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Effect of Intervention Therapy on the Pregnancy Outcome of Pregnant
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ABSTRACT Objective: To investigate the effect of intervention therapy on the pregnancy outcome of pregnant women with thyroid
gland peroxidase antibody(TPOAb)-negative subclinical hypothyroidism(SCH). Methods: The incidence of adverse pregnancy outcomes
in pregnant women who delivered and diagnosed as SCH and TPOAb negative in the Affiliated Hospital of Qingdao University from
January 1, 2016 to December 31, 2016 was retrospectively analyzed. According to the different TSH standard of American Thyroid Asso-
ciation(ATA) published in 2011(S2) and 2017 (S2), the subjects were divided into the group A(4 mIU/L<TSH<10.0 mlu/L, 131 cases)
and group B(TSH<4 mlIU/L first-trimester TSH >2.5 mIU/L, second-trimesterand third-trimesterand TSH>3.0 mIU/L, 326 case), The sub-
jects were divided into the treatment group (295 cases) and the untreated group (194 cases) according to acceptance of Levothyroxine
sodium tablets (trade name: Euthyrox), the pregnant women with TPOAb negative and normal thyroid function were selected as the con-
trol group (306 cases) at the same time. Results: (1) According to S1 and S2 diagnostic criteria, the incidence of SCH in pregnancy was
13.57% and 3.6%, and the treatment rates were 39.67% and 51.34%, respectively. The difference was statistically significant between
different diagnostic criteria(P<0.05). (2) In group A, the incidence of gestational hypertension, gestational diabetes mellitus (GDM), ane-
mia, abortion, premature delivery, fetal distress in untreated group were higher than those in the treated group and the control group(P<0.
05). No significant difference was found between treatment group and control group in the incidence of placental abruption, premature
rupture of membranes, fetal malformation and low birth weight infants (P>0.05). The incidence of was higher in the untreated group than
that in the treatment group and the control group, but the difference showed no significant difference (P>0.05). (3) In group B, the inci-
dence of adverse pregnancy outcomes in the untreated group were higher than those in the treated group and the control group, but there
was no significant difference between the three groups(P>0.05). Conclusion: For pregnant women with TPOAb-negative gestational sub-

clinical hypothyroidism in Qingdao, when 4.0 mIU/L<TSH<10.0 mIU/L, levothyroxine sodium tablets can significantly improve the ad-
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Table 1 Comparison of adverse pregnancy outcomes in women with TPO-negative subclinical hypothyroidism, treated, untreated and control groups[n(%)]

Group A Group B
Untreated Untreated
Treated group Control group p4 Treated group Control group P4
group group
Number of
70 61 306 124 234 306
samples
Hypertension
; 2(2.9) 9(14.8) 10(3.3) 0.002 6(4.8) 15(6.4) 10(3.3) 0.229
during pregnancy
GDM 4(5.7) 12(19.7) 25(8.2) 0.01 7(5.6) 16(6.8) 25(8.2) 0.631
Anemia in
1(1.4) 8(13.1) 7(2.3) 0.001 4(3.2) 10(4.3) 7(2.3) 0.393
pregnancy
Placental
) 1(1.4) 1(1.6) 3(1.0) 0.425 1(0.8) 5(2.1) 3(1.0) 0.551
abruption
Premature Rupture 5(7.1) 9(4.8) 21(6.9) 0.114 12(9.7) 26(11.1) 21(6.9) 0.22
Miscarriage 1(1.4) 8(13.1) 12(3.9) 0.003 6(4.8) 17(7.3) 12(3.9) 0.22
Prematuredelivery 1(1.4) 8(13.1) 10(3.3) 0.004 2(1.6) 8(3.4) 10(3.3) 0.662
Fetal distress 1(1.4) 8(13.1) 10(3.3) 0.004 8(6.5) 16(6.8) 10(3.3) 0.133
Fetalanomaly 0(0) 1(1.6) 4(1.3) 0.807 1(0.8) 4(1.7) 4(1.3) 0.826
Low birthweight
- 1(1.4) 3(4.9) 4(1.3) 0.127 3(2.4) 9(3.8) 4(1.3) 0.16
infant

Note: *Comparison of untreated group, treated group and control group; *

group and the control group. GDM: Gestational diabetes.
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