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Summary 

Purpose of Investigation: To emphasize the importance of untreated thyrotoxicosis in pregnancy. When left untreated, severe 
maternal, fetal and even neonatal adverse outcomes such as preeclampsia, premature labor, low birthweight infants and increased 
perinatal mortality are prone to complicate the pregnancy. 

Presentation: A case of thyrotoxicosis untreated during pregnancy is reported. 
Conclusion: Many authors have concluded that there is no need for routine assessment of the thyroid hormones and TSH levels 

in pregnancy. Nonetheless laboratory assessment for thyrotoxicosis should be done in cases with suspicious symptoms and signs 
All thyrotoxic women should also be under treatment during pregnancy. Early diagnosis and/or control of hyperthyroidism would 
decrease the incidence of complications during pregnancy. 
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Introduction 

Management of thyrotoxicosis in pregnancy is still a 
difficult challenge for obstetricians and endocrinologists. 
The incidence is estimated as 0.1-0.2% in pregnancy [l]. 
Classically it has been stated that Graves'disease is the 
most common cause of hyperthyroxinemia in pregnancy. 
Three forms of clinical presentation can be observed: 1) 
active disease under treatment; 2) remission state; or 3) 
yet undiagnosed. The last one has the greatest risk for 
obstetric complications. It is well known that untreated 
hyperthyroidism may cause severe adverse conse
quences, and maternal-fetal outcomes are directly related 
to the adequate control of hormone levels [2]. Untreated 
hyperthyroidism is associated with increased risk of 
preeclampsia, premature labor, low birthweight infants, 
and perinatal mortality [3]. Pregnancy itself also poses an 
additional risk to the condition. While cardiac high
output state of hyperthyroidism can be mostly compen
sated in non-pregnant cases, approximately 10% of 
untreated women experience cardiac failure during preg
nancy [4]. Pregnancy complications such as severe 
preeclampsia, eclampsia, sepsis, hemorrhage and anemia 
can further increase the risk of cardiac decompensation 
[5]. In this report, we present a case of thyrotoxicosis 
complicated with heart failure during pregnancy and 
emphasize the importance of diagnosis and treatment 
before or in early phases of gestation. 
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Case Report 

A 22-year-old woman, gravida I, para 0, was referred to our 
clinic at 31 weeks of pregnancy with suspected preeclampsia. 
She had an unremarkable medical history. She complained of 
respiratory distress and abdominal pain. Her blood pressure was 
160/90 mmHg and body temperature was 38.5°C. She had 
tachycardia (152 beats/min) and tachypnea (45 per min). Sig
nificant exophthalmia and edema in the lower extremities were 
detected. Her thyroid gland was d市usely enlarged and her skin 
was sweaty. She also had muscle fasciculation, exaggerated 
deep-tendon reflexes and proximal muscle weakness. The find
ings were suggesting thyrotoxicosis. 

Obstetric ultrasound examination showed a 31-week fetus. 
The fetus was anatomically normal and appropriately grown for 
the gestational age. Amniotic fluid volume was normal and, 
minimal sub-chorionic clot areas were detected inside the pla
centa. She had three uterine contractions in ten minutes and in 
cervical assessment there was 2 cm of dilation and 20% efface
ment. Fetal heart rate tracing showed significant fetal tachycar
如(170/bpm) with normal variability 

In biochemical assessment, the results of complete blood 
count, liver and renal function tests were normal. Urine analy
sis showed moderate (2+) proteinuria. The serum TSH level was 
low (0.028 uIU/ml), and free T4 (> 6 ng/dl, normal reference 
0.8-2.2 ng/dl) and total T3 3.36 ng/ml (normal reference 1.4-2.4 
ng/ml) levels were high. Anti TPO (20.2 IU/ml) and anti TG 
(41.2 IU/ml) were negative, but thyroid stimulating 
immunoglobulin (TSI) was not determined. 

With the diagnosis of preeclampsia, magnesium sulphate pro
phylaxis was initiated. After consultations with endocrinolo
gists the diagnosis of thyrotoxicosis was also established, and 
propylthiouracil (200 mg/daily), propanolol (160 mg/daily) and 
prednisolone (48 mg/daily) medications were initiated for the 
treatment. Special care was taken for the urine output follow-up 
and fluid balance. After 13 hours, the respiratory complaints of 
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