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Abstract

Introduction. Hyperthyroidism occurs in 35-50 per 100,000 women aged 20-29 years annually. Pregnancy outcomes in
hyperthyroid mothers depend heavily on metabolic control. This case report discusses a pregnant patient with Graves'
disease who presented without the typical symptoms of hyperthyroidism or thyrotoxicosis.

Case report. A 31-year-old multiparous woman (gravida 3, para 2) at 38 weeks of gestation was admitted to a tertiary care
center in labor. She had previously visited the emergency room due to severe diarrhea, dehydration, and hyperthyroidism.
The patient received regular antenatal care at an endocrine clinic, where she was treated with propylthiouracil and propranolol
until her seventh month of pregnancy. Subsequent evaluations revealed normalized thyroxine (T4) and thyroid-stimulating
hormone (TSH) levels; thus, the treatment was concluded. The patient underwent an uncomplicated vaginal delivery and
was safely discharged.

Discussion. The patient had no prior history of thyroid disorders. Her initial symptoms emerged at two months of gestation,
presenting as vomiting, dehydration, tachycardia, and weight loss. While an initial diagnosis of dehydration seemed to
explain the tachycardia, laboratory tests revealed low TSH and increased free T4 (fT4) levels, confirming hyperthyroidism
despite the absence of classic physical signs. Implementing maternal thyroid disorder screening to prevent such
complications align with similar initiatives in Indonesia, such as the Congenital Hypothyroidism Screening program.
However, expert guidelines from the American Thyroid Association and the Endocrine Society do not currently recommend
universal thyroid screening in the absence of specific risk factors.

Conclusion. Optimal pregnancy outcomes in hyperthyroid patients require early diagnosis and adequate treatment.
Tachycardia presenting during early pregnancy should be investigated for underlying causes other than dehydration.
Although universal thyroid screening in early pregnancy is not recommended without risk factors, strong clinical suspicion
remains a clear indication for further laboratory examination.

AxyuiepcTBo, I'mHekoAorusa u Pennpoaykiima [PLX X SY@IER W)

Keywords: Graves’ disease, hyperthyroidism, pregnancy, screening, tachycardia

For citation: Everdien A., Aziz M.A., Kurniadi M.A., Nisa A.Sh., Subhan D.H. Maternal tachycardia in pregnancy: a masked
presentation of hyperthyroidism? Akusherstvo, Ginekologia i Reprodukcia = Obstetrics, Gynecology and Reproduction.
2026;20(2):380-386. (In English). https://doi.org/10.17749/2313-7347/0b.gyn.rep.2026.690.

MaTepuHckaa Taxukapaus Bo Bpemsi 6epeMeHHOCTH: 3aMacKMpOBaHHOe
nposiBNeHue runepTupeosa?

A. 3sepann’, MA. A3u3’, A. Kypunagn', AL, Hnca', [1.X. Cyb6xan’

"BonbHMLa 061Lero npoguis UMeHn JOKTopa XacaHa CazbikuHa, YHuBepcuteT [lamxamxapas;
KM.21 yn. Bandung Sumedang Raya, baHayHr, 3anagHas 51sa 45363, VIHaoHesns;

2Yuusepcuter YARSI: Kav NO.13 yn. Letjen Suprapto, [xakapta 10510, MHpoHesns

JAna koutakToB: Anbce 3BepaneH, e-mail: alce23001@mail.unpad.ac.id

m https://www.gynecology.su



https://crossmark.crossref.org/dialog/?doi=10.17749/2313-7347/ob.gyn.rep.2026.690&domain=pdf&date_stamp=2026-04-30
https://doi.org/10.17749/2313-7347/ob.gyn.rep.2026.690

Everdien A., Aziz M.A., Kurniadi M.A., Nisa A.Sh., Subhan D.H.

Pestome

Beepenue. [MnepTupeos BcTpeyaetcs ¢ HactoTon 35-50 crnyyaes Ha 100 TbIC. XEHLLWH B FOA Y XXeHLIMH B Bo3pacTe 20-29
net. Y matepeii ¢ runepTupeo3om MCcxofbl 6epeMeHHOCTI 3aBUCAT OT KOHTPONA MeTabonnama. B gaHHOM cryyae paccma-
TpWBaeTCA nauyeHTka ¢ 60s1e3Hbto [peisca (basefoBa 6051e3Hb) 6e3 crneunduyecknx xanob Ha runepTupeos unm TUpeo-
TOKCUKO3.

Knunuyeckwii cnyyaii. bepemenHas, 31 rof, ¢ ABymMs npeablayLyMy 6epeMeHHOCTAMM U ABYMS POAaMU B aHaAMHe3e, CPOoK
rectaumn 38 Hefiefib, 6bln1a rocnuUTaNM3MPOBaHa B POANIbHOE OTAE/IEHNE C aHAMHE30M 06paLLLeHns B OTAENEHNE HEOTII0X-
HOW NMOMOLLY B CBA3M C TSHXKENON Anapeeil, 06e3B0OXIMBaHNEM W TUMEPTUPe030M. lauueHTKa perynsapHo Habnioganach B
9HAOKPUHOMOMYECKOIM KNMHWKE W Monyyasna nponuiTuoypawusi v nponpaHonon 4o 7 Mecsues 6epeMeHHOCTH. [10BTOpHOE
06crnefoBaHne Nnokasano HopMasbHbIe YPOBHU TUPOKCUHA (T4) 1 TupeoTponHoro ropmoHa (TTT), noatomy nedeHue 6bio
3aBepLueHo. Poapl NpoLwniy Yepes ecTeCTBEHHbIE POAOBbIE MyTY 63 OC/IOXHEHNIA, NaLMeHTKa 6bla BbinnucaHa.

06cyxpaeHue. MauneHTKa — MHOrOpPOXXaBLuas MaTb 663 3a60M1eBaHMIA LUTOBUAHON Xene3bl B aHamMmHe3e. [1epBbIe XKanoobl
BO3HWKIIN HA BTOPOM MecALe 6epPeMEHHOCTH U COMPOBOXAANNCh PBOTON, 06€3BOXMBAHNEM, TaxMKapauein u notepe
macchl Tena. llepBoHaYanbHbIA AUarHo3 06e3BOXMBAHWA O00BACHAN TaxMKapOuto, HO JlabopaTopHble WCCNeLoBaHUs
BbIABMNU HU3KUA YypOBeHb TTI 1 NOBbLILWEHHbIA YpOBEHb CBOOOAHOIO T4 (CBT4), 4TO COOTBETCTBYET rUnepTupeosy 6e3
TUMUYHBIX KTMHUYECKNUX CUMNTOMOB. CKPUHMHT 3a6051€BaHNUIA LLMTOBMOHON Xene3bl Ang npodunakTuki aToro 3abonesa-
HUSA OCYLLECTB/ISAETCA B COOTBETCTBUM C aHANIOMMYHBIMW MPOrpaMmamMu, NpoBOAMMbIMU B VIHLOHE3WUW, TaKUMU Kak CKpu-
HUHT BPOXXAEHHOro runotupeosa. OfHaKo 3KCMepTHbIe TPynMbl, TakMe Kak AMepuUKaHCKas accouuaums LMTOBUAHON
xenesbl 1 O6LLeCTBO SHOOKPUHOMOMNN, He PEKOMEHIYIOT NPOBOAUTL BCEOOLUMIA CKPUHUHT 3a60NeBaHNiA LUTOBUAHON
)Kere3bl Npy 0TCYTCTBMN (DAKTOPOB pUCKa.

3akntoyenne. OnTmanbHble pe3ynbTaThl AOCTUIAKOTCSA NPU PaHHeR ANarHOCTUKe U afeKBATHOM feyveHun. Mpu Taxukap-
Q1N, BO3HKLLIGI HA PAHHUX CPOKaxX 6ePEMEHHOCTH, NALMEHTKA A0MKHA ObITh 06CNE0BAHA AN BbIABIEHNA APYTUX NPUYUH
pas3BUTMA TaxmkKapanu, NOMUMO 06€3BOXKMBAHKA. B HacToALLee BpeMs YHUBEPCAbHbIA CKPUHUHT (DYHKLMW LLUTOBUAHON
)KENe3bl Ha PaHHUX CPOKax 6EPEMEHHOCTM He PEKOMEHAYETCS Npu OTCYTCTBUM (PAaKTOPOB PUCKA, OAHAKO KIMHWYECKOe
NOA03peHNe ABNSETCA NOKa3aHWEM K AONONHUTENIbHOMY 06CNeA0BaHNIO.

KntoueBble cnoBa: 605e3Hb [peiBca, runepTupeos, 6epeMeHHOCTb, CKPUHUHT, TaxuKapaus

Ins yutuposanus: IsepanH A., A3us M.A., Kypruaau A., Huca A.LL., Cy6xaH [1.X. MaTepuHckas Taxukapans Bo Bpems 6epe-
MEHHOCTU: 3aMaCcKUPOBAHHOE NPOsABNeHNe runeptupeosa? Akywepctso, mHekonornsa n Penpogykumns. 2026;20(2):380-386.
https://doi.org/10.17749/2313-7347/0b.gyn.rep.2026.690.

What is already known about this subject?

» Hyperthyroidism affects approximately 0.05 % of women of
reproductive age, most commonly due to Graves’ disease.

» Physiological tachycardia is common during pregnancy and may
mask underlying pathological conditions.

» Delayed detection and treatment of maternal hyperthyroidism signi-
ficantly increase the risk of adverse maternal and fetal outcomes.

What are the new findings?

» Tachycardia during early pregnancy should not be solely attri-
buted to common complications like hyperemesis gravidarum;
hyperthyroidism must also be considered.

» A poor response to initial treatment for dehydration warrants a
broader differential diagnosis beyond hypovolemia, specifically
including Graves’ disease.

» Rapid diagnosis via TSH and fT4 evaluations enables prompt
treatment and promotes favorable clinical outcomes.

How might it impact on clinical practice in the foreseeable
future?

» It strongly encourages early thyroid function screening in preg-
nant women who present with unexplained tachycardia.

» This clinical case raises clinical awareness that tachycardia may
indicate hyperthyroidism, even in the absence of classic
symptoms such as goiter or ophthalmopathy.

OCHOBHbIE MOMEHTbI

Yt0 yXe u3BecTHO 06 3TOM TEME?

» [nneptupeos sctpeyaerca y 0,05 % XXeHLWnH penpoayKTMBHOIO
BO3pacTa, 4acTo BCneAcTemMe 60ne3Hu Mpeiisea.

» Dusnonoruyeckas Taxukapans YacTo BCTPEYaeTes B Bpems Gepe-
MEHHOCTM 1 MOXET MacKIPOBaTb NATONOrMYECKNE USMEHEHMS.

» 3apepkka BbIABNEHNS UM JIEYEHIs TUMEPTMPE03a y MaTepy MOXET
YBENMYUTb PUCK HEONAroNpPUSTHORO UCXOAA AN MATepH 1 NNOAA.

Y10 HOBOrO AaeT cTaThA?

» Taxukapamus Ha paHHUX Cpokax 6epeMeHHOCTU MOXET OblTb
06yCnoBneHa He TOSIbKO HECKOSIbKUMU pacnpoCTpaHeHHbIMK
npuYnHamMn (Hanpumep, HeYKPOTUMOI PBOTON 6EPEMEHHbIX),
HO U TUNEepPTUPEO30M.

» HeynoBneTBOPUTENbHbIA OTBET HA NEPBOHAYaibHOE NeYeHne
TpebyeT NpoBefeHNs AOMOSHUTENIbHON AnddepeHLnanbHoil
AWArHOCTMKW, MOMUMO FUMNOBOSEMUI MK 06€3BOXNBAHMS,
BK/t0Yas 60/e3Hb [peiiBca.

» bbicTpas AnarHocTuka no yposHi TTI/cBT4 (TMpeoTponHbIi
rOPMOH/CBO60/HbIA TUPOKCUH) NpUBENa K CBOEBPEMEHHOMY
NEYEHNIO 1 6NAronpuUITHOMY UCXOLY.

Kak aTo MOXET NOBAUATb HA KIMHNYECKYH) NPAKTUKY
B 0603pumom Gyayiwem?

» [loowpseTca paHHee 06cneaoBaHne YHKUWN LMTOBUAHON
XKenesbl y 6epeMeHHbIX ¢ HE0ObACHMON TaXMKapANen.

» [pnBeAEHHbIN KIIMHUYECKMA CIly4ail NMOBbILLAET 0CBEJOMIIEH-
HOCTb O TOM, YTO TaxuKapans MOXeT 6bITb NPU3HAKOM FUNepTU-
peosa faxe 6e3 HanM4yusa Knaccu4eckux CUMNTOMOB (300,
ohTanbmonarus).
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Introduction / BBemenue

Hyperthyroidism is a common endocrine disorder
among women of reproductive age, occurring in an esti-
mated 35-50 per 100,000 women aged 20-29 years (ap-
proximately 0.05 %) [1]. During pregnancy, fetal demands
drive an increase in maternal metabolism and hormone pro-
duction, including thyroid hormones. Biochemically, hyper-
thyroidism in pregnancy is characterized by elevated free
thyroxine (fT4) and reduced thyroid-stimulating hormone
(TSH) concentrations, often occurring without thyroid re-
ceptor antibodies (TRAD) [2]. Physiologically, the maternal
thyroid gland mass increases by 10-40 %, accompanied
by a corresponding 50 % increase in the production of
thyroxine (T4) and triiodothyronine (T3) [2].

Maternal and fetal outcomes depend significantly on
achieving adequate metabolic control; untreated or re-
fractory hyperthyroidism is associated with poorer out-
comes. Adverse maternal outcomes include hypertension,
preeclampsia, and heart failure, while fetal risks involve
prematurity, intrauterine growth restriction (IUGR), still-
birth, thyrotoxicosis, and goiter [3]. This case reports on
a pregnant woman whose early-detected hyperthyroidism
initially presented as severe vomiting and tachycardia, with-
out classic physical signs of hyperthyroidism. Her atypical
presentation underscores the potential value of reconside-
ring universal thyroid function screening to prevent adverse
maternal and fetal outcomes.

Case report / KinHH4YeCKHUH crydan

A 31-year-old multiparous woman (gravida 3, para 2) at
15-16 weeks of gestation was referred to a tertiary health-
care center for persistent nausea and vomiting for the past
two months that had worsened over the preceding two
weeks. She reported vomiting more than 10 times per day
and a significant reduction in food intake, resulting in a 9 kg
weight loss over the previous two months. Despite having
been hospitalized four times previously for these same
complaints and receiving standard management for hypere-
mesis gravidarum (HEG), her symptoms had not improved.

On physical examination, her vital signs were within nor-
mal limits except for marked tachycardia: blood pressure
(BP) was 107/68 mmHg, heart rate (HR) was 126 beats per
minute (bpm), respiratory rate (RR) was 20 breaths/min,
temperature was 36.3 °C, and oxygen saturation (Sp0,)
was 99 % on room air. Although she reported mild palpita-
tions, she denied heat intolerance and exhibited no physical
signs of ophthalmopathy or goiter.

Obstetric ultrasonography revealed a single viable fetus
in a breech presentation. The transverse cerebellar diameter
(TCD) corresponded to 17 weeks and 0 days of gestation.
The fetal heart rate was regular, the placenta was located
posteriorly, the estimated fetal weight (EFW) was 175 g,
and the single deepest pocket (SDP) of amniotic fluid mea-
sured 3.25 cm.

Initially, the maternal tachycardia was attributed to dehyd-
ration secondary to HEG. However, laboratory tests revealed
an increased free thyroxine (fT4) of 4.5 ng/dL and a lowered
thyroid-stimulating hormone (TSH) of < 0.02 plU/mL. These
findings suggested biochemical hyperthyroidism despite
the absence of classic clinical signs. A diagnosis of HEG
complicated by hyperthyroidism, malnutrition, and mode-
rate dehydration was established. The patient was referred
to the Internal Medicine department and commenced on
oral propylthiouracil (100 mg three times daily), potassium
chloride (1200 mg once daily), and propranolol (10 mg
twice daily). This medical regimen was maintained until her
seventh month of pregnancy.

Later, at 38 weeks of gestation, the patient presented
to the hospital with abdominal pain, uterine contractions,
and fluid leakage from the birth canal, indicating the on-
set of labor. Her vital signs were stable and within normal
limits. Her current weight was 50 kg (up from a pre-preg-
nancy weight of 45 kg), yielding a body mass index (BMI)
of 20.3 kg/m? at a height of 157 cm. Obstetric examination
revealed a soft, convex abdomen with a fundal height of
28 cm and an abdominal circumference of 80 cm. The fe-
tus was now in a cephalic presentation with an estimated
weight of 2600 g and a baseline HR of 140-144 bpm. Fol-
low-up thyroid function tests demonstrated a normalized
fT4 (1.7 ng/dL) alongside persistently suppressed TSH
(< 0.02 plU/mL).

A review of her obstetric history noted no relevant per-
sonal or family medical conditions, collagen vascular di-
seases, or teratogenic exposures. Her previous pregnancy,
seven years prior, had resulted in the spontaneous, prema-
ture vaginal delivery of a 2500 g infant in cephalic presenta-
tion. During the current pregnancy, she had received regu-
lar antenatal care from both a midwife and an obstetrician.

Fetal echocardiography performed prior to delivery
showed no structural abnormalities, demonstrating a nor-
mal four-chamber view, a cardiothoracic area ratio (CTAR)
of 20 %, and a cardiac axis of 39.9°. Doppler indices were
within acceptable ranges: the umbilical artery pulsatility
index (PI) ranged from 1.52 to 4.74, the middle cerebral
artery Pl was 1.9 to 5.38, and the right uterine artery Pl was
0.65 with no diastolic notching.

The patient ultimately underwent an uncomplicated vagi-
nal delivery, giving birth to a healthy female infant whose
weight was appropriate for gestational age. Postpartum
monitoring revealed no signs of hemorrhage, infection, or
thyroid storm. Both mother and neonate remained in good
condition and were safely discharged on postpartum day
two.

Discussion / O0cy:xkaeHue

Tachycardia is defined as a resting heart rate exceeding
100 beats per minute (bpm). Due to normal physiological
changes, pregnant women typically have a slightly higher
resting heart rate, averaging 91 bpm (68-115 bpm). To

m https://www.gynecology.su
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meet higher metabolic demands during pregnancy, mater-
nal cardiac output increases, driven by decreased systemic
and pulmonary vascular resistance. Additionally, plasma
volume expansion from erythropoiesis increases cardiac
output, which can present as tachycardia. However, these
physiological changes usually peak later in pregnancy,
around 34 weeks. When tachycardia occurs during the first
trimester, pathological causes must be considered, inclu-
ding arrhythmias, dehydration, infection, cardiac structural
abnormalities, anemia, and hyperthyroidism [4].

Hyperemesis gravidarum (HEG) is a common cause of
first-trimester tachycardia secondary to dehydration. Affec-
ting 0.3-1.0 % of all pregnancies, HEG is characterized by
persistent vomiting, weight loss, electrolyte abnormalities,
and dehydration.

This case report presents a patient with a classic presen-
tation of HEG: persistent and worsening nausea and vomi-
ting, significantly reduced dietary intake, electrolyte imba-
lances, weight loss, dehydration, and tachycardia. Despite
receiving multiple rounds of antiemetics in accordance with
HEG treatment protocols, the patient experienced no sig-
nificant improvement over the two months prior to admis-
sion. Initially, her tachycardia was attributed solely to HEG
[5]. The absence of fever and leukocytosis helped rule out
infection, while her clinical presentation did not suggest
arrhythmia. Furthermore, the patient reported no heat in-
tolerance, nervousness, or increased appetite. The absence
of a goiter or exophthalmos also initially steered the diffe-
rential diagnosis away from hyperthyroidism. The following
Table 1 details the clinical differences between our report
and other documented cases.

Despite the absence of classic physical signs, laboratory
tests revealed an elevated free thyroxine (fT4) and sup-
pressed thyroid-stimulating hormone (TSH), confirming
biochemical hyperthyroidism. Tachycardia, mild palpita-
tions, and weight loss were the only clinical indicators of
hyperthyroidism in this patient, yet these were easily mis-
taken for the secondary effects of HEG-induced vomiting
and malnutrition. Hypovolemia from severe vomiting trig-

Table 1. Clinical characteristics of hyperthyroidism.

Ta6nuua 1. KnuHuyeckue xapakTepucTuKu runepTmpeosa.

gers tachycardia as a compensatory mechanism to main-
tain cardiac output. This is particularly common in the first
trimester, a period when both gestational transient thyro-
toxicosis and HEG are most prevalent [5]. In severe cases
of HEG, repeated episodes of vomiting can lead to hypovo-
lemia, causing tachycardia and palpitations that effectively
mask underlying hyperthyroidism [10].

Because HEG accounts for nearly 11.3 % of pregnancy-
related hospitalizations [11], primary healthcare (PHC) pro-
viders are highly likely to diagnose isolated HEG. Limited
diagnostic resources in PHC facilities, particularly the in-
ability to readily screen for TSH and fT4 levels, further con-
tribute to delayed hyperthyroidism diagnoses.

Hyperthyroidism is characterized by high thyroid hor-
mone levels due to increased synthesis and secretion by
the thyroid gland. It is a common endocrine disorder in
women of reproductive age, occurring in an estimated 35—
50 per 100,000 women [1]. Approximately 95 % of hy-
perthyroidism cases in pregnancy are caused by Graves’
disease, an organ-specific autoimmune condition where
thyroid-stimulating antibodies mimic TSH and stimulate
the thyroid gland. Its signs and symptoms include goiter,
palpitations, tachycardia, ophthalmopathy, weight loss, and
heat intolerance [2]. If left untreated, maternal hyperthy-
roidism can lead to severe complications. Adverse mater-
nal outcomes include preeclampsia and heart failure, while
perinatal risks encompass premature birth, fetal growth
restriction, stillbirth, thyrotoxicosis, hypothyroidism, and
goiter [3].

Known risk factors for hyperthyroidism include: 1) a his-
tory of hyperthyroidism or current symptoms; 2) a goiter or
a reactive thyroid antibody; 3) a history of head or neck ra-
diation during previous thyroid surgeries; 4) age > 30 years;
5) type 1 diabetes or another autoimmune condition; 6)
a history of stillbirth, prematurity, or infertility; 7) multiple
pregnancies; 8) a family history of thyroid autoimmune
disorders; 9) morbid obesity (> 40 kg/m?); 10) a history
of amiodarone, lithium, or iodinated contrast use; or 11)
currently living in an area endemic for iodine insufficiency

Author Goiter Palpitations | Ophthalmopathy wﬁ'gr; I:ss Sweating H:ﬁzt L":g:;r::z:b Fatigue
ABTOp 306 Ceppueduenne | Ochranbmonatus p MotnueocTb p Yeranoctb
maccbl Tena Xapbl
é\tf §t4a|. [61 35(47.2%) | 29(39.1 %) 28 (37.8 %) 23 (31.0%) | 14 (18.9 %) 12 (16.2 %) 2 (2.7 %)

Ogbera et al. [7],

bl 61(97.0%) | 37(58.7%) | 24(38.0%) | 40(63.4%) | 36(57.0 %) 43 (68.0 %) 40 (63.4 %)
%”]y‘r’]”f';";‘; etal | 109 (63.4%) | 140 (81.4%) | 94(547%) |148(86.0%) | 116 (674%) | 141 (820%) | 84 (54.7 %)
Sonmezetal. Bl | 19 4039) | 23(523%) | 7(159%) | 17(38.6%) | 23 (52.3%) | \oravailable ) Notavailable
n=44 HepoctynHo HepoctynHo

Current case
TekyLyni cnyyai
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[5]. In our case, the patient was 31 years old. Insufficient
clinical suspicion and a normal Wayne Index score do not
warrant thyroid screening. However, hyperthyroidism was
discovered only after screening for thyroid function. Cur-
rently, neither the Endocrine Society nor the American Thy-
roid Association recommends universal testing without risk
factors [5].

Given that hyperthyroidism predominantly affects wo-
men (2.0 % vs. 0.5 % in men) [1], routine thyroid function
screening could be highly beneficial in preventing adverse
maternal and fetal outcomes caused by delayed diagno-
sis and treatment. A comparable initiative is already im-
plemented in Indonesia to screen neonates for congenital
hypothyroidism, largely due to endemic iodine deficiency
across numerous regions. Early diagnosis leads to prompt
treatment, which drastically lowers the rate of adverse clini-
cal outcomes [12].

Thyrotoxicosis during pregnancy is managed with thion-
amides, utilizing either propylthiouracil (PTU) or methima-

Table 2. Management of hyperthyroidism in pregnancy [13].

Tabnuua 2. [leyeHne runepTupeosa Bo Bpems 6epemenHocTu [13].

zole [5, 13]. Table 2 further details the management of hy-
perthyroidism at specific gestational stages. PTU is gene-
rally preferred because it partially inhibits the peripheral
conversion of T4 to T3, crosses the placenta less readily,
and, unlike methimazole, is not associated with cutaneous
aplasia [2]. A meta-analysis demonstrated a significant-
ly lower incidence of preeclampsia (p = 0.01), low birth
weight (p = 0.03), spontaneous abortion (p < 0.00001), and
premature birth (p = 0.001) in euthyroid patient cohorts
compared to those with uncontrolled hyperthyroidism [14].

The American College of Obstetricians and Gyne-
cologists (ACOG) recommends an initial PTU dose of
300-450 mg/day for pregnant women [15]. In our case,
the patient was prescribed 100 mg of PTU three times daily,
1200 mg of potassium chloride once daily, and 10 mg of
propranolol twice daily until her seventh month of preg-
nancy. She received routine outpatient obstetric and in-
ternal medicine care until labor at 38 weeks. At admission,
re-examination showed that her T4 levels had normalized,

Timing of diagnosis
Cpoku nocTaHOBKKM fUarHo3a

Specific circumstances
Oco6ble 06cToATENLCTBA

Recommendations
PekomeHnpauun

Graves’ disease diagnosed
during pregnancy
bonesHb lpeiBca,
QNarHoCTUPOBaHHas

BO Bpems 6epemMeHHOCTH

Diagnosed during the first
trimester
[lnarHo3 nocrtasneH
B | TpUMecTpe

Begin propylthiouracil. Measure TRAb (TSH receptor antibodies) at diagnosis.

If elevated, repeat at 18-22 weeks and again at 30-34 weeks of gestation.
Hayatb nieveHne nponuntuoypauunom. ismeputs yposeHb TRAD (aHTuTENA
K peuenTopam TTI) npy NOCTaHOBKe AWNArHo3a, U ecrin OH MOBbILLEH,
NOBTOPUTb M3MepeHune Ha 18-22-i1 Hefene 1 cHoBa Ha 30-34-1i Hefiene
6epemMeHHOCTH.

Diagnosed after the first

Begin methimazole. Measure TRAD at diagnosis, and if elevated, repeat
at 18-22 weeks and again at 30-34 weeks of gestation. If thyroidectomy
is required, perform it during the second trimester.

Graves’ disease diagnosed
and treated prior to
pregnancy

bonesHb lpeiisca
JNarHoCTMPOBaHa 1 NeymnTes
110 6epEMEHHOCTH

trimester
Ha4atb neyeHue metumaszonom. ismeputb ypoBeHb TRAD npu nocTaHoBKe
[lnarHo3 noctaBneH nocne ;
QNarHo3a, 1 ecnn OH NOBbILLEH, MOBTOPUTL M3MepeHue Ha 18-22-i1 Heaene
| TpumecTpa .
1 cHoBa Ha 30-34-i1 Hepene 6epeMeHHOCTU. Ecnim Heobxoanma
TUPEOMA3KTOMMS, ee ONTUMaNbHO NPOBOAMTL BO Il TpMMECTpe.
Switch to propylthiouracil or withdraw antithyroid drug therapy as soon

Currently takin as pregnancy is confirmed by early testing. Measure TRAb at diagnosis and,

methirr);azoleg if elevated, again at 18-22 weeks and 30-34 weeks of gestation.

B HacTosLlee Bpems
nauueHT NpUHMMaeT
MeTIMason

CnenyeT nepeiTi Ha NPONUATUOYPALM UK OTMEHUTDL TEPanuio
AHTUTUPEOUAHBLIMM NpenapaTamu, Kak TobKo 6epeMeHHOCTb OyaeT
NOATBEPXAEHA C NOMOLLK PaHHEro TeCTMpPoBaHMs. I3mMepuTh YpOBEHb
TRAD (aHTuTena k petentopam TTI) NepBOHa4YaNIbHO, 1 €CIN OH MOBBILLEH,
13MepuTb NOBTOPHO Ha 18-22 Hefene n 30-34 Hepene 6epeMEHHOCTH.

In remission after stopping
antithyroid medication
Mpwn HacTynneHnn pemuccun
nocne npekpaLlieHns
nprema aHTUTUPEOUAHbBIX
npenapatos

Perform thyroid function testing to confirm euthyroidism.
TRAb measurement is not necessary.
Heo6xo0anMo NpoBecTM aHann3 yHKLUWUA LWNTOBUAHOI Xenesbl Ans
NOATBEPXAeHNS ayTupeosa. MamepeHue yposHs TRAD He TpebyeTcs.

Previous treatment with
radioactive iodine or surgery
[MpenLwecTBytoLLee NeYeHne
PaAMO0aKTUBHbLIM AOJOM UK

XUPYPriyeckoe
BMeLLATENbCTBO

Measure TRAD initially in the first trimester and, if elevated,
again at 18-22 weeks of gestation.
[NepBoHa4anbHO creayet M3ameputb ypoBeHb TRAD B | TpumecTpe,
11 €CTIN OH MOBBbILLIEH, MOBTOPUTb U3MEPEHNE
Ha 18-22 Helene 6epeMeHHOCTH.
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although her TSH remained suppressed. She ultimately un-
derwent an uncomplicated vaginal delivery with no fetal or
maternal complications and was safely discharged on her
second inpatient day.

Conclusion / 3axrrouenue

Hyperthyroidism in pregnancy necessitates a compre-
hensive clinical evaluation. Tachycardia presenting during
early pregnancy should be investigated for underlying
causes other than dehydration. Pregnant patients with
untreated hyperthyroidism face an elevated risk of mis-
carriage, preeclampsia, premature labor, and heart failure.
While early detection and prompt treatment are critical to

preventing both maternal and fetal complications, cur-
rent expert guidelines do not recommend universal thy-
roid function screening. In this case, thyroid screening
was initiated only after the patient proved refractory to
standard antiemetic therapy. She was treated with pro-
pylthiouracil (PTU) from her second to her seventh month
of gestation, at which point euthyroidism was achieved,
and the therapy was discontinued. Ultimately, she expe-
rienced an uncomplicated, full-term vaginal delivery and
was discharged in good health. This case highlights that
while universal screening is not mandated, strong clini-
cal suspicion and periodic thyroid monitoring remain es-
sential to maintain euthyroidism and appropriately adjust
therapeutic regimens.

ARTICLE INFORMATION

NH®OPMALINSA 0 CTATBE

Received: 02.10.2025.
Revision received: 23.01.2026.
Accepted: 06.02.2026.
Published online: 20.02.2026.

Moctynuna: 02.10.2025.
B popa6oranHom Bupe: 23.01.2026.
MpunsaTa K neyvaru: 06.02.2026.
Ony6nukoBaHa oHnaiit: 20.02.2026.

Author’s contribution

Bknap aBTopoB

Everdien A. — article design, data collection, text writing;
Nisa A.Sh., Subhan D.H. — text writing;
Aziz M.A., Kurniadi A. - literature review, text editing.

9sepaneH A. — paspaboTka Au3ailHa cTaTby, COOP AaHHbIX, HAMMCcaHue
TEeKCTa;

Huca A.LLl., Cy6xaH [.X. — HanucaHue TekcTa;

A3uz M.A., KypHuaam A. — 0630p nuTepatypbl, peakTupoBaHue TekcTa.

All authors have read and approved the final version of the manuscript.

Bce aBTOpbI NPOYMTANM U YTBEPANIN OKOHYATENbHbIN BAPUAHT PYKOMUCH.

Conflict of interests

KoHthnukT uiTepecos

The authors declare that they have no competing interests.

ABTOPbI 3aABNAOT 06 OTCYTCTBUN KOH(INKTA MHTEPECOB.

Funding

®uHaHcupoBaHue

The study did not receive external funding.

ABTOPbI 3aABNAOT 06 OTCYTCTBUN (PUHAHCUPOBAHNS.

Patient consent

Cornacue nayuesTa

Obtained.

lMonyyeHo.

Ethics declarations

JTnyeckue acnekTbl

The patient was managed in full accordance with ethical principles, including
the provisions of the Declaration of Helsinki of the World Medical Association
(2013 revision).

BeneHne naumeHTa OCyL|eCTBAANOCL B MOJHOM COOTBETCTBUM C 3TUYe-
CKAMM MPUHLMNAMMW, BK/T04aA NONOXEHUS XeNbCUHKCKOW JAeknapauum
BcemupHoi meamnumHekoit accounaumu (nepecmotp 2013 r.).

Publisher’s note

KommeHTapuii nsparens

The statements, opinions, and data contained in this publication were
generated by the authors and not by IRBIS Publishing (IRBIS LLC). IRBIS
Publishing disclaims any responsibility for any injury to peoples or property
resulting from any ideas, methods, instructions, or products referred in the
content.

Copepxallynecss B 370l Ny6nnKauun YTBEPXKAEHWS, MHEHWUS 1 AaHHble
6bIn1 CO3AaHbI ee asTopamu, a He uzparensctsom VPBIC (000 «APBIC»).
M3natenbctBo VIPBIC cHumaeT ¢ cebst 0TBETCTBEHHOCTb 3a NGO yiepo,
HaHECEHHbI M0ASM UMK UMYLLIECTBY B pe3ynbTaTe MCMob30BaHMs NO6bIX
ngen, MeTOAO0B, NHCTPYKLMIA MAW NPenapaTos, YNOMAHYTLIX B Ny6ANKaLnN.

Rights and permissions

lpaBa u nonHomouus

IRBIS LLC holds exclusive rights to this paper under a publishing agreement
with the author(s) or other rightsholder(s). Usage of this paper is solely
governed by the terms of such publishing agreement and applicable law.

000 «/PBNC> obnamaeT MCKAKYUTENbHBIMI MPaBaMK Ha 3Ty CTaTbi0 MO
[loroBopy C aBTOPOM (aBTOpamu) v Apyrm npasoo6iagarenem (npaso-
obnagarensmu). lcnonb3oBaHue 3TOW CTaTbW PEryNUPYETCs MCKMO4U-
TeNbHO YCNOBNUAMM 3TOr0 [loroBopa v AEACTBYIOLLMM 3aKOHOAATENbCTBOM.

References / JIuteparypa:

1. Lee S.Y., Pearce E.N. Assessment and treatment of thyroid disorders in
pregnancy and the postpartum period. Nat Rev Endocrinol.
2022;18(3):158-71. https://doi.org/10.1038/s41574-021-00604-z.

2. Sorah K., Garlson K. Hyperthyroidism in pregnancy. In: StatPearls.
Treasure Island (FL): StatPearls Publishing, 2025 Jan.

3. Nguyen C.T., Sasso E.B., Barton L., Mestman J.H. Graves'
hyperthyroidism in pregnancy: a clinical review. Clin Diabetes Endocrinol.
2018;4:4. https://doi.org/10.1186/s40842-018-0054-7.

4. Goad F., Frise C. Tachycardia in pregnancy: when to worry? Clin Med
(Lond). 2021;21(5):e434-437. https://doi.org/10.7861/
clinmed.2021-0495.

5. Petca A., Dimcea D.A.-M., Dumitrascu M.C. et al. Management of
hyperthyroidism during pregnancy: a systematic literature review. J Clin
Med. 2023;12(5):1811. https://doi.org/10.3390/jcm12051811.

6. AtaF., Khan H.A., Choudry H. et al. A systematic review of the clinical
characteristics and course of atrioventricular blocks in hyperthyroidism.
Ann Med. 2024;56(1):2365405. https://doi.org/10.1080/07853890.2024.2
365405.

7. QOgbera A.0., Fasanmade 0., Adediran 0. Pattern of thyroid disorders in
the southwestern region of Nigeria. Ethn Dis. 2007;17(2):327-30.

8. Onyenekwe B.M. Thyrotoxicosis, etiology, presentation and management
challenges in Nigeria: a review of cases seen over a 5 year period. ESJ.

N
=
N
N
°
5
=
N
=)
°

C O

poxdoy pue A301000uAix) ‘so111918qQ)

goron



https://doi.org/10.1038/s41574-021-00604-z
https://doi.org/10.1186/s40842-018-0054-7
https://doi.org/10.7861/clinmed.2021-0495
https://doi.org/10.7861/clinmed.2021-0495
https://doi.org/10.3390/jcm12051811
https://doi.org/10.1080/07853890.2024.2365405
https://doi.org/10.1080/07853890.2024.2365405

Maternal tachycardia in pregnancy: a masked presentation of hyperthyroidism?

2019;15(24):144-64. https://doi.org/10.19044/esj.2019.v15n24p144. dengan Hipotiroid Kongenital Pasca-Terapi Levotiroksin di RSUP Dr.

9. Sonmez A.A., Erbas I.M., Acar S. et al. Evaluation of clinical characteristics Hasan Sadikin pada Tahun 2014 sampai dengan 2018. Sari Pediatri.
and treatment outcomes of Graves disease in children and adolescents. 2020;22:98.
Trends in Pediatrics. 2021;2(1):18-27. https://doi.org/10.59213/ 13. Alexander E.K., Pearce E.N., Brent G.A. et al. 2017 Guidelines of the
TP.2021.68077. American Thyroid Association for the Diagnosis and Management of

10. Popa S.L,, et al. Life-threatening complications of hyperemesis Thyroid Disease During Pregnancy and the Postpartum. Thyroid.
gravidarum. Exp Ther Med. 2021;21(6):642. https://doi.org/10.3892/ 2017;27(3):315-89. https://doi.org/10.1089/thy.2016.0457.
etm.2021.10074. 14. Alves Junior J.M., Bernardo W.M., Ward L.S., Villagelin D. Effect of

11. Adane K.D., Zerga A.A., Gebeyehu F.B., Ayele F.Y. Proportion of hyperthyroidism control during pregnancy on maternal and fetal outcome:
hyperemesis gravidarum and associated factors among pregnant women a systematic review and meta-analysis. Front Endocrinol (Lausanne).
admitted into the obstetrics ward at Akesta general hospital, North East 2022;13:800257. https://doi.org/10.3389/fendo.2022.800257.
Ethiopia. PLoS One. 2023;18(2):60281433. https://doi.org/10.1371/ 15. King J.R., Lachica R., Lee R.H. et al. Diagnosis and management of
journal.pone.0281433. hyperthyroidism in pregnancy: a review. Obstet Gynecol Surv.

12. Adisty N., Faisal F., Hidayat B. Gambaran Pertumbuhan Anak 2016;71(11):675-85. https://doi.org/10.1097/0GX.0000000000000367.

About the authors / Ceepenuns 06 aBTopax:

Alce Everdien, MD / 3sepauen Anbce. E-mail: alce23001@mail.unpad.ac.id. ORCID: https://orcid.org/0009-0001-9775-556X.
Muhammad Alamsyah Aziz, MD / A3u3 Myxammapn Anamcus.

Andi Kurniadi, MD / Kypuuaau Aupu.

Aisyah Shofiatun Nisa, MD / Huca Aiicus Lodmatyn.

Dadang Hawari Subhan, MD / Cy6xan laganr Xasapu. ORCID: https://orcid.org/0009-0005-8289-6617.

AxymiepctBo, I'maekoaorusa u Pennpoaykiina PRI EITR P

m https://www.gynecology.su



https://doi.org/10.19044/esj.2019.v15n24p144
https://doi.org/10.59213/TP.2021.68077
https://doi.org/10.59213/TP.2021.68077
https://doi.org/10.3892/etm.2021.10074
https://doi.org/10.3892/etm.2021.10074
https://doi.org/10.1371/journal.pone.0281433
https://doi.org/10.1371/journal.pone.0281433
https://doi.org/10.1089/thy.2016.0457
https://doi.org/10.3389/fendo.2022.800257
https://doi.org/10.1097/OGX.0000000000000367
https://orcid.org/0009-0001-9775-556X
https://orcid.org/0009-0005-8289-6617



