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Hypothyroidism

‘Verbally screen all women for risk factors for or history of thyroid discrders
Indications for thyroid function evaluation in pregnancy™*"*
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Elevated TSH
low free T4 Elevated TSH Normal TSH, Elevated TSH, Mormal TSH.,
or nomal free T4 free Td < 10th % tile high free T4 Mormal free Td
TSH > 10 miUL ** Subelinical hypothroidism Isolated hypothyroxinemia Hyperthyroidism Euthyroid
Owvert hypothyroidism
il Begin levothyroxine 0.05 mgiday ® L 4
or
. No treatment, consider repeat TSH, Currently no treatment
Begin free T4 In 4-6 weeks '* in pregnancy PRN follow up
levothyroxine 2!1 - or recommended;
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Repeat TSH, +/-free T4 in 4 weeks.

Results based on timester specific TSH
< ** Normal TSH in pregnancy *

» reference ranges -
In pregnancy, TSH g 4 weeks until 20 weeks, 19 timester 0.1-2.5 miUiL
then at least once betwasn 26-32 weeks © 2’: trimester: 0.2- 3.0 mIU/L
Lo T 37 trimester: 0.3-3.0 miUL
t No Tx goal = TSH in reference range
TSH not changed MNormal or substantially
ar elevated Lo Tt improved TSH
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Endocrine *
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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.



