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Abstract
Thyrotoxicosis can exhibit overlapping symptoms of psychosis in the general population. Each of these
pathologies has well-established workups and management. Rare presentations of thyroiditis and psychosis
in the postpartum state have been seen in case studies mostly, but data on the prevalence of postpartum
psychosis in association with postpartum thyroiditis are not available. Here, we present a unique case of a
patient with a history of bipolar disorder who originally presented with postpartum thyroiditis that
was worked up and managed appropriately. However, on follow-up, the patient was found to have
progressed into prominent psychosis. Both thyroiditis and psychosis were managed individually with full
remission upon discharge and is doing well today. The co-occurrence of postpartum psychosis and
thyroiditis presents a unique challenge for timely diagnosis and management. We present a case of a young
woman initially diagnosed with postpartum thyroiditis needing further management of postpartum
psychosis due to persistent symptoms. Clinical presentation supported with a prior history of mood disorder
increases the likelihood of these diagnoses together.
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Introduction
Postpartum thyroiditis and postpartum psychosis are often both considered in the differentials of patients
presenting with postpartum psychosis and become primary diagnoses only after medical conditions are
ruled out [1]. However, unique cases have been reported of the co-occurrence of these pathologies in
postpartum women and successfully treated using antipsychotics loxapine and amoxapine for psychosis
alongside propanol and propylthiouracil for thyroiditis [2]. Although this presentation has been recorded,
the prevalence of postpartum psychosis is thought to be around 0.1-2% [3], and the prevalence of psychosis
co-occurring with thyroiditis in the postpartum state has not been well established. With little established
data on this co-occurrence, it makes sense why patients with postpartum thyroiditis may not raise suspicion
with clinicians for concurrent psychosis. In this case, our patient presented with features that could all be
attributed to hyperthyroidism and thought to be purely thyrotoxic symptoms, later on revealing severe
symptoms of psychosis. We make the case that clinicians should have a higher suspicion of psychosis when
seeing a patient with apparent thyroiditis in the postpartum period. Additionally, we believe it is important
to treat these pathologies as separate for the best care of both the mother and infant.

Case Presentation
Initial encounter
A 35-year-old female, who was 10 weeks postpartum after twin delivery through a C-section, came in for a
wellness (via telemedicine) check. Her recovery was complicated by her baby's stay in the neonatal intensive
care unit (two weeks and five days, respectively), sleep deprivation, and grief associated with her uncle's
hospitalization. During her visit, the patient reported that her babies were doing well; she had improved
adjustment to them and a supportive family. Since returning to work two weeks before her visit, however,
she reported increased stress and anxiety. The patient expressed specific symptoms including irritability,
restlessness, and anxiety and mentioned that she had been seeking professional counseling to address these
concerns. Her husband and coworkers noted the patient to have more pressured speech with tangential and
disorganized thought processes, and during the visit, this presented as conversational jumping from
nutritional concerns, home life anxiety, and work status. The patient also revealed other noteworthy
symptoms of feeling hot constantly, tachycardia at rest measured on her Apple watch, and diarrhea that was
temporally associated with breastfeeding.

Patient history 
The patient’s past medical history was significant for major depressive disorder diagnosed at the age of 18
years and treated with escitalopram for about two to three years. For subsequent diagnosis of type 1 bipolar
disorder at age 23, she took valproate for two years. She decided to end pharmacologic therapy when she
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remained symptom-free for an extended time. Since then, the patient has reported having a few episodes of
1-2-week periods of decreased mood, but no other symptoms of mood disorder despite the stress of moving
across countries in the middle of a global pandemic, residency training, and twin pregnancy. Her family
history was notable for unspecified hypothyroidism in both of her parents and Crohn’s disease in her
mother. She denied tobacco, alcohol, or illicit drug use. Her current medications included a prenatal vitamin
supplement and 25 mcg of levothyroxine daily, prescribed by her reproductive endocrinologist before
pregnancy and throughout gestation. Levothyroxine is commonly given to women desiring to conceive with
elevated TSH because of studies on thyroid function and its effects on pregnancy and fetal development.
These studies found increased rates of spontaneous miscarriage in women who had elevated TSH of 2.5
mIU/L or greater and, therefore, recommend achieving a target TSH of less than 2.5 mIU/L before and during
pregnancy [4,5]. She remained euthyroid throughout her pregnancy with this dose and remained on the
medication until the day of her presentation. Her pregnancy complications included gestational diabetes,
which she controlled with diet and glyburide. Lab work showed serum free T4 of 3.05 ng/dL (n=0.93-1.70)
and free T3 of 7.05 ng/dL (n=2.3-4.2). TSH was decreased at 0.01 mIU/I (n=0.27-4.2). Given her clinical
symptoms and lab data, she was diagnosed with postpartum thyroiditis, and levothyroxine was
discontinued. Serum anti-thyroid peroxidase antibodies (TPO-Ab) and thyroid-stimulating antibodies (TSA)
were within normal range.

Hospitalization 
At one week follow-up, the patient expressed a variety of new worries for her and her babies’ safety,
expressing delusional beliefs of being followed and watched by a criminal organization, irritability with
family members, and anxiety that a hospital employee was feeding information about her to the criminal
organization. Her husband confirmed the history but did not endorse her delusional thoughts as being true.
The patient was hospitalized for symptoms consistent with mania with paranoia. On admission to the
hospital, a repeat blood work showed mildly less elevated levels of free T3 (6.42) and free T4 (2.81).
Ultrasound of the thyroid showed slight heterogeneity with no areas of increased vascularity or nodules
present (Figure 1). Radioactive Iodine uptake was not done, as the patient was breastfeeding. After a
psychiatric assessment, she was prescribed 20 mg of propranolol BID and 5 mg of olanzapine nightly. Her
symptoms of mania, restlessness, and tachycardia began to improve by the third day of hospitalization, and
she was discharged with the diagnosis of postpartum thyroiditis and postpartum psychosis.

FIGURE 1: a) Ultrasound of normal thyroid gland with homogeneity. b)
Ultrasound of our patient's thyroid gland showing evidence of slight
heterogeneity.
a): Source Ref. [6]

Follow-up
Two weeks after the discharge, low TSH (Figure 2) and elevated free thyroid hormone levels (Figure 3)
persisted. However, she reported improvement in symptoms from the time of hospitalization. In continual
follow-ups with the patient, eight weeks post-hospitalization (20 weeks postpartum), the patient reported
symptoms of cold intolerance, excess fatigue, loss of interest, and mild anxiety. At this time, the thyroid labs
showed elevated TSH (14.8 mIU/mL) and reduced free T3/T4 indicating a hypothyroid state. The patient was
prescribed levothyroxine 100 μg daily for hypothyroid state and with improvement of fatigue and energy,
serum levels for anti-TPO antibodies remained normal.

2024 Fulton et al. Cureus 16(1): e52357. DOI 10.7759/cureus.52357 2 of 5

javascript:void(0)
javascript:void(0)
https://assets.cureus.com/uploads/figure/file/817455/lightbox_dc046c307f2c11ee8ddfeb2f4483473c-Thyroid-comparison.png
javascript:void(0)
javascript:void(0)
javascript:void(0)


FIGURE 2: Serum TSH (mIU/mL) at postpartum weeks 11, 14, 20, and 26.

FIGURE 3: Serum free T3 and free T4 (ng/dL) at postpartum weeks 11-
26.

Discussion
Postpartum thyroiditis occurs in 5-8% [7] of women within the first 12 months of delivery, more commonly
in women with positive anti-TPO antibody titers. The cause is hypothesized to be a rebound of immune
activity after delivery in patients with underlying thyroid autoimmunity; the pathology of postpartum
thyroiditis presents with findings similar to Hashimoto’s thyroiditis, and women commonly test positive for
anti-TPO antibodies. Anti-thyroglobulin antibodies, a marker of destructive thyroiditis can be positive as
well [8]. Approximately 50% of patients with postpartum thyroiditis will present with an isolated
hypothyroid state, in about 25% of patients the course of the disease will start with a thyrotoxic phase within
the first four months, which is then followed by a transient hypothyroid state lasting four to six months. The
remaining 25% will present with only a thyrotoxic state followed by a return to the euthyroid state [9]. The
timeline when our patient began displaying symptoms was within the expected time frame for postpartum
thyroiditis. A negative serum thyroid stimulation (TSI) antibody ruled out the potential for Grave’s disease,
which may have similar presenting symptoms [10]. A radioactive iodine uptake scan is another potential way
for differentiating from Grave’s disease; however, this was opted against because of the patient’s
breastfeeding status. Management of thyrotoxic symptoms, specifically tachycardia, can be accomplished
with a beta-blocker such as propranolol, which should be slowly tapered off as the thyrotoxic state
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dissipates. Follow-up serum TSH should be taken annually in these patients to monitor for persistent
hypothyroid state [11]. Postpartum thyroiditis is often transient; however, persistent hypothyroidism may
follow. Significant predictors for the chronic hypothyroid state include continual elevations in anti-TPO
antibodies as well as findings of hypoechogenicity on ultrasonography [2,12]. While irritability and
hyperexcitability are typically seen in hyperthyroidism, symptoms of mania and psychosis are rare [13]. Few
cases were reported, where postpartum psychosis presented with a hyperthyroid state from postpartum
thyroiditis with elevated anti-TPO antibodies [14].

Postpartum psychosis, on the other hand, is a mood disorder occurring typically one to two weeks after
delivery but can occur further out. It presents with a variety of symptoms including mania, anxiety,
depression, and mood lability. Hallucinations and delusions are common and are typically centered on the
newborn. Delusional symptoms are often associated with increased protective behavior or increased
thoughts of harm to the newborn, although infanticide is rare, accounting for 1-4% of cases [15]. Postpartum
psychosis has been reported to occur in about 0.1-0.2% of deliveries but at a much higher rate of about 20%
in women with a history of bipolar disorder [3]. After treatment, the recovery from postpartum psychosis is
good, but women who intend on having more children in the future have been found to have a 50% risk of
recurrence of perinatal mood episodes [16]. Postpartum psychosis is managed per the guidelines in the
general population. Our patient responded well to treatment with propranolol and olanzapine and
continued to take the latter even when she was in a hypothyroid state. It is reasonable to consider managing
both physical and psychiatric symptoms when the etiology is not as clear. Our case here presents a unique
challenge of diagnosing a combination of both thyroiditis and bipolar depression in a woman whose
psychosis symptoms relapsed in this setting of increased stress when she returned to work. Without this
trigger, it is possible that her psychosis could have remained undiagnosed because of overlapping symptoms.

A retrospective study of thyrotoxic patients presenting with acute psychosis suggested a correlation
between the two [17]. However, the prevalence of the same in the postpartum state has not been assessed,
and rare publications mostly consisting of case reports are available. Few cases of similar presentation are
reported in women with positive anti-TPO titers; our case does not show any evidence of thyroid
autoimmunity. Some proposed ideas on the co-occurrence of psychosis and thyroiditis in the postpartum
period include postpartum psychosis because of thyrotoxicosis caused by thyroiditis, precipitation of
psychosis from thyroiditis in women with preexisting mood disorders, and coincidence of both thyroiditis
and psychosis in the early postpartum period [2]. Over the years, an association between postpartum
psychosis and autoimmune thyroid dysfunction with elevated anti-TPO levels has been reported. A recent
case-control study recognized this pattern and showed that women with postpartum psychosis with no prior
psychiatric history are two to four times as likely to be found to also have an autoimmune thyroid disease
when compared to postpartum women with no psychosis [18]. Although correlations have been made
between thyrotoxicosis and psychosis, causation has not been described with clarity. Life stressors, by itself,
can trigger a relapse of bipolar episodes. Hence, it can be a challenge to establish a clear cause and effect.

Conclusions
Our case is a rare presentation of postpartum thyroiditis and postpartum psychosis with no autoimmune
thyroid dysfunction. Clinicians should consider the possibility of postpartum psychosis in patients with
thyrotoxicosis particularly in high-risk individuals such as those with prior history of bipolar disorder and
autoimmune thyroid dysfunction for timely management. In either case, whether psychosis follows a
thyrotoxic state or occurs independently as a relapse in the postpartum state, simultaneous symptom
management of both conditions is appropriate. Further research into clear definitions and management
guidelines will assist physicians in taking care of these vulnerable patients. For patients with postpartum
thyroiditis, continual follow-up for thyroid autoimmunity to monitor for progression or resolution of thyroid
dysfunction is recommended. For postpartum psychosis, follow-up with a psychiatrist to monitor symptom
resolution and management of any recurring symptoms is recommended as well. These patients should be
counseled about the increased risk of relapse in the future postpartum state.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Acquisition, analysis, or interpretation of data:  Alec Fulton, Neha Mittal

Drafting of the manuscript:  Alec Fulton, Neha Mittal, Anasua Deb

Critical review of the manuscript for important intellectual content:  Alec Fulton, Neha Mittal, Anasua
Deb

Concept and design:  Neha Mittal, Anasua Deb

2024 Fulton et al. Cureus 16(1): e52357. DOI 10.7759/cureus.52357 4 of 5

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Supervision:  Neha Mittal

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Jairaj C, Seneviratne G, Bergink V, Sommer IE, Dazzan P: Postpartum psychosis: a proposed treatment

algorithm. J Psychopharmacol. 2023, 37:960-70. 10.1177/02698811231181573
2. Bokhari R, Bhatara VS, Bandettini F, McMillin JM: Postpartum psychosis and postpartum thyroiditis.

Psychoneuroendocrinology. 1998, 23:643-50. 10.1016/s0306-4530(98)00034-1
3. Wesseloo R, Kamperman AM, Munk-Olsen T, Pop VJ, Kushner SA, Bergink V: Risk of postpartum relapse in

bipolar disorder and postpartum psychosis: a systematic review and meta-analysis. Am J Psychiatry. 2016,
173:117-27. 10.1176/appi.ajp.2015.15010124

4. Li J, Liu A, Liu H, et al.: Maternal TSH levels at first trimester and subsequent spontaneous miscarriage: a
nested case-control study. Endocr Connect. 2019, 8:1288-93. 10.1530/EC-19-0316

5. American Congress of Obstetricians and Gynecologists: Thyroid disease in pregnancy: ACOG practice
bulletin summary, number 223. Obstet Gynecol. 2020, 135:1496-9. 10.1097/AOG.0000000000003894

6. Chaudhary V, Bano S: Thyroid ultrasound. Indian J Endocrinol Metab. 2013, 17:219-27. 10.4103/2230-
8210.109667

7. Naji Rad S, Deluxe L: Postpartum thyroiditis. StatPearls. StatPearls Publishing, Treasure Island, FL; 2023.
8. Keely EJ: Postpartum thyroiditis: an autoimmune thyroid disorder which predicts future thyroid health .

Obstet Med. 2011, 4:7-11. 10.1258/om.2010.100041
9. Nguyen CT, Mestman JH: Postpartum thyroiditis. Clin Obstet Gynecol. 2019, 62:359-64.

10.1097/GRF.0000000000000430
10. Ide A, Amino N, Kang S, et al.: Differentiation of postpartum Graves' thyrotoxicosis from postpartum

destructive thyrotoxicosis using antithyrotropin receptor antibodies and thyroid blood flow. Thyroid. 2014,
24:1027-31. 10.1089/thy.2013.0585

11. Lee SY, Pearce EN: Assessment and treatment of thyroid disorders in pregnancy and the postpartum period .
Nat Rev Endocrinol. 2022, 18:158-71. 10.1038/s41574-021-00604-z

12. Premawardhana LDKE, Parkes AB, Ammari F, John R, Darke C, Adams H, Lazarus JH: Postpartum thyroiditis
and long-term thyroid status: prognostic influence of thyroid peroxidase antibodies and ultrasound
echogenicity. J Clin Endocrinol Metab. 2000, 85:71-75. 10.1210/jcem.85.1.6227

13. Lee KA, Park KT, Yu HM, Jin HY, Baek HS, Park TS: Subacute thyroiditis presenting as acute psychosis: a
case report and literature review. Korean J Intern Med. 2013, 28:242-6. 10.3904/kjim.2013.28.2.242

14. Bennett B, Mansingh A, Fenton C, Katz J: Graves' disease presenting with hypomania and paranoia to the
acute psychiatry service. BMJ Case Rep. 2021, 14: 10.1136/bcr-2020-236089

15. Perry A, Gordon-Smith K, Jones L, Jones I: Phenomenology, epidemiology and aetiology of postpartum
psychosis: a review. Brain Sci. 2021, 11:47. 10.3390/brainsci11010047

16. Gilden J, Kamperman AM, Munk-Olsen T, Hoogendijk WJ, Kushner SA, Bergink V: Long-term outcomes of
postpartum psychosis: a systematic review and meta-analysis. J Clin Psychiatry. 2020, 81:19r12906.
10.4088/JCP.19r12906

17. Brownlie BE, Rae AM, Walshe JW, Wells JE: Psychoses associated with thyrotoxicosis - 'thyrotoxic
psychosis.' A report of 18 cases, with statistical analysis of incidence. Eur J Endocrinol. 2000, 142:438-44.
10.1530/eje.0.1420438

18. Bergink V, Kushner SA, Pop V, et al.: Prevalence of autoimmune thyroid dysfunction in postpartum
psychosis. Br J Psychiatry. 2011, 198:264-8. 10.1192/bjp.bp.110.082990

2024 Fulton et al. Cureus 16(1): e52357. DOI 10.7759/cureus.52357 5 of 5

https://dx.doi.org/10.1177/02698811231181573?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/02698811231181573?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/s0306-4530(98)00034-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/s0306-4530(98)00034-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1176/appi.ajp.2015.15010124?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1176/appi.ajp.2015.15010124?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1530/EC-19-0316?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1530/EC-19-0316?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/AOG.0000000000003894?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/AOG.0000000000003894?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2230-8210.109667?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/2230-8210.109667?utm_medium=email&utm_source=transaction
https://www.ncbi.nlm.nih.gov/books/NBK557646/?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1258/om.2010.100041?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1258/om.2010.100041?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/GRF.0000000000000430?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/GRF.0000000000000430?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1089/thy.2013.0585?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1089/thy.2013.0585?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41574-021-00604-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41574-021-00604-z?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jcem.85.1.6227?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1210/jcem.85.1.6227?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3904/kjim.2013.28.2.242?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3904/kjim.2013.28.2.242?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2020-236089?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2020-236089?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/brainsci11010047?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/brainsci11010047?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4088/JCP.19r12906?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4088/JCP.19r12906?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1530/eje.0.1420438?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1530/eje.0.1420438?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1192/bjp.bp.110.082990?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1192/bjp.bp.110.082990?utm_medium=email&utm_source=transaction

	Postpartum Psychosis as a Consequence of Thyroiditis Versus Relapse: A Diagnostic Dilemma
	Abstract
	Introduction
	Case Presentation
	Initial encounter
	Patient history
	Hospitalization
	FIGURE 1: a) Ultrasound of normal thyroid gland with homogeneity. b) Ultrasound of our patient's thyroid gland showing evidence of slight heterogeneity.

	Follow-up
	FIGURE 2: Serum TSH (mIU/mL) at postpartum weeks 11, 14, 20, and 26.
	FIGURE 3: Serum free T3 and free T4 (ng/dL) at postpartum weeks 11-26.


	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


