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Hyperthyroidism

Hyperthyroidism |

SYMPTOMS:

Mervousness, tachycardia, frequent stools, excessive sweating,
heat intolerance, weight loss, insomnia, palpitations, HTH
SIGNS:

1. Significant goiter 2. Distinct thyroid nodule

Maternal Pre-exisiting
Hyperthyroidism

|

1. Previous pregnancy affected by fetal
thyroid disease

2. Previous iodine 131 ablation or thyraid
surgery now authyroid or hypothyroid®
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TSH and FT4
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Add TS| to labs

KEY

TSH: thyroid simulating
hormaone
FT4: free thyroxine (T4)
FT3: free wiodothyronine {T3)
FTI: frese thyroxine index (T3
uptake and total T4)
T3l Thyroid stimulating

immunoglobuling

H TS1=160% of
normal, see Fetal

Thyroid Disease
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Low TSH
Low/MNormal fT4*

MFM Consult

Evidence of
hyperemesis or
no symptoms of
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Low TSH .
High fT4* High TSH
¥
MFM Sonsul MEM Consult
| Normal
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Hypothyroid No follow
algorithm up

Diffuse goiter Thyroid mass
T3 present or present
normal thyroid {excluding
exam goiter)
Treatment of gestational ¥
+ il ! hyperthyroidism with ATD 1. Order thyroid
| Low || Normal | | High | not recommended, repeate ultrasound
9 TSH/fT4 at 18-20 weeks * 2. Refer to endocrine for
biopsy vs observation
¥
Refer to In first trimester, start PTU
Endacrine 100 po tid {(max: 800 mg/
day divided tid).®

* If maternal symptoms of fever or sore throat

In second trimester, switch

to/start methimazole (1 mg

of methimazole = 20-30 mg

PTU)*®

!

s Document normal fetal
heart rate each visit;
every 2 weeks starting
at 20 weeks

» Monthly ultrasound for
grawth and signs of
fetal thyroid disease
beginnin;; at 26-28
weeks

develop, stop PTU or methimazole and order
CBC with differenential to rule out
agranulocytosis.

Repeat fT4 and TSH every
2-4 weeks and titrate

* If weakness, jaundice, dark urine, light-colored

stool, nausealvomiting develops, stop PTU or
methimazole and order LFT's and bilirubin to
rule out PTU-associated liver failure.

-~

* In case of thionamide toxicity with continued
maternal hyperthyroidism requiring treatment,
refer to surgery for possible thyroidectomy

(increase or decrease)
dose until fT4 in high
normal range 3

weeks ¢

If maternal disease not
controlled, begin
weekly BPP/NST at 32

¥

!

Monitor fT4 monthly for

maternal thyroid
disease

duration of pregnancy hydrops or cardiomegaly,
see Fetal Thyroid Disease
Motify pediatrics of algorithm

If evidence of fetal
tachycardia, IUGR, gaiter;
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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.



