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How prevalent are 
depression and 
anxiety symptoms in 
hypothyroidism?
Sir,
I read with interest the study on the prevalence of  anxiety 
and depressive symptoms in patients with hypothyroidism 
by Bathla et al.[1] in the July–August issue of  2016. The 
study design was cross-sectional and observational. The 
authors have administered 17-item Hamilton depression 
rating scale (HAM-D) and 14-item Hamilton anxiety 
rating scale (HAM-A) on 100 patients aged between 18 
and 45 years, diagnosed with hypothyroidism, and found 
depressive and anxiety symptoms in 60% and 63%, 
respectively. However, I would like to draw attention to 
some of  the shortcomings in their study. The study has 
excluded patients having depressive disorder and anxiety 
disorder before the diagnosis of  hypothyroidism and 
those having below primary education, which actually 
underestimated the prevalence rates of  depressive and 
anxiety symptoms.

The authors have examined gender differences in 
the presence of  depressive and anxiety symptoms, 
i.e., HAM-D and HAM-A items, although it is not 
clear why only 11 out of  17 HAM-D and 11 out of  
14 HAM-A items are reported. Furthermore, the 
authors have not controlled for multiple testing, which 
can be done using a method such as Bonferroni 
correction to reduce the family-wise error rate.[2] After 
correction, some of  the significant differences will 
become nonsignificant.

It is known that HAM-D and HAM-A are loaded with 
somatic items,[3] which may also be a part of  clinical 
features of  hypothyroidism. Therefore, in the presence of  

medical condition, an “exclusion approach” is preferred, 
in which the symptoms that are common to both medical 
and psychiatric disorder are not included. Therefore, the 
Hospital Anxiety and Depression Scale (HADS), which 
has been designed to measure both anxiety and depressive 
symptoms, excluding somatic symptoms, in patients with 
medical disorders would have been more appropriate for 
this study.[4]

Furthermore, the conclusions and recommendations by the 
authors are not based on the study findings. For example, 
it is suggested that hypothyroid patients not showing 
adequate response with treatment should be screened 
for depression and anxiety symptoms, which was not 
explicitly examined in their study. Similarly, the suggestion 
that patients with depression and anxiety, when do not 
respond to medications need to be screened for thyroid 
status, is nowhere related to their study. Nevertheless, 
both of  the statements are correct and standard practice 
at most centers.

The study is also limited by lack of  controls, i.e., euthyroid 
individuals could have been screened for depressive and 
anxiety symptoms. Furthermore, the details of  diagnosis 
of  hypothyroid patients could have been provided, for 
example, thyroid-stimulating hormone levels, etiology of  
hypothyroidism. Also, no details of  psychiatric diagnosis 
were provided, for example, type of  anxiety disorder. In 
addition, the authors could have examined the factors 
associated with depressive and anxiety symptoms in 
hypothyroid patients.
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Reply to “How prevalent 
are depression and 
anxiety symptoms in 
hypothyroidism?”
Sir,
In response to letter to the editor by Praharaj et al. in 
Indian Journal of  Endocrinology and Metabolism titled, 
“How prevalent are depression and anxiety symptoms in 
hypothyroidism?” The comments raised by the author are 
welcome.

We have noted the various points raised by the author in 
their letter and offer the appropriate explanations.

The patients with a history of  anxiety and depression were 
excluded from our study[1] as the aim of  the study was 
to assess prevalence among the patients diagnosed with 
hypothyroid and developed the anxiety and depressive 
symptoms later during illness (i.e., hypothyroid). The 
prevalence of  depressive symptoms in hypothyroid 
population (more than 60%)[2] is far more than that in 
general population (range from 1.5 to 19%).[3]

Patients with below primary education were excluded so as 
to be able to differentiate between the onset of  symptoms 
and the illness. However, we agree that these exclusions 
might have affected the actual prevalence of  symptoms.

Although Hamilton depression rating scale and Hamilton 
anxiety rating scale are 17 points scale, the items which 

were not scored at all (i.e. zero) were not included in the 
statistics.

The recommendations by the authors are beyond the aims 
of  the study; however, we had suggested this in view of  
the patient’s response to the treatment and only a clinical 
tip for both the psychiatrist and the endocrinologists. This 
was done so as to emphasize the establishment of  a liaison 
between the two.

The comparison with euthyroid individuals as controls 
would have led to the inclusion of  other factors contributing 
to the depressive and anxiety symptoms. The details of  
the diagnosis of  hypothyroid patients and the details 
of  psychiatric diagnosis were beyond the scope of  this 
study. Moreover, this has already been mentioned as the 
limitations of  the study.

However, the points raised in the letter to the editor 
by Praharaj et al. with respect to the use of  Bonferroni 
correction and also the Hospital Anxiety and Depression 
Scale are well taken up.
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