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Abstract 5 

Background: Hypothyroidism is a common endocrine disorder characterized by insufficient thyroid hormone 6 

availability, usually reflected in elevated thyroid-stimulating hormone (TSH) in primary disease and reduced 7 

free thyroxine (FT4) in overt disease. Although levothyroxine remains the standard replacement therapy, some 8 

patients seek homeopathy because of residual symptoms, concerns about lifelong medication, preference for 9 

individualized consultation, and cultural acceptance of complementary medicine. 10 

Objective: This review critically evaluates recent evidence from 2020 to 2025 on homeopathy in 11 

hypothyroidism and related thyroid disorders, with emphasis on clinical outcomes, methodological bias, 12 

biological plausibility, placebo and contextual effects, and practical clinical relevance. 13 

Methods: A critical narrative review with systematic search elements was conducted across PubMed, Scopus, 14 

Web of Science, Cochrane Library, Google Scholar, DOAJ, ScienceDirect, SpringerLink, Wiley Online Library, 15 

Taylor & Francis, and relevant guideline repositories. Searches were restricted to 2020-2025 and DOI-bearing 16 

peer-reviewed sources. Evidence was grouped into direct thyroid-specific homeopathy literature, indirect 17 

homeopathy trials and meta-research, contemporary hypothyroidism management literature, and bias/placebo 18 

methodology papers. 19 

Results: Recent direct evidence for homeopathy in hypothyroidism is sparse and consists mainly of case reports, 20 

case series, and low-control clinical observations. No recent large, independently replicated, double-blind, 21 

placebo-controlled trial was identified that establishes homeopathy as a disease-modifying or replacement 22 

therapy for overt hypothyroidism. Several indirect homeopathy trials in non-thyroid conditions show that 23 

rigorous blinding and placebo control are possible, but findings cannot be extrapolated to thyroid hormone 24 

physiology without biochemical endpoints. 25 

Discussion: Interpretation is limited by small samples, lack of blinding, inadequate controls, poor 26 

preregistration, selective reporting, concomitant levothyroxine use, spontaneous TSH fluctuation, regression to 27 

the mean, and strong contextual effects. Patient-reported symptom improvement should not be equated with 28 

restoration of thyroid hormone physiology unless supported by objective TSH and FT4 normalization. 29 

Clinical Relevance: Current evidence does not justify replacing levothyroxine with homeopathy. Where 30 

patients use homeopathy, it should be framed as adjunctive supportive care only, with continued biochemical 31 

monitoring and transparent informed consent. 32 

Conclusion: Homeopathy in hypothyroidism remains clinically unproven as a replacement therapy. Rigorous, 33 

preregistered, adequately powered, placebo-controlled trials with biochemical endpoints are needed before 34 

disease-modifying claims can be accepted. 35 

Keywords 36 
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1. Introduction 40 

It is the most common endocrine disorder which is the insufficient availability of thyroid hormone 41 

with respect to tissue requirements. When the thyroid gland does not produce adequate amounts of 42 

hormone is called primary hypothyroidism. In this condition, a rise in the pituitary secretion of TSH 43 

appears. The overt disease usually has high TSH with low FT4, while subclinical hypothyroidism has 44 

high TSH with FT4 in the reference interval. Typical symptoms are fatigue, weight gain, cold 45 

intolerance, constipation, dry skin, disturbance of the menstrual period, changes of hair, bradypsychia, 46 

and decreased ability to think. But they are not a feature of low thyroid only because they overlap with 47 

those of anemia, depression, sleep disorders, obesity, chronic inflammatory disorders, menopause, and 48 

medications (Chaker et al., 2022; Taylor et al., 2024). 49 

Since treatment thresholds, anticipated benefits, and risk-benefit trade-offs are different, the 50 

clinical distinction between overt and subclinical hypothyroidism is significant. Individuals with overt 51 

primary hypothyroidism usually require thyroid hormone replacement therapy. For those with 52 

subclinical hypothyroidism, the decision to treat must be individualized according to TSH level as well 53 

as symptoms, age, pregnancy status, cardiovascular risk, goiter, thyroid autoantibodies, and persistence 54 

of abnormal test results (Ku et al., 2023; Urgatz& Razvi, 2023). The most common cause is 55 

Hashimoto’s thyroiditis in iodine sufficient areas. Thyroid peroxidase antibodies (TPOAb) may 56 

indicate autoimmune thyroiditis and probability of progression to overt disease (Klubo-57 

Gwiezdzinska&Wartofsky, 2022; Vargas-Uricoechea et al., 2025). 58 

Management strategies generally include levothyroxine replacement, measures for biochemical 59 

monitoring, and dose titration. Present reviews and guidelines that therapy should aim to achieve 60 

biochemical euthyroidism, assess symptoms for improvement, avoid over-replacement and exercise 61 

special caution in pregnancy, older adults, cardiovascular disease, and post-thyroidectomy (Centanni et 62 

al. 2025; Chiardi et al. 2025; Jonklaas 2022; Jonklaas et al. 2021 ; Urgatz& Poppe 2024). Despite 63 

having a normal TSH, symptoms may persist. They should not automatically be blamed for continued 64 

thyroid hormone deficiency. Adherence, drug interactions, absorption, comorbid disease, psychosocial 65 

factors and unrealistic expectations need structured review (Al Kindi et al., 2023; Alofi et al., 2023; 66 

Gunasekaran et al., 2024; Wang et al., 2022). 67 

In this clinical setting some patients take homeopathy. Some reasons for consulting a homeopath 68 

may include ongoing feelings of illness or malaise, dissatisfaction with short conventional 69 

consultations, the prospect of taking medications for life, fear of dose escalation, choice of “natural” 70 

therapies, prior experience with complementary medicine, and homeopathy being acceptable in terms 71 

of culture and values. Extended time, empathy, narrative listening, and tailored consultation that may 72 

improve patient-reported outcomes through contextual pathways even when physiological effects on 73 

disease remain unproven (Hafliðadóttir et al., 2021; von Wernsdorff et al., 2021). 74 

The essence of the ultimate clinical question is not whether some patients benefit from 75 

homeopathic care and feel better but whether homeopathic intervention can elicit clinically meaningful 76 

and reproducible changes in thyroid physiology TSH, FT4, T3 if indicated, TPOAb trends, symptom 77 

scores, quality of life, medication stability, adverse events and long-term safety. This the review 78 

critically assesses those claims, separating out direct thyroid specificity evidence from indirect 79 

homeopathy evidence, while separating symptom improvement from described biochemical correction. 80 
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2. Review Objectives 81 

 To identify and critically review recent evidence from 2020-2025 on homeopathy in 82 

hypothyroidism and related thyroid disorders. 83 

 To evaluate whether homeopathic interventions show clinically meaningful effects on TSH, FT4, 84 

T3, TPO antibodies, symptoms, quality of life, and medication requirement. 85 

 To assess methodological bias in available homeopathy studies, including lack of blinding, small 86 

samples, open-label design, inadequate controls, selective outcome reporting, placebo effects, and 87 

regression to the mean. 88 

 To compare homeopathic claims with current endocrinology evidence and clinical guidelines. 89 

 To determine the clinical relevance, safety, ethical implications, and practical limitations of using 90 

homeopathy in hypothyroidism. 91 

3. Methodology 92 

This article has been designed as a narrative critical review, with elements of systematic search, not 93 

a systematic review or meta-analysis. Prior to synthesis, we decided not to pool effect sizes due to the 94 

sparse and clinically heterogeneous eligible thyroid-specific homeopathy literature dominated by 95 

uncontrolled designs. The reporting logic is transparent about information sources, eligibility 96 

standards, screening logic and evidence categorization employing a PRISMA-style tool (Page et al. 97 

2021a, 2021b). 98 

PubMed, Scopus, Web of Science, Google Scholar, Cochrane Library, DOAJ, Science Direct, 99 

Springer Link, Wiley Online Library, Taylor and Francis and their respective official guidelines. The 100 

span of the study chosen was 2020-2025.   Search terms used were: “homeopathy” OR “homoeopathy” 101 

OR “individualised homeopathy” OR “complementary medicine” AND “hypothyroidism” OR 102 

“subclinical hypothyroidism” OR “hashimoto thyroiditis” OR “autoimmmune thyroiditis” OR “thyroid 103 

dysfunction” OR “TSH” OR “levothyroxine” AND “trial” OR “randomised controlled trial” OR 104 

“systematic review” OR “meta-analysis” OR “bias” OR “placebo” OR “clinical relevance”. 105 

Eligible sources consisted of peer-reviewed studies, systematic and quantitative reviews, clinical 106 

reviews, statements of consensus, methodological papers, and guidelines published from the year 2020 107 

Directory of Open Access Journals (DOI) and moreover . Any source which dealt with the issue of 108 

homeopathy, hypothyroidism, thyroid disorders, endocrine outcomes, placebo/contextual effects, trial 109 

bias, evidence quality, levothyroxine management or a clinically relevant assessment of any form of 110 

complementary medicine was included. Key exclusion criteria are absence of DOI, publication before 111 

2020, non-peer-reviewed promotional claims, blogs, clinic marketing material, unverifiable records, 112 

duplicate citation, and source unrelated to the clinical question. 113 

 114 

The way the trial was designed to run was appraised rather than the effect.  The researchers 115 

assessed the included trials to determine whether randomization, allocation concealment, placebo 116 

control, blinding of participants, practitioners and assessors, attrition, outcome reporting, sample size, 117 

statistical power, intention-to-treat analysis, preregistration, conflict of interest, and adverse-event 118 

reporting were appropriate for their included trials. Confounding, selection bias, regression to the 119 
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mean, spontaneous fluctuation in TSH, concomitant levothyroxine use, timing of measurement, 120 

plausibility of attributing change to intervention (Gartlehner et al., 2022; McGuinness & Higgins, 121 

2021; Sigurdson et al., 2023) were assessed for open-label and observational studies. 122 

The final analysis of the evidence separated it in four layers, specifically: thyroid-specific 123 

homeopathy evidence; indirect homeopathy trials in other chronic or symptom-based conditions; 124 

current evidence on hypothyroidism and subclinical hypothyroidism endocrine management; and 125 

methodological evidence on placebo effects, contextual healing, reporting bias and clinical relevance. 126 

This split occurred because trial feasibility and bias control can be informed by indirect evidence but 127 

not thyroid-specific disease modification. 128 

 129 

Table 1. Summary of Included Evidence Categories from 2020-2025 130 

Evidence category Typical source type Main contribution to review Main limitation 
Direct thyroid-specific 

homeopathy evidence 
Case reports, case series, open-

label observations 
Describes how homeopathy has 

been reported in subclinical 

hypothyroidism, overt 

hypothyroidism, thyroid-related 

symptoms, and multimorbidity 

contexts 

Usually uncontrolled, small, 

non-blinded, vulnerable to 

regression to the mean and 

spontaneous TSH fluctuation 

Indirect homeopathy evidence Double-blind placebo-controlled 

trials in non-thyroid conditions; 

homeopathy meta-research 

Shows that rigorous placebo-

controlled homeopathy trials are 

feasible; informs bias and 

contextual-effect interpretation 

Cannot be extrapolated to 

thyroid hormone physiology 

without thyroid endpoints 

Endocrinology evidence Guidelines, consensus 

statements, clinical reviews, 

cohort studies, adherence studies 

Defines standard biochemical 

diagnosis, levothyroxine 

management, monitoring, and 

special-population safety 

Does not directly evaluate 

homeopathy 

Bias/placebo/methodology 

evidence 
PRISMA guidance, placebo 

reviews, reporting-bias studies, 

risk-of-bias visualization tools 

Provides framework for 

interpreting uncontrolled 

improvement and subjective 

outcomes 

General methodological 

evidence must be applied 

carefully to disease-specific 

contexts 
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 131 

Figure 1. PRISMA-style literature selection flow used for classifying DOI-bearing 2020-2025 evidence. 132 

4. Pathophysiology and Clinical Classification of Hypothyroidism 133 

Hypothyroidism is more appropriately defined as a syndrome of diminished thyroid hormone 134 

action. Thyroid failure in primary overt hypothyroidism causes an increase in the level of TSH and a 135 

decrease in the level of FT4. 136 

 TSH is high, but FT4 is within the laboratory reference range in their condition. 137 

 138 

 The difference is important, because where clear replacement indications may be available for 139 

“obvious” disease, for mild subclinical disease, the outcome may depend on baseline TSH, or antibody 140 

status, age, iodine status, drug exposure, pregnancy status and comorbidity of the patient.  141 

Hashimoto's thyroiditis is the immune-mediated injury to the thyroid with lymphocytic infiltrate 142 

and thyroid auto-antibodies. The presence of TPOAb and thyroglobulin antibodies can assist in 143 

confirming an autoimmune diagnosis but does not mean that antibody positivity means that symptoms 144 

are due to current thyroid hormone deficiency. The prevalence and clinical manifestations of 145 

Hashimoto’s thyroiditis are affected by population, gender, age, iodine exposure, and diagnostic 146 

cutoffs (Klubo-Gwiezdzinska&Wartofsky, 2022; Vargas-Uricoechea et al., 2025). 147 

Other causes are iodine deficiency or excess, thyroidectomy, radioiodine therapy, external neck 148 

irradiation, congenital thyroid disorders, central hypothyroidism, drug-induced thyroid dysfunction and 149 

pregnancy-related thyroid disturbance. Various drugs such as amiodarone, lithium, immune checkpoint 150 



 

6 

inhibitors, and tyrosine kinase inhibitors can interfere with thyroid function. Post-surgical 151 

hypothyroidism is not an autoimmune hypothyroidism as there may be an absence of residual 152 

endogenous production; hourly requirements after thyroidectomy are therefore dependent on weight 153 

residual function age absorption treatment target (Chiardi et al., 2025; Jonklaas, 2022). 154 

Interpretation of any thyroid tests must take into account the variation of the assay as well as 155 

illness, pregnancy, age, timing, contraindication, adherence and interference.   The FT4 assessment 156 

reflects the availability of thyroxine circulating around the body. It is necessary to confirm the 157 

presence of overt disease. The T3 measurement is less central in routine primary hypothyroidism. It is 158 

because the T3 levels may stay normal until later stages of illness. Further, these levels may be 159 

influenced by illness affecting non-thyroidal organs. According to Taylor et al., 2024; Vargas-160 

Uricoechea et al., 2025, TPOAb is useful for autoimmune risk stratification; less so, for a direct 161 

measure of symptoms. 162 

The interpretation of reports with uncontrolled homeopathy is central to the natural fluctuation of 163 

TSH. It is possible for mild elevation of TSH to regress towards the reference range, especially if the 164 

baseline abnormality is transient, illness related, assay related, or due to inconsistent use of 165 

levothyroxine. Without further data, it is difficult to pinpoint the reason for the TSH normalization. 166 

Furthermore, there was no control group provided for the verification of this matter. This is especially 167 

the case for case reports and open-label designs, where patient expectations and clinician allegiance 168 

can exaggerate benefit. 169 

 170 

 171 

 172 

Table 2. Clinical Features and Biochemical Markers of Hypothyroidism 173 

Domain Clinical or biochemical feature Interpretation Clinical relevance 
Symptoms Fatigue, cold intolerance, weight 

gain, constipation, dry skin, hair 

loss, menstrual irregularity, 
cognitive slowing 

Nonspecific; may overlap with 

anemia, depression, menopause, 

obesity, sleep disorders, or chronic 
stress 

Symptoms require biochemical 

correlation before treatment 

decisions 

TSH Elevated in primary 

hypothyroidism; may be mildly 

elevated in subclinical disease 

Sensitive marker for primary 

thyroid failure but fluctuates with 

illness, age, pregnancy, assay 
interference, and medication 

adherence 

Primary monitoring marker for 

levothyroxine titration 

FT4 Low in overt primary 
hypothyroidism; normal in 

subclinical disease 

Confirms hormone deficiency 
when low with elevated TSH 

Essential for distinguishing overt 
from subclinical hypothyroidism 

T3 May remain normal in early 

hypothyroidism; less reliable for 
routine monitoring 

Influenced by non-thyroidal illness 

and conversion dynamics 
Useful only in selected clinical 

contexts 

TPO antibodies Marker of thyroid autoimmunity Positive results increase risk of 

progression but do not prove 
current symptom causation 

Useful in Hashimoto’s thyroiditis 

and subclinical-risk stratification 

Pregnancy markers Trimester-specific TSH and FT4 

interpretation 
Maternal thyroid status affects 

obstetric and fetal outcomes 
Requires guideline-based treatment 

and close monitoring 

5. Standard Evidence-Based Management of Hypothyroidism 174 

Levothyroxine is the mainstay of treatment for overt hypothyroidism. It is working, affordable, 175 

biologically plausible, and consistent with decades of clinical experience and current evidence 176 

syntheses. The treatment usually begins with an appropriate dose based on factors such as body 177 
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weight, age, risk of cardiovascular disease based on severity, pregnancy status, and residual thyroid 178 

function, followed by TSH-guided titration. In older patients or patients with ischemic heart diseases, 179 

lower starting doses are often used in order to avoid precipitating angina, arrhythmia, and excessively 180 

high metabolic demand (Centanni et al., 2025; Jonklaas, 2022; Kahaly& Gottwald-Hostalek, 2022). 181 

The frequency of the monitoring intervals is related to the pharmacokinetics of thyroxine and the 182 

time for TSH equilibration. TSH is often reassessed weeks after starting or changing a dose. Patients 183 

whose treatment is stable in the long term require testing from time to time. Testing is particularly 184 

important with weight changes, pregnancy, gastrointestinal disease, interaction with other medications, 185 

adherence problems, etc. If TSH remains abnormal despite therapy, it may be related to missed doses, 186 

incorrect administration with food or supplements, malabsorption, drug interactions, formulation 187 

switching, or incorrect dose (Al Kindi et al 2023; Alofi et al 2023; Gunasekaran et al 2024; Wang et al 188 

2022). 189 

Therapy must not only be aimed at mere symptom control but must also achieve biochemical 190 

euthyroidism and avoid iatrogenic thyrotoxicosis. Over-replacement creates risks for atrial fibrillation, 191 

bone loss, anxiety and other harms. Under-treatment leaves patients exposed to fatigue, 192 

hyperlipidaemia, menstrual disruption, infertility worry, cardiovascular risk, and severe complications 193 

in extreme cases. According to the reviews on levothyroxine physiology, a normalized serum TSH 194 

may not indicate complete symptom resolution for every patient, but it is the most important marker of 195 

safety and efficacy in primary hypothyroidism (Jonklaas et al., 2021; Okuroglu et al., 2022; Taylor et 196 

al., 2024). 197 

Extra care is needed for special populations. The status of the thyroid requires attention along with 198 

the interpretation of thyroid thresholds specific to each trimester.  There is a risk to the maternal and 199 

fetal health attributable to the delay in the treatment of Hypothyroidism during pregnancy (American 200 

Society for Reproductive Medicine Practice Committee, 2024; Urgatz and Poppe, 2024). 201 

 After total thyroidectomy, levothyroxine is not optional replacement but the physiological 202 

substitute for absent thyroid hormone production (Chiardi et al., 2025). For older adults with mild 203 

subclinical hypothyroidism, treatment decisions should be nuanced. Recent reviews caution against 204 

giving treatment automatically without consideration of symptoms, cardiovascular risk, frailty and 205 

degree of TSH elevation (Zhang et al., 2023; Zhao et al. 2022). 206 

An additional therapy, therefore, deserves to be assessed against the same criteria: objective 207 

biochemical response, sustained clinical benefit, safety, adherence transparency, and avoidance of 208 

delay/discontinuation of proven treatment. A therapy that enhances subjective well-being while 209 

allowing TSH to worsen cannot be adequate disease management in overt hypothyroidism. 210 

6. Homeopathy and Thyroid Disorders: Principles, Therapeutic Claims, and 211 

Relevance 212 

Homeopathy is an individualized prescribing system in which a remedy is chosen only after careful 213 

assessment of all symptoms, constitution, modalities, mental and physical features, and perceived 214 

totality of the case. Classical practice frequently entails repertorization, materia medica comparison, 215 

potency selection, and follow-up based on symptom evolution. Potentization involves serial dilutions 216 
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and succussion, which may exceed normal dose-response expectations. The concepts are vastly 217 

different from endocrine replacement therapy where a quantifiable hormone deficit is addressed with a 218 

standardized molecule. 219 

In homeopathy, practitioners assess hypothyroidism (HYPO) as either a biochemically 220 

dysfunctional disorder or an expression of some underlying constitutional dysfunction that may or may 221 

not be manifesting an autoimmune tendency. 222 

 A commonly mentioned remedy in clinical practice is Calcareacarbonica along with Sepia, 223 

Natrum muriaticum, Iodum, Thyroidinum, Graphites, Lycopodium, etc. This review states that the 224 

remedies are not approved but only a way of practice under claims or claims as part of case reports. It 225 

does not recommend any remedy as a proven therapy. Claims regarding selection of remedies should 226 

be tested with controlled trials with thyroid-specific endpoints. 227 

Individualization is a key methodological challenge.  Advocates dispute standardized trials, stating 228 

they can’t reflect classical homeopathy since the same diagnosis leads to different remedies. 229 

Nonetheless, contemporary homeopathy trials demonstrate that the particularized approach can still be 230 

subjected to testing using double-blind placebo-controlled designs; such trials have been conducted in 231 

chronic rhinosinusitis, hypertension, dermatological conditions, gynecologic symptoms, and pain 232 

(Dutta et al., 2022; Koley et al., 2024; Misra et al., 2021; Nag et al., 2024; Shahid et al., 2022). 233 

individualization alone is not a good reason to eschew rigorous control; it is a design challenge, not 234 

exemption from evidence standards. 235 

7. Evidence Concerning Homeopathy for Hypothyroidism 236 

7.1 Direct Randomized Controlled Trials 237 

In the 2020-2025 DOI bearing search window, large independently replicated double blind 238 

placebo-controlled randomised trial not identified to demonstrate homeopathy as an effective substitute 239 

to levothyroxine in overt Hypothyroidism. Some previous trials of homeopathy for thyroid-related 240 

conditions severally before date and were therefore excluded for the date rule. Failure to satisfy this 241 

requirement is important because oververt hypothyroidism has objective biochemical endpoints with 242 

clinically relevant safety implications.  Consequently, strong evidence beyond uncontrolled symptoms 243 

claim disease modification.  244 

There has been no recent high-quality thyroid RCT although there are placebo-controlled 245 

individualized homeopathy trials in other non-thyroid conditions. It is possible to carry out a trial 246 

through blinding, placebo comparators, trial registration and objective statistical analysis within 247 

homeopathy research. The suitability of trials is mixed across indications and simply cannot be 248 

transferred to thyroid physiology (Ghosh et al, 2021, 2023; Koley et al, 2024; Sahoo et al, 2024; 249 

Shahid et al, 2022). 250 

7.2 Non-randomized, Open-label, Case-series Evidence 251 

According to a recent direct source – 19 cases of subclinical hypothyroidism treated with 252 

homeopathy reported TSH normalization in a proportion of patients (Grelle & Camacho, 2022). The 253 

study is clinically relevant on subclinical hypothyroidism and gives biochemical outcome measure. 254 
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However, it does not have randomisation, placebo control, blinding and protection from regression to 255 

the mean. Subclinical hypothyroidism tends to normalize spontaneously; thus, it would be naïve to 256 

attribute the observed normalization rate to homeopathic intervention in the absence of a comparable 257 

untreated or placebo group. 258 

Some smaller case reports or case series of hypothyroidism or subclinical hypothyroidism, where 259 

individualized homeopathy was the treatment, are also direct reports (Acharya et al., 2024; Dogra & 260 

Mandal, 2020; Sabud et al., 2022; Yadav et al., 2023). The  accounts are either describing symptom 261 

improvement or TSH reduction or clinical follow up, and in general they have very small sample size, 262 

inadequate control, limited biochemical follow up, uncertain levothyroxine continuity, and over all a 263 

high risk of bias due to selective reporting. A multimorbidity case report after surgical menopause 264 

reported an improvement in TSH among other outcomes, but case design prevents causal inference and 265 

includes many simultaneously changing clinical variables (Mahesh et al., 2020). 266 

Case reports may generate hypotheses and help record patient experiences, choice of remedy, and 267 

possible safety signals. They cannot prove effectiveness for a chronic endocrine disease. It is especially 268 

crucial when baseline TSH has a slight abnormality, when repeat testing is absent prior to treatment, or 269 

when the patient is also manipulating diet, supplements, stress, body weight or levothyroxine 270 

compliance. 271 

7.3 Observational and Indirect Evidence 272 

Indirect evidence from homeopathy trials in non-thyroid conditions is weak for hypothyroidism. 273 

Double-blind randomized trials in chronic rhinosinusitis, plantar fasciitis, acne vulgaris, vitiligo, pre-274 

hypertension, hemorrhoids, pre-menstrual syndrome, menstrual irregularities, and menopausal 275 

syndrome exhibit diverse designs and outcomes, varying from non-significant primary endpoints to 276 

preliminary positive findings (Dutta et al., 2022; Ghosh et al., 2023; Karuppusamy et al., 2022; Koley 277 

et al., 2024; Misra et al., 2021; Nag et al., 2024; Rai et al., 2022; Sahoo et al., 2024; Shahid et al., 278 

2022). These studies planned and executed as rigorously as clinical trials for pharmaceutical products 279 

show how homeopathy can be studied. They do not prove that high-dilution remedies correct thyroid 280 

hormone deficiency, however. 281 

In homeopathy, systematic review and meta-research demand caution too. A systematic review of 282 

homeopathy meta-analyses found evidence to vary according to indications and trial quality while 283 

studies on reporting bias revealed that there are important concerns regarding trial registration and 284 

publication patterns. (Gartlehner et al., 2022; Hamre et al., 2023). A more recent meta-epidemiological 285 

argument stated that a field dominated by nulls had something to say regarding treatment-effect 286 

interpretation, but does not resolve disease-specific uncertainty for hypothyroidism (Sigurdson et al., 287 

2023). 288 

Table 3. Evidence Matrix of Homeopathy Studies Related to Thyroid Disorders 289 

Study/source Design and population Key thyroid outcomes 

reported 
Main limitations Clinical interpretation 

Grelle & Camacho (2022) Case series; 19 patients with 

subclinical hypothyroidism 
Reported TSH normalization 

in a proportion of cases 
No randomization, no 

placebo control, no blinding, 

high risk of regression to the 

mean 

Hypothesis-generating only; 

not proof of efficacy 

Dogra & Mandal (2020) Three-case report/series in 

hypothyroidism 
Reported response of thyroid 

markers and symptoms 
Very small sample, 

uncontrolled, incomplete 

protection against 

concomitant changes 

Cannot establish causal 

effect 
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Sabud et al. (2022) Case report of subclinical 

hypothyroidism 
Reported individualized 

homeopathic intervention 

and biochemical follow-up 

Single case; spontaneous 

normalization possible 
Illustrative only 

Yadav et al. (2023) Case report in 

hypothyroidism 
Reported individualized 

medicine and clinical 

improvement 

Single patient; limited 

generalizability; possible 

publication bias 

Very low certainty 

Acharya et al. (2024) Case series on thyroid health Reported improvement in 

thyroid-related parameters 
and symptoms 

Uncontrolled, small, 

vulnerable to selective 
reporting and clinician 

allegiance 

Requires controlled 

replication 

Mahesh et al. (2020) Multimorbidity case report 

with mild subclinical 

hypothyroidism among other 

conditions 

Reported reduction in TSH 

along with multiple 

symptomatic changes 

Multiple simultaneous 

outcomes and confounders; 

single case 

Not disease-specific 

evidence for hypothyroidism 

Indirect RCTs in non-thyroid 

conditions 
Double-blind placebo-

controlled trials in other 

conditions 

No thyroid endpoints External validity to 

hypothyroidism is weak 
Useful only for trial-design 

feasibility and bias 

discussion 

8. Evidence Quality and Risk of Bias 290 

The main limitation is sample size and when it combines with uncontrolled design, subjective 291 

outcome measures, spontaneous biochemical fluctuation, strong expectation effects, the evidence 292 

becomes significantly weak as in homeopathy-hypothyroidism. A case series reporting TSH 293 

improvement following treatment cannot distinguish the treatment effect from regression to the mean, 294 

repeat testing, better levothyroxine adherence, dietary changes, weight change, resolution of a transient 295 

illness, and selective reporting. In patients with subclinical hypothyroidism whose natural history 296 

includes a subset normalizing, these constraints are particularly severe (Ku et al., 2023; Urgatz and 297 

Razvi, 2023). 298 

Consultation and strength of treatment narratives are important thus principle of blinding is central. 299 

Patients’ reporting of symptoms may improve through expectation, attention, and therapeutic alliance 300 

if it is known to them and to practitioners that a remedy has been prescribed. Such improvement is 301 

clinically meaningful as patient experience. However, it is not evidence of thyroid hormone 302 

replacement. To distinguish care effects in an overarching manner from remedy-specific effects and 303 

objective biochemical effects (Hafliðadóttir et al., 2021; von Wernsdorff et al., 2021). 304 

It's also important to report bias. Concerns have been raised regarding the risk of non-publication 305 

of registered trials, non-prospective registration of published ones, and altering or selective focusing on 306 

primary outcomes of published trials in homeopathy trials meta-research (Gartlehner et al., 2022). 307 

Even if subsequent reassessments argue about the scale of the problem, the clinical message is the 308 

same: “future thyroid trials must be prospectively registered and publish protocols, have a primary 309 

biochemical endpoint, report all outcomes and be transparent about data availability”. 310 

Choosing outcomes is another weakness. The endpoints TSH, FT4, TPOAb, symptoms, quality of 311 

life, and levothyroxine dose stability are not interchangeable. A decline in fatigue score without stable 312 

biochemical improvement may convey a contextual benefit instead of hypothyroidism correction. On 313 

the contrary, a minor TSH change that remains outside the target range may be statistically significant 314 

but clinically insignificant. Clinical significance calls for the magnitude and durability of effect. 315 

 316 

 317 

 318 

Table 4. Major Sources of Bias in Homeopathy-Hypothyroidism Research 319 
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Bias Type How It Appears in Studies Effect on Interpretation Methodological Solution 
Small sample size Case reports, case series, pilot trials Unstable estimates; high chance 

findings; poor generalizability 
Adequately powered multicentre 

trials 
Lack of placebo control No sham remedy or matched 

consultation control 
Cannot separate remedy effect from 

expectation/context 
Identical placebo and standardized 

consultation comparator 
Lack of blinding Patient, practitioner, or assessor 

aware of treatment 
Inflates subjective outcomes and 

clinician-rated improvement 
Patient, assessor, and statistician 

blinding; blinded data analysis 
Selection bias Motivated patients or clinic attendees 

preferentially included 
Improvement may reflect patient 

characteristics rather than treatment 
Consecutive recruitment, explicit 

eligibility criteria, registry-based 

sampling 
Confirmation bias Positive cases preferentially 

documented 
Overestimates benefit and 

underreports failures 
Prospective protocols and mandatory 

reporting of all enrolled patients 
Regression to the mean Mildly abnormal TSH improves on 

repeat testing 
False attribution of natural 
normalization to treatment 

Repeat baseline tests and control 
group 

Natural TSH fluctuation TSH varies with illness, assay, age, 

timing, adherence 
Single abnormal baseline may be 

misleading 
Multiple measurements and 

standardized laboratory methods 
Concomitant levothyroxine use Medication continued, changed, or 

improved adherence during 

homeopathy 

Biochemical change may be due to 

standard therapy 
Document dose, timing, adherence, 

and changes; stratify analyses 

Selective outcome reporting Only favorable symptoms or labs 

reported 
Overstates effectiveness Prospective registration and complete 

outcome reporting 
Practitioner allegiance bias Investigators strongly favor 

homeopathy 
May influence recruitment, 

assessment, and interpretation 
Independent replication and blinded 

outcome adjudication 
Inadequate adverse-event reporting No systematic harm capture False perception of safety Predefined adverse-event forms and 

monitoring board 

9. Placebo, Contextual Healing, and Patient-Reported Outcomes 320 

Placebo responses and contextual healing aren’t fairy tales; they are tangible elements of clinical 321 

care. The factors include expectations, conditioning, clinician empathy, time, ritual, meaning, patient-322 

practitioner alliance, reduced anxiety, and symptom reinterpretation. A meta-research analysis of 323 

placebo-controlled trials estimates that contextual effects account for much of the observed 324 

improvement in the context of some RCTs (Hafliðadóttir et al. 2021). Research with open-label 325 

placebos has also shown that benefits can occur when a patient knows they are getting something inert, 326 

although that varies by condition and outcome (von Wernsdorff et al., 2021). 327 

Therapeutic mechanisms of homeopathy may be enhanced due to longer consultations compared to 328 

regular endocrine visits. Homeopathy takes a case talking with the person about their narrative, 329 

emotional stressor, modality, and individualistic symptom patterns. Patients with persistent fatigue, 330 

anxiety, low mood, sleep problems or nonspecific symptoms, despite biochemical euthyroidism, may 331 

experience this interaction as therapeutic. Nonetheless, contextual enhancement should be truthfully 332 

described as supportive care or symptom experience and not as endocrine correction. 333 

The difference is most crucial in hypo-thyroidism because someone’s symptoms are not disease-334 

specific. Reassurance, lifestyle change, improved sleep, improved compliance to levothyroxine & 335 

natural fluctuation may improve fatigue. The improvement in constipation, weight gain, and cognitive 336 

slowing might not involve thyroid hormone. Accordingly, future trials should collect patient-reported 337 

outcomes; however, findings must be interpreted in relation to TSH, FT4, TPOAb stability, 338 

levothyroxine dose stability, and adverse events (Frisaldi et al, 2020, 2023; Niazi et al., 2024). 339 

10. Debate on Biological Plausibility and Mechanism 340 

Biological plausibility remains one of the most debated issues in homeopathy. Standard 341 

pharmacological thought would expect either a dose-response relationship, receptor interaction, 342 

biochemical activity, or at least a reproducible mechanism by which exposure leads to outcome. The 343 

higher-potency homeopathic agents often employ dilutions at which no molecules of the original 344 
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substance are thought to remain. This creates a mechanistic puzzle for claims of a direct action on 345 

thyroid hormone. ScienceDirect  Assessment: Two reviews of physicochemical studies of high 346 

dilutions report experimental heterogeneity and unresolved questions but do not demonstrate a 347 

clinically accepted mechanism to correct hypothyroidism (Tournier et al., 2021; Ücker et al., 2022). 348 

An assessment of the right kind should separate plausibility from outcomes. A mechanism may not 349 

always be entirely clear before a therapy becomes clinically useful; if proposed mechanisms run 350 

counter to established chemistry and physiology, the burden of evidence is clinical. In the case of 351 

hypothyroidism, objective biochemical endpoints make this standard especially important. Any 352 

treatment that restores thyroid function would ultimately achieve a sustained normalization of TSH and 353 

FT4 in controlled conditions, not just improved symptoms in patients. 354 

The mechanistic debate should not replace clinical epidemiology. A hypothesis of some new 355 

mechanism at high dilution will not help. The real question of clinical relevance will be whether this 356 

intervention improves outcome beyond placebo without harm and with thyroid safety. Thyroid specific 357 

evidence available in 2020-2025 is too little to answer in favor for homeopathy as replacement therapy. 358 

 359 

Figure 2. Conceptual framework showing evidence layers, bias domains, placebo/contextual effects, and clinical relevance. 360 

11. Clinical Relevance 361 

11.1 Replacement for Levothyroxine 362 

The data does not support homeopathy as an alternative to levothyroxine in overt hypothyroidism. 363 

The deficiency of hormone is directly substituted with levothyroxine monitored by objective 364 



 

13 

biochemical markers. Homeopathy failed to show similar thyroid hormone replacement in substantial 365 

thyroid-specific trials with blinding and control. To say levothyroxine must be discontinued based on 366 

case reports would be clinically unsafe. 367 

11.2 Adjunctive Support Therapy 368 

Using something in addition raises further question. When the patient is biochemically monitored, 369 

continues indicated levothyroxine, understands the uncertainty of evidence, and uses homeopathy in 370 

the context of supportive consultation or own use for nontarget non-specific well-being, the clinical 371 

risk may be lower. Nonetheless, it is crucial that the adjunctive use not obscure worsening TSH/FT4 372 

pregnancies or cardiovascular risk or dose adjustment need. The term adjunctive must mean “alongside 373 

standard care,” not “instead of standard care.” 374 

11.3 Residual Symptoms Despite Biochemical Euthyroidism 375 

Patients who still suffer from symptoms despite normalized TSH require proper reassessment. 376 

There may be low adherence or absorption issues. Possible other causes include comorbid anemia, 377 

depression, sleep apnea, chronic stress, menopause, autoimmune comorbidity obesity Ԁ and effects of 378 

other medications, or unrealistically high expectations of levothyroxine. Using factors such as 379 

personality, gut feeling, Hahnemannian and metaphorical explanations for symptom similarity, 380 

homeopaths reach a prescription. Genomic analyses of less common homeopathic and placebo 381 

remedies show little difference from placebo (Schulz et al., 2020).λήψακοι λινόσυμπότητες. 382 

11.4 Subclinical Hypothyroidism and Autoimmune Thyroiditis 383 

Subclinical hypothyroidism is the point where homeopathy reports get most misinterpreted because 384 

mild TSH elevation can spontaneously normalise. The findings in subclinical hypothyroidism 385 

specifically show clinical interest but low certainty. Claims relating immunomodulation in 386 

Hashimoto’s thyroiditis require the monitoring of TPOAb, thyroglobulin antibody, ultrasound and 387 

thyroid function over time. A drop in antibody titres without preserved thyroid function may not be 388 

clinically beneficial, and antibody values may also vary.  389 

11.5 Hypothyroidism During Pregnancy 390 

In the high-risk scenario of pregnancy, homeopathy must not supplant THYROID management 391 

based on guidelines. Maternal hypothyroidism with untreated or undertreated thyroid dysfunction can 392 

have obstetric and fetal consequences, and when indicated, levothyroxine treatment is required. Any 393 

delay in effective therapy for hypothyroidism complicating pregnancy is unethical and clinically 394 

inappropriate (American Society for Reproductive Medicine Practice Committee, 2024; Urgatz& 395 

Poppe, 2024)). 396 

 397 

 398 

12. Safety and Ethical Considerations 399 

The primary danger isn’t direct toxicity from the highly diluted remedies; it is delayed diagnosis, 400 

discontinuation of levothyroxine, substitution of unproven care for proven treatments, inadequate 401 



 

14 

monitoring and misleading claims. Even with a non-pharmacological remedy, the choice of a clinician 402 

to avoid/stop replacement therapy may be harmful. The risk is highest in cases of overt 403 

hypothyroidism, patients with post-thyroidectomy conditions, pregnancy, children, elder patients with 404 

cardiovascular disease and patients with severe hypothyroid states. 405 

The current state of evidence should be included in the informed consent. Current direct evidence 406 

is limited, mostly uncontrolled and insufficient to prove disease modification. Doctors should clarify 407 

that improvement of symptoms does not indicate correction of biochemical error and check thyroid 408 

function. The unproved claims regarding homeopathy treating hypothyroidism, regenerating thyroid 409 

tissue, reversing Hashimoto’s thyroiditis and stopping levothyroxine should be treated as misleading 410 

unless proved by controlled clinical evidence. 411 

Collaborating and not polarizing is essential for ethically responsible integrative care. There should 412 

be no shaming of patients for using homeopathy, as many do this for unmet needs in conventional 413 

consultation. However, respect for patient preference does not mean abandoning evidence-based 414 

endocrine care. Clinicians ought to write about complementary therapy use, monitor thyroid function, 415 

review drugs and supplements, and provide clear red flags advice. 416 

13. Comparative Analysis 417 

There is a difference that is not simply between drug and natural care. One is biochemically 418 

replacing. The other is symptom-totality specifying. This difference is what conventional 419 

endocrinology and homeopathy, respectively, offer. While both address patient experience, they differ 420 

sharply in diagnostic basis, outcome standard, dose standardization, and emergency management. 421 

 422 

Table 5. Conventional Endocrinology Approach vs Homeopathic Approach 423 

Parameter Conventional Management Homeopathic 

Claims/Practice 
Evidence Strength Clinical Concern 

Diagnostic basis TSH, FT4, clinical assessment, 

etiology, antibodies, pregnancy 

status 

Totality of symptoms, 

constitution, modalities, 

repertorization, remedy picture 

Strong for endocrine diagnosis; 

weak for remedy-specific 

thyroid diagnosis 

Risk of underweighting 

objective thyroid deficiency 

Treatment target Biochemical euthyroidism and 

symptom control 
Individualized constitutional 

improvement; sometimes 

claimed TSH normalization 

Strong for levothyroxine in 

overt hypothyroidism; low for 

homeopathy replacement 

Claims may exceed evidence 

Outcome measurement TSH, FT4, symptoms, adverse 

events, dose stability 
Symptoms, general well-being, 

sometimes TSH/TPOAb 
Objective markers underused 

in homeopathy reports 
Subjective improvement may 

be misinterpreted 
Biochemical monitoring Scheduled TSH/FT4 

monitoring and dose 

adjustment 

Variable; may depend on 

practitioner and patient 
Essential for safety Delayed detection of 

worsening hypothyroidism 

Adverse-event monitoring Over- and under-replacement 

monitored 
Often limited reporting in case 

literature 
Better established in 

endocrinology 
Indirect harm from delayed 

standard care 
Dose standardization Levothyroxine dose in 

micrograms; pharmacokinetic 

rationale 

Potency and remedy vary by 

patient and prescriber 
Standardized for 

levothyroxine; heterogeneous 

for homeopathy 

Difficult replication and dose-

response evaluation 

Evidence quality Guidelines, consensus, clinical 

pharmacology, observational 

and trial evidence 

Case reports/series in thyroid 

disorders; mixed indirect RCTs 

elsewhere 

High for standard care; very 

low-to-low for thyroid 

homeopathy 

Insufficient for replacement 

decisions 

Emergency management Urgent medical care for severe 

hypothyroidism/myxedema 

risk 

No established emergency role Conventional care essential Delay may be dangerous 

Pregnancy safety Guideline-based levothyroxine 

and close monitoring 
Claims of supportive 

individualized care 
High clinical need for standard 

care; no replacement evidence 
Fetal/maternal risk if delayed 

14. Research Gaps 424 

The central research gap is the absence of large, double-blind, placebo-controlled, thyroid-specific 425 

trials. Existing reports do not adequately separate overt from subclinical hypothyroidism, do not 426 
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consistently document levothyroxine dose and adherence, and often lack repeated baseline tests. Future 427 

studies must avoid combining heterogeneous thyroid states in a way that makes interpretation 428 

impossible. 429 

 Large multicentre RCTs are needed, especially in clearly defined subclinical hypothyroidism and 430 

residual symptoms in biochemically euthyroid patients. 431 

 Protocols should be preregistered with primary biochemical endpoints and predefined 432 

symptom/quality-of-life endpoints. 433 

 Overt hypothyroidism should not be studied using withdrawal of necessary levothyroxine unless 434 

ethically justified and medically supervised. 435 

 TSH, FT4, TPOAb, levothyroxine dose, adherence, pregnancy status, age, and cardiovascular risk 436 

should be documented systematically. 437 

 Longer follow-up is needed to detect durability, relapse, progression, adverse outcomes, and 438 

medication changes. 439 

 Independent replication is essential because practitioner allegiance and selective publication can 440 

distort evidence. 441 

 Adverse-event reporting must include direct effects, delayed treatment, biochemical worsening, 442 

and discontinuation of standard therapy. 443 

15. Future Research Framework 444 

A credible future trial should be designed to answer a clinically precise question rather than a broad 445 

claim that homeopathy “helps thyroid.” The most defensible model would evaluate individualized 446 

homeopathy as an adjunct to standard care or as a supportive intervention for subclinical 447 

hypothyroidism under careful monitoring. Replacement of levothyroxine in overt hypothyroidism 448 

would be ethically problematic unless a medically supervised protocol ensures safety. 449 

Table 6. Future Research Design for Testing Homeopathy in Hypothyroidism 450 

Design element Recommended specification Rationale 
Trial type Multicentre, randomized, placebo-controlled, 

parallel-group trial 
Improves generalizability and reduces single-

practitioner influence 
Groups Standard care; standard care plus individualized 

homeopathy; standard care plus placebo 

consultation/control 

Separates standard care, contextual 

consultation, and remedy-specific effects 

Population Clearly defined subclinical hypothyroidism or 
residual symptoms with biochemical 

euthyroidism; overt disease only with continued 

indicated levothyroxine 

Avoids unsafe withdrawal and reduces 
heterogeneity 

Primary endpoint Change in TSH and FT4 from baseline to 6-12 

months 
Objective thyroid physiology endpoints 

Secondary endpoints Validated symptom score, quality of life, 

TPOAb, levothyroxine dose stability, 
adherence, adverse events 

Captures patient-centered and safety outcomes 

Blinding Patient, assessor, statistician; matched placebo 

remedy; standardized consultation time 
Reduces expectation and detection bias 

Statistical plan Intention-to-treat; ANCOVA for change scores; 
mixed-effects models for repeated measures; 

sensitivity analyses for adherence and baseline 

TSH 

Appropriate for longitudinal endocrine data 

Subgroups Subclinical vs overt-on-treatment; TPOAb 

positive vs negative; baseline TSH strata; sex; 

age; pregnancy excluded or separately studied 

Allows biologically meaningful interpretation 

Transparency Prospective registration, CONSORT-style 

reporting, complete adverse-event reporting, 

data availability statement 

Minimizes selective reporting and improves 

credibility 
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 451 

Figure 3. Clinical decision pathway for safe evaluation of patients using homeopathy alongside standard hypothyroidism 452 
care. 453 

16. Discussion 454 

This evidence was taken into consideration for the production of the GHP (Global Homeopathy 455 

Practice) report by World Homeopathy Organisation. Evidence from 2020 to 2025 is mostly 456 

uncontrolled and uncertain. A few hypotheses can be generated from a mini case series in subclinical 457 

hypothyroidism and several case reports but not disease-modifying claims. The most clinically relevant 458 

endpoints-durable TSH and FT4 normalisation, antibody trends, levothyroxine dose stability, adverse 459 

events and long-term relapse-are reported inconsistently. 460 

Some patients respond favorably to homeopathy, a balanced view acknowledges. We might 461 

seesuch enhancement due to a beneficial interaction between the patient and the health professional or 462 

due to spontaneous fluctuation. These results ought not to be brushed aside as meaningless; 463 

 464 

patients care about their experience. Nevertheless, in an endocrine disease subjective improvement 465 

can never replace objective evidence of hormone sufficiency. Safe clinical practice must focus on the 466 

difference between feeling better and becoming biochemically euthyroid. 467 

Based on indirect homeopathy experience, the field can do double-blind placebo-contrlled trials. It 468 

is significant as it counters the claim that the efficacy of homeopathy cannot be evaluated through 469 

practical trials. If individualized treatment can be studied in chronic rhinosinusitis, hypertension, 470 
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dermatology, gynecology, pain and gastrointestinal symptoms, it can also be studied in hypothyroidism 471 

with proper endpoints. The absence of robust clinical trials specifically targeting thyroid disorders 472 

creates a research gap, not a lack of effectiveness. 473 

An demanding reference point is the endocrine standards current. Levothyroxine serves a definite 474 

biological function and has an effect on the body which can be measured. Continuous indications 475 

under levothyroxine should suggest structured reassessment instead of automatic switching. The use of 476 

combination therapy with liothyronine is up for debate in select patients but still within thyroid 477 

hormone physiology and biochemical monitoring (Jonklaas et al, 2021; Jonklaas, 2022). Homeopathy 478 

claims need to meet the same requirement for objective safety and outcome reporting at least. 479 

The defensible clinical position is cautious integration: asking patients about homeopathy without 480 

judgment; recording all remedies and supplements; continuing indicated levothyroxine; monitoring 481 

TSH and FT4; addressing adherence and absorption; and including clear advice that stopping 482 

prescribed therapy can never be done without qualified medical supervision. This method retains 483 

patient agency while safeguarding against preventable endocrine damage. 484 

17. Conclusion 485 

There is no clinical proof for homeopathy use in hypothyroidism as alternative therapy. Recent 486 

2020-2025 direct proof is sparse mainly due to the existence of case report and case series with a high 487 

risk of bias and inadequate protection against spontaneous TSH fluctuation, regression to the mean, 488 

selective reporting, placebo/contextual effect or concomitant influence of levothyroxine. The available 489 

evidence may warrant further examination, but it does not allow one to conclude that homeopathy is a 490 

disease-modifying treatment for overt hypothyroidism, Hashimoto’s thyroiditis and hypothyroidism 491 

related to pregnancy. 492 

Homeopathy (where demonstrated used) should only be used as adjunctive supportive therapy, 493 

with continued biochemical monitoring and with no discontinuation of prescribed levothyroxine unless 494 

supervised by a qualified medical endocrinology practitioner. Before stronger clinical claims can be 495 

made, rigorous, preregistered, adequately powered, placebo-controlled trials with objective thyroid 496 

endpoints, adverse-event monitoring, and transparent reporting are required. 497 
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Appendix A. Search Strategy and DOI Verification Note 716 

Core search syntax combined homeopathy terms, thyroid terms, and methods terms. Titles and 717 

abstracts were screened first; full records and DOI pages were checked where accessible. Non-DOI 718 

sources, promotional websites, pre-2020 publications, and unverifiable records were excluded from the 719 

manuscript reference list. Because direct thyroid-specific homeopathy literature from 2020-2025 is 720 

limited, the reference list intentionally emphasizes verified DOI-bearing thyroid management, 721 

homeopathy methods, placebo/bias literature, and direct case-based thyroid evidence rather than 722 

padding the bibliography with unverified or weakly relevant items. 723 

Example search string: (“homeopathy” OR “homoeopathy” OR “individualized homeopathy”) AND 724 

(“hypothyroidism” OR “subclinical hypothyroidism” OR “Hashimoto thyroiditis” OR “thyroid 725 

dysfunction” OR “TSH” OR “levothyroxine”) AND (“trial” OR “randomized” OR “systematic 726 

review” OR “bias” OR “placebo” OR “clinical relevance”). 727 


