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SUMMARY 
Objective: Subclinical hyperthyroidism has long-term sequelae that include osteoporosis, 
cardiovascular morbidity, and progression to overt thyrotoxicosis or thyroid failure. The objective of 
this study was to evaluate pregnancy outcomes in women with suppressed TSH and normal free T4 
levels. 

Methods: All women who presented to Parkland hospital for prenatal care between November 2000 
and April 2003 underwent thyroid screening by a chemiluminescent TSH assay. Women with TSH 
values at or below the 2.5th percentile for gestational age and whose free T4 levels were 1.75 ng/dl or 
less were identified to have subclinical hyperthyroidism (SCHR). Those women screened and 
delivered of a singleton weighing 500 g or more were analyzed. Pregnancy outcomes in women 
identified with SCHR were compared with those in women whose TSH values were between the 5th 
and 95th percentiles. 

Results: A total of 25.765 women underwent thyroid screening and were delivered of singleton 
infants. Of these, 433 (1.7%) were considered to have SCHR, which occurred more frequently in 
African/American and/or parous women. Pregnancies in women with SCHR were less likely to be 
complicated by hypertension (adjusted O.R. 0.66, with C.I. 0.44-0.98). All other pregnancy 
complications and perinatal morbidity or mortality were not increased in women with SCHR. 

Conclusion: Subclinical hyperthyroidism is not associated with adverse pregnancy outcomes. The 
results indicate that SCHR and treatment during pregnancy is unwarranted.    

   
 
COMMENT
Our colleagues from Texas have recently 
published a paper on subclinical 
hypothyroidism during pregnancy and 
shown that this condition was associated 
with increased obstetrical and perinatal 
morbidity. It was therefore logical for them 
to look at ‘the other side of the coin’, i.e. 
subclinical hyperthyroidism.  
In present study, the classical definition of 
subclinical hyperthyroidism (i.e. unde-
tectable serum TSH and normal free T4 
levels) was changed by the authors in the 
study design. The first comment concerns 
the reference norms used for serum TSH 
measurements during pregnancy. The 
authors employed percentile limits (i.e. 
below the 2.5th percentile), based on a 

previous determination of a lowered serum 
TSH in their laboratory (using a chemi-
luminescent TSH assay) for the three 
trimesters of pregnancy. They based this 
procedure on the rationale that normal 
serum TSH levels in pregnancy are not 
similar to non pregnant conditions 
(because of the blunting effect of high hCG 
levels). Presently however, ‘trimester-
specific’ norms for serum TSH in pregnant 
women are not universally accepted. The 
limits defined by the authors, corres-
ponding to the lowest 2.5th TSH percentile, 
varied between 0.008 and 0.668 mU/L at 
each week of gestational age. This implies 
that the authors considered some women to 
have subclinical hyperthyroidism (SCHR) 
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even when their serum TSH was above 
0.40 mU/L. 
The second comment is that the authors 
identified 433/25.765 women with a 
blunted TSH, that is 1.7% of the cohort. 
Such prevalence is markedly below the 15-
20% prevalence found in similar studies by 
several other investigators. The expla-
nation for this discrepancy is not clearly 
explained, but it is noticeable that the 
gestational ages at which TSH 
determinations were carried out are not 
given in the present article, and it remains 
therefore plausible that the screening was 
carried out in a majority of women after 
the first trimester of gestation. 
Within the limitations outlined above, the 
main finding of this study was that low 
TSH values were not associated with 
adverse pregnancy outcomes. This finding 

is important because it indicates that 
subclinical hyperthyroidism during 
pregnancy does not require treatment. 
Based on unblished information obtained 
from our colleagues obstetricians overseas, 
it appears that there is a trend in the USA 
to treat pregnant women who are found to 
have a lowered serum TSH by giving them 
propylthiouracil (PTU), without much 
sense. This article has the merit to show 
that such treatment is unwarranted, at least 
in pregnant women who have not been 
diagnosed with active Graves’ disease or, 
rarely, with severe symptoms and signs 
(such as hyperemesis gravidarum) 
associated with non autoimmune transient 
gestational thyrotoxicosis due to 
abnormally elevated and sustained hCG 
levels. 
(Daniel Glinoer MD, PhD) 
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