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FREQUENCY OF TSH DERANGEMENT IN
SUBFERTILITY WORKUP
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ABSTRACT
Objective: To calculate frequency of thyroid dysfunction as aetiology of subfertility.

Material and Methods: A total of 320 infertile women were investigated for infertility and their TSH levels were done.
Time period was a total of 9 months from April 2013 to December 2013 in a tertiary care outpatient setup. Those with
derangement of TSH were then send for full Thyroid profile. A standardized preform a was filled and results tabulated.
The normal range considered was 0.47-4.6u.i.u/ml TSH was done using EMIA (Chemiluminescence micropartical Im-
munoassay) Abbot Architect analyzer. All patients had at least 1 year of subfertility. Those with known thyroid disease
were excluded from the study.

Results: Out of 320 subfertile women 27(0.084%) women had raised TSH levels, and 11(0.034%) had low TSH levels.

Conclusion: TSH should be done at an early stage of subfertility workup as more than half of the detected patients
had subclinical hypothyroidism and missing this problem leads to unnecessary medications, invasive investigations

and psychological burden on the couple.
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INTRODUCTION

Thyroid disease whether diagnosed or undiag-
nosed is a contributor to subfertility. In our society a
large number of patients come from the underprivileged
class, infertility or subfertility has important Medical, eco-
nomical and psychological implications. Thyroid dys-
function can lead to anovulatory cycles, leuteal phase
defects, sex hormone imbalances'2. A normal thyroid
function ensures fertility, pregnancy maintenance, even
in the earliest days after conception®. Thyroid evaluation
should be done in women seeking subfertility workup.
Hypothyroidism can be easily detected by assessing
TSH levels in the blood*.

Aslightincrease in TSH levels with normal T3 and
T4 levels indicates subclinical hypothyroidism, whereas
high TSH levels with low T3 and T4 levels indicate clin-
ical hypothyroidism®. Prevalence of hypothyroidism in
reproductive age group is 2-4% and has been shown to
be a cause of infertility and habitual abortion®. A detailed
thyroid evaluation should include T3, T4, and TSH and
autoimmune testing if needed.
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Subclinical hypothyroidism is more common. It
can cause anovulation directly or by causing elevation
in prolactin levels. When patients show increased pro-
lactin due to increased thyrotropin releasing hormone,
hypothyroidism should be treated first to evaluate cause
of increased prolactin’.

Thyroid dysfunction has to be seriously consid-
ered as a cause of subfertility and we conducted this
study to see if TSH really needs to be assayed during
subfertility workup, and how frequent was the derange-
ment, and also to find the proportion of subclinical
hypothyroidism among the total.

MATERIAL AND METHODS

This descriptive study was conducted on a total
of 320 patients undergoing subfertility workup over a
period of 9 months from April 2013 to December 2013
in a specialist Gynae OPD, Khyber Teaching Hospital.
TSH was done to exclude thyroid dysfunction. Further
thyroid studies were done only on patients who showed
derangement of TSH. A standardized proforma was
filled with necessary details and results tabulated.

Normal range of TSH was =0.47-4.64Uiu/ml,
hypothyroidism was considered at TSH levels more
than 4.64Uiu/ml and hyperthyroidism at TSH levels
below 0.47Uiu/ml. analysis was done by EMIA Che-
miluminescence Micropartical Immunoassay (Abbot
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architect analyser). All patients had at least one year
of subfertility. Those with known thyroid disease were
excluded from the study.

RESULTS

Out of 320 women enrolled in the study 13(4.06%)
had raised TSH levels and 5(1.5%) had decreased
TSH levels. Hypothyroid subfertile women were further
subdivided into subclinical (TSH 4-6Uiu/ml) and clini-
cal (TSH >6Uiu/ml) hypothyroidism. It was found that
7(59.2%) had subclinical disease and 6(40.8%) of the
total hypothyroid patients had clinical disease as shown
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[ ciinical hypothyroidism

Figure 1: Pattern of Presentation of Infertile Women with
Hypothyroidism

in Figure 1.

DISCUSSION

Derangement of Thyroid function has a pro-
found result on reproduction and pregnancy, and the
spectrum of disorders ranges from abnormal sexual
development to menstrual irregularities and infertility.
TRH is increased due to hypothyroidism and this leads
to stimulation of pituitary resulting in increased TSH and
Prolactin®. Hyperprolactiniemia impairs GnRH pulsatility
and thereby ovarian function®. TSH is checked by most
gynecologist regardless of menstrual rhythm.

In our study the prevalence of hypothyroidism was
59.2% of the total hypothyroids were subclinical, and
40.8% had clinical disease. Similar comparable results
were reported by Indu Verma et al®.

Atotal of 4.06% patients had increased TSH, this
result is comparable to results of Oliver AC et al''. Thy-
roid dysfunction is a common cause of infertility which
can be treated by appropriate correction of levels of
thyroid hormones'2. The approach helps avoid unnec-
essary invasive procedures in the subfertile women, and
use of expensive medications without the knowledge of
thyroid status. It is recommended that in the presence
of deranged TSH, thyroid function should be corrected
first.

In established hypothyroidism, thyroxine normal-
izes the menstrual cycle and improves fertility rates.
Normal TSH levels are a prerequisite for fertility'®. The
decision to initiate thyroid replacement therapy in
subclinical hypothyroids at early stage is justified in in-
fertile. Studies have also suggested thyroid treatment
according to TRH testing'®. Recent data also indicates
that variations in TSH levels in narrower range or bor-
derline cases i.e 4-5, 5-6, or more than 6 should not be
ignored in infertile women not showing clinical signs of
hypothyroidism'®. Subclinical hypothyroidism is more
common and can cause an ovulation directly so should
be dealt with aggressively'”

CONCLUSION

TSH derangement should be excluded in all
patients seeking sub fertility workup in order to avoid
invasive procedures unnecessarily in the presence of
a treatable cause.

Recommendations

For better management of infertility cause we
should plan further studies with large sample size and
long term follow up in which effect of treatment can also
be seen.
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