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Abstract- Of all the endocrine disorders, thyroid disorders are common in pregnancy. Several physiological
changes occur in maternal thyroid function during pregnancy leading to thyroid dysfunction during
pregnancy. Not only overt but subclinical thyroid disorder has adverse effect on mother and foetus.

This study aims to determine the prevalence of thyroid disorders in pregnancy and its adverse maternal and
fetal outcome. Pregnant women coming for antenatal checkup in first trimester were subjected to study.
Prevalence of overt hypothyroidism and subclinical hypothyroidism was found to be 2.4 % and 5.1 %
respectively. Hyperthyroidism was less than .5% in prevalence. Various maternal and fetal complications
occured such as pre eclampsia, preterm labour, abortion ,still birth an IUGR emphasizing the importance of
routine antenatal screening.
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I. Introduction:

Thyroid disorders are very common endocrine disorders. Their prevalence is second after diabetes
mellitus. Both hypothyroidism and hyperthyroidism can occur. Western literature shows 2.5% prevalence of
hypothyroidism and 0.1 to 0.4 % hyperthyroidism in pregnancy.

There is no sufficient data in Indian population. A prevalence of 4.8.% to 11% has been reported .

Pregnancy affects thyroid function in many ways. Two pregnancy related hormones- human
chorionic gonadotropin and oestrogen cause increased thyroid hormone levels in the blood. There is
transient increase in HCG during first trimester, which stimulates TSH-R. Oestrogen produces increased
level of thyroid hormones in the blood and is sustained during pregnancy .

Il. Material and Methods
This study was done at Nalanda Medical college, Hospital, Patna in the department of Obstetrics and
Gynaecology from 15 February 2018 to 14 February 2020. Thousand pregnant women attending the antenatal
OPD in 1st trimester were selected for prospective study.

Inclusion criteria

1.Singleton pregnancy between 6-12 weeks
2.Primigravida/multigravida

3.Known case of hypothyroidism/hyperthyroidism on treatment

Exclusion Criteria

1. Multiple Pregnancies

2. Bad Obstetric history

3. Chronic hypertension and diabetes

Thousand pregnant women attending clinic in first trimester were enrolled for study taking into consideration
the inclusion and exclusion criteria.
Detailed history was taken , physical examination was done and routine basic investigations were advised.

Diagnosis of pregnancy - Diagnosis of pregnancy was made by clinical examination, pregnancy test and
ultrasonography.

Diagnosis of thyroid disorder — First of all TSH level was estimated in every pregnant woman. If it was
abnormal, estimation of FT; and FT4 was advised. The reference range of the test values used in this study
were as per the guidelines of AmericanThyroid Association . The cut off valves for TSH was — 1% trimester 0.1
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— 2.5 miu/L, 2™ trimester 0.2- 3 miu/L, 3" trimester 0.3-3 miu/L. Normal free T4 level was 0.7 to 1.8 ng/ml
and free T3 level was 1.7 to 4.2 pgm/ml. Depending on TSH, FTsand FT,4levels, patients were classified into-
Subclinical Hypothyroidism — Normal FTzand FT, levels and high TSH level

Overt Hypothyroidism — Low FTzand FT,levels and high TSH level

Subclinical Hyperthyroidism — Normal FTzand FT,4 Levels and low TSH level

Overt Hyperthyroidism — High FT; and FT,levels and low TSH level

Treatment- Both overt and subclinical hypothyroidism were treated with levothyroxine. The replacement
dose of levothyroxine in overt hypothyrodism was usually 1.6 microgm/Kg body weight.  In subclinical
hypothyroidism treatment was started with low dose 25-50 mcg/ day. Further doses of levothyroxine were
adjusted by TSH level done every 4 weeks. The goal was to keep TSH level in the lower half of the reference
range for the trimester.

Hyperthyroidism was treated with Propylthiourea in the dose of 50-150 mg t .d .s in the first trimester and
carbimazole in the dose of 5-15mg t.d.s in the second and third trimester. To control sympathetic symptoms,
Propranolol was used in the dose of 20-40 mg t.d.s.

I11. Results
In the present study 80 out of 1000 pregnant women were suffering from thyroid disorders.The number
of  subclinical hypothyroidism has the highest,that is 51. Twenty four pregnant women had overt
hypothyroidism. Number of pregnant women suffering from subclinical and overt hyperthyroidism was 4 and 1
respectively. Thus subclinical hypothyroidism has the highest and overt hyperthyroidism has the least
prevalence.

Table-1
Prevalence of thyroid disorders
Type of disorder Total no of cases No. of cases %
Subclinical hypo thyroidism 1000 51 5.1
Overt hypothyroidism 1000 24 2.4
Subclinical hyper thyroidism 1000 4 0.4
Overt hyperthyroidism 1000 1 0.1
Tolal 1000 80 8

Maternal and foetal complications -

In the present study out of 51 cases of subclinical hypothyroidism, there were 4 cases of pre-eclampsia,
3 cases each of preterm labour, abortions and anaemia together with 1 case of abruptio placentae. There was
increased percentage of complications in overt hypothyroidism. There were 4 cases of pre- eclampsia, 2 cases
each of preterm labour, abortion and anaemia and 1 case of abruptio placentae out of 24 cases of overt
hypothyroidism.

As regards foetal complications, there were 3 cases of IUGR, 1 case of still birth and 6 NICU
admissions among 51 cases of subclinical hypothyroidism. Percentage of complications increased in overt
hypothyroidism and among 24 case of overt hypothyroidism there were 4 cases of IUGR,1 case of still birth and
5 cases of NICU admissions.

Table-2
Maternal complications among 51 cases of subclinical hypothyroidism .
Complications No. of cases %
Pre- eclampsia 4 7.84
Preterm Labour 3 5.88
Abortion 3 1.96
Abruptio placentae 1 1.96
Anaemia 3 5.88
Table-3
Maternal complications among 24 cases of overt hypothyroidism
No. of cases %
Maternal complications
Pre eclampsia 4 16.66
Preterm labour 2 8.33
Abortion 2 4.16
Abruptio placentae 1 4.16
Anaemia 2 8.33
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Table- 4
Foetal complications among 51 cases of subclinical hypothyroidism .
Complications No. of cases %
IUGR 3 5.88
Still birth 1 1.96
NICU admission 6 11.76
Table-5
Foetal complications among 24 cases of overt hypothyroidism .
Complication No . of cases %
IUGR 4 16.66
still birth 1 4.16
NICU admission 5 20.8

Out of 4 cases of subclinical hyperthyroidism 1 had pre-eclampsia leading to IUGR and NICU
admission. There was only 1 case of overt hyperthyroidism with complication of pre-eclampsia leading to
abruptio placentae and NICU admission.

V. Discussion

The prevalence of thyroid disorders in pregnancy varies in different parts of the world. In western
countries 0.3-0.5 % pregnancies are complicated by overt hypothyroidism and 2.5% subclinical
hypothyroidism. In our country prevalence of thyroid disorders is higher compared to western countries.

In the present study the prevalence of overt hypothyroidism is 2.4% and that of subclinical
hypothyroidism is 5.1%.

The prevalence of 2.4 % overt hypothyroidism in the present study is comparable to the studies
conducted by Ajmani, et al 3.0%, P.V. Bandela, et al 2.8.7 % and Teghavi, et al 2.41%.

4.5 % prevalence of subclinical hypothyroidism in the studies conducted by Sahu, et al and K.P singh,
et al is comparable to present study of 5.1 % prevalence .

lodine deficiency is the most cannon cause of increased prevalence of hypothyroidism in pregnancy.

Presence of goitrogens in diet, micronutrient deficiency such as selenium and iron deficiency also
contribute to the causation of hypothyroidism and goitre in developing countries like India. In iodine sufficient
areas Hashimoto thyroiditis is the cause .

In the present study, prevalence of subclinical hyperthyroidism is 0.4 % .It is comparable to the studies
conducted by Stagnorogreen, et al 0.5 % and Ajmani, at al 0.75% .

Prevalence of overt hyperthyroidism in the present is 0.1% which is less compared to studies conducted
by Taghavi et al 0.6% and Ajmani, et al 0.5% .

In the present study the maternal complications in subclinical hypothyroidism are pre-eclampsia (7.8%
), preterm labour (5.88%), a ( (5.88% ), abruptio placentae (1.96%) and anaemia ( 5.88%) ,

The foetal complications are IUGR (5.88% ), still birth (1.96% ) and NICU admission ( 11.76%). In
earlier studies conducted by Leung, et al , Sahu MT, et al and Ajmani,et al, no. of complications are more.
Where as in the study of Taghavi et al , complications are less in number.

Maternal and foetal complications in overt hypothyroidism are more as compared to the subclinical
hypothyroidism they are pre-eclampsia (16.66%), preterm labour (8.33% ), abortion ( 8.33 % ), abruptio
placentae (4.16%) and anaemia ( 8.33%) , IUGR ( 16.66%), still birth (4.16%) and NICU admissions (20.8%).

But they are less as compared to the earlier studies conducted by Leung, et al , Sahu MT, et al ,
Ablovich, etal and Ajmani, et al.

The maternal and foetal complications of hyperthyroidism in the present study are less in the present
study as compared to earlier studies conducted by Miller, et al and Kriplani, et al.

V. Conclusion
Prevalence of thyroid disorders in pregnancy is more in our country as compared to the western world.
As they lead to various adverse effects in mother and foetus,every pregnant woman coming for antenatal check-
up should be screened for thyroid disorders. Hence forth they shoul be adequately treated.
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