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OBSERVATIONAL STUDY
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V53 7:Xe3il Introduction: Thyroid disorders form one of the commonest endocrine dysfunction in women of
reproductive age group, second to diabetes in pregnancy. They play a crucial role in foetal growth and
neurodevelopment. Aim And Objectives: To find out the prevalence and maternal and fetal outcomes of hypothyroidism in
antenatal women attending obstetrics and gynecology, OPD in SUT Academy of Medical Sciences. Material And Methods: A
prospective observational study conducted in Obstetrics and Gynecology Department of SUT Academy of Medical Sciences
Trivandrum, from october2022 to July 2023. 407 consecutive antenatal women were enrolled in study and these women followed
up to delivery. Patients are classified as euthyroid and hypothyroid based on their TSH levels. Those with thyroid swelling are
referred to surgeon and endocrinologist for further evaluation and management. The outcome of pregnancy is noted and
neonatal thyroid function is evaluated at 72 hours after delivery by TSH and free T4. Findings: Among 406 antenatal women
screened, 119 were detected to have hypothyroidism which accounted to about 29.3%. The maternal and fetal complications in
both groups were compared more incidence of complications were noted in the hypothyroid group which were of statistically
significant. In those hypothyroid mothers, prevalence of hypothyroidism in babies were around 3.4% whereas in euthyroid
mothers the prevalence of hypothyroidism in babies was around 1%. Conclusions: Early diagnosis and adequate treatment of
maternal hypothyroidism in pregnancy is essential in decreasing the incidence of complications.
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INTRODUCTION

Thyroid disorders form one of the commonest endocrine
dysfunction in women of reproductive age group, second to
diabetes in pregnancy. They play a crucial role in fetal growth
and neuro development. Fetal thyroid becomes autonomous
only by around 12 weeks. So the source of thyroid hormone is
from maternal circulation.

Indian Thyroid Society and FOGSI recommend TSH to be kept
below 2.5 mIU/ml in first trimester and 3 mIU /ml in second and
third trimester for better maternal and fetal outcomes.

ATA recommends all pregnant women with TSH >2.5 mIU/L
and normal T4 in first trimester should be treated as
"gestational hypothyroidism”

The prevalence of thyroid diseases in a form of subclinical
hypothyroidism during pregnancy is estimated to be 1.5-4%.
While the physiology and pathology of the thyroid gland has
been well studied, results of thyroid function tests in
laboratories varied considerably during pregnancy. '****"*

Pregnancy was described as a state of significant hormonal
changes that could result in elevated thyroid stimulating
hormone (TSH) and suppressed thyroxin (T4) *

Thus, maintaining balance between these changes in iodine
replete areas was found to be the key factor for normal
progress of pregnancy and resulted in a better outcome .**’

It is agreed that goitre and hypothyroidism are most common
in iodine deficient areas. " '* ' '* '* However, clinicians only
consider testing for thyroid dysfunction in pregnancy if one or
more of the following situations occur; symptoms exist that
suggest the condition; there is a family history of the disease;
orthere is the presence of an associated medical condition. "
Nearly a third of women were overlooked when applying a
case-finding approach rather than routine screening .

Gevter et al. demonstrated that TSH increases and peaks at 6
weeks of gestation and then reduces parallel to hCG which
peaks at 9-12 weeks and then remains stable levels.

Haddow et al. studied and came up with reference ranges of
TSH in each trimester. They also reported the neurocognitive
outcome in offspring of hypothyroid mothers. They also found

out when SCH was seen in pregnant women, it progressed to
clinical diagnosis of hypothyroidism in next 5 years.”

Recently Shields et al showed that majority of cases of SCH in
pregnancy are transient and those with Anti TPO antibody
positive were likely to have persistently elevated TSH or
receive thyroxine supplementation after pregnancy.”

Overt hypothyroidism was found to complicate up to 3 of 1,000
pregnancies and that hypothyroidism, especially subclinical,
is common in North Indian women during first trimester
according to Dhanwal DK et al and they advocated further
countrywide studies. *

Previous studies done in our institution reported prevalence of
thyroid autoantibodies in 29% of pregnant patients and
hypothyroidism in 5.4% of patients with positive antibodies.”

A previous study by Negro et al reveals that, untreated thyroid
dysfunction in pregnancy results in an increased adverse
events particularly gestational hypertension and preterm
birth. Postpartum haemorrhage complicated 12.8% of
hypothyroid pregnancies and 3.8% of the controls. * The
postpartum haemorrhage in hypothyroidism is produced both
through the uterine hypo tony and coagulation problems and
plaque adhesiveness.

Postpartum haemorrhage and gestational hypertension are
the major contributors of maternal mortality in Kerala. Those
with hypothyroidism had 3.6 times the risk of developing
threatened abortion. Several studies reveal that impaired
thyroidZ Eunction may predispose to miscarriage and fetal
death. ®*

PROCEDURE

All pregnant women are screened by serum TSH levels at the
first visit to the OPD. Patients are classified as euthyroid and
hypothyroid based on their TSH levels. Those with deranged
TSH levels undergo a complete thyroid function test and they
are further divided in to subclinical and overt hypothyroidism
according to National Guidelines.

EUTHYROID- < 2.5
SUBCLINICALHYPOTHYROID- 2.5-10
OVERTHYPOTHYROID- > 10
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Those with thyroid swelling are referred to surgeon and
endocrinologist for further evaluation and management and
followed up by repeated TSH and FT4 estimations till the
completion of their pregnancy. TSH tests are repeated in 3-4
weeks until normalization and then at 6-8 weeks' intervals.
The outcome of pregnancy is noted and neonatal thyroid
functionis evaluated at 72 hours after delivery.

RESULTS

Hypothyroidsm

Yes
29.3%

No
70.7%

The above figure shows prevalence of hypothyroidism in study
population.

Screening TSH Frequency Percent
<2.5 mIU/ml 296 72.9
2.5-10.0 mIU/ml 110 27.1
Total 406 100
The above table shows screening TSH in study population.
72.9% are Euthyroid and 27.1 % are hypothyroid.
Complications Hypothyroidism |Total
No Yes
N |[% [N |% [N [%

Maternal Anaemia 13 |72.2 |5 |27.8[18 [100
Gestational Diabetes Mellitus |17 |43.6 [22 |56.4|39 [100
Oligohydramnios 2 |50.0 |2 |50.0{4 (100
PPH 5 |[83.3 |1 |16.7/6 [100
Preeclampsia 13 [59.1 |9 ]40.9(22 [100
Preterm Labour 13 [61.9 |8 [38.1|21 |100
Spontaneous Miscarriage 1 [33.3 |2 |66.7[3 [l00
IUGR 1 [50.0 |1 |[50.0{2 |l00
Low Apgar 6 [46.2 |7 |53.8[13 [100
Low Birth weight 1 [100.00 (0.0 {1 |l00
MSAF 11 |55.0 |9 |45.0(20 [100
No Complications 204{79.4 |53 |20.6{257(100
Total 287|70.7 [119|29.3/406)|100

The maternal and fetal complications in euthyroid and
hypothyroid were compared more incidence of complications
were noted in the hypothyroid group [ p value of <0.0011]

For example, 18.5% of the hypothyroid women had GDM while
the incidence in the control group was only 5.9%.

Rate of preeclampsia was also more in the hypothyroid group
accounting to about 7.6% but in the euthyroid group rate was
4.5%.

Incidence of PPH was less compared to the euthyroid group
which was about 1.7% whereas in hypothyroid women it was
0.8%. even the prevalence of anaemia was comparable in
both groups.

Fetal complications like IUGR and low APGAR were 0.8% and

5.9% and in the euthyroid group it was 0.3% and 2.1%
respectively.

Preterm labour and spontaneous miscarriages were also
increased in the hypothyroid group.

MSAF was also high in the hypothyroid group 7.6% but the
incidence of MSAF was almost half in the control.

The maternal and fetal complications in both groups were
compared more incidence of complications were noted in the
hypothyroid group which were of statistical significance
showing apvalue of <0.001.

CONCLUSION

Thyroid hormone is essential for early placental development
inpregnancy. Hence early diagnosis and adequate treatment
of maternal hypothyroidism in pregnancy is essential in
decreasing the incidence of complications like abortion, pre-
eclampsia, IUGR, placental abruption, oligohydramnios and
low birth weight which are associated with hypothyroidism.
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