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Abstract:    Thyrotoxicosis may present in many ways; severe vomiting as a prominent symptom of thyrotoxicosis is 
uncommon. In this paper, we report a 24-year-old Chinese male with hyperthyroidism who presented with recurrent 
severe vomiting. The patient had had intermittent vomiting for seven years and had lost approximately 15 kg of weight. 
Gastroscopic examinations revealed chronic gastritis and one occasion peptic ulcer. He was treated with antacid and 
proton pump inhibitors, but his symptoms had no relief. His presenting symptoms suggested hyperthyroidism and were 
confirmed by laboratory data. After a month of propylthiouracil therapy, his symptoms were relieved. It should be noted 
that hyperthyroidism patients can have unexplained vomiting, and that hyperthyroidism may coexist with peptic ulcer in 
rare cases. Awareness of such atypical presentations of hyperthyroidism may help to make a correct diagnosis. 
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1  Introduction 
 

Severe vomiting is not characteristic of typical 
hyperthyroidism, and it is rarely mentioned in stan-
dard textbooks of medicine. Rosenthal et al. (1976) 
reported that vomiting can be a presenting symptom 
of thyrotoxicosis. In this paper, we report a young 
Chinese male patient with hyperthyroidism who had 
experienced recurrent vomiting for seven years. The 
patient underwent several times of gastroscopy ex-
aminations before the thyrotoxicosis was diagnosed. 
 
 
2  Case presentation 
 

A 24-year-old Chinese man came to our outpa-
tient clinic with chief complaints of intermitted severe 
vomiting and weight loss of seven years. The vomit-
ing occurred after meals 2 to 3 times a day. Nausea 
and abdominal distention also occurred and relieved 

by bed rest. The patient had no abdominal pain, di-
arrhea, or melena, and no heat intolerance, palpitation, 
excessive sweating, or nervousness. In the first year 
of the breakout of the symptoms, he was referred to a 
local hospital where gastroscopy revealed chronic 
gastritis, and he did not respond to antacid treatment. 
He lost appetite, had mild epigastric pain, and 
dropped 10 kg of weight. The patient took gastro-
scopy again, and an ampullary duodenal ulcer was 
found, so he was treated with proton pump inhibitors 
as well as antiacid. Over the next six years, the patient 
continued to have intermittent nausea and vomiting 
despite the above therapy; however, his nausea and 
vomiting were eased a bit only by some Chinese 
herbal medicine. 

One month before this admission, he again de-
veloped symptoms of nausea and vomiting, weight 
loss, and poor appetite. On admission, physical ex-
amination revealed that he weighed 42 kg, was 1.74 m 
in height, had decreased muscle mass, and was calm 
without any toxic symptoms. He presented with no 
sweating, tremor, or palpable goiter. His resting 
tachycardia was 102 beats per minute (bpm), blood 
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pressure 135/78 mmHg, and body temperature 37.6 °C. 
The patient had no stare, proptosis, lidlag, or con-
vergence lack, the thyroid gland was not palpable, and 
no tenderness or rebound tenderness was found in the 
epigastrium. The electrolytes, glucose, creatinine, and 
liver enzymes were all normal. Electrocardiograph 
(ECG) showed sinus tachycardia at 102 bpm. Ab-
dominal ultrasonography was normal, while gastro-
scopy revealed chronic superficial gastritis, with no 
sign of Helicobacter pylori infection by staining. His 
gastrin was 43.07 pg/ml (ref. 25–100 pg/ml). Barium 
meal study of the stomach showed hypomotility and 
gastroptosis, while computed tomography (CT) scan 
of the abdomen result was normal. The patient was 
treated with prokinetic agents, but his vomiting was 
not relieved. 

Because the patient had prominent weight loss 
and ECG showed tachycardia, we suspected that he 
might be a hyperthyroid. Free thyroxine (FT4) and 
free triiodothyronine (FT3) were 2.57 ng/dl (ref. 
0.7–1.482 ng/dl) and 5.24 pg/ml (ref. 1.71–3.71 
pg/ml), respectively, and thyroid stimulating hor-
mone (TSH) was 0 mIU/L (ref. 0.35–4.94 mIU/L). 
Thyroglobulin antibody was 80.47 IU/ml (ref. 0–4.11 
IU/ml). Thyroid ultrasonography showed that there 
was a small node (3.3 mm i.d.) in the right thyroid.  

He was given propylthiouracil 100 mg three 
times a day, and his vomiting ceased one month later. 
His poor appetite improved, and he grew more active 
instead of lying in the bed all day long. His serum FT4 
and FT3 became normal, and serum TSH was 0.0019 
mIU/L one month later.  

After discharge, the patient was on propyl-
thiouracil 50 mg two times a day. Ten months later, 
he came back to our clinic for a follow-up, presenting 
no nausea or vomiting. The repeated gastroscopy 
revealed chronic gastritis that is similar to the previ-
ously found one, and the thyroid function was in a 
normal range. 
 
 
3  Discussion 
 

Thyrotoxicosis may present in many ways, in-
cluding nausea, abdominal pain, palpitation, and 
vomiting. However, vomiting as a prominent pre-
senting symptom of thyrotoxicosis is uncommon. 
After reviewing literature, 34 cases of thyrotoxic 

vomiting were reported in the English literature. Of 
those patients, the ages ranged from 19 to 74 years old, 
and only 5 were male (Chen et al., 2003; Al Sayed 
and Al Awadhi, 2007). We found similar data in the 
Chinese literature. Xu et al. (2007) reported that the 
ages of those 132 Chinese patients ranged from 20 to 
76 years old, among which 26 were male, and most of 
them were misdiagnosed with digestive disease. The 
course of disease was quite different, with the shortest 
being 4 d and the longest 270 d. In our case, the young 
man had recurrent severe vomiting for seven years, 
the longest history of thyrotoxic vomiting in a patient. 
What is more, the young man presented with severe 
vomiting that affected his life, which is quite different 
from other reported cases. 

The patients reported in both English and Chi-
nese literatures all improved their vomiting symptoms 
after the diagnosis and treatment of hyperthyroidism. 
In our case, the young man also stopped vomiting 
after treatment even though he still had chronic gas-
tritis. The vomiting in hyperthyroidism may be 
caused by thyrotoxicosis, which can be the prominent 
presenting symptom for hyperthyroidism.  

The mechanisms causing vomiting in thyro-
toxicosis are yet to be determined. Possible mecha-
nisms for this symptom include altered gastric motil-
ity, which can occur from thyroid hormone excess 
(Sellin and Vassiopoulou-Sellin, 2000). Hyperthy-
roidism may cause hyperperistalsis resulting in outlet 
dysfunction leading to vomiting. Kisakol et al. (2003) 
suggested that in subclinical hyperthyroidism, gastric 
emptying of solids was similar to that in age-matched 
healthy control subjects. Gastrointestinal dysfunction 
is dependent on the severity of the hyperthyroid state 
and might be a result of impaired neurohormonal 
regulation (Kisakol et al., 2003). The increase in 
β-adrenergic activity in hyperthyroidism is the most 
likely mechanism of thyrotoxic vomiting (Bilezikian 
and Loeb, 1983).  

Lying in bed can relieve symptom of vomiting, 
as it was observed in our patient. Indeed, his vomiting 
was worse after meals or during walking. We re-
garded gastroptosis as a result of severe emaciation. 
This symptom would be aggravated by standing, 
especially after meals, which was supported by the 
barium meal study of the stomach.  

The patient suffered from chronic gastritis and 
one occasion peptic ulcer. The coexistence of  
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hyperthyroidism and peptic ulcer is extremely rare in 
literature. Crile (1934) reported that the incidence of 
peptic ulcer in hyperthyroid patients was 48 cases out 
of 9 618 examined (about 0.5%). However, it was also 
reported that the disease is often accompanied by 
chronic gastritis (Garbat, 1951). Peptic ulcer is now 
known to be caused by H. pylori infection and ex-
cessive gastric acid secretion. With regard to the 
correlation between hyperthyroidism and peptic ulcer, 
Aoyagi et al. (1982) found that the mean value of 
gastric acid output was higher in hyperthyroid pa-
tients than in controls, with extremely high gastric 
acid output being noted in 8 of the 24 hyperthyroid 
patients. They regarded the coexistence of hyperthy-
roidism and peptic ulcer to be infrequent but not rare 
(Aoyagi et al., 1982). In our case, we found the H. 
pylori staining negative by biopsy of the gastric mu-
cosa. Although the patient was only partially relieved 
after treatment with proton pump inhibitors, he still 
suffered from gastritis in the long term, which was 
supported by the endoscopy. Since his symptoms of 
nausea and vomiting disappeared after taking pro-
pylthiouracil, so we suspect that hyperthyroidism 
may be the primary cause for vomiting in our case.  
 
 
4  Conclusion 
 

Although weight loss is always an important 
clue to make diagnosis of hyperthyroidism, it should 
be noted that hyperthyroidism patients can have un-
explained vomiting, and that hyperthyroidism may 
coexist with peptic ulcer in rare cases. Therefore, 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

awareness of such atypical presentations of hyper-
thyroidism may help to make a correct diagnosis. 
 
References 
Al Sayed, A., Al Awadhi, M., 2007. Old man presented with 

thyrotoxic vomiting. J. Med. Sci., 7(5):920-922.  [doi:10. 
3923/jms.2007.920.922] 

Aoyagi, K., Uehara, K., Ito, K., 1982. Gastric secretion in 
hyperthyroidism. Jpn J. Surg., 12(3):198-202.  [doi:10. 
1007/BF02469587] 

Bilezikian, J.P., Loeb, J.N., 1983. The influence of hyperthy-
roidism and hypothyroidism on alpha- and beta-adrenergic 
receptor systems and adrenergic responsiveness. Endocr. 
Rev., 4(4):378-388.  [doi:10.1210/edrv-4-4-378] 

Chen, P., Chen, H.F., Tan, S.W., Su, M.C., Ng, K.W., Jiang, 
C.F., 2003. Severely sustained vomiting as the main 
symptom in a man with thyrotoxicosis. J. Chin. Med. 
Assoc., 66(5):311-314. 

Crile, G., 1934. Hyperthyroidism and associated disease. Surg. 
Gynec. Obstet., 58:272-276. 

Garbat, A.L., 1951. The simultaneous occurrence of active 
peptic ulcer and active hyperthyroidism. J. Mount Sinai 
Hosp. NY, 17:787-792. 

Kisakol, G., Kayacetin, E., Sari, O., Kaya, A., 2003. Gastric 
emptying in subclinical hyperthyroidism. Neuro. Endo-
crinol. Lett., 24(3-4):255-258. 

Rosenthal, F.D., Jones, C., Lewis, S.I., 1976. Thyrotoxic 
vomiting. BMJ, 2(6029):209-211.  [doi:10.1136/bmj.2. 
6029.209] 

Sellin, J.H., Vassiopoulou-Sellin, R., 2000. The Gastrointes-
tinal Tract and Liver in Thyrotoxicosis. In: Braverman, L. 
(Ed.), Werner and Ingbar’s the Thyroid. Lippincott Wil-
liams and Wikin, Philadelphia, p.622-626. 

Xu, Z.S., Hu, X.J., Yang, G.J., Yan, C.G., Bao, Z.Y., 2007. 
Diagnosis analysis of 132 cases with vomiting as the main 
presentation due to hyperthyroidism. Chin. J. Pract. In-
tern. Med., 27(15):1215-1216. 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


