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ABSTRACT 
 

Background: Thyroid dysfunction during pregnancy has been an important area of research due to its imminent 

in maternal and fetal outcome. Literature showed a wide range of hypothyroidism during pregnancy in Asian 
population. 
Aim:To find the rate of thyroid disorder duringpregnancy among the females presentingfor antenatal check-up in a 

tertiary-care hospital. 
Methods: This Cross sectional study was done at Department of Gynacology Lahore General Hospital, Lahore for 

6 months. Sample size of 360 patients included and assessed for thyroid hormone levels. Blood sample of 
pregnant female was sent to laboratory of the hospital to note the level of TSH, free T3 & free T4 in blood. Reports 
were assessed and if levels were deranged, then thyroid dysfunction was noted. 
Results: The mean age of pregnant females was 26.63±7.41years and the gestational mean age of females was 

19.64±6.88 weeks. Prevalence of thyroid disorder in this study was 159 (44.2%) out of 360 pregnant females. 
Among thyroid dysfunction cases, 159 (44.2%) pregnant females had thyroid dysfunction and 201 (55.8%) had 
euthyroid. Out of 159 positive females, subclinical hypothyroidism was observed in 107 (67.3%) while subclinical 
hyperthyroidism in 52(32.7%) with poor obstetrical history. 
Conclusions: This study concludes that hypothyroidism is high in pregnancy (67.5%). Most of these females had 

subclinical hypothyroidism. 
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INTRODUCTION 
 

Thyroid dysfunction during pregnancy has been an 
important area of research due to its imminent in maternal 
and fetal outcome. It has been documented that maternal 
thyroid hormone excess or lacking can affect the outcome 
for mother and foetus as well as interfere with ovulation 
and fertility.1According to Western literature, the rate of 
hypothyroidism during pregnancy is around 2.5%. In India, 
there are few studies regardingrates of hypothyroidism 
during pregnancy which ranged from 4.8% to 11%2,3. 

Thyroid dysfunction during pregnancy is associated 
with adverse maternal complications such as anemia 
complicating pregnancy, miscarriages, pre-eclampsia, 
abrupt-placentae, postpartum haemorrhage and fetal 
complications like premature birth, increased neo-natal 
respiratory distress. Maternal or fetal hypothyroidism may 
also contribute to irreversible brain damage with mental 
retardation and neurological defects that support testing for 
thyroid dysfunction during early pregnancy with thyroid 
hypofunction interventional levothyroxine therapy4-9.  

Thyroid dysfunction is one of the commonly 
encountered disorder during pregnancy. Adverse 
obstetrical outcomes due to abnormal functioning of thyroid 
can be intra-uterine growth retardation, hypertensive 
disorders of pregnancy, preterm deliveries, recurrent 
miscarriages, andreduced cognitive & neurological growth 
of fetus.10-12Overt hypothyroidism is reported in 0.2% 
females and subclinical hypothyroidism in 2.3% females.13  
Mild or sub-clinical hyperthyroidism doing pregnancy can 
be detect in 1.7% cases and is not reported to be 
associated with any sort of significant adverse obstetrical 
outcome. 

The objective of the study was to find the rate of 
thyroid disorder in pregnant females presenting for 
antenatal check-up in tertiary care hospital. 
 

MATERIAL AND METHODS 
 

It was a cross-sectional study conducted in the   
Department of Obstetrics & Gynaecology Lahore General 
Hospital, Lahore during a period of six months from March 
2019 to August 2019. Sample size was 60 patients, 
calculated keeping confidence level =95%, margin of error 
=3% and percentage of hypothyroidism in pregnancy as 
4.8%. Simple random sampling technique was used.  
Inclusion Criteria: Pregnant females aged 18-40years 

having bad obstetrical history i.e., ≥3 consecutive 
miscarriages, stillbirth/neonatal death in previous 
pregnancies or congenital anomalies were included. 
Exclusion Criteria: Patients with previous history of 

thyroid surgery, taking anti-psychotic drugs, thyroxin, β-
blockers, neomercazol or having multiple fetus were not 
included. 
Data Collection Procedure: Three hundred and sixty 

females attending antenatal clinic were included after 
fulfilling the inclusion criteria. Informed consent was 
obtained. Demographic details of patients (name, age, 
gestational age, BMI) were obtained. Then sample of blood 
was taken in 5cc disposable syringe. All the samples were 
sent to laboratory of the hospital andTSH, free T3 &free T4 
levels were assessed by using radioimmunoassay kit 
(Beckman Caulter). The reports were obtained from 
laboratory and evaluated. If levels of thyroid function test 
deranged, then thyroid dysfunctions was noted. Subtype of 
thyroid dysfunction were based on concentration of TSH, 
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free T3 & free T4 as per American Thyroid Associations 
Guidelines. Subclinical hypothyroidism was labeled if TSH 
ranged in 2.5-10.0mIU/L with normal free T4 i.e., 0.7-
1.8ng/dL and subclinical hyperthyroidism was labeled if 
TSH was <0.1 mIU/L with normal free T4 i.e. 0.7-1.8ng/dL. 
Analysis plan: SPSS version 21.0 was used to enter and 

analyzed the data. Thyroid dysfunction and its subtypes 
was calculated as frequency and percentage. 
 

RESULTS 
 

In this study, we included 200females; who were enrolled, 
to examine the thyroid dysfunction, the mean age of all 
females was 26.63±7.41years and the gestational mean 
age of females was 19.64±6.88 weeks. Prevalence of 
hypothyroidism was 159(44.2%) out of 360 pregnant 
females (Table 1). 

The mean FT3 concentration was 2.82±1.31ng/dl 
while mean FT4 concentration was 1.98±1.12ng/dl. The 
mean TSH concentration of was 3.38±1.39ml/UI. Out of 
360 females 220(61.1%) were never received ntenatal care 
while 76% were illiterate. Among all, 35% were taking 
iodized salt while thyroid enlargement was noted in 47% 
cases. About 60% females were anemic and came from 
poor socioeconomic class.  Table 2 

Among thyroid dysfunction cases, 160 (44.2%) 
pregnant females had thyroid dysfunction and 202(55.8%) 
hadeuthyroid. Out of 160 positive females, 108(67.5%) had 
subclinical hypothyroidism while52(32.5%) had subclinical 
hyperthyroidism. Table 3 
 
Table 1: Demographic characteristics of patients 

 
Thyroid Dysfunction 

Yes No 

n 159 (44.2%) 201(55.8%) 

Age (years) 25.63±7.01 27.45±7.71 

Gestational age 19.36±6.46 20.21±7.20 

 
Table 2: TSH, ft3, ft4 in females was poor obstetric history 

Ft3 (ng/dL) Ft4 (ng/dL) TSH (mIUL) 

2.82±1.31 1.98±1.12 3.38±1.39 

 
Table 3: Frequency of subclinical thyroid dysfunction among 
pregnant females 

Thyroid dysfunction n %age 

Subclinical hypothyroidism 108 67.5 

Subclinical hyperthyroidism 52 32.5 

Total 160 100 

 

DISCUSSION 
 

The purpose of this study was to assess the function of 
thyroid during pregnancy. The key results was that the 
majority of 88 females attending tertiary hospitals are 
subclinical hypothyroidism. There is also evidence of 
thyroid autoimmunity for a significant number of these 
females.Thyroid dysfunction is 2ndmost common endocrine 
disorder i.e. in 2-3% pregnant females141 In our study the 
frequency of thyroid dysfunction during pregnancy was 159 
(44.2%), out of 159 hypothyroidism was 107(67.3%) and 
hyperthyroidism was 52(32.7%).  As compare to Oshashi et 
al., who reportedthe prevalence of thyroid dysfunction in 
24.7% pregnant females i.e. 16.8% hypothyroidism 
while7.9% hyperthyroidism15. Several countries have 

recently reported the prevalence of hypothyroidism. On 
analysis, results of this study are consistent with recently 
published data from India and other countries. Previous 
studies conducted in Delhi reported a 14.3% prevalence of 
hypothyroidism during the first trimester15. 

In our study, among pregnant females with poor 
obstetrical history, the thyroid dysfunction was diagnosed in 
160(44.2%) cases. Subclinical Hypothyroidismwas 
observed in 108(67.5%) females and 52(32.5%) had 
subclinical hypothyroidism. High percentage of females 
also suffer from thyroid dysfunction in our study as we only 
research high risk group with previously untreated poor 
obstetric history. In our study, the occurrence of subclinical 
hyperthyroidism was 32.5%. In another study, conducted 
by Sahu et al., the rate ofsubclinical hyperthyroidism was 
0.9% in pregnant females. Thus, we found very high rate of 
subclinical hyperthyroidism in pregnant females which 
increases the hazard of complications during or after 
pregnancy2.  

Pillai et al., reported therate of thyroid dysfunction in 
10.8% cases, of which hypothyroidism constituted 9.2%, 
with sub-clinical hypothyroidism constituting 8.5% and overt 
hypothyroidism accounting for 0.7% and subclinical 
hyperthyroidism was 1.6%.17Prevalence of hypothyroidism 
in pregnancy vary in differ greatly in geographical regions. 
Data ofWestern region countries shows that 
hypothyroidism can complicates around 0.3-0.5% 
pregnancies while subclinical hypothyroidism in 2.5% 
cases. 

Similarly, in a community-based large-scale study 
involving over 500,000 pregnant women from the USA 
showed a 15.5% prevalence of hypothyroidism.4In a study 
done on Caucasian women by Knight et al,6 the prevalence 
was found to be 13.9%.Prevalence of subclinical 
hypothyroidism in the United States ranged from 2% to 
2.5%. On the other hand, the prevalence of subclinical 
hypothyroidism in Belgium has been reported to be 6.8%, 
and as high as 13.7% in Spain. A cross-sectional, 
multicenter study undertaken in India showed that 13.1% of 
pregnant women had hypothyroidism. The majority of these 
cases were subclinical and in the first trimester of 
pregnancy7.  

The frequency of thyroid dysfunction during 
pregnancy differs in different ethnicity as reported in 
several studies. In our study, the frequency of this disorder 
during pregnancy was 160 (44.2%), which is much higher 
than reported by Wang et al.,18 i.e. 10.2%,while14.6% 
reported by Taghavi et al19,2013.25% reported by Ajmaniet 

al21. and 26.5% by Rajput et al22. While the study ofThanuja 
et al.,20reported the prevalence of thyroid dysfunction in 
about 5% females only. 
 

CONCLUSION 
 

This study concludes that hypothyroidism is high in 
pregnancy (67.5%). Most of these  
pregnant women with thyroid dysfunctionhave subclinical 
hypothyroidism. In order to determine whether universal 
screening in needed for pregnant women’s, further studies 
are required to assess the impact of thyroid disorder during 
pregnancy in the Pakistan population. 
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