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Understanding Your Thyroid Tests:  
TSH, Reference Ranges, and Other Pieces of the Puzzle 

 
There is a great deal of debate in the medical literature about thyroid testing. Doctors 
have relied on a test called TSH (thyroid stimulating hormone) to help diagnose and 
treat patients with a thyroid disorder. Until November 2002, a normal TSH level was 
generally considered to be between 0.5 and 5.0 mIU/L. At that time two professional 
organizations, the American Association of Clinical Endocrinologists (AACE) and the 
National Academy of Clinical Biochemistry, part of the Academy of the American 
Association for Clinical Chemistry (AACC), both suggested that that reference range is 
too broad. The AACE encouraged doctors to consider treatment for patients who test 
outside the boundaries of a narrower margin based on a target TSH level of 0.3 to 3.0 
mIU/L.i AACE said “the new range will result in proper diagnosis for millions of 
Americans who suffer from a mild thyroid disorder, but have gone untreated until now." 
The AACC said "In the future, it is likely that the upper limit of the serum TSH reference 
range will be reduced to 2.5 because >95% of rigorously screened normal…volunteers 
have serum TSH values between 0.4 and 2.5 mIU/L." There is good reason to consider 
these changes, as research has shown that many individuals with a TSH higher than 
those new recommendations are at increased risk for heart disease, elevated blood 
pressure, and other long term health problems. ii iii  
 
Furthermore, it is likely that just looking at a laboratory value like TSH, while useful, is 
not the only data that should be relied upon. History, physical exam, and other lab tests 
can be very important to help establish what is optimal for the individual person. We 
sometimes forget that the treatment should be individualized to each patient rather 
than putting everyone in the same ‘box’.iv As one well respected endocrinologist said in 
a published paper “the decision {by the doctor to treat} is based more upon the 'art of 
medicine' at this time than the science."v 
                                       
i American Association of Clinical Endocrinologists medical guidelines for clinical practice for the 
evaluation and treatment of hyperthyroidism and hypothyroidism. Endocr Pract. 2002;8(6):457-69.  
ii Ito M, Arishima T, Kudo T, Nishihara E, Ohye H, Kubota S, et al. Effect of levo-thyroxine replacement on 
non-high-density lipoprotein cholesterol in hypothyroid patients. J Clin Endocrinol Metab. Feb 
2007;92(2):608-611.  
iii Peleg RK, Efrati S, Benbassat C, Fygenzo M, Golik A. The effect of levothyroxine on arterial stiffness 
and lipid profile in patients with subclinical hypothyroidism. Thyroid. Aug 2008;18(8):825-30 
iv Anderson et. al., "Narrow Individual Variations in the Serum T4 and T3 in Normal Subjects: A Clue to 
the Understanding of Subclinical Thyroid Disease," Journal of Clinical Endocrinology and Metabolism, 
2002:87(3): 1068-1072 
v Wartofsky, L. and Dickey R.A., Controversy in Clinical Endocrinology: The Evidence for a Narrower 
Thyrotropin Reference Range is Compelling," Journal of Clinical Endocrinology and Metabolism 2005: 
90(9)5483-5488 
 


