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Liothyronine for a selected cohort of adults with Hypothyroidism 

1. Background Introduction 
Most patients with hypothyroidism can be managed with levothyroxine as a single therapy, and this is 
the preferred and recommended treatment of choice. There are a small number of cases where 
patients with primary hypothyroidism, who despite optimisation of levothyroxine dose, remain 
symptomatic (symptoms that have a material impact on normal day to day function), they may 
benefit with the combination therapy of levothyroxine and liothyronine, after careful review and 
consideration of risks. 

NHS England has advised CCGs (30th November 2017) that:  

- prescribers in primary care should not initiate liothyronine for any new patient.  
- individuals currently prescribed liothyronine should be reviewed by a consultant NHS 

endocrinologist with consideration given to switching to levothyroxine where clinically 
appropriate. But that: 
The British Thyroid Association (BTA) advise that a small proportion of patients treated with 
levothyroxine continue to suffer with symptoms despite adequate biochemical correction. In 
these circumstances, where levothyroxine has failed and in line with BTA guidance, 
endocrinologists providing NHS services may recommend liothyronine for individual patients 
after a carefully audited trial of at least 3 months duration of liothyronine. 

- a local decision, involving the Area Prescribing Committee (or equivalent) informed by 
National guidance (e.g. from NICE or the Regional Medicines Optimisation Committee), should 
be made regarding arrangements for on-going prescribing of liothyronine. This should be for 
individuals who, in exceptional circumstances, have an on-going need for liothyronine as 
confirmed by a consultant NHS endocrinologist. 

https://www.england.nhs.uk/publication/items-which-should-not-be-routinely-prescribed-in-primary-
care-guidance-for-ccgs/  

Therefore, initiation of liothyronine for patients with hypothyroidism should only be undertaken by 
consultant NHS endocrinologists and importantly following clinical and symptom assessment and 
exclusion of all other possible causes (see table box 1 below).   
This document does not cover: 

- Armour Thyroid or natural desiccated thyroid (NDT) extract. At present, there is insufficient 
evidence of benefit to support these medications use and they remain unlicenced in the UK.  

- Unlicensed forms of liothyronine  
- Who receive liothyronine as part of their thyroid cancer treatment regime. 
- When existing patients are receiving liothyronine for mental health indications, this is to be 

prescribed by a consultant NHS psychiatrist. 
- This protocol only relates to patients who are in the BOB ICB, other ICB’s will make their own 

arrangements. If patient referred to OUH from outside of BOB ICB, it is requested that the full 
prescription will need to be supported and supplied from the local GP.  

Patients already taking liothyronine for primary hypothyroidism. 
- As per the NHS England advice all patients on liothyronine should be reviewed, to ensure they 

meet the current national criteria. Those patients commenced since 2018 if assessed by an 
OUH consultant should meet these criteria and do not require reassessment. 

- Review of other cases is advised but note British Thyroid Association (BTA) guidance: 
“Patients already established on liothyronine and experiencing symptomatic benefit should 
be allowed to continue with liothyronine treatment prescribed in primary care”. Therefore, if 

https://www.england.nhs.uk/publication/items-which-should-not-be-routinely-prescribed-in-primary-care-guidance-for-ccgs/
https://www.england.nhs.uk/publication/items-which-should-not-be-routinely-prescribed-in-primary-care-guidance-for-ccgs/
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this can be demonstrated by the GP and meets the criteria reassessment is not required. We 
would recommend these patients have follow-up as per section 9. 

- If a specialist opinion is required, then the referral should be to the physician who originally 
initiated liothyronine (wherever possible). The review must be in line with Oxfordshire Shared 
Care Protocol. 

- Those patients previously converted to liothyronine due to true tolerance issues (i.e. clearly 
distinguishable specific levothyroxine medication intolerance including for example extremely 
rare cases of levothyroxine induced liver injury, those who do not effectively metabolise 
levothyroxine to liothyronine) should remain on treatment and do not require referral to 
endocrinology unless there are concerns.  

- Patients who are currently obtaining supplies via private prescription or self-funding should 
not be offered NHS prescribing of liothyronine unless they are reviewed against RMOC 
national criteria and by a consultant NHS Endocrinologist. Patients who have been seen 
privately retain the option of being referred back to the private service for private 
prescription. Where the patient does not meet these national criteria, they should be advised 
that prescribing under the NHS is not supported. 

Please note OUH will only support the first 4-month trial of liothyronine prescription in treatment 
naive patients within BOB ICB.  

If liothyronine was prescribed elsewhere and an assessment of benefit by OUH team is requested and 
it is established that continued liothyronine usage is appropriate, then the prescribing responsibility 
will remain in primary care, there will be no 3-, and 9-month review. The consultant will define why 
the patient should not trial conversion back to levothyroxine. Primary care will only continue 
prescribing which falls in line with this shared care protocol. 

As specified by the BTA Executive Committee, ‘clinicians have an ethical responsibility to adhere to 
the highest professional standards of good medical practice rooted in sound evidence. This includes 
not prescribing potentially harmful therapies without proven advantages over existing treatments’. 
The CCG/ICS, in line with the RMOC guidance recommends that strict criteria are applied to ensure 
that liothyronine is only prescribed in the rare situations where alternative treatments have been 
found to be inadequate. In such circumstances, a shared care arrangement should be in place and if a 
patient is ever initiated on treatment, the prescribing responsibility should remain with the hospital 
consultant for the first 3 months.  

Shared Care Responsibilities  

Shared care assumes communication between the specialist, GP, and patient. The intention to share 
care should be explained to the patient and accepted by them. Patients are under regular follow-up, 
and this provides an opportunity to discuss drug therapy. Specialists must contact GPs as soon as a 
decision is made to commence treatment with Liothyronine, to ensure adequate time for full 
communication, support, and agreement to be made.  
 

ROLES 

GP  

Key roles to be undertaken in primary care prior to and once a decision to work under shared care is 
made 

- No new initiations in primary care of liothyronine  
If considering a referral patient new to Liothyronine: 



                          
 

3 
Liothyronine for a selected cohort of adults with Hypothyroidism v1.0. Author: Christine May, 
Endocrine Consultant, OCDEM. Approved at APCO March 2022, review March 2024 

- Ensure levothyroxine prescribing is optimal, (Targeting TSH 0.4-1.5mU/L). NB Any dose 
change should be reassessed after 3 months with TSH to ensure reaching target. Minimum 6-
month trial of levothyroxine with TSH in target prior to consideration for a liothyronine trial. 

- If required, consider fine tuning dose with 12.5 mcg tablet size for standard daily dose or if 
patient prefers alternate days increase 25 mcg e.g., 150/175mcg alternate days.  

- Consider trialling different brands (A few patients are intolerant of some generic products, 
trial of alternative brands of levothyroxine would be more evidence based, safer and cheaper 
than liothyronine) 

- Ensure other conditions that may be contributing to symptoms have been investigated and 
treated (see box 1). Minimum investigations to include: Full blood count, renal function, liver 
function, bone profile, vitamin D, B12, folate, iron, HbA1c 

- Confirm taking levothyroxine correctly and compliant (e.g. avoiding interfering medication 
and caffeine (e.g. calcium and iron supplements including OTC medication), not on any 
interacting drugs) 

When referring: 
- Please include in the referring letter: 

o Initial diagnostic TFTS and date (include if the TSH was ever raised? This is essential 
information. It is essential for the GP to confirm a of secure diagnosis of primary 
hypothyroidism 

o Current dose of levothyroxine 

o Levothyroxine history- start date, and by whom 

o Relevant endocrinologist history prior to starting levothyroxine and relevant 
significant events (NHS and private) 

o Current ongoing problems/symptoms 

o Past medical history  

o Up to date medication list 

o Evidence of excluding conditions in box 1, (i.e. blood results) 

- Please note that if you are referring a patient (not already established on liothyronine) in 
whom a trial of liothyronine may be considered – OUH will prescribe only a 4-month trial and 
if you are referring to the service, this is taken as consent to take on prescription after 4 
months.  

Once patient is started on liothyronine by a specialist: 
- Contact specialist to discuss additional support required if needed or respond within 14 days 

if they do not agree to shared care. Otherwise, after 14 days the specialist can assume shared 
care has been accepted by the GP.  

- Prescribe liothyronine in line with the shared care guideline once a stable dosing regimen has 
been determined by specialist care. 

- Ensure no drug interactions with concomitant medicines that are added at a later time. 

- Ensure all monitoring is completed in accordance with the specific shared care protocol (listed 
under on-going monitoring).  

- Check and record results then advise the specialist of any deteriorations or abnormal results  

- Notify the specialist to any changes in patients’ condition, any adverse drug reactions, or 
failure to attend tests  

- Report adverse events to the MHRA on a Yellow Card http://www.mhra.gov.uk/yellowcard 
and to the specialist. 

- After the 9 month specialist review, the patient will be fully discharged to primary care. 
However, specialist will remain available for advice via phone and email for the duration of 
the patients treatment.  

http://www.mhra.gov.uk/yellowcard
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Specialist  

Specialists must retain prescribing until the patient’s clinical condition is stable or predictable. 
Prior to liothyronine trial:  

- Check eligibility (national criteria) (RMOC) 
1. Serum TSH within reference range with levothyroxine [TSH 0.4-1.5mU/L], and 
2. Symptoms of hypothyroidism have a material impact upon normal day to day function, and  
3. Alternative causes of symptoms have been excluded- see box 1 for full list Minimum 
investigations to include: Full blood count, renal function, liver function, bone profile, vitamin 
D, B12, folate, iron, HbA1c. Info should be in referral letter from GP. 

- Endocrinologists may wish to consider up titration of levothyroxine to a TSH below reference 
range but above 0.1mU/L prior to trial of liothyronine. 

- Exclude contraindications to liothyronine. See section 4 

- To ensure patient is fully informed with an open and balanced discussion about liothyronine 
evidence and combination therapy. This should include: 
     - discussion of the long track records of safety for levothyroxine and evidence as standard 
treatment; that it is a pro hormone that is converted to T3 in the body. 

     - uncertain benefits, likely risks of over-replacement (atrial fibrillation, osteoporosis, and 
bone fractures) and lack of long-term safety data for liothyronine 
     - Liothyronine has a short duration of action so may need to be taken 2-3 times per day 
     - Some patients may get temporary/short-lived benefits from liothyronine use, but there 
may not be a sustained improvement, hence review of drug at around 3, and 9 months and 
every few years. 

Inform patient there can occasionally be instability in supply. 

4-month Trial of liothyronine 
- To prescribe, monitor and assess response biochemically and assess physical and 

psychological wellbeing after 12 weeks of treatment and until treatment dose is stabilised.  
- The specialist to prescribe the first 4 months of treatment. 
- Agree 3 quality of life factors with patient that they wish to show benefit, score at the start of 

treatment and at rescore at 12 weeks liothyronine treatment (and 9 months if continues), 
liothyronine to be continued if material benefit shown. E.g., weight loss (> 5kg), fatigue levels 
scored 1-10, brain fog scored 1-10 

- Inform GP of response at the 3 month review and if treatment is to continue, request GP to 
continue liothyronine prescription. 

- Ensure the patients understand the nature and complications of drug therapy and their role in 
reporting adverse effects promptly. 

- Ensure patient agrees terms before requesting or commencing shared care. 
- Ensure outpatient letter on commencement of shared care includes all initial monitoring 

results and patient preferences. 

3-month review and after: 
- Clinical review (virtual with up-to-date bloods) at 12 weeks and 9 months to assess response 

clinically (check symptom score) and biochemically 
- Liaise with GP regarding changes in disease management, drug dose, missed clinic 

appointments  
- Inform GP of response after 12 weeks. If treatment is to continue, transfer prescription to GP 
- After the 9 month review, patients will be fully discharged to primary care, however specialist 

will remain available to give advice to GP and patient throughout treatment via phone and 
email. 
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Patient  
- Agree to treatment and monitoring after making an informed decision  

- Agree to being under the shared care of the GP and specialist  

- Attend for blood tests and clinical review (maybe virtual) when required  

- Report any side effects or change in medical history to the GP or a member of the specialist 
team  

- Agree 3 quality of life factors they wish to show benefit, score at the start of treatment and at 
3 months. E.g., weight loss (> 5kg), fatigue levels scored 1-10, brain fog scored 1-10 

2. Indications 

(Please state 
whether licensed 
or unlicensed) 

Indications: 
Combination levothyroxine / liothyronine should not be used routinely in the management of 
hypothyroidism as there is insufficient population based clinical evidence to show that combination 
therapy is superior to levothyroxine monotherapy. As part of the overall holistic management of 
patients with hypothyroidism, NHS consultant endocrinologists may start a trial of combination 
levothyroxine and liothyronine in circumstances where all other treatment options have been 
exhausted.  

1. Where symptoms of hypothyroidism persist despite optimal dosage with levothyroxine. (TSH 
0.4-1.5mU/L)  

2. Symptoms of hypothyroidism have a material impact upon normal day to day function, and 
3. Where alternative causes of symptoms have been excluded, see box 1 (we expect all to have 

been considered prior to initiation of liothyronine trial) 
 

Exclusions: 
1. Patients with thyroid cancer who need liothyronine as part of their investigation and 

treatment will remain under the specialist care.  
2. Women who are planning pregnancy who are taking liothyronine should remain under 

specialist care as it is not recommended in pregnancy  
3. Pregnant women 
4. In rare cases, where liothyronine is used for resistant depression, therapy should be 

prescribed by a consultant psychiatrist. This is off licence, not approved locally and not 
covered in this document.  

Supporting Information 
Box 1: Some possible causes of persistent symptoms in euthyroid patients on levothyroxine: 

Endocrine 
/autoimmune 

Haematolo
gical 

End organ 
damage 

Nutritional  Metabolic Drugs Lifestyle Other 

Diabetes mellitus 

Adrenal insufficiency 

Hypopituitarism 

Coeliac disease 

Pernicious anaemia 

Anaemia 

Multiple 

myeloma 

Chronic liver 

disease 

Chronic 

kidney 

disease 

Congestive 

cardiac 

failure 

Deficiency of 

any of the 

following:  

 

Vitamin B12 

Folate 

Vitamin D 

Iron 

Obesity 

Hyper- 

calcaemia 

Electrolyte 

imbalance 

Betablock

ers Statins 

Opiates 

Stressful 

life events 

  

Poor sleep 

pattern  

 

Work-

related 

exhaustion 

 

Alcohol 

excess 

Obstructive sleep 

apnoea  

menopause 

Viral and postviral 

syndromes 

Chronic fatigue 

syndrome Carbon 

monoxide 

poisoning 

Depression and 

anxiety 

Polymyalgia 

rheumatic 

Fibromyalgia 
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3. Locally agreed 
off-label use 

In line with this shared care protocol, NHS consultant endocrinologists may start a trial of combination 
levothyroxine and liothyronine for hypothyroidisim in circumstances where all other treatment 
options have been exhausted.  
The product license states: Liothyronine sodium may be preferred for treating severe and acute 
hypothyroid states because of its rapid and more potent effect, but levothyroxine sodium is normally 
the drug of choice for routine replacement therapy. Therefore, use is within license. No off-label uses 
have been agreed locally.  

4. 
Contraindications 
and cautions  

Please note this does not 
replace the Summary of 
Product Characteristics 
(SPC) and should be read 
in conjunction with it. 

Contraindications:  
Liothyronine is contraindicated in:  
- Known hypersensitivity to the drug or any of its excipients  
- Thyrotoxicosis  
- Cardiac arrhythmias  
- Angina  
- Pregnancy 
Use with caution in patients with: (Discuss with NHS Endocrinologist)  
- Ischaemic heart disease: any new presentation or significant worsening of existing ischaemic 

heart disease should be discussed with the specialist endocrinology team. 
- Breast feeding: an increase in monitoring of thyroid function tests may be required, discuss with 

specialist endocrinology team. 
- Osteoporosis, (NB this could be diagnosed due to history of fragility fractures not just formal bone 

mineral density scan) 
Please see SPC for comprehensive information. 

5. Initiation and 
ongoing dose 
regime 
Note – 
•Transfer of monitoring 
and prescribing to primary 
care is normally after the 
patient’s dose has been 
optimised and with 
satisfactory investigation 
results for at least 4 weeks 
•The duration of 
treatment & frequency of 
review will be determined 
by the specialist, based on 
clinical response and 
tolerability. 
•All dose or formulation 
adjustments will be the 
responsibility of the 
initiating specialist unless 
directions have been 
discussed and agreed with 
the primary care clinician 
•Termination of treatment 
will be the responsibility of 
the specialist. 

Initial stabilisation: 
Liothyronine is only prescribed as part of a combination treatment with levothyroxine. The 
recommended starting dose is 5 microgram three times a day.  

When liothyronine is commenced, a reduction in levothyroxine dose will be required. Specialists 
should individualise approach to dose changes, however typically, for every 10 micrograms of 
liothyronine the levothyroxine dose should be reduced by 50 micrograms. (E.g., levothyroxine 125 
microgram each morning would become 75 microgram levothyroxine each morning and 10 
microgram liothyronine each morning), this titration is patient dependent and at the specialist 
discretion.  

Prescribing responsibility should remain with the consultant endocrinologist until there is a formal 
assessment of the safety and benefit of treatment, evidenced by quality-of-life improvements and 
biochemical markers performed at 3 months. If there is no evidence of ongoing clinical benefit from 
combination levothyroxine and liothyronine, treatment with liothyronine is to be discontinued and 
the patient converted back to levothyroxine alone.   

Reassessment of benefit and risk should occur at 3 and 9 months then annually thereafter each time 
considering those conditions listed under caution above in section 4, e.g., cardiac history, 
osteoporosis, pregnancy. 

Response is assessed via pre and post symptom scoring or quality of life questionnaire. Patients will 
be asked to think of 3 personal quality of life indicators they wish to show scoring pre-treatment 0-10 
and again at 3 and 9 months. E.g., weight loss (> 5kg), fatigue levels scored 1-10, brain fog scored 1-
10, and demonstrate improvement at 3 and 9 months.  

The endocrinology team will give clear instructions of levothyroxine dose and liothyronine dose if 
changes are required. Liothyronine dose will typically be 5 micrograms three times a day.  

Conditions requiring dose adjustment: 
Thyroid function showing over or under treatment see section 8 

https://www.medicines.org.uk/emc/product/10838/smpc
https://www.medicines.org.uk/emc/search?q=amiodarone
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6. 
Pharmaceutical 
aspects  

Route of administration: Oral 

Formulation: 
capsules  
Tablets  

Administration details: 

For oral use only. 
Patients who have difficulty in swallowing a whole tablet, such as the 
elderly and young children, a whole tablet may be crushed and 
allowed to dissolve, with swirling, in a minimum 20 ml of water for 5 
minutes. The entire volume of liquid should be consumed to ensure 
ingestion of the full dose. 
Solubility of liothyronine in water enables this as a method of 
administration. 

Other important information: 

The drug companies do not recommend dividing the tablet doses 
but occasionally sourcing the tablets can be difficult and this may be 
a solution that needs to be considered 

We understand there are multiple 5 mcg licensed tablets available. 
Unlicensed products should not be prescribed.  

https://bnf.nice.org.uk/medicinal-forms/liothyronine-sodium.html 

7. Significant 
medicine 
interactions 
For a comprehensive list 
consult the BNF or 
Summary of Product 
Characteristics. SPC 

The following list is not exhaustive; please see SPC  or BNF (www.bnf.org)  for comprehensive 
information and recommended management. 
Amiodarone, Carbamazepine, Digoxin, Fosphenytoin, HRT, Lanthanum, Phenobarbital, Phenytoin, 
Primidone 

 

8. Baseline 
investigations, 
initial monitoring 
and ongoing 
monitoring to be 
undertaken by 
specialist 

Baseline investigations/requirements: 
- Evidence of exclusion of other possible causes for symptoms (see Box 1) 
- Clear explanation to patient that if no benefit demonstrated, liothyronine will be discontinued 
- Open and balanced discussion of the uncertain benefits, likely risks of over-replacement and lack 

of long-term safety data 
Initial monitoring: 
- Monitoring at baseline and after initiation, at 3 months, is the responsibility of the specialist 

- Once the patient is optimised on liothyronine with no anticipated further changes expected in the 
immediate future prescribing and monitoring will be transferred to the GP, typically this is after 
the 3-month review. 

Endocrine clinic review OCDEM 
- Review at 9 months by endocrinologist to ensure ongoing symptomatic benefit and TSH 

appropriate. Patient will then be discharged to primary care, specialist will remain available for 
advice throughout patients treatment. GP will continue monitoring as per section 9 below.  

 
 

GP Monitoring Frequency 

https://bnf.nice.org.uk/medicinal-forms/liothyronine-sodium.html
http://www.medicines.org.uk/emc/
https://www.medicines.org.uk/emc/search?q=amiodarone
http://www.bnf.org/


                          
 

8 
Liothyronine for a selected cohort of adults with Hypothyroidism v1.0. Author: Christine May, 
Endocrine Consultant, OCDEM. Approved at APCO March 2022, review March 2024 

9. Ongoing 
monitoring 
requirements to 
be undertaken by 
primary care. 

See section 10 for further 
guidance on management 
of adverse effects/ 
responding to monitoring 
results. 

- TSH Levels 

 

- A typical daily dose of liothyronine is not higher 
than 20 mcg/ day 

 
 

- Reassess no new contraindications to 
liothyronine therapy (see section 4 and 10) 
 

- In all hypothyroid patient’s serum T3 should 
not be used as a therapeutic target in the 
management of hypothyroidism as the value of 
this approach is unproven (Okosieme et al) 

- Annually as per hypothyroid patients on 
levothyroxine 

 
- When repeat prescription is issued review 

dose 
 
 
- When repeat prescription is issued review 

dose 

Ongoing monitoring by primary care: 
- Monitoring is by TSH levels measured from blood tests taken prior to the morning medication. 
- Following a dose change a repeat test will be required at 8 weeks.  
- After dose stabilisation, monitoring should only be required annually unless there is a change in 

symptoms that may warrant the checking of TSH levels, this will be undertaken by the GP.  
- The aim of the treatment in primary hypothyroidism is to maintain TSH of 0.4-2.5mU/L   
 
Actions to be taken in response to monitoring:  

TSH Level Action for GPs 

More than 5 mU/L Increase levothyroxine dose by 25 micrograms 

0.4 – 5.0 mU/L No change required 

Less than 0.4 mU/L          Seek specialist advice, may need lower 
levothyroxine dose. Some patients may not feel 
well unless the TSH is <0.01 mU/L. In which case 
the responsible specialist should discuss 
potential risks with the patient and define the 
tolerated parameters. 

 
                         

10. Adverse 
effects and 
managements 

Any serious adverse 
reactions should be 
reported to the 
MHRA via the Yellow 
Card scheme 
www.mhra.gov.uk/ye
llowcard 

Result Action for GP 

Angina, arrhythmia Stop liothyronine, check TSH optimise 
levothyroxine dose target TSH is middle of 
normal reference range 

Other symptoms of excessive dose: Palpitations, 
restlessness, tremor, diarrhoea, headache, muscle 
cramps 

Review liothyronine dose, check TSH 

Consider stopping liothyronine and returning to 
levothyroxine 

Osteoporosis  Review risks and benefits to patient’s quality of 
life of liothyronine, where possible return to 
levothyroxine single treatment and target TSH 
to normal range 

11. Advice to 
patients and 
carers 

The patient should be advised to report any of the following signs or symptoms to their GP without 
delay:            

- Pregnancy (L-T4/L-T3 combination therapy is not recommended in pregnancy) 
- Cardiac symptoms- Palpitations, irregular heartbeats,  

http://www.mhra.gov.uk/yellowcard
http://www.mhra.gov.uk/yellowcard
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The specialist will counsel 
the patient with regard to 
the benefits and risks of 
treatment and will provide 
the patient with any 
relevant information and 
advice, including patient 
information leaflets on 
individual medicines. 

- New fractures, and bone mineral density scans demonstrating osteoporosis (may have been 
checked through work health packages including in the private sector).   
 

The GP will review as per above under heading 10 but if any concerns will contact Endocrine 
consultant 

- Any new medication initiated will need to be reviewed for contraindications by GP.  

12. Pregnancy, 
paternal 
exposure and 
breast feeding 
It is the responsibility of 
the specialist to provide 
advice on the need for 
contraception to male and 
female patients on 
initiation and at each 
review but the ongoing 
responsibility for providing 
this advice rests with both 
the GP and the specialist. 

Pregnancy: 

Contraindicated  

Breastfeeding: 
Breast feeding: an increase in monitoring of thyroid function tests may be required, discuss with 
specialist endocrinology team. 

13. Specialist 
contact 
information 

Name: Dr Christine May, 

Role and specialty: Endocrine and AGM Consultant, Thyroid lead for OCDEM,   
Email address:  Please contact us for advice via Endocrine email advise line, this is manned 9-5 
Monday to Friday we aim to respond within 48 hours:  oxon.endocrinologyadvice@nhs.net 
Out of hours contact details: 111 or 999 depending on patient scenario 

14. Additional 
information 

Where patient care is transferred from one specialist service or GP practice to another, a new shared 
care agreement must be completed. 
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British National Formulary should be consulted for full information on contraindications, warnings, 
side effects and drug interactions. 
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https://bnf.nice.org.uk/drug/liothyronine-sodium.html
https://bnf.nice.org.uk/drug/liothyronine-sodium.html
https://spiral.imperial.ac.uk/bitstream/10044/1/24464/8/Okosieme%20et%20al,%202015,%20BTA%20Statement%20on%20Hypothyroidism.pdf
file:///C:/Users/christine.may/Downloads/101c%20-%20Armour_nov_07.pdf
https://www.british-thyroid-association.org/current-bta-guidelines-and-statements
https://www.british-thyroid-association.org/sandbox/bta2016/faq_for_gps_.pdf
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liothyronine (T3) to thyroxine? Answering Patients’ frequently asked questions 
faq_for_patients_.pdf (british-thyroid-association.org) 
Information for endocrinologists: DECEMBER 2016, BRITISH THYROID ASSOCIATION 
EXECUTIVE COMMITTEE INFORMATION FOR MEMBERS ON PRESCRIBING LIOTHYRONINE (L-
T3) information_for_endocrinologists.pdf (british-thyroid-association.org)  
BTA statement Prescription of liothyronine in primary care. Oct 2017 
bta_response_to_the_nhs_england_consultation_for_website.pdf (british-thyroid-
association.org) 

7. Jonklaas J et al. Evidence-Based Use of Levothyroxine/Liothyronine Combinations in Treating 
Hypothyroidism: A Consensus Document. Thyroid, Vol 21 No 2. 12 Feb 2021. Evidence-Based 
Use of Levothyroxine/Liothyronine Combinations in Treating Hypothyroidism: A Consensus 
Document | Thyroid (liebertpub.com) 

16. To be read in 
conjunction with 
the following 
documents 

• RMOC Shared Care Guidance 

• NHSE/NHSCC guidance – items which should not be routinely prescribed in primary care: guidance 
for CCGs 

• NHSE policy- Responsibility for prescribing between Primary & Secondary/Tertiary Care 

17. Local 
arrangements for 
referral  
Define the referral 
procedure from hospital to 
primary care prescriber & 
route of return should the 
patient’s condition 
change. 

 
Routine referral through ERS with minimum referral criteria included as listed in Roles section for GP 
 
Diagnosis listed in box 1 should have been investigated and excluded to avoid delay  
  

 
 

 

https://www.british-thyroid-association.org/sandbox/bta2016/faq_for_patients_.pdf
https://www.british-thyroid-association.org/sandbox/bta2016/information_for_endocrinologists.pdf
https://www.british-thyroid-association.org/sandbox/bta2016/bta_response_to_the_nhs_england_consultation_for_website.pdf
https://www.british-thyroid-association.org/sandbox/bta2016/bta_response_to_the_nhs_england_consultation_for_website.pdf
https://www.liebertpub.com/doi/10.1089/thy.2020.0720
https://www.liebertpub.com/doi/10.1089/thy.2020.0720
https://www.liebertpub.com/doi/10.1089/thy.2020.0720
https://www.sps.nhs.uk/wp-content/uploads/2020/01/RMOC-Shared-Care-for-Medicines-Guidance-A-Standard-Approach-Live-1.0.pdf
https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.england.nhs.uk/publication/responsibility-for-prescribing-between-primary-and-secondary-tertiary-care/

