G. HYPERTHYROIDISM
PRECONCEPTION, IN
PREGNANCY,
AND POSTPARTUM




Hyperthyroidism

« Hyperthyroidism during the reproductive period requires individualized
management to rapidly restore euthyroidism while minimizing maternal and fetal

risks.

» Pregnancy-related physiological changes can mimic thyrotoxicosis, making diagnosis
challenging. Management differs according to disease etiology, severity, gestational

age, and treatment history.

- Careful interpretation of thyroid function tests is essential throughout

preconception, pregnancy, and postpartum.




Recommendations Table 13: Evaluation of Hyperthyroidism in Pregnancy Strength* Level #

Thyroid function testing should not be pursued in pregnant women with hyperemesis gravidarum if there are no other
clinical signs of hyperthyroidisme. Good Practice Statement

Thyroid ultrasonography is not suggested as a method to distinguish GTT from Graves® disease in Canditional Vi
pregnant women.

Isotope scanning is contraindicated in pregnancy and should not be used in the diagnostic evaluation of
hyperthyroidism. Good Practice Statement

2 Predominantly palpitations that persist after rehydration and antiemetics. If palpitations are caused by GTT, these can be treated symptomatically
with propranolol.

* Strength of Recommendation; * Level of Evidence; Good Practice Statement
GTT, gestational transient thyrotoxicosis




What isnew in thisguideline

»>Urgent thyroid surgery can be performed during any trimester if necessary,

although the second trimester remains the preferred timing.

>TRAb/TSI levels and the duration of antibody positivity are now emphasized
when deciding whether antithyroid drugs (ATDs) can be safely discontinued

before conception.

»>Shared decision-making is recommended when planning pregnancy in

women with Graves' disease.




Causes of Hyperthyroidism In
Pregnancy

- The most common physiological cause is Gestational Transient Thyrotoxicosis (GTT) caused by

high hCG levels.
The most common pathological cause is Graves' disease.

Less common causes include toxic multinodular goiter, toxic adenoma, thyroiditis, TSH-secreting

pituitary adenoma, struma ovarii, thyroid hormone overtreatment, and thyroid cancer

metastases.
Differentiating GTT from Graves' disease is the first diagnostic step.

Painless (silent) thyroiditis — rare in pregnancy, but should be differentiated from Graves' disease.

Characterized by suppressed TSH, mildly elevated fT4, and negative TRAb/TSI antibodies.

Antithyroid drugs are not indicated as the mechanism is destructive (not increased production). :




Gestational Transient Thyrotoxicosis
(GTT)

» GTT results from hCG stimulation of the TSH receptor and usually presents

with suppressed TSH and mildly elevated fT4 during early pregnancy.

« It occurs in <1-11% of pregnancies and in up to 66% of women with

hyperemesis gravidarum.

- Most cases resolve spontaneously and are not associated with increased risks
of preeclampsia, preterm birth, gestational hypertension, or fetal growth

restriction.




Graves Disease In Pregnancy

Diagnostic Evaluation:
- Graves' disease affects approximately 0.4% g

of women before conception and 0.2% « Women with suppressed TSH should first undergo
during pregnancy. free T4 measurement. If fT4 is elevated, TRAb or TSI

should be measured to distinguish Graves' disease
from GTT.

« Untreated disease may cause significant

maternal and fetal complications. Disease

activity often improves during pregnancy . T3 measurement may be useful when fT4 is normal

because of immune tolerance but or when T3 thyrotoxicosis is suspected.

commonly relapses after delivery.
« Thyroid ultrasound cannot reliably distinguish

- Maternal TRAb antibodies can cross the Graves' disease from GTT during pregnancy.

placenta and stimulate the fetal thyroid.




Preconception management of hyperthyroidism (Graves’
disease)

Recommendations Table 14: Graves' Disease Preconception

The desire for conception should be assessed in women of childbearing age who have new or existing
hyperthyroidism.

The risks and benefits of treatment options for hyperthyroidism, their impacts on a future pregnancy, and desired
timeline to conception should be discussed in women with existing hyperthyroidism who are planning pregnancy.

Women taking methimazole (MMI) should be switched to propyithiouracil (FTU) if they are planning pregnancy.®

3 If PTU is not available or if there are confraindications (allergy), we recommend that women continue MMI while trying to conceive, along with a
discussion on the pros and cons of stopping MMI upon a positive pregnancy test and the option to pursue definitive therapy prior to pregnancy.

* Strength of Recommendation; * Level of Evidence; Good Practice Statement

MMI, methimazole; PTU, propyithiouracil




Distinguisning Graves Diseasefrom GTT

 Features favoring Graves' disease include persistent hyperthyroidism beyond the first
trimester, positive TRAb/TSI, thyroid eye disease, previous Graves' disease, and

autoimmune family history.
« GTT is more likely in early pregnancy, multiple gestation, and hyperemesis gravidarum.

- Women with isolated hyperemesis generally do not require routine thyroid testing

unless clinically indicated.




TABLE 2. DIsTINGUISHING BETWEEN GESTATIONAL TRANSIENT THYROTOXICOSIS (GTT) AND GRAVES™ DISEASE

Feature GTT Graves' Disease
Symptoms of thyroloxicosis before pregnancy Hone Often

Symptoms of hyperemesis gravidarum (nawseafvomiting) Often Usually not present
Persanal or family hstory of thyroid diseass Usually absent DOften present
Presencs of goiter Nonaflow hiay be present as diffuse goiter
Signs of thyrold eye disease Hone hiay be present

Sarum FT3 concentration (Box 6} Uaually normal or mildly radsed Raisad

Serum TRAD andfor TSI concentration MNarmal Raisead

Serum TT3 (ngddLyTT4 (mcghdl ) ratiod= Typically <20 Typically =20

Usually normalizes by Orften suppressed
the third tnimester of pregnancy throughout pregnancy

GTT, gestations! translent thyrotoxicosis; FT3, free rilodothyromine; TRAb, TSH recepior antibodies: TSI, thyroid stimutating immunoglobulin: TT3,
tofsd irtodadhyronine; TT4, fotel thyrowrine; TSH, thyroid stimufating hovmone

Serum TSH conceniration




Hyperthyroidism Before
Conception

« Women planning pregnancy should achieve stable euthyroidism before

conception.

« Normal thyroid function should be confirmed by two consecutive tests at

least six weeks apart.

- Restoring euthyroidism improves menstrual regularity and fertility and

reduces pregnancy complications.
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Treatment Options Before
Pregnancy

-« Management options for Graves' disease include:
Antithyroid drugs (ATDs)
Radioactive iodine (")
Total thyroidectomy
Treatment selection should consider future fertility, fetal safety, relapse risk, and

patient preferences through shared decision-making.
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Antithyroid Drugs Before Pregnancy

« Women receiving methimazole (MMI) should
switch to propylthiouracil (PTU) once actively

trying to conceive whenever possible.

 If PTU is unavailable, the lowest effective MMI

dose should be used.

« Women should immediately informtheir
physician if pregnancy occurs during ATD

therapy.

Radioactive lodine (RAI)

- RAI therapy may increase TRAb concentrations,
increasing fetal and neonatal hyperthyroidism

risk.

« Pregnancy should only be attempted after
antibody levels have fallen below 3x the upper

limit of normal.

« Stable thyroid function should also be

confirmed before conception.




Discontinuing Antithyroid Drugs

Recommendation

Women with:
Low-dose ATD therapy
Stable thyroid function for >6 months
TSH >0.35 mU/L

Negative TRAb/TSI
may be considered for ATD withdrawal before pregnancy because relapse risk is

lowest in this group.




Monitoring After ATD Withdrawal

« Recommendation

Following discontinuation:

Monitor TSH and fT4 every 1-2 weeks during the first trimester.
Continue testing every 2—-4 weeks afterward.

Restart therapy if biochemical relapse develops.




ATDs During Pregnancy

Congenital Malformation Risk

» Both PTU and MMI cross the placenta and Compared with women not receiving ATDs:

may cause congenital malformations.
PTU increased congenital malformations

. PTUI f ing the fi i
U is preferred during the first trimester by 8.8 per 1000 births.

because associated birth defects are

generally less severe than those seen with . MMl increased malformations by 17.1

MMLI. per 1000 births.

- After 16 weeks, evidence is insufficient to . Higher cumulative MMI doses (>495 mg)

recommend PTU over MMI. were associated with greater risk.




Recommendations Table 17: ATD Treatment of Graves' Disease Preconception and in Pregnancy

Consider discontinuing ATD therapy for Graves' disease upon confirmed pregnancy if the woman is euthyroid on low
dose ATD (MMI <5-10 mg/day or PTU <100-200 mg/day) taken for =6 months pre-pregnancy (Figure 4).

Following the discontinuation of ATD use in pregnancy, serum TSH, FT4 and clinical examination may be monitored
every 1-2 weeks in the first timester, then every 2-4 weeks in the second and third trimesters.

In pregnant women with a new diagnosis of Graves' hyperthyroidism or who have high risk of developing
thyrotoxicosis if ATDs were to be discontinued, treatment with ATDs Is advised as follows:

Pregnant women with active Graves' disease managed with ATDs should have serum TSH, FT4, and TRAb and/or

TSI concentrations measured as soon as pregnancy is confirmed and monitored with TSH and FT4 every 2-4 weeks
thereafter.

PTU may be used if initiating ATD for the treatment of hyperthyroidism before 16 weeks of pregnancy.

If a woman is taking MMI during pregnancy, switching to PTU® may be considered until 16 weeks® depending on the
time of presentation and MM| dose (see lext).

If PTU is not available, MMI may be continued at the lowest effective dose for the shortest duration possible.

In case of thyrotoxicosis, propranolol may be used in routine dosages to ameliorate hyperthyroidismerelated
symptoms.

Strength®

Conditional

Conditional

Good Practice Statement

Conditional Low

Good Practice Statement

Conditional Low

Good Practice Statement

# When switching from MMI to PTU, a dose ratio of approximately 1:20 should be used (e.g., MMI 5mg once daily = PTU 50mg twice daily).

b |f ATD therapy continues to be required after 16 weeks gestation, it remains unclear whether PTU should be continued or switched to MMI.
* Strength of Recommendation; # Level of Evidence; Good Practice Statement
ATD, antithyroid drug; MMI, methimazole; PTU, propyithiouracil: TSH, thyroid stimulating hormone; FT4, free thyroxine; TRAb, TSH receptor
antibodies, TSI, thyroid stimufating immunoglobulin




FIG. 5. Strategy for ATD
discontinuation upon
pregnancy confirmation.
Factors important for
considering when maternal
ATD may be successfully
discontinued in pregnancy
include the duration and dose
Graves' hyperthyroidism relapse risk® of ATD use, maternal TSH
concentration, signs of Graves’
disease burden (i.e., thyroid
© Teratogenic period® eye disease, goiter), and the
|' — maternal TRAb and/or TSI
concentration. The 1-year risk

I o
* For MMI/CMZ, the teratogenic period ends at approximately 16 weeks for skin defects, while the risks for other Of Graves’ disease relapse

congenital anomalies remain elevated generally throughout the first trimester. i 9
b The 1 year risk of Graves' disease relapse typically ranges between 30-70% following ATD discontinuation based typlca”y ranges between 30%

on risk factors in the text. and 70% following ATD
ATD, antithyroid drug: TSHR-Ab, thyrotropin receptor antibody: TSI, thyroid stimulating immunoglobulin . . .
Y 9 L : ¥ 4 . - discontinuation based on

these risk factors

STOP PTU/MMI

TSH Receptor Abs and/or TSI

Conception




First Trimester ATD Exposure and Congenital Malformation Risks
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Muscubbskeatal
Face and neck ' ———— PR y ——
I |
Urinary system —— ,,,,..,,..g » 1 e—e—
| |
| Digestive systom | ——i
! Eye li—‘-—l
Circulatory sysiom H—— |
I Urinary sysiem | ——i
Digestive system ——— |
| Respiratory system |
Integurmentary ls. wem '
Circdaory sy l;-o—q
t
1

Prevalence of congenital malformations

Unexposed ATD group PTU s only | mvwcmz usaony | Som PTU anc MMecaz
5.9% 70% 8.1% 8.0%
(N=170,716/2,872,109) (N=5529,930) (N=91/1,120) (N=14721,841)
Within 2 yoars of birth®
5.7% 20% 2.1% 20.1%
(N=45 982/811,730) PN=45564) (N=100/1,097) (N=16¢159)

+ Seo G, ot sl Aryy Inbern Med 2008; MES 04413,
* Anderses 51, st al J Clin Esclocriect Metsb 2019:104] 12c8050-2043.

FIG. 6. Risks of antithyroid
drugs during pregnancy. The
relative and absolute risks, as
well as examples of affected
organ systems and severity of
congenital malformations,
associated with maternal
antithyroid drug use during
pregnancy are summarized
from data reported in two
large epidemiological studies.
CMZ, carbimazole; MM,
methimazole
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Switching from MMI to PTU

« Recommendation
Women who become pregnant while taking MMI should switch to
PTU as early as possible during the first trimester if continued

treatment is required.

- An approximate conversion ratio is:MMI 5 mg/day = PTU 50 mg twice daily.




Monitoring During Pregnancy

« Recommendation

Women treated with ATDs should have:
TSH and fT4 measured at pregnancy confirmation.
Repeat thyroid function tests every 2—4 weeks.
TRAb/TSI measured during the first trimester.

The ATD dose should be reduced whenever possible while maintaining

euthyroidism.




Recommandations Table 15: Subclinical and Overt Hyperthyroidism in Pregnancy Strength® Level *

Subclinical hyperthyroidism of GTT shoukd not be treated with ATD therapy, but propranciol may be used 1o ameliorate | o
tryparthyrosdism-relaled paipitalions. H? i

In pregrant women with subdinical by perthyroidism whose TSH concantration B <01 mUL, serum thyrold function Pt Brnci Sl |
should be monilored willaul reabmenl svery 20 wasks,

Orvert hyperthyroadiem that is nol due o GTT (i.e. Graves’ dease, aulonomous thyroid nodule) should be reated,
1o mirimize the duralion of uncanlrabed Myraloxicosis in pregransy.

Crvert hyperthyroidiem nol due te GTT {l.e. Graves' Geease, aulonromous Byroid noduls) may be trealsd with ATD
Iherapy, targeting a FT4 eoncenration at of slighlly above the upser third of Be referents inlarval s

= Because FT4 contentralions bekow this range afe associated with a high risk of Telal hypothyroidism
* Strength of Recommendation; # Level of Evisence; Good Praclice Slatement

GTT, pestalional transisnt hyroloxicosis: ATD, amilhyroi drug; TSH, Uyroid stmulaling hormone: FT4, free thyroine
Dissanting comments for Recommendations Table 15 fram ATA members wilhin the guidalines wiling group are repoded in Supplementary Tabde 3.

Recommendations Table 16: Monitoring Graves’ Disease in Pregnancy

All pregrant women with & hestory of Graves” disaase should have ssrum TSH. FT4, and TRAD andior TS messised
in thie first rimesier,

For winmeen wilh a hisiony of Graves' disease wid are nol [aking ATOS" &nd whio hises TRAD andlsr TSE measiced in
the first trimestar:

Al ke TRAD andlef TS contentraion (s >3 fokd the upper limil of rarmal, TRAD andiar TSI measuremenls

should be repealed af 16-22 snd 30-34 weeks along with maniloring for aigns of fetal by perthyresdisen ok 1o
neenatalfetal hypetiyroidem section).

B. If the TRAD and/or TSI conceniralion al any time during pregrancy is <3 times the uppes il ol normal and
maiher resmaing sullyroid, TRAD andior TSI Tollow-up measurermants and lfatal hypertihynoiism mondafing
should be slopped.

Euthyroid women with a history of Graves’ dissase withaul priee definilive trealment and who have been in remission
laf =1 year should be manilored with thyread funcon testing each Irimester (Table 1), followed by matemal Byroid
lsling @l 4-F weeks and 4-6 months poat-parum.




Thyroid Surgery During Pregnancy

« Thyroidectomy should only be considered for
severe ATD intolerance or uncontrolled

hyperthyroidism.

- If surgery is necessary, the second trimester is

preferred.

« Surgery should be performed by experienced
high-volume thyroid surgeons to minimize

complications.

Graves' Disease Relapse

« Pregnancy suppresses autoimmune activity,

making relapse uncommon during gestation.

- However, postpartum immune rebound

results in a 25-55% relapse risk.

« Women in remission should continue thyroid
function monitoring during each trimester

and 3—-6 months postpartum.




Recommendations Table 18: Thyroid Surgery for Graves' Disease in Pregnancy Strength* Level

The definitive treatment for Graves' disease during pregnancy with a total thyroidectomy may be considered in L
: Conditional Low
exceptional circumstances.®

2 Including for example in the management of thyroid storm in pregnancy after failing medical management.
* Strength of Recommendation; ¥ Level of Evidence; Good Practice Statement

TABLE 5. MONITORING FETAL AND NEONATAL HYPERTHYROIDISM IN PREGNANT WOMEN WITH ACTIVE
OR PAST HISTORY OF GRAVES™ DISEASE

Group at risk Recommended monitoring

Pregnant women with active or * Measure TRAD andlor TS| in the first trimester, and obtain a monthly fetal ultrasound after 18-20 weeks
pasl Graves’ disease (treated with if the TRADL and/or TSI level remains >3x the upper limit of normal.@
3o It tyroRicolomy) « Continually assess for signs and symptoms of fetal hyperthyroidism by fetal ultrasound.

2 Ewven in hypothyroid women, high TRAb and/or TSI concentrations can necessitate maternal ATD treatment (as a vehicle to treat or prevent
fetal hyperthyroidism) in combination with levothyroxine (to maintain maternal euthyroidism).
TRAb, TSH receptor antibodies; TSI, thyroid stimulating immunogfobulin

Recommendations Table 19: Fetal Hyperthyroidism

Fetal hyperthyroidism may be treated with maternal ATD therapy. In women with underlying hypothyroidism from past
1-131 or total thyroidectomy treatment of Graves’ disease where maternal ATD therapy is required for the
management or prevention of fetal hyperthyroidism, levothyroxine is continued for maintenance of maternal

hypothyroidism, while ATD is added for management of fetal hyperthyroidism. Outside of this setting, block and
replace therapy is not to be used in pregnancy.

* Strength of Recommendation; * Level of Evidence; Good Practice Statement
ATD, antithyroid drug




Fetal and Neonatal Hyperthyroidism

- Maternal TRAb >3x upper limit of normal
significantly increases fetal and neonatal

hyperthyroidism risk.

« Monitoring should include serial fetal

ultrasound and multidisciplinary care.

« Neonatal Graves' disease usually resolves by
20 weeks, and almost always by 48 weeks

after birth.

Autonomous Thyroid Nodules (ATNs)

- Definitive treatment of ATNs should ideally occur

before pregnancy.

- During pregnancy, thyroid scintigraphy is
contraindicated; diagnosis relies on biochemical

findings and clinical examination.

« Persistent hyperthyroidism may require ATDs,

with fetal ultrasound performed monthly.
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Recommendations Table 20: Aufonomous Thyroid Nodules

Preconcaplion

Ovenl hypesihyroidism arsing from aulonomous Bwnoid nodules in woenen desiing pregrancy should be treated
preconcaplion, sither surgically, with local abialion, ar with +131.9

Pregnancy should be aveided for st least & moenths following F131 trealment of suteromeous thyraid nodules.

Duwingy pragriancy

Wamen with ovist hyperfyroidam sdsing rom autenameus lhyreéd nodules durng pregrancy should be reated with
ATD herapy, tarpeting a FT4 concenlration at o slightly above the upper Bird of the reference interval

For T3-predominant sacreting fhyreid nodules, the treatrment tasged is a lotal ar free T3 8 or slightly above the uppar
il of the reference inerval

a The decision regarding surgical or I1-131 treatment can
depend upon patient preferences including the timing of
trying to conceive and risks of complications. Definitive
treatment in the preconception phase is important in order to
mitigate the risks associated with maternal hyperthyroidism
and ATD exposure during pregnancy.

* Strength of Recommendation; # Level of Evidence; Good
Practice Statement




TABLE 3. ADVANTAGES AND DISADVANTAGES OF TREATMENTS FOR PRECONCEPTION GRAVES' DISEASE

Advantages related to
pregnancy planning

Disadvantages related to
pregnancy planning

ATDs continued
in pregnancy

ATDs stopped upon
pregnancy (Figure 5)

Total thyreldectomy

= Treatment is easy to take, discontinue or
midify, and ganerslly Inexpensie

»  Usually the guickest option to achiave
euthyroidtam (achievable in majonty of cases
within 1-2 months)
Very low risk of permanent hypothyroidism

» Relativaly rapsd decrease of TRAD andior
TS| concentrations:

+ Discontinuation can be conssdared if there iz
8 bow risk of relapse (=6 months of treatmeant
with ATD, normal TSH reguining <10 mg
methimazole or <200 mg FTU per day, and
TRAb concentrafions <3x upper Bmit).

Mon-invasive and definitive tresiment option
« Oral adrministration
Decressed goiter size usually sean

Deefinitive treatment aption

»  Euthyrosdism usually easily achievable with
thyroid homnone replacemeant within
1-2 months

Serum TRAWTSI concentrations fall
relatively guickly
» Alleviates symplomatc goiter, if pressent

= Risk of congendtal anomalies: +3% (PTU),

+5% (MMIeT

= Owertreatment associated with fetal and

nacnatal hypothyroldism

= Requires additional fetal ulresownds

during pragnancy

= [Fisk of post-partum relapse (f stopped

during pregnancy |

= Risk of early pregnancy and

post-partum relapss

Fragnancy confraindicated for at least
& months

* TRAWTE| concentratons may increass

transiently over the courss of 1-3 years
fiollowing k131 administration, which may
Increase the nsk of fetal and

necnatal hyperihyroidism

= Permanent matemnal ypothyroldism is likely

Contraindicated in actve moderatefsaverns
thyroid eye dizease

= More than one dose may be nesded

= Permanent hypothyroddism is guarantead.

requiring lifelong thyroid hormone replacement

= Surgical risks, including recurmant laryngesl

nervye ingury (temposany ~T%, permanent <1%)
and hypoparathyroidism (up to 6% permanant)

* Recovery peniod

ATE, antithyroid drug; TRAD, TSH ecepior anithoales; TSI, thyroid stimwsiimg mmawnogioboiin, PTLU, propydthiowrsc; ML,
methimazols; TSH, thyroid stimulsting homone




TABLE 4. RISKS AND GUIDANCE FOR TREATING GRAVES™ DISEASE DURING PREGNANCY

ATDs

Totasl
thyroidectomy

» Serum TRAD andior TSI should iniially be measured in the first trimester, and if alevated to >3 times the upper Bmid of noanal, the measurednent

Risks

Congenital anomabkes
(moce severe with MMI
than PTU)

Feta goiter

Fetal and neonatal thyroid
dysfunclion

Fetal and neonatal
hyperthyroidism

Maternal thyroid storm and
complications from
anesthesia

Maternal hypothyrosdism

Guidance

Discuss ATD risks in pregnancy through shared decsion-making
in preconception.
Confirm pregnancy promgtly if suspacted.

Consider discontinuing ATDs in pragnant women at low risk of disasse relapsa during the
first trimestear.

M PTU is available, congider swiltching from MMI to PTU as soon as pregnancy is
confirmed, using a dosing ratio of 1:20 (MMI to PTUL

HATD use continues 1o be neaded during pregnancy, treat with PTU (if available) unté 16
weeks gestation. The choica for a preferred ATD after 16 weeks gesiation is unknown.

Mondtor maternal thyroid funclion every 2-4 weeks, aiming for FT4 concentration at or
siightly above the upper third of the reference interval.

Fetal ultrasound monitoring should be pedormed monthly starting at 18-20 weeks
gestation if the mother uses ATDs during pregnancy, monitoring frequency can be reducead
for low dose ATD on a case-by-case basis.

M ATDs can be @Gscontinued in pregnancy, then the maternal TRAD andfor TSI
concentration can be checked® and subsequent felal ultrasound

follow-up can be continued if the result remains >3 limes the upper limit of normal after
approximately 18-20 weeks gestaon.

Same guidance as for “Fetal golter™ above.
Consider discontinuing ATD treatment by 30-34 weeks gestation
if appropriate.

Measwe serum TRAD andfor TSE at ime of surgery, and plan to repeat a1 18-20 weeks
and 30-34 weeks gestation if the result is >3 times upper Bt of normal.

Aim 1o achieve euthyroidism precperatively, which likely requires ATD use and other

therapies (such as polassium icdide, ghucocorticoids, cholestyramine, plasmapherasis) if
appropriate.

Higher doses of thyroid hormone replacement are reguired for pregnancy. Patient should
be closed, monitoced with serum thyroid funcion lesting postoperatively.

Refar to a high-volume surgeon.

should be repaated at 18-22 weeks and 30-34 weeks gasiation 1o guide nead for a fatal uitrasound ¥ the elevated TRAD and/or TSI
concantration is sustained.
MM methimazole, PTU, propyfihiouracll; ATD, antithyroid deug F T4, free thyraxine, TRAD, TSH receptor antibodias; TSI, thyroid stnufaling
mmunogiobulin. RLN, recurent lavyngaal nerve
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Box 6. Management of uncontrollable hyperthyroidism and thyroid storm in pregnancy

For the treatment of decompensated hyperthyroidism during pregnancy, the same principles would apply as for other emergenciesduring
pregnancy. For any therapeutic decision with a complex fetal/maternal trade-off, the health of the mother should be prioritized to safeguard
maternal health and to optimize fetal outcomes considering their interconnected health status. Clinicians should consult withor refer patients to
centers experienced in managing thyroid storm during pregnancy and closely collaborate with obstetricians and neonatologists.

* Propranolol should be the first beta-blocker of choice to be used to control maternal hyperadrenergic symptoms of hyperthyroidism, while
closely monitoring the fetal risks of maternal beta-blockade 222.223

Thyroid surgery may be needed for severe cases. Although there are no data regarding the safety of SSKI therapy for the preparation for
thyroidectomy in pregnancy and excess iodine is generally avoided in pregnancy (as lodide crosses the placenta [Figure 2], ircreasing the
risk of neonatal goiter), short-term preoperative use or in the treatment of thyroid storm is unlikely to cause harm to the fetus. From limited
data, long-term potassium iodide has been described as an alternative option for the management of Graves' disease in iodine suficient

populations, particularly if there is a higher risk or contraindications (i.e. allergies) to the usual therapies #2413

Measurement of thyroid function tests may be performed approximately every 2 days 1o ensure a favorable trajectory. While opimal serum
TSH and thyroid hormones concentrations are not well defined in this circumstance, failure of thyroid hormones to decrease and worsening
clinical status could be considered indications to increase treatment doses andfor consider additional treatment options.

SSKI, salurated solution of polassium iodide




GRAVES’ DISEASE & HYPERTHYROIDISM IN PREGNANCY
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Evidence-Based Management Across the Reproductive Continuum

THYROID
HORMONES

TRADL
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o Optimize thyroid function
@) Discuss pregnancy timing
€ Review antithyroid drugs
€ Consider definitive therapy
for difficult Graves’

@ Educate regarding
fetal risks

el

PRECONCEPTION
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Goal: Stable Euthyroidism Before Pregnancy

(surgery or radicactive iodine)
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Positive TRAD
Diffuse goiter

Persistent

J o

Ophthalmopathy

hyperthyroidism
Requires treatment

DIFFERENTIATE

Graves’ Disease vs Gestational Transient Thyrotoxicosis

GRAVES' DISEASE

M@

THYROTOXICOSIS (GTT)
hCG mediated

First trimester

Hyperemesis

Usually transient

Usually supportive
care only

‘ e ANTITHYROID DRUG STRATEGY

FIRST TRIMESTER
PTU PREFERRED

S
Lowest effective dose

+

Maintain FT4 near
upper normal

ATDs
Avoid overtreatment  .oocs THE

PLACENTA

e MATERNAL

SECOND & THIRD TRIMESTER
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METHIMAZOLE

+
Lower risk of
hepatotoxicity
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i
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effective dose
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May cause
Fetal Hyperthyroidism
4

=
TRADL
predicts
fetal risk
even whon
mother is

Serial measurements in:

« Active Graves' disease

= Provious thyroidectomy

* Preovious Radiciodine therapy

e FETAL SURVEILLANCE

When maternal TRAD is elevated or
disease is poorly controlled

Fetal heart rate

S
)
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® @ Coordinate care with

Fetal growth
Fetal goiter
Eone maturation

Amniotic fluid volume
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cuthyroidism
before
conception

PTU first
trimester —
Methimazole
afterward

Maternal-Fetal Medicine

SURGERY
(SELECTED PATIENTS)

@

Indications
= Drug intolerance

= Poor control despite
medical therapy

= Suspicion of

Preferred Timing
SECOND TRIMESTER

)
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TSH + FT4
every ~4
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Measure
TRAD to
assess
fetal risk

Use lowest
effective
ATD dose
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H. THYROID NODULESAND
CANCER PRECONCEPTION,
IN PREGNANCY, AND
POSTPARTUM




Thyroid Nodules & Cancer During
Pregnancy: Overview

- Management of thyroid nodules and thyroid cancer during pregnancy requires

balancing maternal and fetal safety.

 Decisions should consider whether diagnosis or treatment should be performed

immediately or postponed until postpartum.
- Shared decision-making between clinicians and the patient is essential.

- Most recommendations are based on evidence from nonpregnant patients because

pregnancy-specific data remain limited.

» Most thyroid cancers diagnosed during pregnancy are low-risk.




Epidemiology & Pregnancy Effects

» Thyroid nodules are detected in 9-33% of pregnant women, but only about 6% are

clinically significant.

- Older maternal age and higher parity increase the likelihood of thyroid nodules.
Pregnancy may slightly enlarge thyroid tumors, but this rarely has clinical

importance.

« Pregnancy generally does not worsen differentiated thyroid cancer (DTC) prognosis,

recurrence, or survival.

- Patients with metastatic or invasive disease require closer surveillance.




Evaluation of Thyroid Nodules

»>Neck ultrasound is the primary imaging method for thyroid nodules during pregnancy.

>Serum TSH should be measured to exclude autonomous thyroid function.

Thyroid scintigraphy is contraindicated during pregnancy.

> Evaluation of malignancy follows the same ultrasound risk criteria used outside

pregnancy.

>FNA biopsy may be performed before or during pregnancy after shared decision-

making.




Management of Benign Nodules &
Differentiated Thyroid Cancer

- Benign symptomatic nodules should ideally be treated before pregnancy.
Most low-risk differentiated thyroid cancers can safely undergo surgery after

delivery.

« Surgery during pregnancy is reserved for rapidly progressive or high-risk
disease.

When surgery is necessary, the second trimester is generally preferred.

- Appropriate postoperative levothyroxine replacement is essential.




Recommendations Table 21: Differentiated Thyroid Cancer

Preconception

Patient-tailored preconception counseling about the effects of DTC treatment options on fertility and future pregnancy ‘
should be provided, including the potential risks of preconception k131 administration on ovarian function. RO E e St

In women who desire a ﬁm.lre pregnancy, any required initial treatments of DTC should be completed preconception, Good Practice Stat I
while maintaning contraception.

Thie decision to administer postoperative 131 treatment of DTC during preconception or to postpone until after :
pregnancy should be guided by DTC risk.® f3a0d BrachCe St
Pregnancy should be avoided for at least 8 months following RAl treatment of DTC. In women who conceive within Good Practice Stat

& months of receiving =131, fetal monitoring for malformations should be considered. S e

The same DTC risk-based TSH suppression goals should be used for women planning pregnancy as for the
general population, though not exceeding 2.5 muUfL.

Pregnancy

Pregnant women with biopsy-suspicious thyroid nodules or biopsy-proven DTC, who do not have a high risk of thyroid
cancer progression or impending tumorrelated complications based on the anatomic location of the tumor, may be Conditional  Very Low
counseled to delay thyroid surgery until the postpartum period.

Good Practice Staterment

For DTC in pregnancy with a high risk of progression or immediate complications, the decision to undergo surgery
may be based on oncologic indications, similar to if the patient was not pregnant

Conditional  Very Low

Pregnant women with DTC may have the same TSH goal as was determined preconception, with TSH monitoring
approximately every 4 weeks during the first half of pregnancy, at least once in the third iimester, and every Conditional Low
4-6 weeks after any dose adjustment.

Pregnant women with DTC may be followed using the same measures and frequency of cancer surveillance as was Cordtianall Vant

followed during preconception, with the exception of radicisotope imaging that is contraindicated. s SHEENE

a2 For intermediate-risk DTCs, it may be reasonable to delay postoperative k131 treatment if imminent pregnancy is desired in a3 woman near the
end of her reproductive span or with suboptimal ferility, which should be discussed in shared decision-making with the patient. For high-risk DTCs,
the decision to administer 131 therapy in the short-term or delay until after pregnancy is complete is best determined in mulfidisciplinary
discussion. I-131 treatment cannot be administered during pregnancy or lactation.

* Btrength of Recommendation; # Level of Evidence; Good Practice Statement




Radioiodine Therapy & TSH
Suppression

- Radioactive iodine (1) is contraindicated during pregnancy.

« Pregnancy should be postponed for at least 6 months after radioactive iodine therapy.
- Long-term fertility is generally preserved after treatment.

- Women with previous thyroid cancer should continue levothyroxine during pregnancy.

« TSH targets should remain consistent with the patient's preconception cancer risk.




Monitoring During Pregnancy &
L actation

« Most women with DTC require the same surveillance used outside pregnancy.

- Disease progression during pregnancy is uncommon.

- Thyroid surgery during lactation is considered safe.

- Breastfeeding can usually resume once the mother has recovered from anesthesia.

- Data regarding thermal ablation and targeted therapies during lactation remain

limited.




Recommendations Table 22: Thyroid Cancer in Lactation

If thyroid cancer surgery is indicated during lactation, a patienk-centered anesthesia plan as well as the nisks and
benefits of continued breastfeeding versus delaying surgery until lactation is completed should be discussed in a
multidisciplinary fashion.

If postoperative I-131 ablation is indicated during lactation, a patient-centered plan considering the risks and benefits

of delaying l-131 treatment in order fo continue breastfeeding should be discussed in a multidisciplinary fashion. (oo Pr il

The same DTC .ﬂsk-based TSH suppression goals should be used for breastfeeding women as for the Good Practice Statement
general population.

Lactating women who are recommended to receive targeted systemic DTC therapies should be counseled about the Pract
need to discontinue breastfeeding.? B el
3 |f breastfeeding should be stopped, consider dopamine agonist therapy to reduce symptomatology related o abrupt breastfeedirg cessation
* Strength of Recommendation; * Level of Evidence; Good Practice Statement

DTC, differentiated thyroid cancer; TSH, thyroid stimulating hormone




Medullary & Advanced Thyroid
Cancer

« Medullary thyroid carcinoma (MTC) should ideally be treated before pregnancy.
« Calcitonin testing is indicated only when hereditary MTC or MEN2 is suspected.
- Pregnancy may physiologically increase calcitonin levels.

» Carcinoembryonic antigen (CEA) is a more reliable tumor marker during

pregnancy.

- Advanced thyroid cancers require multidisciplinary management.




Recommendations Table 23: Medullary and Advanced Thyroid Cancers
Medullary thyroid cancer and pregnancy

Women diagnosed with MTC should undergo initial management (including thyroid surgery) prior to pregnancy and

maintain contraception until this is complete. Good Practice Statement

Women diagnosed with MTC should undergo genetic testing prior to pregnancy. Good Practice Statement

Routine surveillance of postoperative MTC in pregnancy is similar to the non-pregnant patient. However, due to a
possible pregnancy and lactation-related increase of serum calcitonin concentraions, monitering may also include Conditional  Very Low
serum CEA concentrations during pregnancy and postpartum until breastfeeding is complete.

Advanced thyroid cancers in pregnancy

The same urgency should be applied to pursuing thyroid surgery, EBRT, and/or systemic therapy for poorly
differentiated and anaplastic thyroid cancers in pregnant women as in non-pregnant individuals, with case-by-case
considerations in a multidisciplinary discussion weighing the expected risks of delaying freatment versus the
fetal/matemal risks.

* Strength of Recommendation; * Level of Evidence; Good Practice Statement
MTC, medullary thyroid cancer; CEA, carcinoembryonic anfigen; EBRT, external beam radiation therapy




Fertility, Surgery & Radioiodine
Considerations

« Thyroid surgery before pregnancy is generally safe and does not adversely affect future

pregnancy.

- Untreated postoperative hypothyroidism or permanent hypoparathyroidism may increase

maternal and fetal complications.

- Radioactive iodine ("*') should be avoided during pregnancy, and conception should be

postponed for at least 6 months after treatment.

« Current evidence suggests no major long-term reduction in fertility, although temporary

decreases in ovarian reserve have been reported in some studies.

- Women planning pregnancy should achieve stable thyroid function before conception.




Special Situations & Advanced
Thyroid Cancer

« Medullary thyroid carcinoma should ideally be diagnosed and treated before pregnancy, with

genetic evaluation when indicated (e.g., RET mutation/MEN2).

« Serum calcitonin may rise physiologically during pregnancy and lactation, while CEA remains a

more reliable tumor marker.

- Poorly differentiated, anaplastic, metastatic thyroid cancers, or grossly invasive disease require

individualized multidisciplinary management.

- Targeted therapies and immune checkpoint inhibitors are generally avoided during pregnancy

because of limited human safety data and potential fetal risks.

- Treatment decisions should balance maternal survival with fetal safety and be individualized for

each patient.




TABLE 7. GUIDANCE FOR THE MANAGEMENT OF DTC PRECONCEPTION

Therapy Guidance

Thyroid surgery for suspicious thyroid nodules and/or thyroid cancer should ideally be completed by a
Thyroid surgery high-volume surgeon before conception. A patient-centered, multidisciplinary discussion can help
determine optimal DTC management in the context of pregnancy planning.

Poitoceritive RAl tiatinent Women should be advised to wait at least 6 months after I-131 treatment of DTC before conceiving,
i to avoid the potential adverse effects of radiopharmaceutical use on future pregnancy.

TS Gibhrescion Preconception serum TSH should be targeted to that recommended for the risk stratification of DTC
PP though not exceeding 2.5 mU/L, as would be advised to patients not considering pregnancy.

Women with a non-operated DTC should be counseled that the tumor size may increase slightly

(though usually not in a clinically significant manner) during gestation. Patients with persistent or

metastatic DTC desiring pregnancy should be managed in the context of a patientcentered,

DTC monitoring multidisciplinary approach and a desired pregnancy planned once disease is relatively stable.

Women who have received a total thyroidectomy for the treatment of DTC should be counseled that

serum thyroglobulin concentrations may increase slightly during pregnancy?®® but are likely to return
to their previous concentrations after delivery.

Treatment of advanced DTC « Data regarding fertility risks of targeted systemic therapies are extremely limited.

DTC, differentiated thyroid cancer; RAI, radioactive iodine; TSH, thyroid stimulating hormone




GUIDANCE FOR THE MANAGEMENT OF DTC 1IN PREGNANCY

Therapy

Thyroid surgery

Postoperative RAI treatment

TSH suppression

DTC monitoring

Ablative techniques

Treatment of advanced DTC

Guidance

For most patients with DTC diagnosed during pregnancy, delaying treatment until postpartum does
not impact thyroid cancer outcomes.

If thyroid surgery is recommended in pregnancy, a patient-centered plan that incorporates case timing
and fetal safety should be discussed in a multidisciplinary setting.

Radiopharmaceutical use in pregnancy is absolutely contraindicated.

Postoperative TSH suppression requires a balance of maternal DTC treatment goals and risk of
excessive levothyroxine exposure to the fetus.

Levothyroxine overtreatment in pregnancy increases the risk of pregnancy-induced hypertension,
preeclampsia, preterm delivery, and fetal complications (e.g. low birth weight and adverse
neurodevelopmental measures).34.35.171,173

There is limited evidence regarding the optimal strategies for maintaining LT4 suppression therapy
during pregnancy in women with DTC.

DTC monitoring in pregnant women should generally follow the same measures as in
non-pregnant patients.

There are insufficient data to determine if RFA and other thermal ablation techniques for thyroid
cancer therapy may affect pregnancy outcomes.

Most targeted therapies are contraindicated for use in pregnancy. Risks and benefits of treatment of
advanced DTC during pregnancy should be discussed in a multidisciplinary environment weighing the
risks of disease treatment with the safety of the mother and fetus.

DTC, differentiated thyroid cancer; RAI, radioactive iodine; TSH, thyroid stimulating hormone; LT4, levothyroxine; RFA. radidrequency ablation




Key Recommendations

» Most thyroid nodules and low-risk thyroid cancers can be managed

conservatively until postpartum.

 Ultrasound and TSH testing remain the cornerstone of evaluation.

FNA biopsy is safe when clinically indicated.
- Radioactive iodine must not be used during pregnancy.

- Management decisions should always balance maternal benefit and fetal

safety through multidisciplinary shared decision-making.




. THYROID
DYSFUNCTION
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Postpartum Thyroid Dysfunction
(Overview & PPT)

»>Postpartum thyroiditis (PPT) is an autoimmune thyroid disorder occurring within 12

months after delivery or pregnancy loss.

> It typically follows three phases: transient thyrotoxicosis (1-6 months), hypothyroidism

(4-8 months), and recovery to euthyroidism.

>Shared decision-making and patient education regarding symptoms and disease course

are emphasized.

»>Updated recommendations also clarify breastfeeding precautions during

radiopharmaceutical use.




Epidemiology & Risk Factors

PPT affects approximately 8% of postpartum women.

Major risk factors include positive TPO antibodies, previous PPT, autoimmune disease, and family history of

thyroid autoimmunity.
Women with previous PPT have about a 70% recurrence risk in future pregnancies.
10-50% of women eventually develop permanent hypothyroidism.

Routine levothyroxine or selenium supplementation is not recommended for PPT prevention.

Postpartum thyroiditis can occur after any pregnancy, including pregnancy loss (miscarriage).- Women with a

history of PPT have an approximately 70% risk of recurrence in a subsequent pregnancy.




Recommendations Table 24: Postpartum Thyroiditis Strength* Level #

TPOAb-positive women or those with a history of PPT may be educated about the high risk of PPT (recurrence) and Conditional 6w
symptoms that may warrant thyroid function testing.

During the thyrotoxic phase of PPT, women with hyperthyroidism-related symptoms should be treated with the lowest

effective dose of a beta-blocker (propranolol or metopralol may be used if lactating).

Levothyroxine may be considered during the hypothyroid phase of PPT if the woman is symptomatic, breastfeeding,

or if pregnancy is planned within 6 months. Conditional Low

Upon normalization of thyroid function tests after PPT, thyroid function testing should be repeated after one year or
upon the development of any hypothyroidism-related symptoms. Good Fractice Staemen
* Strength of Recommendation; * Level of Evidence; Good Practice Statement
TPOAD, thyroperoxidase antibody; PPT, postpartum thyroiditis
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Postpartum Thyroiditis Subtypes®

Destructive thyroiditis (50%)

tive thyroiditis (20%)
Transient hypothyroidism (25%)
Permanent hypothyroidism (5%)

- B-blocker if symptomatic
- No indication for antithyroid drugs

- Levothyroxine therapy
- Taper dosage after 6-12 months
to assess recovery

=

 Up to 50% of women who initially return to s euthyroid state will develop chronic hypothyroidism later in life:

FIG. 7. Trajectories of postpartum
thyroiditis subtypes. The typical
trends of serum thyroid hormone
concentrations seen in various
subtypes of postpartum thyroiditis
are summarized. During the
thyrotoxic phases of the destructive
subtypes, antithyroid drugs are not
indicated, as the underlying etiology
is not increased thyroid hormone
production (as compared with the
postpartum recurrence or
exacerbation of Graves’ disease,
shown in the gray dotted line).
During the hypothyroid phase of
thyroiditis, a short course of thyroid
hormone replacement may be
considered in women with profound
symptoms of hypothyroidism, with
the plan to taper or stop the dose
after 6-12 montbhs.




Diagnosis & Clinical Evaluation

« PPT should be differentiated from Graves' disease because management differs.
Graves' disease is suggested by positive TRAb/TSI, persistent thyrotoxicosis, and higher T3:T4

ratio.

» PPT usually presents earlier postpartum with milder and shorter thyrotoxicosis.

Thyroid uptake scan may be considered only when diagnosis remains uncertain,
- considering breastfeeding restrictions.

« Thyroid function testing is recommended in postpartum women with depressive symptoms.

55




TABLE 9. DISTINGUISHING BETWEEN THE THYROTOXIC PHASE OF PosTPARTUM THYROIDITIS (PPT)
AND GRAVES' DISEASE

Feature Thyrotoxic (destructive) phase of PPT Graves' disease

Onset of thyrotoxicosis 1-6 months after delivery 3-12 months after delivery

TRAb and/or TSI concentration Negative Positive in most

Hyperthyroid symptoms Usually mild Can be severe
Eye symptoms Absent Can be present

May be present,

Hypéthyrold signs May ba-alisent along with specific signs of Graves’ disease?®

Duration of thyrotoxic phase 0-3 months >3 months
TT3 (ng/dL) to TT4 (mecg/dL) ratio®* Typically <20 Typically >20
Thyroid vascularity by ultrasound Low High

Radioactive iodine uptake® Low or absent High

& Diffuse goiter, thyroid bruit, pretibial myxedema, and/or thyroid eye disease

b Contraindicated if the woman is lactating, thus temporary discontinuation of breastfeeding would be needed following adminisration of
the radioisotope

PPT, postpartum thyroiditis; TRAb, TSH receptor antibodies; TSI, thyroid stimulating immunoglobulin; TT3, total triiodothyronine; TT4, total

thvroxine




Management of Postpartum
Thyroiditis

« During the thyrotoxic phase, symptomatic patients may receive beta-blockers

(propranolol or metoprolol).

 Antithyroid drugs should not be used because hormone release is due to thyroid

destruction rather than increased synthesis.

« Levothyroxine is indicated for symptomatic hypothyroidism, breastfeeding women,

or those planning another pregnancy soon.
- Levothyroxine can often be tapered after 1 year if thyroid function recovers.

« Thyroid function should be reassessed every 4-8 weeks until stable.
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FLOWCHART 5. Approach to
abnormal TSH levels in postpartum.
Green boxes indicate a diagnosis,

e st i ) e yellow boxes

0 ascexs for recowvary

indicate an action, and orange
boxes indicate recommended
follow-up.




L actation & Radiophar maceuticals

Diagnostic radioisotopes should be used only when clearly indicated during breastfeeding.

Breastfeeding should be interrupted for 3—4 days after I1-123 and 36 hours after Tc-99m pertechnetate, with

expressed milk discarded.

Radioactive iodine (I-131) is contraindicated during lactation, and breastfeeding must not resume after treatment.
If 1-131 is required, treatment should ideally be delayed until at least 3 months after breastfeeding has stopped.
Expressing milk helps reduce breast radiation and maintain milk production.

During the temporary interruption of breastfeeding, breast milk should be expressed and discarded using a

pump. This practice:

« Increases biological elimination of the radiopharmaceutical from the breast, Reduces overall radiation

exposure to breast tissue, Helps maintain milk production for resuming breastfeeding.




Hyperthyroidism &
Hypothyroidism During L actation

- Methimazole (<20 mg/day), carbimazole (<15 mg/day), and PTU are generally compatible

with breastfeeding.
- Methimazole is preferred because of lower hepatotoxicity risk and easier dosing.
- Potassium iodide may be used in selected cases but requires infant thyroid monitoring.

« Women with preexisting hypothyroidism should usually return to their prepregnancy

levothyroxine dose after delivery.

« Women started on LT4 only during pregnancy may be candidates for dose reduction or

discontinuation with repeat TSH after 6 weeks.




Other postpartum thyroid dysfunction

Recommendations Table 25: Other Postpartum Thyroid Dysfunction
Management of postparium hyperthyroidism unrelated to PPT
The lowest effective dose of ATD in lactation should be used.®

Consider applying the same considerations for starting an ATD to women during lactation as those for the general
non-pregnant population.

If scintigraphy is required during lactation for the diagnostic evaluation of hyperthyroidism, breastmilk should be
pumped and discarded for 34 days after administering 1-122 and 36 hours after administering Te-99m, before
breastfeeding is resumed.

Do not offer 1-131 treatment during lactation. Before |1-131 therapy is administered, breastfeeding should be stopped
for at least 3 months. A diagnoslic |-123 uptake scan may be performed before therapy to assess for mammary

iodine uptake, or offFlabel dopamine agonist therapy may be given to decrease mammary iodine uptake and radiation
exposure to mammary tissue.

Conditional

Posipartum follow-up of levothyroxine treatment initiated in pregnancy

If levothyroxine was started for the treatment of subclinical or mild overt hypothyroidism in pregnancy, a cessation
trial may be performed, the timing of which may be determined following shared decision-making. The follow-up
frequency and decision to restart levothyroxine may be based on hypothyroid symptoms, thyroid function, TPOAb
status, andfor if pregnancy is being planned imminently.

Conditional

® Doses of up to 20 mgfday of MMI, or 450 mg/day of PTU do not affect newborn thyroid function or neurodevelopment. If lower doses are
ineffective, MM| up to 30 mg/day during lactation may be considered in selecl cases based on the low passage into breast milk

* Strength of Recommendation; * Level of Evidence; Good Practice Statement

FPPT, postpartum thyroiditis; ATD, antithyroid drug; TPOAD, thyroperoxidase antibody; MMI, methimazole, PTU, propylthiouracil

Dissenting comments for Recommendations Table 25 from ATA members within the guidelines’ writing group are reported in Supplementary Table 3.




THYROID NODULES AND MALIGNANCY IN PREGNANCY
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Appropriate Evaluation. Individualized Management. Optimal Outcomes for Mother and Baby.

‘ o EVALUATION OF THYROID NODULES

= Pragnancy does not alter the diagnostic
approach.

= High-resolution neck ultrasound is tha
first-line imaging.

e o £

Assess size,

Pregr Y id NOT P i
appropriate evaluation of thyroid
nodulee or cancer.

Most nodules are benign and many
low-risk thyroid cancers can be
managed safely until after delivery.
Multidisciplinary, individusfized
care is essential.

e FINE-NEEDLE ASPIRATION (FNA)

Ultrasound-guided FNA is safe in all
trimesters.

Perform FNA when results will impact
management.

MANAGEMENT OF DIFFERENTIATED
THYROID CANCER (DTC)

= Most papillary thyroid cancers diagnosed during
pregnancy are indolent.

« For women with:

° Small intrathyroidal tumor
e No extrathyroidal extension

@ No clinically significant
tymph node metastasis

@D no

FNA is reocommended for.

lymph nodes. sym:;toms. prior radiation v

exposure, and family history. @ Highly suspicious ultrasound findings |
€ Rapidly entarging nodules -
@ Clinically suspicious lymph nodes

L ° Large nodules with worrisome features.

of rapid progr

FNA of small, low-risk nodules that are
Pregnancy Itself Is NOT an indication to may be
10 delay appropriate evaluation. deferred until after delivery.

Active sur until tum is
preferred over immediate surgery.

@ RADIOACTIVE I0DINE (RAI)
RAlis ABSOLUTELY CONTRAINDICATED
during pregnancy.

Crosses the placenta and can permanently
damage the fetal thyroid.

P o
X %
L -

RAI {di or th ic) should be

g P
postponed until after delivery. Breastfeeding should
be disconttinued 2—-6 weeks before RAL

WHEN SHOULD SURGERY @ THYROID HORMONE THERAPY
BE CONSIDERED? B e ;
Surgery during pregnancy is considersd ONLY when ¢ Y
there is: * Reg usually &
Significant tumor growth = Adiust dose based on thyroid function (TSH & FT4)
Aggressive histology throughout pregnancy.
Clinically important lymph node metastasis = Maintain TSH goals according to cancer risk:
Compressive symptoms i | =
i e ” Oncologic Risk i TSH Target During Pregnancy
-~ Low Risk 0.5 - 2.0miU/L

during p

¥ surgery is necessary, the / £
SECOND TRIMESTER
is the safest period.

Intormadiate Rick 0.1 - 0.5 miUL
{<0.1 miL/L)"

High Risk
Avoid routine surgery in the 15t and 3rd tnmesters

whenever possible. avoid

BREASTFEEDING AFTER
THYROID CANCER
Levothyroxine iz zafe during lactation.
RAIl requires interruption of breastfeading
{26 weeks before treatment).
Surgery is with

[ MEDULLARY AND ADVANCED
THYROID CANCER

* Manag should be individualized
in specialized centers.

- C 'r g
aggressiveness. and fetal well-being.

» Genetic counseling and RET status
evaluation are important for hereditary MTC.

€) rosTParTUM FOLLOW-UP

« Reassess thyroid status after delivery.
- C that was
= Postpartum management may include:

v Discuss timing of
RAI and breastfeeding
with the patient.

« Support lactation
when possible.

® &

RAI is absolutely Postpartum period
contraindicated it the time to

v KEY CLINICAL PEARLS — ATA 2026
()

Most small, Continue LT4 and
low-riak DTC ean adjuat dose to
wait until after disease TSH target and

delivery. 9! y stage.

Long-
to risk and histology.

/ewe
F@n )

ATA Clinical Practice Guideline
Thyroid Discase in Pregnancy
and Postpartum (2026)

EVIDENCE-BASED - PATIENT-CENTERED - MULTIDISCIPLINARY CARE
Healthy Mothers. Healthy Babies. Healthy Futures.
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