
Abstract

Background. Thyroid dysfunction
during pregnancy may adversely affect
mother and fetus. A number of disorders
have been described as a cause of
thyrotoxicosis in pregnancy. Subacute
thyroiditis is a rare cause of thyrotoxicosis in
pregnant women. Although self limited, due
to both hyper- and subsequent
hypothyroidism, this disorder may have
deleterious effects in outcome of pregnancy. 

Case report. A 29 year old woman in
the first trimester of pregnancy was referred
due to palpitation, malaise and pain in
thyroid region. Laboratory data revealed a
suppress TSH, elevated Free T4 and high
ESR. Pregnancy test was positive. Diagnosis
of subacute thyroiditis was made by Doppler
sonography of thyroid. A dramatic response
to prednisolone was observed. Two months
later because of hypothyroidism,
levothyroxine was started and continued
throughout pregnancy. She delivered a
healthy baby at term without complication. 

Conclusions. Although subacute
thyroiditis is rare during pregnancy, its

possibility should be kept in mind in hyper-
or hypothyroid pregnant women.

Key words: subacute thyroiditis,
pregnancy, thyrotoxicosis, hypothyroidism.

INTRODUCTION

Subacute thyroiditis (SAT) is a self
limiting, inflammatory disorder of
unknown etiology (1). Classically the
patient presents with thyrotoxicosis and
severe pain in thyroid region that
follows a course of hypothyroidism and
eventually to euthyroidism (1-3).
However, atypical presentations such as
painless nodular goiter have been
described (4, 5). Probably this is a rare
cause of thyroid dysfunction in pregnant
women with only a few cases have been
reported (6, 7). Thyroid dysfunction
during pregnancy may cause deleterious
effects in both mother and fetus (8-10).
Due to biphasic course, physiologic
changes during pregnancy and
limitations in imaging studies, diagnosis
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and management of SAT during
pregnancy is a subject of matter. Here
we report a case of SAT presented in
first trimester of pregnancy.

CASE REPORT

A 29 year old woman was referred
due to heat intolerance, palpitation and
severe anterior neck pain. She had no
history of recent upper respiratory
infection. Physical examination
revealed exquisitely tender right lobe
with mildly enlarged thyroid. Thyroid
function tests showed: total T4=12.3
µg/dL (5-11), total T3= 140 ng/dL (70-
190), T3RU= 40.8% (25%-35%), 
TSH= 0.019 mU/L (0.4-4.2). Erythrocyte
sedimentation rate (ESR) was 81 mm in
first hour and Beta HCG titer was more
than 200 mIU/L. Pelvic ultrasound
revealed a gestational sac in the fifth week
of gestation. Color Doppler sonography of

thyroid gland showed decreased flow and
vascularity in the thyroid gland in favor of
SAT. Treatment with prednisolone was
started at 1 mg/kg and resulted to
immediate improvement in thyroid pain
and tenderness. Two months after
diagnosis thyroid function tests were:
TSH=1.27, T4=4.7, T3RU= 30% and
ESR=17. Prednisolone was tapered and
discontinued and levothyroxine was
prescribed at 2 µg/kg daily. Follow-up
TSH and FreeT4 6 weeks later were 5.57
and 1.84 respectively (Fig. 1). We
increased dosage of levothyroxine to 2.4
µg/kg/day and continued it throughout
pregnancy. She delivered a full term,
healthy baby without complication.
Levothyroxine was discontinued 1 month
after delivery without residual
hypothyroidism. The aim of this report
was explained with the patient and she
provided informed consent.
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Figure 1. Evolution of TSH and FTI.



DISCUSSION

There are a great number of
changes in thyroid function during
pregnancy. In the first trimester due to
high HCG level a state of transient
hyperthyroidism may result. At this
time TSH may be as low as 0.03 to 0.07
and still reduced to 0.13 in the second
and third trimester (11, 12). Apart from
this physiologic hyperthyroidism,
Graves‘ disease, molar pregnancy,
chorio-carcinoma, hyperfunctioning
nodules and with lesser frequency
subacute thyroiditis and silent
thyroiditis may result in suppressed
TSH and high free T4 in pregnancy (12).
Although exact HCG value may be
helpful in elimination of diagnosis of
mole and choriocarcinoma,
differentiation of other causes of
thyrotoxicosis in pregnancy is not only
important, but also difficult due to
contraindications in radionuclide
studies. This patient presented with
severe pain in thyroid region in fifth
week of gestation which is in favor of
SAT. However, hemorrhage into a
nodule and occasionally acute
Hashimoto thyroiditis may have the
same feature (13). Color Doppler
sonography is a valuable tool in
differentiation of SAT from these
etiologies especially Graves’ disease
(14-16). High ESR also strongly
suggest SAT which may be another clue
to correct diagnosis. Eventually a
dramatic response to glucocorticoid
may be an indicator of SAT (17, 18).
Hypothyroid phase of SAT should also
differentiate from other etiologies of
transient or permanent hypothyroidism
such as silent thyroiditis and Hashimoto

thyroiditis. In contrast to SAT these
common etiologies are associated with
high serum anti thyroid antibodies. In
this patient serum TSH was not elevated
in the hypothyroid phase which may be
due to suppressed TSH in thyrotoxic
phase (19). The most important
alternative diagnoses in this setting are
central hypothyroidism and severe non
thyroidal illness. Diagnosis of SAT
without previous history of thyrotoxic
phase may be extremely difficult in this
stage. Due to these difficulties in
diagnosis probably SAT in pregnant
women is underestimated. In a
population based study in Denmark
2.3% of new cases of hyperthyroidism
was due to SAT and another study in
hospitalized patients revealed SAT as
etiology of thyrotoxicosis in 34.5% of
patients (20, 21).

Interestingly, although treatment
with levothyroxine was started early in
the hypothyroid phase in this patient,
classic phases of disease were
demonstrated albeit with less severity
(Fig. 1).

To the best of our knowledge a few
cases of SAT in pregnancy have been
reported. In 2006 Hiraiwa et al. reported
two cases of SAT in the first trimester of
pregnancy one mild and one severe, the
latter was treated with prednisolone (7).
Anastasilakis and colleagues in 2011
also reported a first trimester case of
SAT (6). This case presented with mild
symptoms and diagnosis was based on
FNA. Prednisolone was not prescribed,
but hypothyroid phase was treated with
levothyroxine throughout pregnancy.
None of these studies as well as our case
showed adverse outcome in pregnancy.
Diagnosis of SAT may be more difficult
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when presentation of disease is atypical
such as fever of unknown origin,
painless thyroid enlargement or even
thyroid nodule (4, 5, 22, 23). In these
difficult cases with mild symptoms such
as the case reported by Anastasilakis,
FNA may be helpful. Cytologic features
included: scant follicular cells with
fibrous elements, lymphocytic
infiltration and multinucleated giant
cells ingesting colloid; the latter is
almost pathognomonic for SAT (4).

In conclusion, subacute thyroiditis
is rare in pregnant women but it should
be considered as a cause of hyper- or
hypothyroidism during pregnancy.
Further population based studies needed
to delineate exact prevalence of
subacute thyroiditis in pregnancy.
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