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Idiopathic hypothalamic hypothyroidism is a rare disease, and has not been reported in Korea yet. The
diagnosis is made on the basis of the follow criteria: clinical feature of hypothyroidism, low levels of
circulating thyroid hormone, low or normal basal serum TSH level and a rise of TSH in response to TRH,
otherwise normal pituitary function, no history an injury or disease, and no space-occupying lesion of the
pituitary or brain.

Recently we experienced a case of hypothalamic hypothyroidism. The patient was a 31-year-old man who
was referred for further evaluation of a low thyroxine level. He complained of easy fatigue and general
weakness. He had no other symptom. He was not taking any drug. He had no history of trauma, radiation
or infection. he had not a palpable goiter, and results of a physical examination were normal. Blood pressure
was 112/64 mmHg and the pulse was 55beat/min with sinus rhythm. T3 was 60ng/dl, T. was 2.7ug/dl, TSH
was 15uU/ml. Anti-thyroglobulin antibody and anti-microsomal antibody were negative. Repeated thyroid
function test was similar results after three months. "I uptake of thyroid gland was decreased (6% at 2hour,
14% at 24hour). Combined pituitary function test was normal with prolonged and normal amplitude response
of TSH to TRH injection(increased serum TSH to 8.19uU/ml at 30min, 586uU/ml at 60min). Sellar X-ray
and sellar MRI did not demonstrate any anatomical abnormality. Now the patient is treated with thyroxine.
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