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Hypothyroidism 

 

 

 

 

  

Screen for the following risk factors:
1,2

· Relocation from an area of known moderate to severe 

iodine insufficiency 

· Personal or family history of thyroid disease 

· Symptoms: cold intolerance, fatigue, weight gain, 

constipation, skin changes including vitiligo

· Type I diabetes or autoimmune disease

· History of head and neck irradiation or prior thyroid 

surgery

· BMI >40

· Infertility or recurrent SAB or PTB

· Goiter or thyroid nodule

· Medications-amiodarone, lithium, iodides

· TPO antibody

Obtain TSH

Begin levothyroxine

 100-150mcg/day
,2,4

Repeat TSH q 4-6 weeks or

 q trimester if TSH <2.5 mU/L

Prior diagnosis of 

hypothyroidism/on 

replacement therapy

Obtain TSH level or consider 

increase thyroid replacement 20-

30% (double daily dose 2 days per 

week)  at positive pregnancy test
3,5

TSH elevated

 (≥ 2.5mU/L)

Low TSH (<trimester-

specific range or <0.1)
2

TSH <2.5 mU/L or 

substantial 

improvement from 

prior level

Continue current dose 

of levothyroxine

Decrease levothyroxine 

dose by 25-50mcg/day
If compliant, increase 

levothyroxine dose by 

12.5-50mcg/day
2,8

If dose >250mcg/day  

consult Endocrine

No treatment recommended
7

After delivery:
2,3

· If on therapy prior to pregnancy - 

reduce levothyroxine dose to pre-

pregnancy level 

· If not on therapy prior to pregnancy, 

decrease dose by 25- 50%

· Check TSH at 6 - 8 weeks postpartum 

If >4mU/L obtain free T4 If ≤ 4mU/L 

Euthyroid

Elevated TSH (>4mU/L)

Low free T4

or 

TSH>10mU/L
3

Overt hypothyroidism

Normal TSH in pregnancy
3

If internal pregnancy trimester-specific 

TSH reference ranges are not 

available, 4mU/L may be used as the 

upper limit of normal. 

Goal of treatment: TSH <2.5mU/L
1,3,4

Elevated TSH (>4 mU/L)

and Normal free T4 mU/L 

Subclinical hypothyroidism

PRN follow-up

Delivery

Free T4 measurements may be 

unreliable during pregnancy
1

Treatment of hypothyroxinemia 

(normal TSH with a low free T4) is not 

recommended
3

No

Yes
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These algorithms are designed to assist the primary care provider in the clinical management of a variety of problems that occur during 

pregnancy. They should not be interpreted as a standard of care, but instead represent guidelines for management.  Variation in practices 

should take into account such factors as characteristics of the individual patient, health resources, and regional experience with diagnostic 

and therapeutic modalities. 

 

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill School of Medicine. They cannot be reproduced 

in whole or in part without the expressed written permission of the school. 
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