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Screening and Management of Thyroid Dysfunction During Pregnancy
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Department of Obstetrics and Gynecology, Pusan National University School of Medicine, Busan, Korea

(ABSTRACT)

Thyroid hormone is known to play a crucial role in implantation and embryonic development, as well as in the
development of the nervous and musculoskeletal systems of fetus. In particular, thyroid dysfunction is associated
with various pregnancy-related complications such as miscarriage, preterm birth, fetal growth restriction, and
preeclampsia. Previous studies have primarily focus on the adverse effects of hypothyroidism on fetal neurodeve-
lopment. However, the physiological and metabolic alterations occurring during pregnancy in thyroid physiology
make it difficult to diagnose thyroid dysfunction. Therefore, obstetricians should have a comprehensive understan-
ding of physiological changes of the thyroid and be familiar with the latest guidelines regarding the complications
and management of thyroid dysfunction during pregnancy.
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Table 1. Trimester-specific percentile values of TSH and FT,

Trimester Moon et al. (2015) Kim et al. (2018)
2.5th=97.5th (%) 2.5th=97.5th (%)
TSH (mIU/L)
First 0.01-4.10 0.03-4.24
Second 0.01-4.26 0.13-4.84
Third 0.15-4.57 0.30-5.57
FT, (ng/dL)
First 0.83-1.65 0.84-1.43
Second 0.71-1.22 0.68-1.21
Third 0.65-1.13 0.67-1.13

TSH, thyroid stimulating hormone; FT,, free T,.

https://doi.org/10.21896/jksmch.2023.27.3.148 149



Lee S - Kim SC. Screening and Management of Thyroid Dysfunction During Pregnancy

STAT] Yl v YA 9] A 99 2po] 7} glom iR

2 AH(85%-90%) ] oJgtet
(Lazarus, 2016) (Table 2). 941o] 234 715 3X1%5-2] 2Tl
2t gepAch

YAl 27]9= TSH
584 34| 9] 97} 27} E= hCGoll 93t A 7153 A%
O] ZAF oFstof| o5t Ao] gom Tl Al 27]0] TER QIjh
E25 A B89 SRR o2 V& SAfo] o st
4k 28y 44 715 DY) A A 75
A7t SHEE 97 dubAoln o] mAo] W g4
AA| 5] 7] wfRo|ct, EA Fofl= YAl Fofl AA = JAH HAA
7} OhA] AR A T Hhs o2 IHA 75715 o] of st
= ZA3o] Arh
(2) A 7153750] YAlof| njz])= A
P4 5 A 7 ZA

o
2 AAIH9] L Hof o], 24t FAZAVGEO] w41 A
A2 o] wRAIHI & 7} Z 75k (Andersen et al., 2014; Moleti

et al., 2019) (Table 3). A 71571 e] B2 FHo] giuhe
B = = ATFA O SstR R Aot Al= ZF7HH A4
7 75 37F T Aots2 fdo] A& ol

o1

H [e
29jo] gl QAIReA ol Al4dote] 7t 1904 A3

Table 2. Causes of hyperthyroidism in pregnancy

Graves' disease

Multinodular goiter

Toxic adenoma

Subacute thyroiditis

latrogenic hyperthyroidism

Thyroid stimulating hormone producing pituitary tumor
Struma ovarii.

Transient thyrotoxicosis of hyperemesis gravidarum

Hydatidiform mole

Table 3. Maternal and fetal complications during pregnancy in
women with hyperthyroidism

Maternal complication Fetal complication

Pregnancy induced hypertension ~ Hyperthyroidism

Preterm labor Hypothyroidism

Congestive heart failure Fetal growth restriction

Thyroid storm Prematurity
Miscarriage Stillbirth
Infection

Placental abruption
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