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ABSTRACT
Graves’ disease, a well-known cause of hyperthyroidism, is an autoimmune disease with multi-system involvement. 
More prevalent among young women, it appears as an uncommon cardiovascular complication during pregnancy, 
posing a diagnostic challenge, largely owing to difficulty in detecting the complication, because of a low index 
of suspicion of Graves’ disease presenting during pregnancy. Globally, cardiovascular disease is an important 
factor for pregnancy-related morbidity and mortality. Here, we report a case of 24 years old primi with Graves’ 
disease detected for the first time in pregnancy presenting with acute hypertensive left heart failure and severe 
pre-eclampsia. She was found to have abnormal thyroid function tests compatible with the diagnosis of Graves’ 
disease. Emphasis is placed on the spectrum of clinical presentations of Graves’ disease, and the importance of 
considering this thyroid disorder as a possible aetiological factor for such a presentation in pregnancy.
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Introduction
Grave’s disease (GD), named after Robert J. Graves, MD, circa 
1830s, is an autoimmune disease characterized by hyperthyroidism 
due to circulating autoantibodies [1]. Thyroid stimulating 
immunoglobulins bind to and activate thyrotropin receptors, 
causing the thyroid gland to grow and the thyroid follicles to 
increase synthesis of thyroid hormone. Grave’s disease accounts 
for 60-80% of cases of hyperthyroidism, with a female/male ratio 
of 5-10:1 and peak incidence between the ages of 40 and 60 [2]. GD 
is associated with multisystem involvement chiefly characterized 
by a diffuse goiter and features of thyrotoxicosis; it may also be 
accompanied by an infiltrative orbitopathy, ophthalmopathy and 
occasionally infiltrative dermopathy. Due to the autoimmune nature 
of GD, and given that pregnancy is a state of immunosuppression, 
thyrotoxic symptoms generally show a regression as the duration 
of pregnancy progresses. This can be explained by the diminished 

functions of both T-cells and B-cells under the influence of local 
placental factors and regulatory T cells. 

Thyrotoxicosis is well known to associate with left ventricular 
dysfunction due to long-standing effects of thyroid hormones. There 
are various cardiovascular manifestations for hyperthyroidism, 
such as cardiomegaly, increased cardiac output, atrial fibrillation, 
and, in certain cases, congestive heart failure [3,4].

Globally, cardiovascular disease is an important factor for 
pregnancy-related morbidity and mortality, and complicates 
1-4% of all pregnancies [5,6]. In addition to maternal mortality, 
cardiovascular diseases are responsible for approximately 30% 
of all deaths globally [7,8]. GD is not a common presentation 
of cardiovascular complication in pregnancy. We report here a 
case of acute hypertensive left heart failure and pre-eclampsia in 
pregnancy due to GD.

Case Report
A 24-year-old Bangladeshi primi in her 31st week of pregnancy, not 
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known to have hypertension, bronchial asthma, diabetes mellitus 
or any vulvular heart disease was admitted to our medical college 
hospital with 7 days history of shortness of breath on exertion 
(NYHA Class II) which had worsened to dyspnea at rest (NYHA 
Class IV) for two days and pedal edema, which she noticed two 
days back. She was not on any medications except iron and 
calcium supplements, and her family history was noncontributory. 
She also reported no fever, cough, hemoptysis, chest pain, weight 
loss or joint pain and had not traveled in the recent past. On initial 
assessment, she was tachypnoeic with a respiratory rate of 30 
breaths per min, pulse 105/min regular, high volume with normal 
rhythm and blood pressure was raised at 200/110 mm of Hg with 
wide pulse pressure. She had mild pallor and was apyretic and 
peripheral oxygen saturation was 82% in room air. There was 
significant bi-pedal oedema. Jugular venous pressure was not 
raised.  On systemic examination, Apex beat was hyperdynamic 
in character felt in left 6th intercostal space displaced 2 cm lateral 
to midclavicular line, Left parasternal heave and palpable P2was 
absent. Systolic thrill was present in mitral area. Auscultation 
revealed Soft S1 with Grade 5 pansystolic murmur in mitral area. 
There was bi basal mid to late inspiratory fine rales over both lung 
bases. Other systematic examination revealed no abnormalities.

She improved with initial treatment consisting of high doses 
intravenous diuretics and high flow oxygen and delivered a 
premature male baby of low birth weight (weight- 1.6 kg) per 
vaginally, 6 hours later. Upon further evaluation, a moderately 
enlarged thyroid gland was detected. The goitre was diffuse, non-
tender and mobile, with no features of compression, thrills or 
bruits.  However, there were no postural tremors, lid retraction, 
exophthalmos or other features of thyroid eye disease or thyroid 
dermopathy. Pulse pressure was wide (90mm Hg).  Haemogram, 
serum electrolytes, serum creatinine and random blood sugar 
were within normal limit. Urine routine microscopy showed 
(++++) proteinuria with pus cells 4-5/HPF done before delivery. 
UTP was 2.2-gram protein/day. Electrocardiography showed 
sinus tachycardia and echocardiography revealed grade 3 mitral 
regurgitation (MR) and fair left ventricular systolic function with 
an ejection fraction of 50%. NT pro- BNP was 4225 pg/ml (normal 
less than 125 pg/ml).

Thyroid function tests revealed biochemically hyperthyroid 
state (Free T4- 6.56 ng/dl; Normal 0.71- 1.85 ng/dl and thyroid 
stimulation hormone [TSH] <0.001 uIU/ml; Normal 0.3 – 2.5 
mIU/l). She had positive anti thyroid peroxidase antibodies (>1000 
μ/ml; Normal ≤15 μ/ml) and positive TSH receptor antibody. 
99m Technetium pertechnetate thyroid scan confirmed a diffuse 
toxic goiter as evidenced by enlarged thyroid gland with intense 
radiotracer concentration all over the gland. Thus, the clinical, 
biochemical and radiological features were consistent with Graves’ 
thyrotoxicosis. 

She responded to intravenous diuretics. Her thyroid hyperactivity 
was controlled with carbimazole 45 mg/day and propranolol 40 
mg/day in divided doses, and blood pressure control following 
delivery was achieved with Lisinopril 10mg/day and nifidepine 

20mg/day. Her child also made a healthy recovery. On OPD 
follow up after 6 weeks, she became euthyroid both clinically and 
biochemically. Blood pressure was100/70 mm of Hg. Thyroid 
function tests revealed (Free T4- 1.66 ng/dl; Normal 0.71- 1.85 
ng/dl and thyroid stimulation hormone [TSH] 1.32uIU/ml; Normal 
0.3 – 2.5mIU/l). A repeat echocardiogram revealed only trivial 
mitral regurgitation. Anti-hypertensive and propranolol were 
withdrawn. Carbimazole dose was reduced to 20mg/day. There is 
a plan to follow her up at a regular interval on outpatient door basis 
to assess her thyroid functional and cardiac status [9-18].

Discussion
Graves’ disease, named after Robert J. Graves was first described 
in 1825 by Dr. Caleb Hillier Parry [1,19]. Known in Europe as von 
Basedow’s disease, it is an autoimmune disease that may occur at 
any age, with a peak incidence in the 40- to 60-year age group and 
female to male ratio of 5–10:1 [2,14].

In this case, the young age of onset of disease (at 42 years) and 
high levels of anti-thyroid peroxidase antibodies and positive 
TSH receptor antibody indicate the genetic and epigenetic 
factors involved in the pathogenesis of GD. Immunochip 
genetic association analyses have identified 30 single-nucleotide 
polymorphisms in several genes significantly associated with 
the young age of onset (AO) GD, i.e. onset <30 years of age, 
including major histocompatibility complex class I and class II 
genes, BTNL2, NOTCH4, TNFAIP3 and CXCR4; most of the 
genes known to be associated with adult-onset GD were also 
associated with Young AO GD [10]. The epidemiology of GD is 
the result of complex interactions between genetic, epigenetic and 
various environmental factors. Gene- gene interactions and gene 
environment interactions (e.g. viral infection-related production of 
interferon-α induced alteration in thyroglobulin gene expression 
through epigenetic changes in histone modification) are mainly 
accountable for the pathogenesis. The thyroidal CD40 over 
expression can augment the severity of GD but is not required for 
disease development; in mice, it increased the level of thyrotropin 
(TSH) receptor antibodies and thyroid hormone production [11-
15]. In humans, it is strongly associated with persistently high 
levels of post- treatment thyroid antibodies suggesting a role in 
thyroid antibody production [16]. The risk of developing GD is 
greatly increased when two or more disease-associated alleles are 
inherited together [15].

In the vast majority of cases, GD is the chief cause for thyrotoxicosis 
in pregnancy. However, as both pregnancy and hyperthyroidism 
are accompanied by thyroid stimulation, hyperdynamic circulation 
and hypermetabolism, the detection of hyperthyroidism can be 
challenging during pregnancy. Biochemically, a serum TSH level 
lower than the trimester-specific lower limit 0.3 mIU/L and an 
elevated free T4 level greater than the normal range for pregnancy 
strongly suggests coexistent hyperthyroidism; the detection of TSH 
receptor antibodies virtually confirms the diagnosis of GD [17]. 
In this case, confirmation of GD was achieved by the findings of 
diffuse toxic goiter in 99m Technetium scintigraphy thyroid scans 
and highly raised anti thyroid peroxidase antibodies and positive 
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TSH receptor antibody. Severe GD is uncommon in pregnancy as 
it is related with reduced fertility. For women with milder disease 
who successfully conceive, hyperthyroidism endows an increased 
risk of pregnancy loss and established pregnancy complications 
(Table 1) [18].

Table 1: Potential maternal and fetal complication in uncontrolled 
hyperthyroidism.
Maternal Fetal
1. Pregnancy induced hypertension 1. Neonatal hyperthyroidism
2. Pre-eclampsia 2. Intrauterine growth retardation
3. Preterm delivery 3. Small-for-gestational- age
4. Congestive heart failure 4. Prematurity
5. Thyroid storm 5. Stillbirth
6. Increased or recurrent miscarriage 6. Increased perinatal mortality
7. Placenta abruption
8. Infection
9. Increased maternal mortality

Preeclampsia affects 2%–8% of pregnancies worldwide and is 
a leading cause of maternal and child morbidity and mortality 
[19]. Although the prevalence is similar across the globe, large 
differences between high and low-income countries are found 
for complications and maternal death [19]. Preeclampsia is 
characterized by new-onset hypertension(systolic blood pressure 
≥ 140 mm of Hg or diastolic blood pressure ≥ 90 mm of Hg and 
proteinuria(≥ 300 mg in 24 hours) after the 20th week of pregnancy 
and affects multiple organ systems [19]. Features of severe pre-
eclampsia are summarized in table 2.

Table 2: Features of severe pre-eclampsia.

The pathophysiological mechanisms leading to preeclampsia 
include impaired placentation, trophoblast invasion, and uterine 
spiral artery remodeling, followed by an adverse inflammatory, 
metabolic, and thrombotic response. However, the exact underlying 
mechanisms remain unknown. Thyroid hormone plays a role in 
placental development and is an important regulator of various 
metabolic and inflammatory processes [20-24]. Overt gestational 
hyperthyroidism is a known risk factor for preeclampsia [25-
28]. In line with this, we previously showed that already high 
normal concentrations of freeT4 (FT4) are associated with a 2.1-
fold higher risk of preeclampsia [29]. However, other studies on 
subclinical changes in thyroid function have shown conflicting 
results [27,28,30-33].  This might be due to the underlying 
mechanism causing high gestational FT4.

In this case, GD was first detected during the third trimester of 
pregnancy and was complicated by the development of acute 
hypertensive left heart failure, owing to the simultaneous 
contributions of both thyrotoxicosis and pre-eclampsia. With a blood 
pressure of 200/110mmHg, we also found a wide pulse pressure 
in this patient, characteristic of hyperthyroidism. Hyperthyroidism 
is a secondary cause of isolated systolic hypertension despite low 
systemic vascular resistance, due to increased arterial stiffness 
[34,35]. Cardiac output may be increased by 50 – 300% over that 
of normal subjects as a result of the combined effect of increase 
in resting heart rate, left ventricular contractility, ejection fraction 
and blood volume with a decrease in systemic vascular resistance 
[36,37]. Thyroxin not only affects the heart, but also alters the 
vascular smooth muscle and endothelial cell function via genomic 
and non-genomic actions targeting membrane ion channels and 
endothelial nitric oxide synthesis [38,39]. In addition, research 
evidence has revealed that the Calcium/ Calmodulin- dependent 
kinase IV (CaMKIV), which is a major thyroid hormone target 
gene in the developing brain, plays an important role in blood 
pressure regulation through the control of endothelial nitric oxide 
synthase (eNOC) activity. There is also a significant association 
between the human CaMKIV gene polymorphism and high 
diastolic blood pressure among hypertensive patients [40,41]. This 
patient had high diastolic blood pressure (diastolic blood pressure 
110 mm Hg) and there is a possibility of presence of CaMKIV 
gene polymorphism in this case. Dysfunctional CaMKIV, albeit 
not expressed in the heart, might partake in cardiac organ damage in 
the context of the hypertensive state that we found in this case [40].

It has been well established that hyperthyroidism is associated with 
left ventricular dysfunction and heart failure [42]. β - Adrenergic 
receptors in the myocardium are under thyroid hormone regulation 
and are positively regulated; the G- protein coupled receptor kinase 
GRK5 is an important regulator in beta-adrenergic signaling 
[37,43,44].

Concordant with this patient’s finding of MR on Doppler 
echocardiography, atrioventricular valve regurgitation has been 
documented to occur in hyperthyroidism with a high prevalence [45-47].

Conclusion
This was a unique case of GD-related acute hypertensive left 
heart failure and preeclampsia in pregnancy. Albeit uncommon, 
un-explained left heart failure in pregnancy may very well be 
explained by pre-eclampsia due to Graves’ disease. However, 
with prompt diagnosis and appropriate therapies, the disorder can 
be treated successfully and without lasting harm to the mother 
or fetus. Such a diagnosis requires a high index of suspicion and 
subsequently specific treatment should be commenced promptly in 
order to ensure better outcome in such patients. For these reasons, 
it should remain on the differential for patients with symptoms of 
preeclampsia, and thyroid studies should be considered.

References
1.	 Ellis H. Robert Graves 1796-1852. Br J Hosp Med Lond. 

2006; 67: 313.



Volume 1 | Issue 1 | 4 of 5Womens Health Care Issues, 2022

2.	 Noheria A, Khanna S, West CP. 37-year-old woman with 
palpitations and fatigue. Mayo Clin Proc. 2011; 86: 75-78.

3.	 Abenhaim L, Humbert M. Pulmonary hypertension related to 
drugs and toxins. CurrOpinCardiol. 1999; 14: 437-441.

4.	 Small D, Gibbons W, Levy RD, et al. Exertional dyspnea and 
ventilation in hyperthyroidism. Chest. 1992; 101: 1268-1273.

5.	 Weiss BM, von Segesser LK, Alon E, et al. Outcome of 
cardiovascular surgery and pregnancy a systematic review 
of the period 1984–1996. Am J Obstet Gynecol. 1998; 179: 
1643-1653.

6.	 Berg CJ, Callaghan WM, Syverson C, et al. Pregnancy-related 
mortality in the United States 1998 to 2005. Obstet Gynecol 
2010; 116: 1302-1309.

7.	 Alwan A. Global Status Report on Noncommunicable 
Diseases 2010. Italy World Health Organization. 2011; 9-31.

8.	 Santulli G. Epidemiology of cardiovascular disease in the 21st 
century updated numbers and updated facts.  JCvD. 2013; 1: 
1-2.

9.	 Parry CH. Enlargement of the Thyroid Gland in Connection 
with Enlargementor Palpitation of the Heart. In Collections 
from the Unpublished Medical Writingsof the Late Caleb 
Hillier Parry. London Underwood’s Fleet-Street. 1825; 111-
129.

10.	 Brown RS, Lombardi A, Hasham A, et al. Genetic analysis in 
youngage- of-onset graves’ disease reveals new susceptibility 
loci abstract.  J Clin Endocrinol Metab. 2014; 99: E1387-E1391.

11.	 Hodge SE, Ban Y, Strug LJ, et al. Possible interaction between 
HLA-DRbeta1 and thyroglobulin variants in Graves’ disease. 
Thyroid. 2006; 16: 351-355.

12.	 Ban Y, Greenberg DA, Concepcion ES, et al. Amino acid 
substitutions in the thyroglobulin gene are associated with 
susceptibility to human and murine autoimmune thyroid 
disease. Proc Natl Acad Sci U S A. 2003; 100: 15119-15124.

13.	 Stefan M, Jacobson EM, Huber AK, et al. Novel variant of 
thyroglobulin promoter triggers thyroid autoimmunity through 
an epigenetic interferon alpha-modulated mechanism. J Biol 
Chem. 2011; 286: 31168-31179.

14.	 Taniguchi T, Ogasawara K, Takaoka A, et al. IRF family of 
transcription factors as regulators of host defense. Annu Rev 
Immunol. 2001; 19: 623-655.

15.	 Hasham A, Tomer Y. Genetic and epigenetic mechanisms in 
thyroid autoimmunity. Immunol Res. 2012; 54: 04-213.

16.	 Jacobson EM, Huber AK, Akeno N, et al. A CD40 Kozak 
sequence polymorphism and susceptibility to antibody-
mediated autoimmune conditions the role of CD40 tissue 
specific expression. Genes Immun. 2007; 8: 205-214.

17.	 Mandel SJ, Davies TF, Larsen PR, et al. Thyrotoxicosis. In 
Williams Textbook of Endocrinology. Philadelphia Saunders 
an imprint of Elsevier Inc. 2011; 366-390.

18.	 Mestman JH. Hyperthyroidism in pregnancy. Best Pract Res 
Clin Endocrinol Metab. 2004; 18: 267-288.

19.	 Steegers EA, von Dadelszen P, Duvekot JJ, et al. Pre-
eclampsia. Lancet. 2010; 376: 631-644.

20.	 Chen CY, Chen CP, Lin KH. Biological functions of thyroid 
hormone in Placenta. Int J Mol Sci. 2015; 16: 4161-4179.

21.	 Kilby MD, Verhaeg J, Gittoes N, et al. Circulating thyroid 
hormone concentrations and placental thyroid hormone 
receptor expression in normal human pregnancy and pregnancy 
complicated by intrauterine growth restriction IUGR. J Clin 
Endocrinol Metab. 1998; 83: 2964-2971.

22.	 Leonard AJ, Evans IM, Pickard MR, et al. Thyroid hormone 
receptor expression in rat placenta. Placenta. 2001; 22: 353-435.

23.	 Landles C, Chalk S, Steel JH, et al. The thyroid hormone 
receptorassociated protein TRAP220 is required at distinct 
embryonic stages in placental, cardiac, and hepatic 
development. Mol Endocrinol. 2003; 17: 2418-2435.

24.	 Silva JF, Ocarino NM, Serakides R. Maternal thyroid 
dysfunction affects placental profile of inflammatory 
mediators and the intrauterine trophoblast migration kinetics. 
Reproduction. 2014; 147: 803-816.

25.	 Aggarawal N, Suri V, Singla R, et al. Pregnancy outcome in 
hyperthyroidism a case control study. Gynecol Obstet Invest. 
2014; 77: 94-99.

26.	 Luewan S, Chakkabut P, Tongsong T. Outcomes of pregnancy 
complicated with hyperthyroidism a cohort study. Arch 
Gynecol Obstet. 283: 243-247.

27.	 Mannisto T, Mendola P, Grewal J, et al. Thyroid diseases and 
adverse pregnancy outcomes in a contemporary US cohort. J 
Clin Endocrinol Metab. 98: 2725-2733.

28.	 Millar LK, Wing DA, Leung AS, et al. Low birth weight and 
preeclampsia in pregnancies complicated by hyperthyroidism. 
Obstet Gynecol. 1994; 84: 946-949.

29.	 Medici M, Korevaar TI, Schalekamp-Timmermans S, et al. 
Maternal early-pregnancy thyroid function is associated with 
subsequent hypertensive disorders of pregnancy the generation 
R study. J ClinEndocrinol Metab. 2014; 99: E2591-E2598.

30.	 Ashoor G, Maiz N, Rotas M, et al. Maternal thyroid function 
at 11 to 13 weeks of gestation and subsequent development of 
preeclampsia. Prenat Diagn. 30: 1032-1038.

31.	 Mannisto T, Vaarasmaki M, Pouta A, et al. Thyroid dysfunction 
and autoantibodies during pregnancy as predictive factors of 
pregnancy complications and maternal morbidity in later life. 
J Clin Endocrinol Metab. 2010; 95: 1084-1094.

32.	 Sahu MT, Das V, Mittal S, et al. Overt and subclinical thyroid 
dysfunction among Indian pregnant women and its effect on 
maternal and fetal outcome. Arch Gynecol Obstet. 2010; 281: 
215-220.

33.	 Wilson KL, Casey BM, McIntire DD, et al. Subclinical thyroid 
disease and the incidence of hypertension in pregnancy. Obstet 
Gynecol. 119: 315-320.

34.	 Prisant LM, Gujral JS, Mulloy AL. Hyperthyroidism a 
secondary cause of isolated systolic hypertension. J Clin 
Hypertens Greenwich. 2006; 8: 596-599.



Volume 1 | Issue 1 | 5 of 5Womens Health Care Issues, 2022

35.	 Palmieri EA, Fazio S, Palmieri V, et al. Myocardial 
contractility and total arterial stiffness in patients with overt 
hyperthyroidism acute effects of beta1-adrenergic blockade. 
Eur J Endocrinol. 2004; 150: 757-762.

36.	 Biondi B, Palmieri EA, Lombardi G, et al. Effects of thyroid 
hormone on cardiac function the relative importance of heart 
rate loading conditions and myocardial contractility in the 
regulation of cardiac performance in human hyperthyroidism. 
J Clin Endocrinol Metab. 2002; 87: 968-974.

37.	 Klein I, Danzi S. Thyroid disease and the heart. Circulation. 
2007; 116: 1725.

38.	 Napoli R, Biondi B, Guardasole V, et al. Impact of 
hyperthyroidism and its correction on vascular reactivity in 
humans. Circulation. 2001; 104: 3076-3080.

39.	 Vargas F, Moreno JM, Rodriguez-Gomez I, et al. Vascular 
and renal function in experimental thyroid disorders. Eur J 
Endocrinol. 2006; 154: 197-212.

40.	 Santulli G, Cipolletta E, Sorriento D, et al. CaMK4 gene 
deletion induces hypertension. J Am Heart Assoc. 2012; 1.

41.	 Levy D, Larson MG, Benjamin EJ, et al. Framingham Heart 
Study 100K Project genome-wide associations for blood 

pressure and arterial stiffness. BMC Med Genet. 2007; 8: S3.
42.	 Forfar JC, Muir AL, Sawers SA, et al. Abnormal left ventricular 

function in hyperthyroidism evidence for a possible reversible 
cardiomyopathy. N Engl J Med. 1982; 307: 1165-1170.

43.	 Bahouth SW, Cui X, Beauchamp MJ, et al. Thyroid hormone 
induces beta1 adrenergic receptor gene transcription through a 
direct repeat separated by five nucleotides. J Mol Cell Cardiol. 
1997; 29: 3223-3237.

44.	 Liggett SB, Cresci S, Kelly RJ, et al. A GRK5 polymorphism 
that inhibits beta-adrenergic receptor signaling is protective in 
heart failure. Nat Med. 2008; 14: 510-517.

45.	 Congestive Heart Failure Complicating Thyrotoxicosis. Am J 
Med Sci. 1996; 311: 142-144.

46.	 Kage K, Kira Y, Sekine I, et al. High incidence of mitral 
and tricuspid regurgitation in patients with Graves’ disease 
detected by two-dimensional color Doppler echocardiography. 
Intern Med. 1993; 32: 374-376.

47.	 Reynolds JL, Woody HB. Thyrotoxic mitral regurgitation: a 
probable form of intrinsic papillary muscle dysfunction. Am J 
Dis Child. 1971; 122: 544-548.

© 2022 Gomes RR. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License


