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Thyrotrophin-releasing
Hormone in Use
The presence of a substance in the hypothalamus which
releases the thyrotrophic hormone (thyrotrophin or
thyroid-stimulating hormone) from the anterior pituitary was
first reported a decade ago.' Thyrotrophin-releasing hormone,
as it is called, has since been isolated from various species of
animals and found to have the same chemical structure, a
tripeptide, in all.2 Recently it has been prepared in synthetic
form. This is now commercially available and has the same
biological activity as the naturally occurring hormone.

In clinical practice thyrotrophin-releasing hormone can be
of help in diagnosis, but at present its use will be limited to
those specialized centres that can monitor its effects. Since it
acts by causing the release of thyrotrophin from the pituitary,
tests employing thyrotrophin-releasing hormone measure
either the thyrotrophin liberated in the serum in response to a
standard dose, or the resulting changes in concentration of
protein-bound iodine, thyroxin, or triiodothyronine. In this
way thyrotrophin-releasing hormone can provide both quanti-
tative and qualitative assessment of thyroid function and also
of the thyrotrophin reserve in the pituitary.
When given to healthy people by rapid intravenous injection

there is a dose-related response to thyrotrophin-releasing
hormone between doses of 50 and 400 Lg.3 4 Peak concentra-
tions of thyrotrophin occur in the serum after 15 to 30 minutes
and gradually decline over the next 90 minutes. The response
may be greater in women than men. When given by mouth
a single dose ofthyrotrophin-releasing hormone usually causes
a more prolonged rise in the serum concentration of thryo-
trophin than after intravenous injection.4 But the response
after administration by mouth is more variable, so that this
route probably offers only a qualitative assessment of thyroid
fiinctinn

There are several clinical situations in which thyrotrophin-
releasing hormone may be of diagnostic help. The first is in
making a distinction between primary hypothyroidism and
that secondary to pituitary disease. In primary cases the
patients characteristically show an exaggerated and prolonged
rise ofserum thyrotrophin but no change in the concentrations
of the thyroid hormones themselves. In secondary cases there
is a greatly attenuated serum thyrotrophin response.
But some interesting exceptions to this have been reported.

One patient with pituitary failure from Sheehan's syndrome
had a serum thyrotrophin response indistinguishable from
normal when given the releasing hormone.4 Possible explana-
tions for this anomaly are either the presence of a small
quantity of functioning pituitary tissue capable of stimula-
tion,6 or the presence of a lesion not in the pituitary but in the
hypothalamus. Patients with hypothalamic disease appearing
as hypothyroidism will show a rise in both serum thyro-
trophin and thyroid hormone when given thyrotrophin-
releasing hormone. But the increase in serum thyrotrophin is
commonly delayed. In patients with hyperthyroidism the
releasing hormone does not alter the concentrations of either
thyrotrophin or thyroid hormone.6 This is presumably
because the already raised concentrations of circulating
thyroid hormone will nullify a pituitary response to the
releasing hormone.
When used diagnostically thyrotrophin-releasing hormone

seems to be remarkably free from toxic effects. No adverse
effects have been described on liver, kidneys, the peripheral
blood picture, or haemodynamic state (pulse, blood pres-

sure).7 When it is given by rapid intravenous injection a pecu-
liar "urethral syndrome" may be seen comprising a sudden
desire to micturate accompanied by nausea and dizziness.
These effects are related to dosage and have been attributed to
a direct effect of the hormone on the smooth muscle of the
genitourinary and gastrointestinal tracts. Theoretically a
similar response might be seen in bronchial smooth muscle,
but this appears to be very rare. When the hormone is given
by mouth, transient nausea may be troublesome.

Certain drugs may interfere with the response to thyro-
trophin-releasing hormone. Thyroid hormone or antithyroid
drugs will modify the response, as will corticosteroids and
oestrogens. Interestingly enough, so will levodopa. The
liberation of many hypothalamic releasing factors, including
thyrotrophin-releasing hormone, is now thought to be
mediated through central pathways controlled by catechol-
amines. There is now evidence that this hormone also causes
the release of prolactin from the pituitary,8 but this should not
affect its use as a diagnostic agent.
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Broadcast Confidences
From the day they set foot in the wards of their medical
school students are continually reminded that the doctor-
patient relationship is based on trust and privacy-"I will
respect the secrets which are confided in me," as the De-
claration of Geneva puts it. Yet modem developments, such
as the computer and the formation of general-practice teams
with large numbers of paramedical workers, have made doc-
tors and some of the public uneasy that this whole concept
is being forgotten. Is this fear real? In a recent tape-recorded
discussion' two experienced doctors certainly thought so: a
general practitioner commented that "at present one can
only view the scene with some alarm," while a consultant
venereologist said that "many of these [non-medical] em-
ployees do not have the same ethical standards or traditions
that have ibeen commonplace among doctors for centuries."
Some B.B.C. programmes, "Community Care: Mental

Illness and Handicap," which have just finished a repeat
transmission on Radio 3, must arouse doubts, yet again, about
the handling of patients' private lives in public. In part this
series consisted of eight case studies of individual mentally ill
or handicapped people, with discussion of their treatment and
community care. Though the actual names of these patients
were changed, sufficient details of their illnesses and personal
circumstances appeared to be given-including the hospital
or local authority concerned-4or them to be identifiable by
their neighbours, friends or workmates. Many of these de-
tails are repeated in a booklet sold to accompany the series,2
and indentification of the individuals concerned must have
been made easier by the use of their voices and those of their
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