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1. In one of the case studies, you showed in the thyroid section of secondary
hypothyroidism that thyroxine was incredibly low, below 0.5, and [triiodothyronine] (T3)
was low, but [thyroid-stimulating hormone] (TSH) was also normal. I’m confused as to
how this can happen. If I’m understanding secondary hypothyroidism correctly, if it’s an
issue with either the pituitary or the hypothalamus since TSH is secreted from the
pituitary, and that appeared normal, wouldn’t this be a case of primary hypothyroidism
and an issue in the thyroid itself since it’s getting adequate stimulation from the pituitary
but not secreting thyroid hormone naturally? [01:09]

2. Input on a 16-year-old female’s case. There’s a family history of hypothyroidism,
obesity, and diabetes. Current symptoms are chronic fatigue, weight gain, [and] painful
periods. She states that [her] stomach hurts often. [She] denies constipation or diarrhea.
[She] has had mold exposure. Mold was remediated recently in the home, and [she] is
using sauna. [Thyroid peroxidase antibody] (TPO) antibodies were at 47. [She] has
eliminated gluten, dairy, soy, processed foods, and most added sugar. And then [in] the
labs, her TSH is 1.46, T4 [is] 5.3, free T4 [is] 0.94, [and] free T3 [is] 2.5. And then [she]
has some nutritional labs, most of which are normal fasting. Insulin is a little elevated at
12.8, glucose [is] okay at 89, [and] A1C is 5.3. Vitamin D [is] on the low end of normal.
Those are the most significant ones. [05:05]

3. The dosing of cod liver oil in relation to vitamin D and A with the Rosita product. Their
nutritional analysis states that the three capsules contain 127 IU [of] vitamin D and 1260
IU of vitamin A per serving. A teaspoon has 395 IU of vitamin D with 3000 to 5000 IUs
of Vitamin A. My confusion is that the three soft gels is short of the recommended
maintenance supplements guidelines of enough cod liver oil to obtain approximately
2000 IU of [vitamin] D, and 6250 [IU] of vitamin A. Also, the reference list of dietary
sources shows high vitamin D cod liver oil at half [a] teaspoon is 2000 units. Is there a
source known to actually have that much? [10:18]

4. We have a patient with a vitamin D [level] of 145. She’s been on 10000 IUs of Vitamin D
with K2 since February, and she’s now stopped. Is there anything she should be doing
or taking to get that level down? [12:36]

5. [I have a] patient who [has] type 2 [diabetes], medicated for high blood pressure. It’s
also controlled through lifestyle changes. She has been recently supplementing with
Trifolamin and has been experiencing some stomach discomfort. Is this a known side
effect or is there a reason for this? [17:35]
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Chris Kresser: Hey, everybody. Welcome to the Q&A for August. I hope you’re having a great
summer. I will dive into the few questions that have been submitted in advance, and those of
you on the live call, go ahead and put your questions in the Q&A box so I can answer them that
way.

The first question is from Teresa. She says, “In one of the case studies, you showed in
the thyroid section of secondary hypothyroidism that thyroxine was incredibly low, below
0.5, and T3 was low, but TSH was also normal. I’m confused as to how this can happen. If
I’m understanding secondary hypothyroidism correctly, if it’s an issue with either the
pituitary or the hypothalamus since TSH is secreted from the pituitary, and that appeared
normal, wouldn’t this be a case of primary hypothyroidism and an issue in the thyroid
itself since it’s getting adequate stimulation from the pituitary but not secreting thyroid
hormone naturally?”

Yeah, good question. There’s all kinds of weirdness that can happen with thyroid and thyroid
labs and presentation with symptoms. Generally, if TSH is normal, it would suggest that the
pituitary is doing its job. But TSH can fluctuate quite a bit, even throughout a day as a diurnal
rhythm, we know now, not as pronounced as the diurnal rhythm of cortisol, but definitely still
some fluctuation. And it can fluctuate quite a bit from day to day. But in this case, I can't
remember the case offhand, but if TSH is normal, and T4 and T3 are both low, that usually
would, technically, that would be sub, let’s see. I don’t know if there’s a name for that. It would
be something, maybe subclinical hypothyroidism where TSH is normal, [and] T4 and T3 are
low.

There’s also, of course, the possibility that TSH is high and T4 and T3 are normal. I think
actually, sorry, I’m getting this mixed up. That’s subclinical hypothyroidism. I don’t think there’s
a name for the variety of hypothyroidism that we’re talking about here. But sometimes we’ll see
it. And I think always, in this situation, it’s a good idea to retest and often more than once,
because when you see this kind of pattern, it indicates something unusual is happening. And
you often need a couple of tests to really get a better handle on what’s going on. I also tend to
see these types of patterns more when autoimmunity is present. So you’d want to test for
thyroid antibodies, and often more than once is required as we’ve discussed in the curriculum.
And it’s also probably worth looking at other less common causes or causes of imbalanced
thyroid.

So let’s say [there are] environmental toxins or a significant gut issue or nutrient deficiencies.
Those things tend to be contributing factors when you see unusual patterns like this. And then,
of course, the question of is the patient on any medication, thyroid medication, what’s the
history there? Those are all important considerations.

[The] next question is from Dara. She’s looking for “Input on a 16-year-old female’s case.
There’s a family history of hypothyroidism, obesity, and diabetes. Current symptoms are
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chronic fatigue, weight gain, [and] painful periods. She states that [her] stomach hurts
often. [She] denies constipation or diarrhea. [She] has had mold exposure. Mold was
remediated recently in the home, and [she] is using sauna. TPO antibodies were at 47.
[She] has eliminated gluten, dairy, soy, processed foods, and most added sugar. And
then [in] the labs, her TSH is 1.46, T4 [is] 5.3,” a little low, “free T4 [is] 0.94,” also a little low.
“Free T3 [is] 2.5,” which is at the bottom end of the optimal range but not low. “And then
[she] has some nutritional labs, most of which are normal fasting. Insulin is a little
elevated at 12.8, glucose [is] okay at 89, [and] A1C is 5.3. Vitamin D [is] on the low end of
normal. Those are the most significant ones.”

So yeah, it’s so far that the thyroid, oh sorry. So TPO antibodies were at 47 in May, and then in
August, they were 14. This is actually a good example of why retesting is important because at
47, that’s elevated, borderline elevated, certainly. And then just three, oh that was a year ago.
So that was 15 months ago. And then in August 2021, they were back down. So this is a good
example of how thyroid antibodies can fluctuate over time. I think it’s likely there’s probably
some Hashimoto’s [disease] or autoimmune thyroid activity, given the family history and the
elevated TPO antibody. And maybe it’s possible that eliminating gluten, dairy, soy, and
processed foods after that positive TPO antibody test back in May 2020 led to the decline in
the [TPO], as evidenced by the retest in August of this year. So that’s a good sign. That’s what
we want to see.

But that doesn’t mean this person will never have to think about thyroid issues again.
Unfortunately, what we know about autoimmunity is once that process starts, it doesn’t
typically go away forever, in the sense that you never have to consider it or think about it or
tend to the immune system. So she will, as a patient, likely need to continue to take steps to
balance and regulate the immune system, [and] avoid triggers that exacerbate immune
dysfunction, as she seems to be doing. Some of the symptoms as you no doubt gathered,
fatigue, weight gain, painful periods, [and] gut issues, are potentially related to thyroid. So even
though her labs are looking better, the free T3, for example, is still on the low end of the normal
range, and the T4 is on the low end of the normal range. So one possibility would be
experimenting with more direct thyroid support. Perhaps a low dose of natural desiccated
thyroid would be appropriate here to see how the patient feels.

There’s also the question of mold exposure. Mold was just recently remediated in June, and
that can certainly contribute to all of these symptoms both directly and indirectly. So directly
meaning mold alone can cause all of the symptoms that this patient has, and indirectly
meaning we know that mold can interfere with thyroid function. That’s something we see
commonly. So that can be acting along both of those mechanisms. And then I would also
wonder about gut testing because if she has [gastrointestinal] issues, that, of course, could be
secondary to hypothyroidism. But it also could be that she has [small intestinal bacterial
overgrowth] or some other gut issue that’s contributing to the poor thyroid function. Or it’s a
cycle, bi-directional relationship, as it often is. So I would definitely consider doing some gut
testing; I would consider addressing mold if that does seem to be an issue, which it quite
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possibly could be. We don’t go into detail on that in this course. But there’s some good
resources on my website and information programs out there. Those are the things that I would
probably be thinking about first in this case.

Okay, the next question is from Stephanie, and she’s wondering about “The dosing of
cod liver oil in relation to vitamin D and A with the Rosita product.” She said, “Their
nutritional analysis states that the three capsules contain 127 IU [of] vitamin D and 1260
IU of vitamin A per serving. A teaspoon has 395 IU of vitamin D with 3000 to 5000 IU. My
confusion is that the three soft gels is short of the recommended maintenance
supplements guidelines of enough cod liver oil to obtain approximately 2000 IU of
[vitamin] D, and 6250 [IU] of vitamin A. Also, the reference list of dietary sources shows
high vitamin D cod liver oil at half [a] teaspoon is 2000 units. Is there a source known to
actually have that much?”

The Green Pasture product used to claim that much, and I think that’s what that referred to. So
that may be a little bit outdated. [My] apologies for that. With cod liver oil, I think the best, and
we may need to update the content to reflect this, but some people like me, for example, I can
maintain normal vitamin D levels because I spent a lot of time outside at this time of year
mountain biking, hiking, [and doing] lots and lots of different activities outside. I eat a fair
amount of cold-water fatty fish, and I take a little bit of cod liver oil, and I must be pretty good
at converting sunlight to vitamin D. That’s all I need. I’m in the 40 to 60 range, typically, with no
additional supplementation. However, that’s not the norm, in my experience.

A lot of people need to supplement, and a lot of people need additional supplementation above
and beyond what they would get from a teaspoon of cod liver oil [per] day. So this is the
importance of testing. If we recommend that someone take cod liver oil, and they’re not taking
any other vitamin D, then we’ll retest and we’ll see what their D levels are after, let’s say six
weeks. If they’re taking cod liver oil and their D levels go up a bit, then we would suggest, in
addition to that, a synthetic D3 supplement, which are widely available, and I’m not that picky
about on top of the cod liver oil. The reason that we still recommend cod liver oil in that
circumstance is because it also contains vitamin A, which we’ve discussed why that’s
important, and it has some [eicosapentaenoic acid] (EPA) and [docosahexaenoic acid] (DHA),
as well. So that’s the gist of how our cod [liver] oil and vitamin D recommendations have
evolved over time.

Adam on the live call asked, “We have a patient with a vitamin D [level] of 145.” Whoa,
that’s high. “She’s been on 10000 IU of [vitamin] K2 and D3 since February, and she’s now
stopped. Is there anything she should be doing or taking to get that level down?”

Great question. No, there’s not really a way to get that down. I mean, a pretty aggressive
chelation protocol might do that, because it’s a fat-soluble vitamin, but it’s not worth it. And I
think the risk of having such high vitamin D levels is pretty low if it’s only for a short term. So it
sounds like she probably started taking it, or you said she started taking it in February. We
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don’t know what she was taking before. But if this really just happened in the last six months,
then I think, especially since we’re moving into winter, presumably, if she’s in North America or
somewhere in the Northern Hemisphere, she’s going to be getting less exposure to sunlight.
And with no supplementation at all, I think certainly stop entirely, and retest in maybe like, two,
three months and see where they’re at.

I would wait until they dropped down to about 40 to start supplementing again. And then
because this patient seems extremely sensitive to vitamin D, because I’ve had patients who’ve
taken 10,000 IU a day for years and never ever would achieve that level. They kind of will max
out at around 650 or 660. So it’s just really different for different people, and this is why if you
saw my vitamin D presentation at the [IHH-UCSF] symposium earlier this year, I argued for a
personal vitamin D level, personalized approach to vitamin D supplementation, even a personal
range, depending on a number of different factors. So this is a great example of that. And
definitely, I think any level above 80 should be viewed with caution. There’s no evidence that I
have ever seen that suggests that pushing levels above 70, 60 or 70 provides any additional
benefit above and beyond what you get having a level between 40 [and] 60. And there’s quite a
bit of evidence that suggests that it can be problematic.

So I think you’re doing the right thing here, Adam, and this is why we always check vitamin D.
It’s really been quite common for us to see people come into the clinic with significantly
elevated vitamin D levels, and that’s only become more common during [the] COVID[-19
pandemic], which, unfortunately, I probably have some responsibility for, because I’ve been
recommending vitamin D as a prophylactic strategy. But I always try to be clear that everybody
should be tested and not take super high doses over time without retesting. So, hopefully, that
helps.

Okay, everybody, we only had a few questions sent in this month, and I’ve answered those
already. This is pretty typical for August. I’ve been doing this course now for, this is the fifth
year, and we often see a big drop in questions in August because people are on vacation and
enjoying their summer and taking it easy. So I’m happy to answer any more questions on the
live call for those folks that are here. Otherwise, I can give you some time back, and we can
speak again next month. So I’ll just take a pause here and see if anybody on the live call has
questions. Okay, thanks, everybody. Oh wait, I see them. So sorry about that, Richard.

This is Richard from London. Welcome. “[I have a] patient who [has] type 2 [diabetes],
medicated for high blood pressure. It’s also controlled through lifestyle changes. She has
been recently supplementing with Trifolamin and has been experiencing some stomach
discomfort. Is this a known side effect or is there a reason for this?”

Good question. There are a few different possibilities when this happens with Trifolamin. One of
them is that whenever you have a sublingual lozenge, typically, they’re going to have some kind
of sweetener in them, usually like a zero-calorie sweetener. So they might be like a stevia, or in
this case, it’s luo han guo, which is another low, no-calorie sweetener. You could have some of
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the sugar alcohols like xylitol, and some people are quite sensitive to those. It’s unusual, but we
have had patients who are quite sensitive to those and just the amount that’s in the lozenge is
enough to cause problems. So that’s one possibility.

Another possibility is that these are fairly high doses of [vitamin] B12 and folate together. It’s
unusual for B12 to cause digestive discomfort, especially in a lozenge form because it’s
bypassing the digestive system, and same with folate, but it’s possible. So I think one thing you
would want to do here is start to narrow down to figure out what they’re reacting to. One
possibility would be switching to a 3000 microgram methylcobalamin oral capsule. It won’t be
as well absorbed, [and] it may not be the best long-term solution, but for now, you’re just
troubleshooting. So if they take that 3000 micrograms or even 5000 a capsule and they’re fine,
then we’ve ruled out that they’re reacting to that amount of [vitamin] B12. Do the same thing
with folate. You can find lots of 800 microgram folate capsules. If they take that separately and
they have no digestive discomfort, then I think we’re talking about reaction to the natural
orange flavor or color, or the luo han guo natural sweetener, the low-calorie sweetener there,
which is, I think, kind of a FODMAP. It’s a small amount, so it’s unusual, but it has happened
before.

So give that a shot, and then once you narrow down what it is, then that will inform what the
best approach would be. So, for example, if it’s the ingredients of the lozenge, then you can try
to find another sublingual formula that has folate and [vitamin] B12 in it. If it’s the amount of
B12 and/or folate, what you could do is just start with a half of a lozenge or a quarter of a
lozenge and then build up slowly over time. That’s what I would suggest in this circumstance.

Thanks for your question, Richard. All right, anybody else? Let’s give it another minute or two.
Sometimes it takes a little while to type in questions. Okay, everybody. Thanks again for being
here. I think you’ve been notified about this, but we have a new process for submitting
questions where we’re giving you the option to choose from a drop-down whether you want an
answer as soon as possible, or whether you want to direct the question, particularly to me or to
Tracy, in a monthly webinar Q&A. So far, we haven’t had any problem in terms of answering
questions promptly. As you can see, we often have plenty of time left, but we just want to make
it [is] as easy as possible for you to get answers to your questions and get them in a timely
fashion. So, hopefully, that’s helpful. Enjoy the rest of your summer if you are in the Northern
Hemisphere and the approaching, I guess it would be fall, or even winter now, well into the
winter in the Southern Hemisphere. And I will talk to you in September. Thanks, everybody.
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