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Abstract 

Excess iodine is known to affect thyroid function, and in predisposed individuals even a 

moderately increased iodine intake may cause hypothyreosis or hyperthyreosis. In our material, 

one patient developed hypothyreosis and five patients hyperthyreosis after using commercial 

health products containing iodine. 
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Introduction 

Hypothyroidism refers to insufficient production of thyroid hormones by the thyroid gland and 

can be primary (a disorder of the thyroid gland itself) or secondary central (resulting from disease 

of the hypothalamus or pituitary gland). The term "subclinical hypothyroidism" is used to define 

that degree of primary hypothyroidism in which there is an elevated concentration of thyroid-

stimulating hormone  in the presence of normal serum concentrations of free thyroxine (T4) and 

triiodothyronine (T3). 

Subclinical hypothyroidism can progress to "manifest hypothyroidism" in approximately  2-5%  

of cases annually. All patients with overt hypothyroidism and subclinical hypothyroidism with a 

thyroid-stimulating hormone level >10 mIU/L should receive treatment. There is an opinion about 

the need to treat subclinical hypothyroidism of any severity in pregnant women and women 

planning pregnancy to reduce the risk of pregnancy complications and impaired cognitive 

development of the offspring. However, controversy remains regarding the treatment of 

nonpregnant adult patients with subclinical hypothyroidism and serum thyroid-stimulating 

hormone levels <10 mIU/L. In this subgroup, treatment should be considered in symptomatic 

patients with infertility. 

Monotherapy with levothyroxine (LT4) remains the current standard of care for the treatment of 

primary as well as central hypothyroidism. For most young patients, treatment can be started at 

the full calculated dose. However, treatment should be started with low doses in elderly patients, 

patients with coronary artery disease and patients with long-standing severe hypothyroidism. In 

primary hypothyroidism, treatment is controlled by serum thyroid-stimulating hormone levels with 

a target level of 0.5-2.0 mIU/L. In patients with persistently elevated thyroid-stimulating hormone 

levels despite apparently adequate LT4 replacement dosage, poor adherence, malabsorption, and 

drug interactions should be assessed. Excessive replacement is common in clinical practice and is 

associated with an increased risk of atrial fibrillation and osteoporosis and should be avoided. 
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Purpose of the Study: 

To study the features of the course of subclinical hypothyroidism in women of fertile age and to 

develop a diagnostic algorithm. 

 

Materials and Methods 

The characteristics of reproductive health were studied in 45 women who applied for drowsiness, 

memory loss, hair loss and unsuccessful pregnancy and became pregnant after treatment by a 

gynecologist. Patients underwent an ultrasound examination of the thyroid gland and genital 

organs, and analysis of free thyroxine and thyroid-stimulating hormone was performed. 

Results: It was found that 15 patients examined after total thyroidectomy during treatment with L-

thyroxine developed subclinical hypothyroidism. As a result of the study, it was found that 15% 

of patients had hair loss, 10% had menstrual irregularities, 1% had infertility, 44% had drowsiness, 

30% of patients had no complaints; in the control group,  2 patients were diagnosed with 

subclinical hypothyroidism during pregnancy, 12 patients complained of menstrual irregularities 

and drowsiness in girls; in all of them, the TSH level was at the level of subclinical 

hypothyroidism. In 30% of patients, ultrasound of the thyroid gland revealed chronic thyroiditis; 

in the rest, no pathology was detected. Ovarian cysts were discovered in 9 patients during 

ultrasound of the genitals. Patients in the control group were prescribed 50 μg of l-thyroxine, and 

the amount of l-thyroxine was adjusted in patients with hypothyroidism after total thyroidectomy. 

Conclusions: As a result of examining the patients after three months, it was found that two patients 

whose thyroid-stimulating hormone levels returned to normal after therapy with L-thyroxine. Two 

more patients were pregnant after treatment with this method. It was found that the remaining 13 

patients developed subclinical hypothyroidism after total thyroidectomy and treatment with L-

thyroxine. 
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