HYPOTHYROIDISM

History of thyroid disease

New onset symptoms: cold
intolerance, fatigue, weight gain,
goiter

Type | Diabetes

FH of autoimmune thyroid
disease’

Obtain TSH level at

6-8 weeks plus fT4 2 Yes

History of Graves disease with "'l ablation or
previous neonatal thryotoxicosis

y y
On replacement
therapy

No

No- Yesj

Add TSAb to
initial labs

|

If TSAb >5 IU or
>160% of normal - see
fetal thyroid pathway *

TSH, free T4 |«

If TSH low and v v
fT4 elevated in Elevated TSH, Elevated TSH. Normal TSH,
15;’;22??;?, Decreased free T4 Normal free T4 Normal free T4
hyperemesis and Symptomatic *
repeat studies at Y A Asymptomatic No further therapy
14 weeks Begin levothyroxine Begin
0.1- 0.15mg/day ® levothyroxine
0.05mg/day Repeat TSH and
\ - | fT4 in 4 -6 weeks
T Repeat TSH in 4
weeks
>
] il
! | -
TSH elevated or Normal TSH or
no change from Low TSH substansial
prior level improvement from
prior level

‘ Assess compliance ‘

v

Increase levothyroxine
dose by 0.05mg/day

If dose >0.25mg/day
then check fT4 and call
for Endocrine consult
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Decrease levothyroxine
dose by 50% ©

|

Maintain current dose of
levothyroxine

— | !

Repeat TSH q
trimester ’

After delivery:
If on therapy prior to pregnancy -
reduce levothyroxine dose to pre-
pregnancy level 7
If not on therapy prior to
pregnancy, decrease last dose by
25-50%
Check TSH at 6 - 8 weeks
postpartum
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NOTIFICATION TO USERS

These algorithms are designed to assist the primary care provider in the clinical management of a variety of problems that occur in
pregnancy. They should not be interpreted as standard of care but instead represent guidelines for the management of these patients.
Variation in practice should be taken into account such factors as characteristics of the individual patient, health resources, and
regional experience with diagnostic and therapeutic modalities. The algorithms remain the intellectual property of the University of
North Carolina School of Medicine at Chapel Hill. They cannot be reproduced in whole or part without the expressed permission of
the school.
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