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Background:

Thyroid disorders are commonly encountered during 
pregnancy.Many studies have shown that not only overt but 
subclinical hypothyroidism may also have adverse effect 
in fetal and maternal outcome. If the iodine deficiency is 
not severe in utero,infants of such hypothyroid mothers 
appear healthy. Maternal hypothyroidism during pregnancy 

raises the risk of insufficient placental transfer of maternal 
thyroid hormone to the developing fetus so may have 
long lasting neuropsychological effects 1. Fetal  thyroxin is 
almost obtained from maternal sources in first trimester of 
pregnancy as fetal thyroid gland becomes functional in the 
second trimester of gestation.

This study was designed to know the prevalence of 
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Abstract 

Background:This study was designed to know the prevalence of 
hypothyroidism during pregnancy in western part of Nepal and its 
potential complications.

 Methods:One Hundred seven pregnant cases from Gandaki Medical 
college teaching hospital and Diabetes thyroid and Endocrinology care 
center, two of the tertiary care centers in Pokhara were enrolled in the 
study from the year 2011 January to 2012 December. Detailed history 
and physical examination was done.Thyroid Function test (FT3, FT4 and 
TSH) were performed after the confirmation of pregnancy. Patients were 
followed up during entire pregnancy.Seven patients dropped out from the 
study.

Results: Out of 107 patients 56 patients had TSH below 6 mIU/L,31 
patients had TSH between 6mIU/L - 10 mIU/L and 13 patients had TSH 
more than 10 mIU/L.Seven patients dropped out from the study.There was 
1 miscarriage, 1 still birth from hypothyroid mother and 11 hypothyroid 
and subclinical hypothyroid mothers had preterm delivery.

Conclusion:Prevalence of overt hypothyroidism is around 13% and 
subclinical hypothyroidism is around 31% in pregnant ladies in western 
Nepal.Also complications like stillbirth should be prevented by detecting 
and treating hypothyroidism early. So we recommend all patients with 
pregnancy to perform thyroid function test at the start of pregnancy.
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hypothyroidism and its complications during pregnancy 
in western part of Nepal,one of the hilly region and iodine 
deficient area where the prevalence of thyroid disorder is 
relatively high.

Methods:

This is a hospital based observational study.Age below 40 
years and there was no cast,geography of origin and ethnicity 
consideration. One hundred seven  pregnant cases from 
Gandaki Medical college teaching hospital and Diabetes 
thyroid and Endocrinology care center,two of the tertiary 
care centers in Pokhara were enrolled in the study from 
the year 2011 January to 2012 December. Detailed history 
and physical examination was done.Thyroid Function test 
of serum free triiodthyronine (FT3), free thyroxine (FT4) 
and thyroid stimulating hormones (TSH) were performed 
by Enzyme-linked immunosorbent assay(ELISA) 
radioimmunoassay (Ranbaxy Kit, India).Data was collected 
and analyzed by SPSS software.Patients were followed up 
during entire period of pregnancy . Seven patients dropped 
out from the study and were not included in our study.

Results:

Out of 107 patients 56 patients had TSH below 6 mIU/L,31 
patients had TSH between 6mIU/L - 10 mIU/L and 13 
patients had TSH more than 10 mIU/L.Mean age of the 
patients was 20±3.6 years.There were 7 dropouts from the 
study  and were not included in our study.This shows that 
the Prevalence of overt hypothyroidism is around 13% and 
subclinical hypothyroidism around 31% in pregnant ladies 
in western Nepal.There was one miscarriage, one still birth 
from hypothyroid mother and 5 preterm deliveries from overt 
hypothyroidism and 6 from subclinical hypothyroidism.

Discussion:

Fetal thyroxin is almost obtained from maternal sources in 
first trimester of pregnancyas fetal  thyroid gland becomes 
functional in the second trimester of  gestation. Thyroxin 
is essential for fetal  neurodevelopment, maternal delivery 
of thyroxin to the fetus is essential early in gestation.2In 
pregnancy, iodide is lost through urine so the feto-placental 
unit contributes to a state of relative iodine deficiency. Thus, 
pregnant ladies need additional iodine intake. A daily iodine 
intake of 250  µg is recommended in pregnancy. Some of 
the complications of hypothyroidism include decreased IQ1,3 
,fetal death and miscarriage4,5 ,visual motor deficiency in the 
offsprings,6 preterm delivery,7,8and post-partum thyroidits.9

Thyroid antibody test is warranted in hypothyroid patients, 
but we did not perform antibody test due to the lack of 

resources in our study. A positive thyroid antibody test 
warrants a treatment in lower TSH level too. Studies have 
reported adverse perinatal outcomes,maternal complications 
and Caesarian section among women with subclinical 
hypothyroidism,so detecting  subclinical hypothyroidism in 
pregnancy is very important.10

Complications of hypothyroidism depend on the severity 
of hypothyroidism, on how appropriately and early 
the treatment will be initiated, on other obstetrical and 
extragenital pathologies associated with the present 
pregnancy. The appropriate, early administered treatment 
and maintenance of a normal level of thyroid hormones 
minimize the risk of maternal and fetal complications 
and make it possible that the pregnancy may be carried to 
term without severe complications. Women with previous 
pregnancy losses probably should be treated if their TSH 
level is around upper normal or with a positive antibody 
tests. As there is increased placental uptake, greater blood 
volume, and a higher thyroid binding globulin levels during 
pregnancy,there is around 30% increased need for thyroid 
hormone. Those with subclinical and high normal level of 
TSH at the beginning of pregnancy may not be able to meet 
these needs and may show signs of thyroid insufficiency 
during pregnancy. Study done by Negro R et al shows that 
the risk of miscarriage increases by 15% for each 1 mIU/L 
of TSH elevation.11

Screening of thyroid disorders  should be done with TSH, 
ft3 and ft4 especially in high risk women like those with 
previous history of hypo/hyperthyroidism or thyroid 
surgery, postpartum thyroiditis, family history of thyroiditis, 
goiter, thyroid autoantibodies, signs and symptoms and 
biochemical markers suggestive of thyroid disease,type-1 
diabetes, other autoimmune disorders, infertility, previous 
head and neck irradiation, history of miscarriage or preterm 
delivery.12

Simply signs and symptoms fail to detect thyroid diseases. 
So universal screening for thyroid disorder during pregnancy 
is recommended but cost effectiveness may be a problem 
in poor countries like ours. In our study complications may 
be due to unawareness of the patients, inappropriate follow 
ups and negligence in treatment where thyroid function was 
not kept under tight control. We think these complications 
are definitely higher than  euthyroid people and general 
populations but because of lack of resourse we could not do 
further comparative studies.

Our study shows that in the hilly countries like ours, thyroid 
function during pregnancy should be a routine test.There 
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are limitations of our study. Sample size is not adequate, we 
have not considered about the cast, ethnicity and geographic 
origin as people from mountains are more prone to thyroid 
disorders. We also did not perform antibody test due to cost 
effectiveness.

Conclusion:

Prevalence of overt hypothyroidism is around 13% and 
subclinical hypothyroidism is around 31% in pregnant ladies 
in western Nepal.Complications like stillbirth, preterm 
delivery and miscarriage should be prevented by detecting 
and treating hypothyroidism early. So we recommend all 
patients with pregnancy to perform thyroid function test at 
the start of  pregnancy.
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