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Introduction
During pregnancy, proper maternal thyroid

function is important for both the mother and child

(LaFranchi et al., 2005). This is especially true during

the first trimester, when the developing fetus is

completely dependent on the mother for thyroid

hormones that are critical for optimal development (De

Escobar et al., 2004).

Developments in the understanding of thyroid

physiology and immunology in pregnancy as well as

improvements in thyroid function testing have

highlighted the importance of recognizing and providing

appropriate therapy to women with gestational thyroid

disorders (Lazarus et al., 2012).

Maternal thyroid dysfunction during pregnancy has

been shown to be associated with a number of adverse

outcomes. For example, elevated maternal  thyroid-

stimulating hormone  (TSH) has  been associated   with

an  increased   risk  of  pre-term   birth, placental

abruption,  fetal  death  and  impaired  neurological

development  in the child (Casey et al., 2006). Similarly,

the presence of antibodies to thyroid peroxidase (TPO-

Ab) has been associated with increased risk of
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miscarriage, pre-term birth, and maternal post partum

thyroid disease (Stagnaro-Green and Glinoer, 2004).

These findings have triggered a debate whether all

pregnant women should be screened for hypothyroidism.

The recent consensus guidelines from an expert panel

sponsored by the American Thyroid Association, the

American Association of clinical Endocrinologists and

the Endocrine society did not advocate universal

screening of thyroid function during pregnancy, but

recommend “aggressive case finding” in high-risk

pregnant women, who have a family or personal history

of thyroid disorders, a personal history of type 1

diabetes or other autoimmune disorders, or clinical

features suggestive of a thyroid disorder(Brent, 2007).

However, testing only the high-risk pregnant

women, as the consensus guidelines recommend, would

miss about one-third of women with hypothyroidism and

subclinical hypothyroidism .Therefore, with the growing

evidence for an association between maternal subclinical

hypothyroidism and adverse pregnancy outcomes but

lack of intervention trials showing beneficial effect of

thyroxin in preventing these adverse outcomes, the
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controversy between “targeted high-risk case” findings

and universal screening continues (Vaidya et al, 2007).

When the potential adverse outcomes are so

significant and the tools to diagnose and intervene are

easily accessible, however leaving maternal thyroid

disease undiagnosed, even in one third of pregnant

women, is no longer acceptable (Brent, 2007).
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Aim Of The Work
Is to determine:

 The prevalence of thyroid dysfunction among

pregnant Egyptian ladies.

 The efficacy of universal screening versus targeted

high-risk screening among pregnant Egyptian ladies.


