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ABSTRACT

Background: Pregnancy induces physiological and metabolic changes, when overlapped with endocrine imbalance
leads to undesirable consequences for both mother and fetus. Thyroid pathology has major negative impact on both
mother and fetus. Hypothyroidism may be pre-existent or may begin during pregnancy; severity depends on how
early and appropriately treatment is initiated. Aim of this study is to evaluate the prevalence of hypothyroidism in
pregnancy and its outcome.

Methods: 150 pregnant women obstetric files were studied based on their TSH value, women with TSH levels greater
than 3mlU/ml who were on L-Thyroxin were included. All others who had diabetes, collagen disease, heart disease
with pregnancy were excluded from the study.

Results: Prevalence of hypothyroidism in pregnancy is 1.2%.

Conclusions: Hypothyroidism presents with complex and serious complications with increase in maternal morbidity
and perinatal mortality. To identify potential and overt hypothyroid patient thyroid screening is must during

pregnancy. TSH levels should be kept less than 2mIU/L for adequate control.
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INTRODUCTION

In pregnancy, many physiological changes occur
including cardiovascular, hematological, metabolic, renal,
respiratory and hormonal. Thyroid function is very
intimately related with reproductive performance in
women.! Thyroid gland which secrete hormones regulate
metabolism and hormone production needed for cellular
oxidation and neurophysiologic development.?

In pregnancy, there is increase in demand on maternal
thyroid hormones, which bring about changes in thyroid
stimulating hormone, thyroid binding globulin, and total
thyroid hormone levels.3

Hypothyroidism in pregnancy may lead from subclinical
symptom to pregnancy related complications like

abortion, abruption, and pre-eclampsia, gestational
hypertension, preterm labor, and low birth infants, late
fetal deaths leading to increase maternal morbidity,
perinatal morbidity and mortality.? Prevalence of
hypothyroidism in pregnancy is 2.5%.*

Objective of present study was to know prevalence of
hypothyroidism and its outcome in pregnant women
attending hospital attached to J. J. M. Medical College,
Davangere.

METHODS
The obstetric files of pregnant women with
hypothyroidism who delivered at J. J. M. Medical college

hospital between 18- 35yrs of age during the period from
January 2015 to December 2015.
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Inclusion criteria

Pregnant women with TSH levels greater than 3mlU/L
who were on L-Thyroxin and not were included.

Exclusion criteria

Pregnant women who were on drugs like iodine, lithium,
amiodarone.

Other associated diseases like diabetes mellitus, collagen
disease and heart diseases. Multiple pregnancy, Molar
pregnancy and Ectopic pregnancy.

It is a retrospective cohort study of 150 booked pregnant
women with hypothyroidism, who delivered in hospitals
attached to JJM Medical College. Obstetric files were
studied, triiodothyronine, thyroxine, thyroid stimulating
hormone were noted. Patients with TSH greater than
3mlU/litre were started on Tablet L-Thyroxine. Dose of
L-thyroxine was adjusted to keep TSH level between 0.2-
3mlU/litre. Various obstetrical complications were noted.

RESULTS

There were total 12,300 deliveries in the year 2015
(January 1%-December 31%) in the hospitals attached to J.
J. M. Medical College, and 150 pregnant women were
diagnosed  with  hypothyroidism.  Prevalence  of
hypothyroidism in pregnancy is 1.2%. Out of 150 cases,
86 were primigravida and 64 were multigravida. Mean
age at presentation was 28.4 years. 72 patients did not
have any complications, whereas 78 patients had various
complications.

m Vaginal Delivery mLSCS

Vaginal

Delivery
85

Figure 1: Mode of delivery.

Various obstetrical complications are as follows .32
women (21.3%) had previous history of abortions, 25
patients (16.6%) had preterm delivery, 20 women
(13.3%) had preeclampsia, 6 women (4%) had PROM, 5
patients (3.3%) had gestational diabetes mellitus, 2
patients (1.3%) came with term intrauterine death, 5
patients (3.3%) had intrauterine growth restriction and 2
patients (1.3%) had postpartum hemorrhage which was
managed medically.
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Among 150 deliveries, 85 women hadvaginal delivery
and the remaining 65 underwent lower segment caesarean
section. Major indication being precious pregnancy
(35%). Other indications were fetal distress (25%), severe
pre-eclampsia with unfavorable cervix (10%), failure to
progress due to minor degree CPD (10%).

DISCUSSION

Pregnancy induces stress on maternal thyroid gland due
to various factors, increase in Thyroxine binding
globulin, increased demand for iodine and thyroid
stimulation by HCG.5 It is borderline hypothyroid
women, who conceive and become subclinical or overt
hypothyroid during pregnancy. During first 12 weeks
fetus depends on mother for thyroxine hormone,
thyroxine is transferred across placenta, placental de-
iodinase convert Thyroxine to Triodothyronine. Thus
thyroxin is needed for growth, brain, lung development.®

In normal pregnancy due to suppressive effect of
increasing thyroxin and increased TSH secretion, thus
TSH is kept at lowest possible normal range. Normal
TSH levels according to trimester are as follows- 1st
trimester —0.1 to 2.5 mIU/L, 2" trimester — 0.2 to 3.0
mIU/ L, 3 trimester — 0.3 to 3.0 mIU/ L.7

Kharab S et al studied correlation of thyroid functions
with severity of pre-eclampsia and concluded that state of
biochemical hypothyroidism which correlates with
severity of pre-eclampsia and influences obstetric
outcome.® In present study 13.3% had pre-eclampsia, of
which 8%were mild pre-eclampsia and 5.3% were severe
pre-eclampsia. Hypothyroidism is one of the cause of
reversible hypertension, by causing vascular smooth
muscle contraction of systemic and renal blood vessels,
thereby increasing peripheral vascular resistance. Also,
hypothyroidism causes increase in soluble forms like
tyrosine kinase 1 which is antiangiogenic thus causing
pre-eclampsia.®

Wang S et al concluded that significant correlation
between clinical and subclinical hypothyroidism and risk
of preterm birth.° In this study 16.6% patients had
preterm birth. Rao VR et al studied prevalence of
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hypothyroidism in recurrent pregnancy loss in 1%
trimester and concluded 4.12% women with RPL had
hypothyroidism, in present study 21.3% had previous
history of 1%t trimester abortions.!! Pregnancy is an
inflammatory process involving shift in regulation of
cytokine networks within local placental decidual
environment. Dysregulation of local inflammatory
processes can be associated with abortions and preterm
labor. Thyroid hormones can directly influence
angiogenic growth factor, cytokine production as well as
trophoblast proliferation, survival and invasion.'?* Thus
presence of thyroid autoantibodies can cause
dysregulated activity of immune system at fetal- maternal
interface causing abortions and preterm labour.®

Ruchi Kishore et al studied about fetal outcome in
hypothyroid women and concluded that 6.2% were 1UD
and 13% were IUGR in hypothyroid patients.*® In present
study, fetal outcome was; IUGR 3.3% and 1.3% cases of
IUD. Das Bishnu Prasad et al studied relationship of
Gestational diabetes mellitus and Hypothyroidism in
pregnancy.t’ Hypothyroidism causes negative affect on
glucose homeostasis by inducing insulin resistance,
pregnant women with hypothyroidism had further
amplified insulin resistance. In present study 3% of
patients had gestational diabetes mellitus.

CONCLUSION

Hypothyroid patients present with various complications
during pregnancy and these Complications are complex
and serious, with a significant increase in maternal
morbidity, and perinatal mortality. So, to identify these
potential or overt hypothyroid patient thyroid screening is
a must during pregnancy. T3, T4, TSH levels should be
done during prenatal period, at first booking, thereafter at
8 weeks interval during pregnancy. TSH should be kept
less than 2mIU/L for adequate control.
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