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Executive summary  
 
Liothyronine (L-T3) is a man-made form of a hormone that is normally produced by 
the thyroid gland to regulate the body's energy and metabolism and is given when 
the thyroid does not produce enough of this hormone on its own. 
 
(L-T3) is a very expensive treatment used in a small number of hypothyroid patients 
(underactive thyroid gland) due to sub-optimal response to the usual treatment, 
levothyroxine (L-T4). The evidence to support use of L-T3 is very limited and is 
insufficient to justify the high financial cost currently incurred. 
 
NHS England and Improvement (NHSE) has advised clinical commissioning groups 
(CCGs) (30 November 2017) there should not be any new initiations of L-T3 in 
primary care and individuals currently prescribed L-T3 should be reviewed by a 
consultant NHS endocrinologist with consideration given to switching to L-T4 where 
clinically appropriate. 
 
The British Thyroid Association (BTA) advice is that a small proportion of patients 
treated with L-T4 continue to suffer with symptoms despite adequate biochemical 
correction. In these circumstances, where LT- 4  has failed and in line with BTA 
guidance, endocrinologists providing NHS services may recommend L-T3 for 
individual patients after a carefully audited trial of at least 3 months duration of L-T3. 
 
GPs will be supported in this process by embedded practice or CCG pharmacists. 
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Medicines optimisation (MO) team will run searches on GP clinical systems for all 
patients prescribed any of the following drugs (alone or in combination with 
levothyroxine) in the last 6 months: 
 

 Drugs for hypothyroidism without a specialist review in the last 3 years to be 
invited for review or with a specialist review but taking more than 10 
microgram (mcg) daily of L-T3 will be invited for review with their GP or 
practice pharmacist, patients on supra-physiological doses (more than 10mcg 
L-T3) should be prioritised. 
 

Patients who do respond to either of the above letters will be sent a further letter re-
iterating the need to attend their appointment and that their L-T3 may be converted 
to L-T4 by the practice if the patient does not attend. 
 
Patients receiving L-T3 for mental health indications should be identified; reviewed 
and, if appropriate, referred to a consultant NHS psychiatrist. 
 
Face to face assessments by endocrinology will only be necessary in exceptional 
cases if the patient has not had a specialist review within the last 3 years and fails to 
tolerate the conversion to L-T4 or dose reduction of L-T3 (if on more than 10mcg 
daily) by the GP. 
 
Wherever possible a switch from L-T3 to L-T4 will be made on the basis of 20 
micrograms L-T3 is equal to 100 mcg L-T4, although this may need to be done 
gradually.  Consultants will inform the GP practice when a switch has taken place 
and communicate with primary care regarding the outcome of the trial of T4 and T3 
and whether prescribing is to continue. 
 
If the patient is resistant to change or does not tolerate L-T4, optimising will be 
considered.  Additionally, endocrinologists may wish to increase the L-T4 even at 
expense of thyroid stimulating hormone (TSH) being below reference range (but not 
less than 0.1 milliunits per litre, as this carries a risk of serious cardiac effects, 
strokes and osteoporosis).  

 
If symptoms persist, documentation of the main symptoms that the patient finds 
troublesome is necessary.  There should be an open and balanced discussion of the 
uncertain benefits, likely risks of over-replacement and lack of long-term safety data 
for LT-3.  
 
Written information should be provided if the patient still refuses to switch from L-T3, 
with consideration of dual therapy of L-T3 and L-T4. 

 
Initial monitoring of thyroid function tests (TFT) should occur after 6 to 8 weeks and 
after each medication change to ensure TSH does not become suppressed.  If there 
is no evidence of ongoing clinical benefit then the combination of L-T3 and L-T4 is to 
be discontinued and converted back to L-T4 monotherapy. 
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GPs will be required to review the benefits of L-T3 on an annual basis and to 
consider a trial off L-T3 every third year if possible to ensure it is still helping. 
 

Recommendations and specific action the PCCC need to 
take at the meeting 
 
The committee is asked to note updates and ongoing medicines optimisation work.  

 

Additional required information  
 
Cross reference to strategic objectives 

☒ Improve health and wellbeing and reduce inequalities 

☒ Provide safe, high quality, timely and compassionate care 

☒ Work efficiently so health and care funding give maximum benefits 

☒ Make Cornwall and the Isles of Scilly a great place to work 

☒ Create the underpinning infrastructure and capabilities critical to delivery 

 
Evidence in support of arguments: Clinical evidence, patient safety, national 
guidance and local drivers. 
 
Engagement and involvement: Mike Wilcock (secondary care). 
 
Communication and/or consultation requirements: Primary care commissioning 
committee (PCCC). 
 
Financial implications: Financial recovery programme (FRP) prescribing savings. 
Financial balance in the prescribing budget. 
 
Review arrangements: PCCC. 
 
Risk management: Risk register. 
 
National policy/ legislation: NICE, national and local prescribing guidance. 
 
Public health implications: Antimicrobial resistance work. 
 
Equality and diversity: None identified. 
 
Climate change implications: None. 
 
Other external assessment: No. 
 
Relevant conflicts of interest: None identified. 
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For use with private and confidential agenda items only 
 
FOI consideration – exemption*: None - item may be published 
 
Qualified/absolute*: None - item may be published 
 
If exemption is qualified then public interest test required. Check to see if the public 
interest in the information being released outweighs the exemption being used and 
record your consideration here to justify inclusion on the private and confidential 
agenda. Note the Information Commissioner states that there is a general public 
interest in transparency. For advice, contact kccg.foi@nhs.net   
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