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ABSTRACT Objective: To analyze the screening situation of thyroid function in pregnant women and related influencing factors.
Methods: 400 pregnant women who underwent prenatal examination in our hospital's maternity clinic from January 2016 to January 2017
were selected as the research objects, including 78 cases of early pregnancy, 146 cases of mid-term pregnancy and 176 cases of late preg-
nancy, and 120 pregnant women who underwent health examination in our hospital's outpatient clinic during the same period were select-
ed as the control group. The incidence of thyroid dysfunction in pregnant women was analyzed. The levels of thyroid stimulating hor-
mone (TSH), free T3(FT3) and free T4(FT4) were compared between pregnant women and control group. The incidence of adverse preg-
nancy outcomes in pregnant women with thyroid dysfunction was analyzed, the incidence of adverse pregnancy outcomes in pregnant
women with thyroid dysfunction was analyzed. Results: Of 400 pregnant women, 62 had subclinical hypothyroidism, 5 had clinical hy-
pothyroidism, 16 had subclinical hyperthyroidism, 2 had clinical hyperthyroidism, and 85 had thyroid diseases. TSH in the first trimester
of pregnancy was lower than that in the second trimester and the third trimester of pregnancy, FT3 concentration was higher than that in
the second trimester and the third trimester of pregnancy, FT4 concentration was higher than that in the second trimester and the third
trimester of pregnancy, TSH level in the second trimester and the third trimester of pregnancy was higher than that in the control group,
FT3 and FT4 concentration in the second trimester and the third trimester of pregnancy was lower than that in the control group, there
was a statistical difference (P<0.05). There were statistically significant differences among different ages, abortion times, iodine intake
and pregnancy complicated with thyroid dysfunction rate in smoking group (P<0.05). Logistic regression analysis showed that Age 2 30
years old, number of abortions 2 2, iodine intake 2 150 pg/d were independent risk factors for thyroid dysfunction in pregnancy. The to-
tal rate of adverse pregnancy outcomes in pregnancy combined with thyroid dysfunction group was higher than that in pregnancy com-
bined with normal thyroid function group P<0.05). Conclusion: Strengthening the screening of thyroid function of pregnant women and
the management of high-risk factors can prevent adverse pregnancy outcomes and achieve good prenatal and postnatal care.
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Table 1 Analysis of TSH, FT3 and FT4 levels in each group(xt s)

Groups n TSH(mIU/mL) FT3(pmol/L) FT4(pmol/L)
Control group 120 2.25+ 0.35 4.86+ 0.61 15.79+ 2.35
Early pregnancy 78 1.58+ 0.23* 4.71% 0.68 16.04+ 2.71
Second trimester of pregnancy 146 249+ 0.38** 4.17+ 0.51* 11.21+ 1.49%*
Late pregnancy 176 2,67+ 0.31%* 3.96+ 0.43** 10.97+ 1.68**

F 208.230 83.455 239.949

t <0.001 <0.001 <0.001

Note: *P<0.05, vs control group; “P<0.05, vs early pregnancy.
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Table 2 Prevalence of thyroid diseases in 400 pregnant women

Pregnancy staging ; Subclinical Clinical Subclinical Clinical Total
hypothyroidism hypothyroidism hyperthyroidism hyperthyroidism
Early pregnancy 78 10(12.82) 1(1.28) 8(10.26) 0(0.00) 19(24.36)
Second trimester of pregnancy 146 24(16.44) 1(0.68) 4(2.74) 1(0.68) 30(20.55)
Late pregnancy 176 28(15.91) 3(1.70) 4(2.27) 1(0.57) 36(20.45)
Total 400 62(15.50) 5(1.25) 16(4.00) 2(0.50) 85(21.25)
2.3 WIRAHBRIRNES B BE RS W R A R ZE SR IR O HUR R Eh AR S 3 L
NIRRT R B SRR ] SO 2 IR BOA G225 (P<0.05), L3k 3.
BIFHURBRIIRE S A LB TEGE #2225 (P>0.05); A[AJ4E
x3 FREFFRBEVERENEERRS N
Table 3 Analysis the single factor of pregnancy complicated with thyroid dysfunction
Factor ., Thyroid dysfunction Normal thyroid function 2 »
group(n=385) group(n=315)
Age (years)
<25 108 8(7.41) 100(92.59) 17.451 <0.001
25~29 100 24(24.00) 76(76.00)
= 30 192 53(27.60) 139(72.40)
Pregnant precursor mass
index(kg/m?)
<18.5 51 7(13.73) 44(86.27) 1.496 0.221
2 185 349 78(22.35) 271(77.65)
Pregnancy cycle
Early pregnancy 78 16(20.51) 62(79.49) 0.038 0.981
Second trimester of 146 31(21.23) 115(78.77)
pregnancy
Late pregnancy 176 38(21.59) 138(78.41)
Education level
Below junior high school 124 31(25.00) 93(75.00) 2.527 0.283
High school 190 34(17.89) 156(82.11)
College degree or above 86 20(23.26) 66(76.74)
Number of abortions
<2 144 20(13.89) 124(86.11) 6.614 0.010
22 256 65(25.39) 191(74.61)
Maternity history
Initial delivery 217 50(23.04) 167(76.96) 0.691 0.406
multiparity 183 35(19.13) 148(80.87)
Iodine intake( pg/d)
<80 80 24(30.00) 56(70.00) 18.813 <0.001
80~150 151 15(9.93) 136(90.07)
>150 169 46(27.22) 123(72.78)
Smoking
Yes 25 19(76.00) 6(24.00) 44.431 <0.001

No 375 66(17.60) 309(82.40)
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Table 4 Multivariate Analysis of Influence of Thyroid Dysfunction during Pregnancy

variable B S.E Wald P OR 95%CI
Age 2 30 years old 0.846 0.268 6.284 0.012 2.330 1.378~3.940
Number of abortions = 2 0.593 0.280 4.849 0.028 1.809 1.045~3.132
Iodine intake 2 150 pg/d 1.441 0.629 5.245 0.022 4.226 1.231~14.508
Smoking 0.083 1.076 0.006 0.938 1.087 0.132~8.951
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Table 5 Analysis of adverse pregnancy outcomes in pregnant women with thyroid dysfunction(n, % )

Gestational ~ Hypertensive disorder Sponta- Fetal
) o ) Premature  Low body
Groups n diabetes complicating Anemia neous growth Total
) ) birth mass o
mellitus pregnancy abortion restriction
Pregnancy with
thyroid dysfunction 85 2(2.35) 4(4.71) 1(1.18) 7(8.24) 4(4.71) 2(2.35) 2(2.35)  22(25.88)
group
Pregnancy with
normal thyroid 315 5(1.59) 7(2.22) 0(0.00) 3(0.95) 1(0.32) 0(0.00) 0(0.00) 16(5.08 )

function group

Note: VS Pregnancy with thyroid dysfunction group *P<0.05.
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