This article is an extract from the original paper on

The Polemics Surrounding the Diagnosis and Management of Hypothyroidism
The diagnosis and management of hypothyroidism (DMH) is most certainly problematical inasmuch that it is a highly controversial issue. Misleading information with regard to the interpretation of the ‘reference interval’ and sole reliance on thyroid function test results play a significant role in undetected hypothyroidism on a global scale. Indeed this issue needs to be addressed urgently.
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HYPOTHYROIDISM (under active thyroid Gland)
Set out below are some of the signs and symptoms of an under active thyroid gland.

Exhaustion - tiredness all the time (known as “tatt” within the medical profession)

Continual muscular aches and pains

Cold and heat intolerance

Weight gain

Hair loss

Extremely dry skin

Palpitations

Insomnia

Hoarse voice

Short term memory loss

Persecution complex

Mood swings.

There are many more signs and symptoms.

Misdiagnoses

ME/CFS/PVS, Fibromyalgia, ADHD, and depression appear to be target misdiagnoses for this overt indifference by some members of the medical profession. 
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The accusers have no hard evidence to support their claims. Claims that a sufferer of many hypothyroid symptoms whose TFT result lies within the reference interval does not have a thyroid condition.
THYROID FUNCTION TESTS 
The parameters for thyroid function tests are based on, “95% fiducial limits of so-called healthy people.” [1] An assumed fixed basis of comparison of so-called healthy people is `very loosely termed. When there is such loose terminology to set up the initial parameters for TFT results, then to place sole reliance on the results is surely futile. There is too much rigidity and not enough flexibility upon interpretation. 
In 1969, Professor Ralph Gräsbeck helped to develop the reference value concept with Professor Saris. In 1990 he warned the medical profession not to use incorrect terminology such as, ‘normal values’ and ‘normal reference ranges.’ He also stated that, “Reference values are not always derived from ‘healthy’ persons and that the field of reference values is only one part of laboratory medicine”. [2] In my recent communications with Professor Gräsbeck he stated that, “To make the diagnosis on the basis of only one test such as TSH is decision making based on thin evidence.” [2a]
This reference indicates that the initial developers of reference values never intended the medical profession to use the terminology ‘normal’ when discussing ‘reference values’ or reference intervals’.
What is ‘normal’ for one person can differ significantly from that of another person.  If the word ‘normal’ is generalised within a set of parameters, then there must be flexibility upon interpretation of the results. 
These considerations were commented upon by Peterson in the review “The latest on reference values. Klee compared reference limits and decision limits and made it clear that, “In General, the reference limits should not be used as ‘cut-off’ points”. He also points to the costs related to wrong diagnosis and he stresses the need for improving the analytical and clinical quality. Fraser points to, “The flaws of population based reference intervals are due to the biological individuality presented by all. Hence the use of 95% 
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reference intervals is questioned; both due to changed probabilities according to repeated testing and due to misuse of reference limit as decision limit i.e. ‘cut-off point’. Further, the use of population-based reference intervals is criticised as individual reference intervals for each single individual are preferable if available.”  [4]
Anderson stated, “Population-based reference ranges are necessary but that it is important to recognise their limitations for use in individuals.” [5]
In a letter to the BMJ Haslam (2006) stated, “Patients’ are commonly told, “Your blood test results were absolutely normal”. And later in the letter, “In an ideal world, this phrase would never be used. In reality it is used all the time.” [6] This is important. It is time to put a stop to incorrect terminology!
Typically, a patient visits the GP’s surgery and relates his/her symptoms to the doctor. The doctor who, with a high index of suspicion of a diagnosis of hypothyroidism, requests a TFT. When the blood test result is returned and the biochemist states ‘normal’ on the laboratory report, the doctor then disregards all his previous diagnostic intention that the patient may have a thyroid disorder. Rather than send the patient away he chooses to either diagnose the patient with another condition e.g. ME/CFS Fibromyalgia or depression etc, or he will treat the signs and symptoms independently – very very costly.
Bearing in mind that the biochemist has never seen the patient nor knows the patient’s signs and symptoms, how can he state whether the result is normal for that said patient? What the biochemist actually means is that the result lies within the ‘reference interval,’ but because the biochemist has used the word ‘normal’ the practitioner believes that the patient is euthyroid ( has normal thyroid function.)

Here we have a double meaning, which is either deliberate or caused by inexactness of expression, and because of ambiguity with the ‘reference interval’ and improvidence by the medical profession, patients are suffering unnecessarily.  It would be preferable if biochemists omitted putting comments on the laboratory report. 
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INTENDED GUIDELINES FOR THYROID FUNCTION TEST. 

For many years the reference interval for (TSH) in the UK has been approximately 0.4-5 mU/L, dependent on the assay pack which is used.  Recently new guidelines for the TSH reference interval have been suggested by the British Thyroid Association 
(BTA) and the Association for Clinical Biochemistry (ACB) and the British Thyroid Foundation (BTF). They suggest remarkably that, “TSH levels >10mU/L combined with an FT4 below the reference range indicates the presence of overt primary hypothyroidism in ambulant subjects.” [7] In the USA The upper figure is 2.5.
However, according to the National Audit Office (UK) they stated, “Whilst these guidelines offer advice on the use of thyroid function tests, they do not introduce an NHS-wide standard of medical care”, and in their understanding that “so far NICE has not issued any guidance on the diagnosis and treatment of hypothyroidism.”  [8
It is my belief that this is the most monumental ‘faux pas’ in medical history.
Diana Holmes
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