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BACKGROUND

Thyroid storm is a life-threatening endocrine emergency. Triggers include surgery, trauma/burns, acute illness, medications and hyperemesis
gravidarum. Diagnosis is based on biochemical hyperthyroidism and clinical features including fever, tachycardia, hypotension, heart failure,

altered mental state, and gastrointestinal symptoms. In pregnancy, there is significant associated fetal morbidity including preterm birth and
fetal death'2.

Figure 1 —transthoracic echocardiogram demonstrating reduced
systolic function with wall motion abnormalities

AIM

To describe a case of thyroid storm precipitated by hyperemesis gravidarum.

CASE REPORT

A 34-year-old G4P3 at 1942 weeks presented with maternal collapse and missed
miscarriage diagnosed on routine morphology scan. She was unbooked with a history of
hyperemesis gravidarum with a 40kg weight loss. On examination, she was severely
dehydrated and haemodynamically unstable.
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* A score of 45 or more is highly suggestive of thyroid storm, a score of 25 to 44 supports the diagnosis, and a score below 25 makes thyroid storm
unlikely.
Table 1-Thyroid function tests throughout admission including thyroid antibodies Figure 3 —Thyroid uptake scan showing a mildly diffuse reduced uptake consistent with thyroiditis
Before Immediately after
antithyroid antithyroid 2 days post 4 days post
treatment treatment
treatment treatment
TSH (0.40 — 3.50) mIU/L <0.01 <0.01 <0.01 <0.01
Free T4 (9.0-19.0) pmol/L 535 32.0 20.9 7.1
Free T3 (2.6-6.0) pmol/L 4.0 2.9
Thyroglobulin (0.0 — 28.0) ug/L 38.4
TG antibodies (< 4.0) 1U/L 1.2
TPO antibodies (< 5.5) IU/L <1.0
TRAD (< 2.0) 1U/L T1
CONCLUSION/DISCUSSION

Thyroid storm in pregnancy is both an endocrine and obstetric emergency with maternal and fetal mortality in 10-30% of cases?. As
such, prompt recognition of thyroid storm is vital and should be considered a differential in maternal collapse, especially in a woman
with a history of hyperthyroidism. This case highlights an example of thyroiditis precipitated by hyperemesis gravidarum resulting in
thyroid storm and second trimester miscarriage. Thyroid storm should be suspected based on clinical features and confirmed with
biochemical investigations. Hyperemesis can be both a symptom of thyroid disorder* as well as a trigger of thyroid storm in pregnancy
and should be managed appropriately.
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