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Learning objectives

✓ Assess the recommendations for the diagnosis of thyroid hormone 
deficiency in pregnancy

✓ Summarize the clinical consequences of hypothyroidism  

✓ Discuss how to treat subclinical and overt hypothyroidism in pregnant 
women, according to the available guidelines

✓ Understand the current areas of controversy regarding L-T4 therapy in 
pregnant women 



The regulation of thyroid
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During pregnancy:

✓ The thyroid gland increases in size by about 10% in iodine-repleted countries and 
by 20%-40% in presence of iodine deficiency 

✓ The production of T4 and T3 increases by 50% 

✓ The daily iodine requirement increases by 50% 

Thyroid function during pregnancy





Learning objectives

✓ Assess the recommendations for the diagnosis of thyroid hormone 
deficiency in pregnancy

✓ Summarize the clinical consequences of hypothyroidism  

✓ Discuss how to treat subclinical and overt hypothyroidism in pregnant 
women according to the available guidelines

✓ Understand the current areas of controversy regarding L-T4 therapy in 
pregnant women 



RECOMMENDATION 1
✓ Trimester-specific reference ranges for TSH, as defined in populations with optimal 

iodine intake, should be applied. Level B-USPSTF

RECOMMENDATION 2
✓ If trimester-specific reference ranges for TSH are not available in the laboratory, the 

following reference ranges are recommended:
✓ first trimester 0.1–2.5 mIU/L
✓ second trimester 0.2–3.0 mIU/L
✓ third trimester 0.3–3.0 mIU/L
✓ Level I-USPSTF









✓ Assess the recommendations for the diagnosis of thyroid hormone 
deficiency in pregnancy

✓ Summarize the clinical consequences of hypothyroidism  

✓ Discuss how to treat subclinical and overt hypothyroidism in pregnant 
women according to the available guidelines

✓ Understand the current areas of controversy regarding L-T4 therapy in 
pregnant women 

Learning objectives



Hypothyroidism and early and 
late obstetric complications 

✓ Placental abruption 

✓ Miscarriage 

✓ Prematurity 

✓ Anemia

✓ Gestational hypertension

✓ Gestational diabetes

✓ Low birth weight 

✓ Breech presentation 

✓ Neuropsychological and cognitive impairment





✓There is  an association between overt thyroid dysfunction and an 
increased risk of infertility. Treatment  with L-T4 is safe and may exert a 
positive effect on fertility. Therefore, it is reasonable to treat overt thyroid 
dysfunction in infertile women with the goal of normalizing thyroid 
function 

✓Limited evidence suggests that women with female-factor infertility are 
more likely to be TPOAb positive than age matched women who are not 
infertile, even if euthyroid

















Testing for thyroid 
Dysfunction in pregnancy
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Conclusions 

• Women with reduced thyroid reserve can develop overt hypothyroidism during 

pregnancy. Maternal hypothyroidism is associated with adverse obstetric and 

neonatal outcomes.

• Women with a diagnosis of pre-conceptional or gestational hypothyroidism have 

a higher risk for  gestational diabetes, severe preeclampsia, and preterm birth. 

These risks are considerably lower or even absent among women are treated 

with levothyroxine throughout pregnancy.

• Oral L-T4 should be used for treatment of overt and subclinical hypothyroidism. 

The goal of L-T4 treatment is to normalize maternal serum values within the 

trimester specific pregnancy reference range.

• In patients with isolated hypothyroxinemia, the initiation of L-T4 treatment falls 

under the judgment of the clinician until new data might clarify the 

consequences of isolated hypothyroxinemia.

• Treatment of euthyroid TPO posive women can be considered in patients with 

recurrent miscarriage and in those submitted to ART.




