
DESCRIPTION
One of the most prevalent autoimmune endocrine illnesses in 
children is Hashimoto's Thyroiditis (HT). It is seen as a typical, 
organ-specific autoimmune illness, with the thyroid gland being 
destroyed by the immune system. A characteristic 
ultrasonography pattern and the presence of antithyroid 
antibodies point to the diagnosis. Obese youngsters must be 
given special consideration since they may exhibit an echo 
graphic pattern strikingly like that of HT patients while 
remaining unaffected. Other autoimmune disorders including 
alopecia, vitiligo, celiac disease, and type 1 insulin-dependent 
diabetes are commonly linked to HT. At the time of 
presentation, thyroid function may vary, ranging from a brief 
hyperthyroid phase to overt hypothyroidism. In the occurrence 
of frank hypothyroidism, L-thyroxin treatment should begin 
right away. However, the best course of action for patients who 
have no symptoms, normal free thyroxin levels, but have slightly 
elevated Thyroid-Stimulating Hormone (TSH) levels between the 
upper reference level and 10 U/ml is still up for debate. It is 
advised to forego L-thyroxin therapy until TSH consistently 
remains over 10 U/ml because there is little data to demonstrate 
adverse effects on development and cognitive function. Before 
selenium therapy may be advised, further data are required.

The word "thyroiditis" refers to a broad range of clinical illnesses 
marked by thyroid gland inflammation. The most usual kind is 
Hashimoto thyroiditis, in which patients frequently have 
hypothyroidism, a non-tender goiter, and high thyroid 
peroxidase antibody levels. Levothyroxine therapy alleviates 
hypothyroidism and may shrink goiters. Within a year following 
childbirth, miscarriage, or medical abortion, postpartum 
thyroiditis is a temporary or chronic thyroid malfunction. 
Hyperthyroidism may develop from the release of preformed 
thyroid hormone into the circulation. As a result of the 
depletion of thyroid hormone reserves and the loss of thyroid 
hormone-producing cells, this may be followed by temporary or 
permanent hypothyroidism. For any changes in thyroid 
function, patients should be monitored closely.

Beta blockers can be used to treat symptoms during the initial 
hyperthyroid phase; however, levothyroxine should be 
considered during the subsequent hypothyroid phase  in women

with a serum thyroid-stimulating hormone level greater than 
10 mI U/L or in those who are symptomatic or wish to 
become pregnant. Anterior neck soreness, a decrease 
in thyroid-stimulating hormone, and low radioactive iodine 
absorption on thyroid scanning are all symptoms of sub-
acute thyroiditis, a temporary thyrotoxic condition. Many 
occurrences of sub-acute thyroiditis occur after an upper 
respiratory viral infection, which is regarded to be the catalyst for 
thyroid follicular inflammation and destruction. The thyroid 
gland often returns to producing normal thyroid hormones on 
its own within a few months. No Steroidal Anti-Inflammatory 
medications (NSAIDs) or high-dose acetylsalicylic acid are 
prescribed as treatments. In light of contemporary ideas of 
autoimmunity, the main kinds of immune-mediated 
thyroiditis are outlined, and the pathogenesis is discussed. A 
prevalent autoimmune condition is Hashimoto's thyroiditis. 
Patient’s first exhibit hypothyroidism symptoms, generalized 
autoimmune symptoms, or Goiter-related symptoms. The onset 
is slow. Except in young children, the illness is typically 
recalcitrant, necessitating finally permanent 
replacement with thyroxin. Another autoimmune disorder with 
a more sudden start is silent thyroiditis. Radionuclides scans 
indicate missing uptake during the first, thyrotoxic phase, which 
lasts for many weeks and is caused by the release of thyroid 
hormone from damaged follicles. The majority of patients 
eventually recover, with a hypothyroid period frequently 
following. Three to six months after birth, Hashimoto's 
thyroiditis or, less frequently, silent thyroiditis might cause 
postpartum thyroiditis. Although it frequently occurs after a viral 
illness, sub-acute thyroiditis is not considered to be an 
autoimmune condition. Severe thyroid discomfort and soreness 
are the initial signs, along with prominent non-specific 
symptoms including myalgia and exhaustion. Radionuclides 
scans indicate missing absorption during the early, thyrotoxic 
phase, which is also caused by thyroid hormone release. 
Recovery is complete after a common hypothyroid period. It 
appears that a congenitally existing, antigen-specific T suppressor 
lymphocyte deficiency is the cause of Hashimoto's thyroiditis. It 
is hypothesized that silent thyroiditis has a more significant 
decompensating component and a less severe Ts deficiency. 20%
of thyroid disorders are caused by these inflammatory illnesses. 
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CONCLUSION
Multifocal fibrosis has been documented in 34% of the
published cases of Riedel's thyroiditis since 1960. A mixed
population of B and T-cells are found in the inflammatory
infiltrate after immunohistologic analysis. Similar percentages of
CD4- and CD8-positive cells can be seen when compared to the
infiltration in Hashimoto's thyroiditis. Although the connection
and cause of multifocal fibro sing lesions have not been
established, an immunologic origin appears to be the most
plausible. Antithyroid antibodies were discovered in 67% of
patients, which suggests an autoimmune cause of damage.
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While non-immunogenic thyroiditis (induced by infections or 
iatrogenic) is rare, it accounts for the great majority of thyroiditis 
occurrences.

A uncommon chronic inflammatory condition of the thyroid 
gland called Riedel's thyroiditis was initially identified by 
Bernhard Riedel in 1893. A recent case is presented, previously 
reported in the English literature are reviewed in order to clarify 
the clinical and pathologic characteristics of this rare disorder. 
83% of patients were female, and the mean age at presentation 
was 47.8 years. 64% had normal thyroid function, 32% had 
hypothyroidism, and 4% had hyperthyroidism. Of the 25 
individuals screened, antithyroid antibodies have been found in 
16 of them.
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