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A 25-year-old woman was admitted to our hospital with goiter. The diagnosis was Grave' s disease.
Diagnostic transthoracic echocardiography revealed a hyperdynamic stage of the heart with right ventricu-
lar dilation. Doppler echocardiography showed mild to moderate tricuspid regurgitation and elevated sys-
tolic right ventricular pressure. Right heart catheterization revealed high cardiac outpuil 9.491/minCand
pulmonary hypertensiofl 57 mmHgOwith increased pulmonary vascular resistance and total pulmonary
resistance. No intracardiac shunts were detected. Since neither thiomazole nor propylthiouracil was effec-
tive and both caused side effects, she underwent subtotal thyroidectomy. After the surgery, pulmonary
hypertension improved and cardiac output hormalized, but without normalization of pulmonary vascular
resistance and total pulmonary resistance. Reversible pulmonary hypertension may occur in patients with
hyperthyroidism. Increased pulmonary blood flow and sustained high pulmonary artery resistance were
suspected as the causes of pulmonary hypertension. In addition, pulmonary endothelial dysfunction as a
result of sustained increased pulmonary blood flow could be another cause of pulmonary hypertension.
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Fig. 1 Chest radiogram on admission showing mild
cardiomegaly
Cardiothoracic ratio is 52%.
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Fig. 2 Electrocardiogram on admission demonstrating sinus tachycardia
There are no signs of right atria or ventricular overload.
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Fig. 3 Echocardiograms

Diastole

Transthoracic echocardiogram before surgery showing flattening of the interventricular septum, dightly in
diastolgl BCand mainly in systolel CO We suspected a right side pressure overload. The right ventricular
systolic pressure was calculated from the tricuspid regurgitationl about 70 mmHg: A and DO

RVI ATD right ventriclel atrium; L\ A left ventriclel atrium(; TRO tricuspid regurgitation.
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Fig. 4 Pulmonary perfusion scintigramd A, B[dlemonstrating no perfusion defects and pulmonary
angiograms C, D(showing normal findings
A: Anterior view. B: Posterior view. C: Right pulmonary angiogram. D: Left pulmonary angiogram.

0
Table 100 Catheterization results
Pre Post Normal

0 March 17, 20000 O April 4, 20000 range
Left ventricular end-diastolic pressurél mmHgO 18 ad 5012
Pulmonary capillary wedge mean pressurél mmHgO 15 8 4012
Pulmonary artery pressurél mmHgO 57/18 26/10 150 30/40 12
Right ventricular pressurél mmHgO 62/7 27/10 150 30/107
Right atrial mean pressur& mmHgO 6 3 105
Cardiac output] thermodilution method ; I/min(J 9.49 5.12 3507
Cardiac indeX] I/min/m?0] 6.50 3.48 2504
Pulmonary vascular resistancgl dynJseclcm” 0] 135 114 500 80
Total pulmonary resistancél dyndseclcm-*(] 261 239 1500 230
Systemic vascular resistancél dynlseclcm”°[] 778 1,452 1,0000 1,300
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