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ABSTRACT
Background: Recent years have seen changes and uncertainties in evidence and guideline recommendations in Graves' disease

treatment. To understand the impact of these developments on current practice, we undertook a survey of Graves' disease

management in the United Kingdom and compared this to other national and international surveys.

Method: Members of the British Thyroid Association, the UK Society for Endocrinology and regional endocrinology networks,

were invited by e‐mail to complete a 15‐min online survey (October 2022 to March 2023).

Results: Out of 158 eligible respondents, 99% were endocrinologists. For a 40‐year‐old female with a first presentation of

Graves' hyperthyroidism, TSH‐receptor antibodies (TRAb) were requested at diagnosis and at follow‐up by 95% and 76%,

respectively. Isotope scans and ultrasound were rarely requested (< 5%). Majority (95%) would treat with antithyroid drugs

(ATD), predominantly Carbimazole (CMZ), while radioactive iodine (RAI) was preferred for recurrent disease (81%). Common

reasons for avoiding RAI were thyroid eye disease, pregnancy intention, or contact with young children whereas biochemical

severity, goitre, or male sex did not influence decision to use RAI. Propylthiouracil (PTU) was preferred in preconception and

early pregnancy, but after the first‐trimester, 50% would continue PTU while 50% switch back to CMZ.

Conclusions: The survey confirms a growing application of TRAbs, both for diagnostic and prognostic purposes. ATDs remain

the preferred first‐line therapy for Graves' disease, which is consistent with global trends but contrary to National Institute of

Health and Care Excellence (NICE) guidance. Further studies are required to explore the clinical and pragmatic determinants of

current treatment approaches.

1 | Introduction

Graves' disease affects about 0.5%–1.0% of the population, and is
predominantly more common in women [1, 2]. The pathologi-
cal hallmark is the presence of circulating thyroid stimulating
hormone receptor antibodies (TRAbs) which induce hyper-
thyroidism through stimulation of its receptor on the thyroid
cells [3]. Uncontrolled hyperthyroidism carries significant

morbidity and exerts a toll on quality of life and reproductive
outcomes [4–7]. About 10%–30% of patients with Graves' dis-
ease have thyroid eye disease (TED) which affects physical and
psychological well‐being [8]. In addition, hyperthyroidism
increases cardiovascular risk including cardiac arrhythmias,
heart failure and strokes [9]. In recent decades, the diagnosis
and monitoring of Graves' disease has been simplified by the
use of sensitive TRAb assays, together with automated assays
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for measuring thyroid hormones, that is, free triiodothyronine
(FT3), free thyroxine (FT4) and thyroid stimulating hormone
(TSH) [3, 10, 11]. Current treatment options, namely antithyr-
oid drugs (ATD), radioactive iodine (RAI) and thyroidectomy,
have been used successfully for decades, with established
efficacy and side effect profiles [10, 11]. More recently, insights
have emerged on treatment related outcomes including
cardiovascular disease [12], quality of life [13] and feto‐
maternal health [6].

In spite of these developments, aspects of Graves' disease
management remain contentious. The last Graves' disease
clinical practice surveys in the United Kingdom were conducted
over a decade ago and highlighted significant variability in areas
such as the choice of primary therapy, RAI administration
protocols and Graves' disease treatment in pregnancy [14, 15].
Since then, the UK National Institute for Health and Care
Excellence (NICE) have recommended RAI as primary therapy
for Graves' disease representing a change from the traditional
use of ATDs as first‐line [16]. RAI is cost effective and has been
shown to confer survival benefits through effective control of
hyperthyroidism [17, 18]. At the same time, RAI therapy may
aggravate TED [5], and in addition, concerns have been raised
regarding a possible link between RAI treatment for hyper-
thyroidism and the risk of solid cancers [19]. In practice, ATDs
remain popular, as shown in a recent global survey in which
92% of respondents preferred ATDs as primary modality for
Graves' disease [20]. In addition, some centres have reported
excellent long‐term control with continuous low‐dose ATDs
[21], an approach that was widely adopted during the Covid‐19
lockdown when RAI services were suspended [22]. It is unclear
how these changes in evidence and guidelines have impacted
upon Graves' disease treatment in the UK. Therefore, we have
undertaken a nationwide survey of Graves' disease treatment
and compared current practice with previous surveys.

2 | Methods

2.1 | Survey Distribution

Between October 2022 and March 2023, endocrinologists prac-
ticing in the United Kingdom were invited to complete a 15 min
online survey on the management of Graves' disease. The sur-
vey was undertaken on behalf of the British Thyroid Associa-
tion (BTA) and the survey questionnaire was reviewed by
executives of the BTA and the UK Society for Endocrinology
(SfE) before release. After approval, the survey was circulated
by e‐mail to members of the BTA, SfE and to regional en-
docrinology networks. Participants could access the survey via a
link embedded either within the e‐mail or attached newsletter.
An initial invitation was followed‐up by a single reminder
approximately 3 months later.

2.2 | Survey Domains

The survey comprised 27 questions which covered the following
domains [1]: professional details and region of respondent [2],
diagnosis and choice of primary therapy [3], dose, treatment

duration, and monitoring of ATDs [4], approach to recurrent
disease [5], administration of RAI, and [6] management of a
woman preconception and during pregnancy. To allow com-
parisons with previous surveys the questionnaire was designed
after the 2008 questionnaire by Vaidya et al. [14], using the
same index case of a 42‐year‐old woman with an initial pre-
sentation of Graves' disease, a small diffuse goitre, FT4 of 45
pmol/L and no eye signs. The same index case with minor
variations has been used in other previous national and inter-
national surveys. A copy of the questionnaire is available from
the authors on request.

2.3 | Statistical Analysis

Survey data was anonymously collected using a web‐based
commercial survey service, SurveyMonkey (www.surveymonkey.
com). Questions on treatment choices were multiple choices with
single best response while questions on diagnostic preferences
allowed multiple responses. Data are summarised descriptively
using numbers and percentages. Frequencies were adjusted to
100%, excluding non‐responders and results are presented as
percentages. Comparisons between groups were undertaken with
the chi‐squared test for categorical data and Mann–Whitney‐U
tests or Kruskal−Wallis test for continuous data depending on
the number of groups. Data was stored in a password protected
web account and downloaded to an excel spreadsheet and then
analysed using Stata version 17·0 for Windows (Stata Corp.,
College Station, TXS, USA).

3 | Results

3.1 | Respondent Characteristics

A total of 158 respondents completed the questionnaire com-
prising predominantly endocrinologists (n= 156, 99%) and
consultants (n= 143, 91%) (Table 1). Respondents were spread
across the UK with 61% from England, 18% from Scotland, 15%
from Wales and 6% from Northern Ireland (Table 1).

3.2 | Diagnostic Evaluation of the Index Case

For the evaluation of the index case of a 42‐year‐old woman with a
first presentation of Graves' disease, 150 (95%) respondents would
request a TRAb test while 37 (23%) requested thyroid peroxidase
antibodies (TPOAb) (Figure 1). In contrast, isotope thyroid scan
and thyroid ultrasound scans were only requested by 4%, and 2%,
of respondents respectively (Figure 1). The preference for TRAbs
in this survey was higher than in previous international surveys
(2012−2020) [23–27, 31] and consistent with more recent inter-
national surveys (2021−2024) [20, 28–30] (Figure 1). Compared to
international surveys, requests for isotope scans and ultrasound
were particularly low (< 5%) in this survey although there
has been a global decline in the use of isotope scans in general
[20, 23–31]. The preference for TRAbs did not vary according to
annual number of patients seen by respondent (> 30 vs. < 30,
p>0.05) or by country of respondent (England, Scotland, Wales
and Northern Ireland, p>0.05).
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3.3 | Choice of Therapy

ATDs were the preferred first line treatment for 95% of respon-
dents with RAI selected by only 3% and surgery by 2% of
respondents (Figure 2). This represents an increase in ATD use
from the previous 2008 UK survey in which 80% of respondents
opted for ATD while 19% preferred RAI [14]. Preference for
ATDs did not vary according to country of respondent (p> 0.05)
or number of patients seen (p> 0.05). The declining trend in RAI
use for primary therapy was also observed globally including the
recent 2023 study in which only 7% selected RAI compared to
59% in a similar survey in 2012 [20, 31] (Figure 2). Carbimazole
(CMZ) was preferred to Propylthiouracil (PTU) by all respon-
dents who chose ATDs for primary therapy. Of this, 64% of
respondents favoured using initial starting doses of 30−40mg
daily and 32% preferred 20−25mg daily (supplementary Table 1).
Majority (86%) would use a dose titration regimen while only
14% would use ATDs in conjunction with Levothyroxine, that is,
the block and replace regimen. The most popular duration of
ATD use was 18 months (47%), followed by 12 months (24%)
while 16% of participants would continue ATDs until such a time
as TRAbs became negative (Table S1). For recurrent disease, 7%
of respondents would still use ATDs, 81% would opt for RAI and
8% would leave the choice of treatment to the patient. For both a
19‐year‐old and a 91‐year‐old patient, 87% of respondents pre-
ferred ATDs while 12% selected RAI.

3.4 | ATD Monitoring

After initiating ATDs, 83% of respondents would re‐check thyroid
function tests in 4−6 weeks and 17% in 2−3 months
(supplementary Table 1). TRAbs would be re‐checked during
follow‐up by 76% of respondents, including 47% who would
re‐check TRAbs when planning to stop treatment (Table S1). For

TABLE 1 | Characteristics of survey respondents.

Number of respondents 158

Region

Scotland 29 (18%)

North East 29 (18%)

Wales 23 (15%)

South West 19 (12%)

London 14 (9%)

East Midlands 9 (6%)

Northern Ireland 9 (6%)

South East 8 (5%)

East of England 6 (4%)

West Midlands 6 (4%)

Other regions 6 (4%)

Specialty

Endocrinology 156 (99%)

Surgery 2 (1%)

Position

Consultant 143 (91%)

Specialist registrar 11 (7%)

Specialist nurse 4 (3%)

Patients seen yearly

> 30 115 (73%)

10−30 40 (25%)

< 10 3 (2%)

Note: Figures are numbers (% of total). Percentages may not add up to 100 due to
rounding.
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FIGURE 1 | Diagnostic evaluation of index case: UK and international surveys. Figures are percentages of the total number of respondents who

would request (a) TSH receptor antibodies, (b) TPO antiboies, (c) Isotope thyroid scan, and (d) Thyroid ultrasound scan. Surveys were from New

Zealand (NZ), 2015 [23], Europe, 2016 [24], Italy, 2016 [25], Middle East and North Africa (MENA), 2017 [26], Thailand, 2020 [27], China, 2021 [28],

Brazil, 2023 [29] and Asia Pacific, 2023 [30]. USA+, 2012 [31] and USA+, 2023 [20], are international surveys from multiple regions including North

America, South America, MENA and Asia.
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patients on CMZ or PTU, 11% of respondents would request 3−6
monthly full blood counts while 28% would only check blood
counts at baseline and 53% would not check at all (Table S1). Liver
enzymes for patients on CMZ would be monitored every
3−6 months by 18%, checked only at baseline by 26%, and not
checked at all by 54% of respondents. For PTU, liver enzymes would
be monitored every 3−6 months by 44%, at baseline only by 20%,
and not at all by 30%. If patients develop a rash while on CMZ, 4%
of respondents would continue CMZ, 75% would switch to PTU,
while 8% would switch to an alternative treatment modality
(Table S1).

3.5 | RAI Treatment Choices

Respondents were asked to rate factors which would influence or
not influence their decision to use RAI. The most frequently
selected factors against choosing RAI were the presence of TED
(97%), contact with young children (97%) or being a female
intending to start a family (59%) (Figure 3). The most frequent
options in favour of RAI were recurrence of thyrotoxicosis (88%),
medication intolerance (82%) or non‐compliance (65%) and a car-
diac history (66%) (Figure 3). Top factors selected as having no
influence on the decision to use RAI were FT4> 40 pmol/L (63%),
goitre (53%), male sex (51%) and TRAb level > 10 IU/L (47%)
(Figure 3). Regarding TED, 96% would avoid radioiodine in active
TED while 4% would use it with steroid cover in active TED. In
inactive TED, 23% would avoid RAI while 53% would use it with
steroid cover and 19% would use it without steroid cover (Table S2).

3.6 | RAI Administration

Only 3% of respondents would administer a calculated dose
of RAI while 80% would administer a fixed dose typically
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FIGURE 2 | Preferred primary treatment: UK and international
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(MENA), 2017 [26], Thailand, 2020 [27], China, 2021 [28], Brazil, 2023

[29] and Asia Pacific, 2023 [30]. USA+, 2012 [31] and USA+, 2023 [20],

are international surveys from multiple regions including North

America, South America, MENA and Asia. ATD, antithyroid drug, RAI,

radioactive iodine.

FIGURE 3 | Factors influencing the decision to treat with radioactive iodine. Figures are percentages of the total number of respondents who

selected various factors as being (a) more likely to lead to treatment with RAI, (b) less likely to lead to treatment with RAI, or (c) not influencing their

decision to treat with RAI. ATD, antithyroid drug; RAI, radioiodine.
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ranging from 400−600 MBq (Table S2). Before RAI treat-
ment, 76% of respondents would use supplementary treat-
ment with ATDs, either prescribed alone (21%), or in
combination with betablockers (51%) or Levothyroxine (4%).
Before RAI administration, respondents usually stopped
ATDs for durations ranging from < 7 days (41%), to
7−14 days (51%) and 15−21 days (3%) (Table S2). After RAI
treatment, 61% would not use any supplementary treatment
while 29% of respondents would use supplementary treat-
ment comprising ATD alone (10%), ATD plus betablockers
(5%), ATD plus Levothyroxine (11%), or Levothyroxine alone
(3%) (Table S2).

3.7 | Surgery

In preparation for surgery, 34% of respondents would routinely
administer potassium iodide (KI) and beta‐blockers while 66%
would not use pre‐operative medications.

3.8 | Pregnancy and Preconception

For a woman planning pregnancy in the next 12 months, 63% of
respondents selected ATDs while thyroidectomy and RAI was

preferred by 18% and 11%, respectively. PTU was the pre-
conception ATD chosen by 84% of respondents while 15%
preferred CMZ (Figure 4). Women who conceive on low‐dose
CMZ (10mg) would be switched to PTU by 78% of respondents,
while 15% would stop all ATDs, and 7% would continue CMZ.
For women who conceive on 30mg of CMZ, 93% would switch
to PTU, 6% would continue CMZ and 1% would stop all ATDs.
Half of respondents would switch back from PTU to CMZ in
the second trimester while the other half would continue PTU
beyond the first trimester (Figure 4). Choice of ATD at pre-
conception, conception, and second‐trimester stages, did not
vary according to country of respondent (p> 0.05) or annual
number of patients seen by respondent (p> 0.05).

4 | Discussion

We have evaluated contemporary management of Graves' dis-
ease amongst UK endocrine professionals in light of recent
fluxes and uncertainties in evidence and guidelines. The results
show a growing preference for the use of TRAbs for diagnosis
and prognosis in preference to isotope studies or ultrasound
scans. We observed an increasing preference for first‐line
treatment with ATDs rather than RAI. Nonetheless, RAI
remains the treatment of choice for recurrent disease although
7% of participants would continue to use ATDs after relapse.

FIGURE 4 | Choice of antithyroid drugs (ATD) in pregnancy. Figures are percentages of respondents who selected various ATD options for the

management of a woman with Graves' disease (a) who is planning pregnancy in the next 12‐months, (b) who becomes pregnant on low dose

carbimazole (CMZ), (c) who becomes pregnant on high‐dose CMZ, and (d) patient on Propylthiouracil (PTU) who is starting the second trimester.

Percentages are of the total number of answered responses but may not total 100 either due to rounding or the inclusion of equivocal answers by

respondents.
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RAI was also favoured in patients with cardiac disease and
those with thionamide intolerance or non‐compliance while the
presence of TED, contact with children, and preconception
planning were the main factors weighing against RAI use. PTU
was the predominant thionamide choice in the preconception
and early gestation period, but thionamide choice beyond the
first trimester remains controversial, with a 50% split between
CMZ and PTU use.

Current NICE guidance advocates the use of RAI as first‐line
treatment largely based on cost‐effectiveness data [16]. A single
outpatient dose of RAI effectively controls hyperthyroidism in over
80%−85% of cases [32]. In the long‐term, early and effective use of
RAI improves cardiovascular morbidity and mortality outcomes
compared to ATDs [12]. NICE is the first major guideline to rec-
ommend primary RAI therapy, unlike other international guide-
lines which recommend ATDs [10] or a choice of all treatment
modalities depending on patient factors [11]. Thus, the increasing
preference for ATDs in the UK remains consistent with global
trends. Practically every published national survey over the last
5 years report a high preference for ATDs even in areas where the
use of RAI was previously the norm [20, 28–30]. The example of
North America is particularly striking as RAI was the predominant
modality in the region just over a decade ago [31], but presently the
proportion of respondents who would now use ATDs as primary
therapy has doubled, from 41% in 2012 to 86% in 2023 [20].

The reasons for discordance between guidelines and practice in
the UK are unclear. Contrary to expectation, respondents'
choice of primary therapy in our survey was not influenced by
traditional predictors of remission such as biochemical severity,
goitre, male sex or TRAb levels. Instead, more pragmatic factors
like the presence of TED, pregnancy intention or contact with
young children mitigated against RAI use. RAI may aggravate
TED and is contraindicated in pregnancy and early life due to
the risk of harm from radioisotopes. To compound matters, a
highly publicised 2019 paper raised concern regarding potential
cancer risk in RAI‐treated patients with hyperthyroidism [19].
While expert bodies and subsequent studies have robustly
refuted this association [33–35], it is not inconceivable that RAI
safety concerns have continued to influence practice. Further-
more, some patients may prefer ATDs in a bid to avoid post‐
ablative hypothyroidism. Lastly, centres without immediate
access to nuclear medicine facilities may opt for ATDs as a more
accessible treatment modality. Indeed, ATDs were successfully
used for primary and recurrent Graves' disease during the
Covid‐19 pandemic buttressing the growing experience from
centres on the benefits of long‐term low‐dose ATDs as a viable
therapeutic strategy [21, 22].

The preference for ATDs over RAI in contradiction to the NICE
recommendations will need to be explored further. Observa-
tional studies of practice trends will be required to determine
whether our survey is a true reflection of practice or whether
the survey respondents simply represent a section of en-
docrinologists biased towards ATDs. In addition, qualitative
studies could provide further insights. The discordance between
practice and guidelines may simply suggest a difference in
emphasis between NICE with its cost‐effectiveness focus and
clinicians who may tend towards a more individualised
approach. A pragmatic option may be to withhold the decision

to use RAI until after an initial 2−3 months of ATDs to allow
the endocrinologist to establish rapport with the patient and
evaluate remission risk before discussing definitive therapy.
This approach would still be somewhat consistent with NICE
which recommends that ATDs can be used initially to control
hyperthyroidism pending primary therapy with RAI [16].

Only 2% of our survey respondents would offer thyroidectomy
to the uncomplicated index case. Although surgery was not a
popular treatment modality in the survey, it may have a role in
patients with large goitres or co‐existent thyroid nodules where
there is a risk of malignancy [11]. Thyroidectomy may also be
used in instances where definitive treatment is indicated but the
patient wishes to avoid RAI for example, patients with TED,
individuals planning to have children in the near future, or
those who are unable to comply with RAI restrictions [11]. A
small number of studies have evaluated the combined use of
thyroidectomy and post‐surgical RAI ablation of active thyroid
remnants, as a means of improving TED, but this approach is
not practised in the United Kingdom [36, 37].

Some aspects of ATD monitoring also deviated from guidelines.
For example, 11% would monitor ATDs with 3−6 monthly
blood counts, while liver enzymes were routinely monitored in
patients on CMZ and PTU by 18% and 44% of respondents,
respectively. However, the value of periodic liver and blood
count monitoring in preventing thionamide side effects is
debatable and routine monitoring is not supported by current
NICE guidelines [16]. A new development however is the
adoption of TRAbs as the key aetiological diagnostic tool, a
trend which is also observed globally. It is notable that prefer-
ence for isotopes and ultrasound in the UK is much lower than
in other parts of the world [20, 23–31]. Previous UK studies
have shown that isotope studies provide limited additional
diagnostic information over that obtained from clinical ex-
amination and TRAb data [38]. With modern 2nd or 3rd gen-
eration assays, TRAbs exhibit sensitivity and specificity rates
approaching 100%, and are also useful in predicting disease
recurrence [3].

In this survey, TRAbs were also considered helpful for prognosis
and would be checked at follow‐up by 76% of participants
including 47% who would use TRAb status to determine when to
stop ATDs. In the literature, baseline TRAb cut‐off values rang-
ing from 5.0 to 46.5 IU/L have been reported to predict disease
recurrence after initial ATD therapy [39–42]. TRAbs have also
been combined with other clinical parameters in predictive
models. The GREAT score which combines age, goitre, FT4 and
TRAb activity reports relapse rates of 74% in the high‐risk cate-
gory compared to 34% in the lowest‐risk category [39]. TRAb
normalisation before stopping therapy also predicts a higher
chance of sustained remission with relapse rates of 80%−100% in
patients with persistently elevated TRAbs compared to 20‐30% in
those with negative or low TRAb activity [43, 44]. Lastly, a 2018
study from the European Group on Graves Orbitopathy
(EUGOGO) showed that high TRAb activity in patients with
Graves' disease predicted the development of TED [45].

We observed a varied approach to preconception and pregnancy
treatment probably reflecting uncertainties in the current state
of the evidence. ATDs are the mainstay of treatment in
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pregnancy since RAI is contraindicated and thyroidectomy is
avoided in pregnancy [46]. Thus, women with Graves' disease
who are planning pregnancy have a choice of continuing ATDs,
or alternatively, first ablating the thyroid with RAI or surgery
before embarking on pregnancy. RAI would however require a
minimum wait of 6−12‐months before conception while sur-
gery may be considered a major undertaking in the lead up to
pregnancy. Furthermore, women who were treated with RAI or
thyroidectomy have been shown to have a higher prevalence of
thyroid dysfunction in subsequent pregnancy compared to
those treated with ATD before pregnancy [47]. In our survey,
63% of respondents chose to continue preconception ATDs
while 11% and 18%, respectively, opted for RAI or surgery.

PTU was the preferred preconception drug, chosen by 84% of
respondents, majority of whom would also switch from CMZ to
PTU on conception. The use of PTU in our survey is higher than
figures reported in the recent international survey by Villagelin
et al where PTU was preferred preconception by 50% of
respondents [20]. These discrepancies may be due to differences
in regulatory emphasis. CMZ is subject to UK Medicines and
Healthcare products Regulatory Agency (MHRA) advice on the
need for contraception which could lead UK clinicians to avoid
its use in the preconception stage [16]. In the United States on
the other hand, PTU use could be discouraged by the FDA black
box warning on the risk of PTU‐induced liver dysfunction [46].

Antenatal thionamide exposure carries small risks of congenital
anomalies which are more severe and more prevalent for CMZ
than for PTU [48, 49]. Accordingly, guidelines recommend
using PTU in early gestation to reduce fetal anomaly risk and
then to consider switching back to CMZ in subsequent tri-
mesters with the aim of reducing the odds of PTU‐induced liver
dysfunction [46]. However, switching from CMZ to PTU in
early gestation has not been proven to reduce anomaly risk in
large cohort studies, with one meta‐analysis reporting strikingly
higher anomaly rates in women who switch compared to single
thionamide exposure [50]. Thus, although the majority of our
respondents would switch from CMZ to PTU on conception,
15% would opt to stop all ATDs rather than switch to PTU in
women who conceive on low‐dose CMZ. Also uncertain was the
decision to switch back to CMZ after the first trimester which
was evenly split at 50−50 amongst our respondents. Changing
medications mid‐gestation may be inconvenient and may lead
to deterioration of thyroid control during the switch. In the
international survey by Villagelin et al, only 30% of interna-
tional respondents would continue on PTU [20], further con-
firming the inclination towards PTU in the UK. Further studies
are therefore required to clarify fetal and maternal outcomes
according to different thionamides, timing of switch, disease
severity and dose response.

Ours is the first comprehensive survey of Graves' disease
practice in the UK for over a decade. The survey has highlighted
several important trends in light of developments in research
and guidelines. A limitation of our survey is its relatively small
sample size. UK specialist data suggests the existence of about
1400 diabetes and endocrinology specialists in 2023, of which
75% (1050) would reasonably be expected to actively manage
patients with thyroid disorders [51]. Thus, we estimate that our
sample size of 158 represents about 15% of potential

participants. This figure is consistent with national surveys
which have reported response rates of 4%−25% of the relevant
specialist groups [20]. Nonetheless, our survey respondents
were distributed widely across the four UK nations and would
thus be representative of present day practice. Lastly, over 70%
of our respondents saw 30 patients or more each year con-
firming an appropriate workload in thyroid disease
management.

In conclusion, the current survey highlights contemporary
trends in the care of patients with Graves' disease across the UK
notably the increasing diagnostic and prognostic use of TRAbs,
declining use of radioisotopes and the overwhelming preference
for ATDs as the primary choice of therapy. This is consistent
with global treatment trends and appears to be driven more by
pragmatic considerations rather than UK guideline recom-
mendations. These findings will need to be confirmed in real
world studies involving recent treatment cohorts to ensure that
the survey is actually representative of practice across the
country. Studies will be required to explore the decision making
processes amongst clinicians and their patients to understand
what factors carry the greatest value for patients in arriving at
treatment choices. Lastly, the survey highlights the need for
further well‐designed research in areas such as cost‐
effectiveness, acceptability of existing therapies to patients, and
long‐term treatment‐related outcomes including cardiovascular
disease, cancer and feto‐maternal consequences of treatment.
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