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A Case of Hypothyroidism in Remission during Pregnancy

Ha Do Song, Eun Jin Han, Sung Ja Lee, Ji Hoon Yang, So Young Park, Sung-Hoon Kim, Ki Ok Han, Hyun Koo Yoon,
Chang Hoon Yim

Department of Internal Medicine, Cheil General Hospital and Women'’s Healthcare Center, Kwandong University College of Medicine, Seoul, Korea

Hypothyroidism should be treated in pregnancy, because it has been associated with an increased risk of adverse pregnancy com-
plications, as well as detrimental effects upon fetal neurocognitive development. The goal of L-thyroxine (LT4) treatment is to nor-
malize maternal serum TSH values within the trimester-specific pregnancy reference range. 50% to 85% of hypothyroid women be-
ing treated with exogenous T4 need to increase the dose during pregnancy. In this study, we report a case of a 29-year-old woman
with hypothyroidism who had been in remission and discontinued LT4 treatment during her pregnancy. Three months after deliv-
ery she had a relapse of hypothyroidism and was retreated with LT4. Many factors can influence the gestational requirement for LT4,
therefore maternal serum TSH should be monitored and the LT4 dose should be adjusted in pregnant patients with treated hypo-
thyroidism. (Endocrinol Metab 27:295-298, 2012)
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Table 1. Thyroid function test and treatment during pregnancy and postpartum
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95 mU/LE IP3A1715A8H50] Ho LT4 01 mg |25 thA] A2
Si9ich 241 AL T 24p0] AR B AHoR Be
5190, free T4 12 pmol/L, TSH 41 mU/L ©]0]4] LT4 0.15 mg O 2
ZEFsiatt SAF 127894 free T4 22 pmol/L, TSH 0.4 mU/LE L2}
A LT4E 015 mgo 2 588 A& AR-8IthFg. D, &4t 3|
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Fig. 1. Serum free thyroxine (T4) and thyroid stimulating hormone binding in-
hibitory immunoglobulin (TBII) change during pregnancy and postpartum. The
dosage of L-thyroxine (LT4) treatment is shown at the top. LT4 treatment was
discontinued at 23 weeks of pregnancy, and restarted at 16 weeks after delivery.

T3 (ng/dL) Free T4 (pmol/L) TSH (mU/L) TBII (%) LT4 treatment (mg/day)
Pregnancy (wk)
3 17 " 0.2 76 0.10
14 44 <01 69 0.10—0.05
23 35 <01 48 (discontinued)
27 26 <01 44 -
33 26 <01 53 =
Postpartum (mo)
4 20 <01 95 84 (restarted) 0.10
7 83 12 4 89 0.10—0.15
12 110 22 04 81 0.15
36 60 44 73 93 0.10—0.15
39 113 20 08 87 0.15

LT4, L-thyroxine; T3, trilodothyronine; T4, thyroxine; TBII, TSH binding inhibitory immunoglobulin; TSH, thyroid stimulating hormane.
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Hypothyroidism in Remission during Pregnancy

HEAE]o] ThA] Bl Yjdsto] HAMY free T4 4.4 pmol/L, TSH 73
mU/LE U9} LT4E 0.15 mg O & ThA] FEFAIFAL 37HE 5 free T4
20 pmol/L, TSH 0.8 mU/LZE JAFE]0] 0.15 mg O 2 A& 2|7 59|
TH(Table 1).
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