BUN 10 13-18 6 -20
Creatinine 0.88 0.85-11 057 -1
Sodium 137 135 - 140 134 - 144
Potassium 41 40-45 35-52
Chloride 28 100 - 106 97 - 108
C02 25 25-30 18 - 29
Calcium 9.3 9.2-101 8.7 - 10.2
Phosphorus 3.3 3.5-4.0 25-45
Magnesium 20 20-286 16-26
Protein, total 6.9 69-74 6.0 - 85
Albumin 4.5 40-5.0 35-55
Globulin 24 24-28 15-45
AJ/G ratio 1.9 15-20 11-25
Bilirubin, total 1.0 0.1-1.2 00 -12
Alkaline Phosphatase 65 42 - 107 39 - 117
LDH 149 140 - 180 19 - 226
AST 19 10- 30 0-40
ALT 20 10- 22 0-32
GGT 13 0-28 0 - 60
TIBC 296 250 - 350 250 - 450

Ferritin
Cholesterol, total 160 150 - 250 100 - 199
Triglycerides 67 50 - 100 0 - 149
HDL 68 55 -85 > 39
LDL 79 0-175 0-99
T. Chol / HDL Ratio 24 <3 0-44
Triglycerides / HDL Ratio 0.99 <2 <38
T4, total 8.9 6.0-12 45 -120
T3 Uptake 30 28-35 24 - 39

, Total 77 100 - 180 71 - 180
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Marker Value Functional Range Lab Range
WBC 45 5.0-80 34 -108
RBC 4.57 44-49 3.77 - 5.28
Hemoglobin 138 13.5-145 111 - 159
Hematocrit 40.7 37-44 340 - 4656
MCV 8% 85-92 79 - 97
MCH 30.2 27.7-32.0 26.6 - 33.0
MCHC 339 32-35 315 -357
RDW 128 1.5-15.0 123 - 154
Platelets 203 150 - 415 150 - 379
Neutrophils 50 40 - 60
Lymphocytes 40 25-40
Monocytes 9 40-70
Eosinophils 1 0.0-30
Basophils 0 0.0-30
Additional Tests:
T3, Free 23 25-40 2-44
T4, Free 1.28 1-15 0.82 - 1.77
CRP-hs 0.5 <1.0 0.00 - 3.00
Homocysteina 7.4 <9.0 0.0 - 15.0
Vitamin B-12 688 450 - 2000 211 - 946
Copper 110 72 - 166
Zinc 116 56 - 134
Zinc / Copper Ratio 1.05 > (.85
Serum Methylimalonic Acid (MMA) 167 0-325 0 - 378

As you can see, her TSH is almost 24, but her T4, both total and free, and T3, both total and free,
are within normal lab limits. Her total T3 and free T3 are low in the functional range, however.
Again, this is technically subclinical hypothyroidism.

Up to 80 percent of patients who are hypothyroid have normal T4 and T3 in the reference range at
least, so this could be an argument for tightening the T4 and T3 reference range. TSH is considered
the most sensitive marker of thyroid function, which is why some clinicians, especially in the
conventional model, only use TSH for diagnosis and treatment.

Note that this patient’s iron levels are also high. Both iron deficiency and overload can adversely
affect the HPA axis and contribute to autoimmune thyroid disease and hypothyroidism.

Finally, this case illustrates another common finding, especially in Hashimoto’s patients, which is
low T4-to-T3 conversion, so she has normal T4 levels and normal free T4 levels, but her total T3
and free T3 are borderline low.
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low levels of the thyroid hormones T4
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However, in my clinical practice | frequently see people with low levels of T3 with
normal T4 and either low or normal TSH. This condition has been reported on in Weail mu

the medical literature for years but it is rarely acknowledged or discussed in 1 4Fo U R
conventional medical settings. Most doctors (even endocrinologists) do not seem to
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| wrote an entire series on low T3 syndrome, and I'll link to the articles in the resource section, and |
would again suggest that you read it for this unit. I'm just going to give you a quick overview here.

The thyroid gland produces thyroxine and triiodothyronine, T4 and T3, which are the primary
circulating hormones. The thyroid produces T4 in significantly greater quantities to T3. It’s a ratio
of 17:1. T3 is approximately five times more biologically active than T4. T4 is converted into the
more active T3 by the deiodinase system: D1, D2, and D3 in multiple tissues and organs, but
especially in the liver, gut, skeletal muscle, brain, and the thyroid gland itself. The deiodinase D3
converts T3 into an inactive form of thyroid hormone called reverse T3 in the liver. One of the
primary causes of low T4-to-T3 conversion is inflammation. For example, interleukin-6 levels are
positively correlated with reverse T3, which is the inactive form of T3, and inversely correlated with
free T3. Hashimoto’s is an inflammatory condition, which is why many patients with Hashimoto’s
don’t convert T4 to T3 well and why monotherapy with levothyroxine is often not effective.

Reverse T3: not a marker
of thyroid function
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Reverse T3 is another marker on the full thyroid panel. Again, it’s the inactive form of T3. In
emotional, psychological, or physiological stress, the body will convert excess T4 to reverse T3 as a
means of conserving energy for healing and repair. From this perspective, replacing thyroid hormone
in these cases may not be beneficial and may even be harmful. On the other hand, in those suffering
from long-term chronic illness, high reverse T3 or high reverse T3-to-free T3 ratio may be more
reflective of pathology than adaptation, and that group may benefit from T3 supplementation.

The studies on this are mixed. Some show harm. Others show no change, and others show a
benefit. The T3 replacement has been shown to be consistently beneficial only in cardiac patients
who have recently had surgery, heart failure, or transplant.

TSH
TSH 0.017 Low ulIU/mL 0.450 - 4.500 02

DHEA-Sulfate, Serum
DHEA-Sulfate, LCMS 99 ug/dL 01
Reference Range:
Adult Females (41 - 50y): <229

Thyroxine (T4) Free, Direct, S

T4,Free (Direct) 1.84 High ng/dL 0.82 - 1.77 02
Reverse T3, Serum 32.2 High ng/dL 9.2 - 24.1 03
EBV Ab VCA, IgG 183.0 High U/mL 0.0 - 17.9 02

Negative <18.0

Equivocal 18.0 - 21.9

Positive >21.9
Vitamin B12 664 pg/mL 211 - 946 02
Ferritin, Serum 45 ng/mL 15 - 150 02
Triiodothyronine, Free, Serum 4.0 pg/mL 2.0 - 4.4 02

This patient is a 39-year-old female. She has Hashimoto’s. She also has reactivated Epstein-Barr
and several significant markers of inflammation. She was taking a high dose of levothyroxine,
which is common in these patients. They don’t convert T4 to T3 well because of inflammation, so
the doctor just prescribes higher and higher doses of levothyroxine, and this can lead to facetious
hyperthyroidism. Her TSH is effectively zero, and she has high free T4. However, note that her
reverse T3 is high, which is indicative of inflammation. Even when free T3 is normal or high-normal,
as it was for her, the ratio of reverse T3 to free T3 will still be elevated.

What do | mean by elevated? Well, there is no published research on this that I'm aware of. Many
advocacy groups and clinicians have come up with a threshold based on clinical and anecdotal
experience. If you’re using free T3, the suggested cutoff is above 20 for optimal ratio, and if you’re
using total T3, you'd want it to be above 10 for an optimal ratio. In this case, using free T3, the ratio
is 8, which is well below the threshold of 20.
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| personally don’t put a lot of stock in these ratios. I just use them loosely as indicators of
psychological, emotional, or physiological stress, in other words, allostatic load. Remember, a
depressed reversed T3-to-free T3 ratio doesn’t indicate thyroid dysfunction, per se, and doesn’t
always or even typically signal a need for thyroid hormone replacement. Even with this high dose
of T4, her TSH is almost zero, and she has a high, high-normal free T4 and free T3, and the patient
was still symptomatic. This is a great example of why the underlying condition needs to be
addressed, and T4 monotherapy as the only treatment for Hashimoto’s is woefully inadequate.

Some clinicians and patient thyroid advocates have argued that when the ratio of RT3, or reverse
T3, to free T3 is high, even when RT3 is high-normal or normal and T3 is normal or low-normal, the
patient should be treated with T3 replacement, especially when the patient has symptoms
consistent with hypothyroidism such as cold hands and feet, Gl issues, and fatigue.

TSH+T4F+T3Free
TSH 1.670 ulU/mL 0.450 - 4.500 01
Triiodothyronine, Free, Serum 3.1 pg/mL 01
No patient age and/or gender provided
Age Male Female
0 - 3 days 2.0 - 7.9 2.0 - 7.9
4 - 30 days 2.0 - 5.2 2.0 - 5.2
31 days - 11 months 1.6 - 6.4 1.6 — 6.4
1 - 5 years 2.0 - 6.0 2.0 - 6.0
6 - 10 years 2.7 - 5.2 2.7 = 5.2
11 - 19 years 2.3 - 5.0 2.3 - 5.0
>19 years 2.0 - 4.4 2.0 — 4.4
T4,Free(Direct) 1.41 ng/dL 01
No patient age and/or gender provided
Age Male Female
0 - 3 days .66 - 2.71 .66 - 2.71
4 - 30 days .83 - 3.09 .83 - 3.09
31 days - 11 months .48 - 2.34 .48 - 2.34
1 - 5 years .85 - 1.75 .85 - 1.75
6 — 10 years .90 - 1.67 .90 - 1.67
11 - 19 years .93 - 1.60 .93 - 1.60
>19 years .82 - 1.77 .82 - 1.77
| TESTS RESULT FLAG UNITS REFERENCE INTERVAL  LAB |
Thyroxine (T4) 9.9 ug/dL 4.5 - 12.0 01
Triiodothyronine (T3) 118 ng/dL 71 - 180 01
Reverse T3, Serun 22:3 ng/dL 9.2 - 24.1 04

This is referred to as Wilson’s syndrome, a condition that does not exist in the scientific literature,
but it’s popular in some functional and integrative medicine circles. For example, check out the
labs on this slide. The TSH is 1.67, so that’s normal. Free and total T4 are normal. Free and total T3
are all normal, but if you do the RT3-to-T3 ratio, you get 5.4 for total and 7.2 for free, both of which
are low. This would lead to treatment with T3 of a patient with entirely normal TSH and free and
total T4 and T3. | don’t really agree with this approach. The symptoms are not specific enough to
diagnose a thyroid problem in the absence of supportive labs, and as mentioned, there is not

kresserinstitute.com 5



FOR FUNCTIONAL AND EVOLUTIONARY MEDICINE

KRESSER % INSTITUTE

enough data on RT3. The few studies | have seen suggest that RT3 does not distinguish between
hypothyroidism and euthyroid sick syndrome or low T3 syndrome.

| have heard anecdotal reports of improvement from people who have taken replacement T3
hormone when their RT3-to-T3 ratio is off, even with normal thyroid labs, but I’'m concerned about
overriding the body’s attempt to downregulate thyroid metabolism as a means of energy
conservation and repair in these conditions. My approach is when there is low T4-to-T3 conversion,
high reverse T3, or a high RT3-to-free T3 or -total T3 ratio, | would look at that as not a sign of a
thyroid problem but a sign of inflammation, HPA axis dysfunction, or nutrient imbalance, and |
would address those conditions rather than giving thyroid hormone.
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Marker Value

Glucose 97

Uric Acid 55 3.7-6.0 37 -86
BUN 12 13-18 6-24
Creatinine 1.02 0.85-11 0.76 - 1.27
Sodium 138 135 — 140 134 - 144
Potassium 47 40-45 35-52
Chiloride 99 100 - 106 97 - 108
co2 23 25-30 18 - 29
Calcium 9.4 9.2-101 8.7 - 10.2
Phosphorus 42 3.5-40 25-45
Magnesium 20 20-26 16 - 26
Protein, total T 6.9-74 6.0 - 8.5
Albumin 48 40-50 35-55
Globulin 23 24-28 15-45
A/G ratio 21 15-20 11-25
Bilirubin, total 0.4 0.1-12 0.0 -1.2

Alkaline mﬁam 66 42 - 107 39 - 117

AST 28 10-30 0-40
ALT 17 10-29 0-44
GGT 22 0-40 0-65
TIBC 364 250 - 350 250 - 450
UIBC 282 150- 375 150 - 375
Iron 82 85-135 40 - 155
Iron saturation 23 15-45 15 - 55
Ferritin 43 30 - 150 30 - 400
Tr"”"’"““ 66 50 -100 0 - 149
HDL 108 55-85 > 39
0-175

T. Chol / HDL Ratio 23 <3 0-50
Mycoddes / HDL Ratio 0.61 <2 <38
TSH 3.260 05-25 045 - 450
T3 Uptake 29 30-38 24 - 39
T3, Total 120 100 - 180 71 - 180
Vitamin D, 25-hydroxy 56.9 35-60 30.0 - 100.0
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Marker

waC

RBC
Hemoglobin
Hematocrit
MCV

MCH
MCHC
RDW
Platelets
Neutrophils
Lymphocytes
Menocytes
Eosinophils
Basophils

Additional Tests:
CRP-hs
Hemocysteine
Vitamin B-12
Cepper

Zinc

Zinc / Copper Ratio
Serum Methyimalonic Acid (MMA)

Value
52
534
16.1
48.4
91
30.1
33.3
141
240

043
74
849
104
149
143
121

Functional Range

50-8.0
44-49
14 - 15
40 - 48
85-92
27.7-32.0
32-35
11.5-15.0
150 - 415
40 - 60
25-40
40-70
0.0-3.0
0.0-3.0

<1.0
<9.0
450 - 2000

>0.85
0-325

Lab Range
34 -108
414 -58
126 - 17.7
375 -51.0
79 - 97
266 - 33.0
315 - 35.7
123 - 154
150 - 379

0.00 - 3.00
0.0 - 15.0
211 - 946

72 - 166
56 - 134

0 - 378

This patient is a 46-year-old male who developed health problems after extensive travel in China
and South America, primarily digestive distress but also brain fog, poor memory, and weak
immune function. His TSH was within the normal reference range, but T4 is lab low. Interestingly,
T3 is normal, even in the functional range. This case illustrates an important point. Sometimes
hypothyroidism is the underlying cause of the patient’s symptoms, but other times, it is more of a
symptom of a deeper problem, and this is especially true with subclinical hypothyroidism. In these
cases, it makes more sense, in my opinion, to address the underlying pathology first and then see
what happens with thyroid unless they are in really bad shape, and supporting thyroid right away
is necessary. This is a functional medicine approach to hypothyroidism. We’re always peeling the
layers of the onion back to try to get to the underlying cause.
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Comprehensive Stool Analysis | Parasitology x3

BACTERIOLOGY CULTURE

Expected/Beneficial flora Commensal (Imbalancad) flora Dysbiotic flora

4+ Baclercides fragiks group 1+ Slaphylococcus aureus 4+ Citrobascter farmen

2+ Bidobacienum spp, 4+ Entarobaciar Coaces complex
3+ Escharchia coli 3+ Proleus mirabils

2+ Lactcbaclius spp.
4+ Enterococcus spp.

4+ Clostridium spp.
NG = No Growth

BACTERIA INFORMATION

d Baneficial bacteria make up a significast portion of De total micreflon in & healthy & balanced Gl yact. Thase tenaficial baclara hava many
' dacturing it 5, fermanting fiters, Sgesting prokeins and catohydrates, and propagatng anti-

JEN /| 3 relalive 10 olher aapectadbenalical Nors indicales bactrial mbalancs, If C mmdmn
auspachid 8 Comprehansive Clostidium culum or loxgenic C. cWlioie DNA lesl 8 recommended

Commanaal (Imbalanced) Bacteris arme ususlly nethar pavhogenic nor benefical 10 the host Gl ract. Imbakinces can occur when thare are rsuficen!
evels of baneficial bacteria anc i d e of cor | backern. Coartsin commensal bacierds are reporied as dysbiotic st igher leves
Dysbiotic bacteria consist of known pathaganic bacterds and thoss thal have the potentisl 10 causs cissass in the Gl tract. They can be present dus 1o &
Wrdhm‘mm munmdmlmnﬂdwﬁuufmd cmlodmnab!hatnwuxwmlm the use of amibiotics,

Normal flora Dysbiotic lora

MICROSCOPIC YEAST YEAST INFORMATION

Result: Expected: Yeast normally can be found in smal quantties in the skin, mouth, intesting and mucocularecus
Jencions. Overgrowth of yeast can infect viiwally every argan sysiam, ieading 10 an exenshve armay
Nene - Rare of disical mardlestations. Furgal damhea 5 assoclied with broad-spectrum antbictics or

ateratiors of the patient's mmune status. Sympoms may iInclude abdominal pain, crampng and
The microncopis Indng of yess! in e ool & Irfiation. When meestigating the presence of yeast, dspanty may exst between cubrng and
neple  in Kemiyng whethwr Twe S micIoscopic esxamisation. Yeast are act uniformiy dispersed Svoughout the siool, Bis may lead to
profferation of yessl. Rae yeast may be uncatectables of kow levels of yessl denifed by microscopy, despile & culured amount of yeast
nomal, fowever, yeast otsened i higher Cormersely, MCroscopic examinglon may revedl s sgniicant amount of yeast present, bul no yesst
amounts (lew, modewate, of many) is abnormal Cullured. Yesst does not ahwvays survive ranst Brouch e Inkestinss resdenng 1| urrvisitie,
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Comprehensive Stool Analysis | Parasitology x3

PARASITOLOGY/MICROSCOPY *

Sample 1

Mod Blastocystis hominis

Rare Dientamoeba fragiss trophs
Rare Endolmax nana cysts

Few Endolmax nana trophs
Rare WEBC

Sample 2

Mod Blastocystis hominis

Rare Dientamoeba fragies trophs
Few Endolmax nana cysts

Few Endolmax nana trophs
Few Yeast

Sample 3

Mod Blastocystis hominis

Rare Dientamoeba fragiis trophs
Rare Endolimax nana cysts

Rare Endolimax nana trophs

*A trichrome stain and concentrated lodine wet
mount slide is read for each sample submitted.

PARASITOLOGY INFORMATION

Intestinal parasiles are abnormal inhabitants of the gastrointestinal tract that
have the potential to cause damage to their host. The presence of any parasite
within the intestine generally confirms that the patient has acquired the
arganism through fecaloral contamination. Damage to the host includes
parasitic burden, migration, blockage and pressura. Immunolkogic inflammation,
hyparsensilivity reactions and cytotoxicity also play a large role in the morbidity
of these diseases. The nfective dose offen relates to saverity of the disease
and repeat encounters can be addtve.

There are two man classes of intestinal parasites, they indude protozea and
heiminths. The protozoa typically have two stages; the trophozolte stage that is
the melabolically active, invasive slage and the cys! stage, which is the
vegatative inactive form resstant %o unfavorable environmental conditons
outside the human host Helminthe are large, mullicellular organisms. Like
pratazoa, helminths can be ether free-inving or parasitic in nature. In their adut
form, helminths cannot mutiply in humans,

In general, acule manifestalions of parasitic infection may invalve diarrhea with
or without mucus and or blod, fever, nausea, or abdominal pain. However
these symptoms do not always occur. Consequently, parasitic infections may
not be dagnosed or eradicated. If left untreated, chronic parasitic infections
can cause damage to the intestinal lining and can be an unsuspecied causa of
ilin2gs and fasgue. IChronic parasitic infections can also be associated with
increased intestinal permeability, iritable bowel syndrome, iregular bowed
movements, malabsorption, gastrtis or indgestion, skin disorders, jont pain,
allergic reactions, and decreased immune function.

In some Instancas, parasites may enter the circufation and trawvel to varous
organs causing savere organ diseases such 8s liver abecessas and
cysticercosis. In addition, some larval migration can cause pneumonia and in
rare cases hyper infection syndrome with large numbers of larvae beng
producad and found in every lissue of the body.

One negative parasitology x1 specimen does not rule out the possibiity of
parasitic disease, parasilology x3 is recommeanded. This exam is not designed
%o detect Cryptosporidium spp, Cydospora cayetanensis or Microsproridia spp.

GIARDIA/CRYPTOSPORIDIUM INMUNOASSAY

Within Outside Reference Range Glardia intestinalis (amblia) is a protozoan that

infects ?e small intessine and is passed in stool

Giarda ntestinalis | Neg | |

| Neg and spread by the fecal-oral route. Waterbome

transmission ie the major source of giardiasie.

Cryplosporidium | Neg | |

Cryptosporidium s a coccidlan protozoa that
INog can be spread from direct person-to-person

comact or waterborme transmission
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Thyroid Antibodies
Thyroid Peroxidase (TPO) Ab 184 High 10/mL 0 - 34 01
Thyroglobulin, Antibody <1.0 I0/mL 0.0 - 0.9 01
Please Note: 01

Low positive Thyroglobulin antibodies are seen in a portion of the
asymptomatic populations.
Antithyroglobulin antibodies measured by Beckman Coulter Methodology

1
2
3
4
E)
6
T
L]
9
10
n-mwuvoo,wumuwmmm-mnuw-ouu,-ucn.uuwumnmm-;uummuumu-mmmco,mu-nu-
and comtaln NyA or
Combined basaline total = 59
Greatest M, Inorease over the lowest proceding value within first 120 minutes « 3 H <20ppm
Gremest CH, increase over the lowest preceding value within first 120 minutes = [ <12ppm
Gromest combined M, & CH, Increase over the lowest proceding value within first 120 minutes = 43

Interpretation

Increases of hydrogen graater than 2000m cwer T lowest preceding vake within he
$I80 Suspacted - Elevated Hydrogen first 120 minums (+/- Semin devistion) sre indicatve of bactral cvasgrowth,

POSITIVE
2 I h thie 1200m ovir B lowest pracadng vaks within P
$180 Suspected - Meveled Methene Mlmmmmw Smin deviation) are indicatve of bactenal overgrowth. -
POSITIVE

SIB0 Suspecied - Elevated Combined | In in combinnd hydrogan snd methans gis villoss greaker than 15ppm ower
Mydrogen & Methane Gasses the lowest precading value am row of rial growth
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Blood Mercury Comparison
o
0 L) 0 " X ro)

Hgh
0 01 02 0.3 04 05 08 07
ortIum
HoT DEDC Avgn
arp—
0 . 10 L) 2 2
Concentration of Mercury (ng/mi or wg/l)
Reference Ranges
Resulls (ng/mlL) QS n=1017, COC n=1528 Parcent e
711712016 NA % Change | Source Range Avweage SO 7S5h G0 95¢
[Mettyimercury— Nabip 255 NA s <0003 10 233 195 12 29 54 74
[rorganic Meroury— Hg 0,663 NA NA Qs Q0070175 | 0139 0.0 019 03 04
fum— HgT 26.2 NA coc 008189 | 0833 o7 47

'lbolhhnmhhn:()u&.hu Semrdhic OS] Datn regresents 011 mams and foarmin Bt e Sloed our tesfing COC date moreserts 1308 fervades spes 5 b 40
08 biood Mg concentrations are hghar et COC ecase OS ana s 5o0d & pooulaten Nal ansady SUspacts nermury Decly

Date nnd Araly | MDY SPOOREON Mad o Quckaiver Scantiic. and 3 values 3 In concerTatons of g =g e ML of Deoe
Urine Results Hair Results
Indication of Inorganic Mercury Excretion Ability Indication of Methyimercury Excretion Abilty
J ol
M n
B = T

i 5 o
- 4 :
! s ! o
§ - L g

oM ’ i

o [ ban omn ;: " n
Biood Hgll (ngimL) Bicod Metg (rgmi)
Legend
A Aserage [ aoretor: Natyry A s Serage o 850w
Sarape when o & ate of of mast 3751 HgT B har o Mevg 0
St vt 4 B T B ouree 10 MGE I Sead .
::::vtc—-:mugg‘m-m--v Urine Results (ng/mL) Hair (ng/g)
— R 711902015 NA %Ch: TNN2015
Mathyimercury— Mahbg A A “
Inceganic Merouy— Hg' _6'777 \ g NA
Sum— g —0.753 NA NA 5260

Not surprisingly, he had significant dysbiosis, as well as Blastocystis hominis and Dientamoeba
fragilis. His TPO antibodies were high at 184. He also had pretty significant SIBO and elevated
mercury levels, 25.5 for methylmercury and 0.663 for inorganic mercury, for a total mercury of
26.2, which is one of the highest I've ever seen on the Quicksilver lab.
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Note that some studies have shown a link between elevated mercury levels and thyroid antibody
production, and removal of dental amalgams has been shown to reduce thyroid antibody levels.

| TESTS RESULT FLAG UNITS REFERENCE INTERVAL LAB |
TSH+T4F+T3Free
TSH 0.546 ulIU/mL 0.450 - 4.500 01
Triiodothyronine,Free, Serum 3.3 pg/mL 2.0 - 4.4 01
T4,Free(Direct) 1.39 ng/dL 0.82 - 1.77 01

After treating for gut issues and heavy metal toxicity, we retested his thyroid panel, and as you see,
the numbers completely normalized and are now in the optimal range. This doesn’t always happen.
Sometimes we still need to address the thyroid directly, but it happens often enough that | will
typically address underlying issues in cases of subclinical hypothyroidism and low T4-to-T3
conversion first before treating the thyroid directly.
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