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Effect of serum TSH level on adverse pregnancy outcomes in patients with
hypothyroidism during early pregnancy

HU Jin-wei,SANG Guo-yao,NIU Yao
( Department of Laboratory ,the First Affiliated Hospital of Xinjiang Medical University , Urumqi 830011, Xinjiang , China)

[ Abstract] Objective:To investigate the effect of serum thyroid stimulating hormone ( TSH) level on adverse pregnancy out-
comes in patients with hypothyroidism during early pregnancy. MMethods ; The clinical data of 236 pregnant women with hypothyroidism
diagnosed and obtained pregnancy outcomes were retrospectively analyzed. According to whether TSH reached the standard at the first
prenatal examination,the patients were divided into TSH standard group (n =155, < 2.5 mU/L) and TSH non-standard group (n =
81,=2.5 mU/L). The clinical data and adverse pregnancy outcomes were compared between the two groups. Logistic regression model
was used to analyze the related influencing factors. Results ; Compared with the TSH standard group,the incidence of GDM and the inci-
dence of low birth weight infants in the TSH non-standard group were increased (P <0.05). There was no significant difference in the
incidence of adverse pregnancy outcomes such as gestational hypertension, macrosomia and premature delivery between the two groups
(P >0.05). Logistic regression analysis showed that age, pre-pregnancy BMI and TPOAb positive were independent risk factors for
GDM (P <0.05). And pre-pregnancy BMI and TSH did not reach the standard were independently associated with low birth weight in-
fants (P <0.05). Conclusion: The level of TSH in early pregnancy is related to the occurrence of low birth weight infants. Patients with
TSH not reaching the standard have higher risk of low birth weight infants. In addition, even if the TSH level in the early pregnancy rea-
ches the standard,the GDM risk should still be paid attention to,especially for TPOAb positive hypothyroidism patients.

[ Key words] Hypothyroidism ; Pregnancy ; Early pregnancy ; Thyroid hormone ; Pregnancy outcome
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