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fetal goiter) should be performed in women with uncontrolled hyperthyroidism or 
elevated TRAb levels. Cordocentesis is reserved for use in determining thyroid 
function status in presence of fetal goiter. MMI (dose up to 20-30 mg/d) and PTU 
(up to 300mg/d) as second line agent due to potential for hepatoxicity, are 
compatible with breastfeeding (take following a feeding and use in divided doses). 
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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 during pregnancy. They should not be interpreted as a standard of care, 
but instead represent guidelines for management.  Variation in practices should take 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 at Chapel Hill 
School of Medicine. They cannot be reproduced in whole or in part without the expressed written  
permission of the school. 


