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pos thyrocytes express genes suggestive of immune-
modulation. Here we aim to better characterize MHCIIpos

thyrocytes to understand how they may modulate their
local thyroid environment during autoimmune disease.
We have developed an approach to selectively isolate
MHCIIpos and MHCIIneg thyrocytes from surgical thyroid
specimens from patients with Hashimoto’s thyroiditis
(n= 3) or Graves disease (n=3).We performed bulk RNA se-
quencing on these samples and confirmed upregulation
of multiple components of the MHCII apparatus in
MHCIIpos but not MHCIIneg thyrocytes. Strikingly,
MHCIIpos cells exhibited a substantially different tran-
scriptional phenotype, including up-regulation of comple-
ment factors and other immune-modulatory genes. We
have additionally developed methods to isolate specific
pathogenic T-cell populations in the thyroid that our lab
previously identified. We are currently examining whether
MHCIIpos phenotype is associated with changes in patho-
genic T-cell state in the thyroid in Hashimoto’s thyroiditis
and Graves disease.

2). At this point, thyroid function
tests showed TSH <0.02 uIU/mL, Total T3 310 ng/dL, and
Free T4 1.9 ng/dL. Upon further inquiry, patient referred
two months of intermittent palpitations, 15 lb weight loss,
progressive thyroid gland enlargement, and occasional swal-
lowing discomfort. She denied prior personal or family his-
tory of thyroid disease. Physical exam revealed non-tender,
diffusely enlarge thyroid (8 cm inheight)with bilateral bruits
and exophthalmos. Burch- Wartofsky scale resulted at 20
points, making thyroid storm an unlikely diagnosis.
Further thyroid testing showed Anti-TpO Ab 600 IU/mL,
TSH receptor Ab >40 IU/L, and TSI 288. Graves disease
was diagnosed and decompensated HF was felt to be likely
in the setting of high output secondary to hyperthyroid state.
Patient was started on Methimazole 10mg twice a day and
discharge with outpatient follow up with endocrinology and
cardiology. Discussion/ conclusion: Thyrotoxicosis can
lead to increased cardiovascularmortality in the setting of at-
rial fibrillation, heart failure, and tachycardia-induced car-
diomyopathy. A high diagnostic suspicion for thyroid
disorder is necessary in patients with new onset cardiovascu-
lar issues, especially in young and otherwise healthy individ-
uals without signs and symptoms of overt thyroid storm.
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Introduction: Graves’ Disease is the most common eti-
ology of thyrotoxicosis, and its management remains a
therapeutic challenge with clinical implications for cardio-
vascular health and quality of life. In the United States,
methimazole is established as first-line pharmacological
treatment, but heterogeneity exists in dosing strategy.
Initial dosing regimens typically range from 10-40 mg
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daily, with subsequent adjustments based primarily on la-
boratory parameters, physician judgment, and patient
agreement. There is limited data on whether dose titration
should also be influenced by initial severity of presentation.
Objective: To identify if initial severity of thyrotoxicosis is
associated with differences in methimazole titration to
achieve and maintain clinical euthyroid status. Methods:
Adult patients diagnosed with Graves’ disease visiting an
outpatient metropolitan thyroid referral center were iden-
tified retrospectively and specific data from each visit
were collected and reviewed. Data collected included pa-
tient age, gender, ethnicity, current methimazole dose,
new dose if changed, days of therapy, and clinical thyroid
status. Clinical thyroid status was identified based on an
ordinal scale using serum thyroid stimulating hormone
(TSH) concentration, serum free thyroxine (FT4), and se-
rum total triiodothyronine (TT3). Results: 1432 total en-
counters were identified involving 152 unique patients
fromMay 2018 to April 2024. There was a significant differ-
ence inmedian interval time between visits between groups
(mild: 64.0 d, moderate: 38.0 d, severe: 38.5; p<0.01); in me-
thimazole dose between groups (mild: 2.5-8.6 mg daily,
moderate: 5-20 mg daily, severe: 10-20 mg daily; p<0.01);
and the percent reduction of methimazole dose during
treatment period (mild 0-30%, moderate: 0-42%, severe:
25-50%; p< 0.01). Conclusion: Greater severity of thyro-
toxicosis was associated with a higher initial dose of methi-
mazole, faster taper in methimazole dose, and more
frequent visits.
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