
Management	  of	  Thyroid	  Disease	  in	  Pregnancy:	  	  
Experience	  from	  an	  Antenatal	  Thyroid	  Clinic 
Introduc)on	  
Thyroid	  disease	  is	  common	  in	  pregnancy:	  American	  data	  shows	  that	  2-‐3%	  of	  pregnancies	  have	  elevated	  TSH	  levels	  
with	   0.3-‐0.5%	   diagnosed	   as	   hypothyroid	   and	   2-‐2.5%	   affected	   by	   subclinical	   hypothyroidism(1).	  Management	   of	  
thyroid	  disease	  (with	  hypothyroidism	  being	  most	  common)	  in	  pregnancy	  is	  important	  due	  to	  the	  poten)al	  adverse	  
maternal	   and	   foetal	   effects,	   including	   neurocogni)ve	   disorders,	   low	   birth	   weight	   and	   foetal	   loss(2)	   .	   Current	  
recommenda)ons	   by	   NICE	   state	   that	   clinicians	   should	   immediately	   increase	   thyroxine	   dose	   in	   hypothyroidism	  
with	  pregnancy	  and	  refer	  to	  a	  specialist,	  with	  dose	  adjustment	  dependent	  on	  ini)al	  TSH	  levels(2)	  .	  Follow	  up	  in	  both	  
primary	  and	  secondary	  care	  is	  vital	  due	  to	  the	  high	  probability	  of	  thyroid	  disease	  in	  any	  following	  pregnancy(3,4)	  .	  	  
	  
	  Aim	  
This	  retrospec)ve	  audit	  aimed	  to	  determine	  
the	  ae)ology	  of	  thyroid	  disease	  and	  
subsequent	  management	  in	  pa)ents	  
aSending	  an	  antenatal	  thyroid	  clinic	  ran	  by	  
one	  Consultant	  Endocrinologist	  at	  Heartlands	  
Hospital,	  West	  Midlands.	  By	  reviewing	  
prac)ce,	  the	  objec)ves	  were	  to	  find	  the	  
frequency	  of	  dose	  changes	  and	  the	  
magnitude	  dose	  change	  (%)	  	  for	  pa)ents	  
aSending	  both	  live	  and	  virtual	  clinics.	  
Evalua)ng	  these	  changes	  against	  current	  
recommenda)ons	  set	  by	  NICE	  was	  aimed	  to	  
review	  prac)ce	  and	  set	  future	  
recommenda)ons.	  	  	  
	  
	  
	  

Method	  
Using	   electronic	   records	   and	   pa)ent	   case	  
notes,	   I	   searched	   for	   pa)ents	   seen	   between	  
September	   2013	   and	   November	   2014	   in	   the	  
antenatal	   thyroid	   clinic.	   114	   women	   were	  
iden)fied	   and	   baseline	   demographics,	  
biochemical	   and	   therapeu)c	   characteris)cs	  
were	   collected.	  Data	   collec)on	  using	   the	  pro	  
forma	   included	   age,	   median	   gesta)on	   and	  
dose	   of	   treatment	   at	   first	   review,	   previous	  
disease	   or	   co-‐morbidi)es,	   ae)ology	   and	   any	  
further	  changes	   in	  dose	  on	   following	  reviews	  
un)l	  present.	  	  
Results	  found	  the	  women	  had	  a	  mean	  age	  of	  
31	   years	   (+/-‐	   5	   years).	   Blood	   tests	   were	  
performed	   at	   5-‐7	   week	   intervals	   a^er	   the	  
ini)al	  appointment	  in	  the	  clinic,	  with	  a	  virtual	  
clinic	   system	   in	   place	   to	   monitor	   blood	  
results.	  	  
	  

Results	  
• Median	  gesta)on	  at	  ini)al	  review:	  16	  weeks	  
(IQR	  13-‐20)	  
•  89%	   pa)ents	   had	   previous	   episodes/	  
current	  thyroid	  disease	  with	  mean	  dura)on	  
of	  5	  years	  (IQR	  2.4-‐8.0)	  
•  11%	   pa)ents	   had	   new	   onset	   thyroid	  
disease,	   majority	   being	   gesta)onal	  
thyrotoxicosis	   or	   posi)ve	   TPO	   an)bodies	  
but	  normal	  func)on	  

	  

•  Diagnoses:	  
	  

a)	  	  Hypothyroidism	  (84%)	  
-‐  Median	   thy rox ine	   dose	   a t	   i n i)a l	  
consulta)on	  =	  100mcg/day	  (IQR	  50-‐144)	  

	  
b) GestaDonal	   thyrotoxicosis	   (6%)	   –	  
conserva)ve	  management	  	  

	  

c) Grave’s	   disease	   (6%)	   –	   no	   adverse	   foetal/
maternal	   outcomes,	   no	   new-‐onset	   Grave’s	  
seen	  	  

	  

d) Other	  (4%)	  
NB:	   Mean	   +/-‐	   SD	   for	   TSH	   is	   quoted	   at	   )me	  
dose	  adjustment	  was	  necessary	  
	  

• On	  final	  follow	  up,	  FT4	  had	  normalised	  in	  all	  
hypothyroid	  pa)ents	  
• Only	  one	  pa)ent	  had	  a	  mild	  eleva)on	  of	  TSH	  
at	  7.2	  mU/L	  
•  There	  were	  no	  adverse	  effects	  of	  treatment	  
described	  in	  the	  data	  

Conclusions	  
•  As	   seen	   in	   the	   general	   popula)on,	  
hypothyroidism	   is	   the	   most	   common	  
ae)ology	  of	  thyroid	  disease	  
•  The	   virtual	   clinic	   system	   is	   able	   to	  
competently	  manage	  women	  with	  both	  pre-‐
exis)ng	   and	   new-‐onset	   thyroid	   disease	   in	  
pregnancy	  with	  no	  adverse	  outcomes	  
•  Data	  shows	  that	  almost	  half	  of	  pa)ents	  with	  
pre-‐exis)ng	   hypothyroidism	   do	   not	   require	  
any	   dose	   adjustments	   during	   pregnancy;	   in	  
those	   that	   do	   require	   an	   increase,	   the	  
average	   is	  41	  mcg	   (+/-‐19)	  –	  a	  41%	   increase	  
from	  the	  average	  ini)al	  dose	  
•  T h i s 	   c o n t r a s t s 	   w i t h 	   c u r r e n t	  
recommenda)ons:	  are	  women	  with	  thyroid	  
disease	  being	  over-‐medicated?	  
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Figure	  1:	  AeDology	  	  
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Figure	  2:	  Dose	  Adjustments	  required	  in	  the	  
Management	  of	  Hypothyroidism	  
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Number	  dose	  
adjustments	  

Number	  paDents	  	  
(%	  unless	  stated)	  

TSH	  (mU/L)	  

0	   44	   1.0	  +/-‐	  1.9	  
1	   37	   5.4	  +/-‐	  6.8	  
2	   13	   8.2	  +/1	  6.1	  
3	   5	   4	  +/-‐	  0.22	  
4	   1	  pa)ent	   <0.01	  

Recommenda)ons	  and	  
future	  prac)ce	  	  
• More	   research	   required	   in	   disease	  
management	   regarding	   changes	   made	   to	  
treatment	   throughout	   pregnancy	   	   with	  
comparison	  to	  current	  recommenda)ons:	  	  

Ø  This	  team	  will	  collect	  more	  data	  in	  order	  
to	   compare	   two	   populaDons	   with	  
contrasDng	   paDent	   demographics	   and	  
evaluate	   any	  differences	   in	   ae)ology	  or	  
disease	   management	   [results	   expected	  
early	  2016]	  

Ø  Effects	  of	  ethnicity	  and	  thyroid	  an)body	  
•  Evaluate	   relaDonship	  between	  baseline	  

dose	   and	   likelihood	   of	   requiring	   dose	  
adjustments	   through	   pregnancy	   –	   is	  
there	   poten)al	   that	   residual	   func)on	  
could	  lead	  to	  fewer	  changes?	  

	  


