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ABSTRACT Objectives: Thyroid function disorders are common endocrine diseases in the duration of pregnancy. This study aims
to define the most frequently occurred thyroid dysfunction in pregnancy and analyze the influences upon the mother and baby. Methods:
Comprehensively review and analyze the 1000 cases in mid-gestation who came for prenatal examination. The clinical data such as the
level of THS and dissociative T4 were recorded and analyzed respectively until they gave the delivery. Results: Thyroid function disor-
ders are common in the duration of pregnancy, in which sub-clinical (6.4%)and clinical thyroid disorder (4.4%) are the most common.
Parturient suffered from clinical thyroid disorder are more predisposing to gestational-period hypertension (20.5%) and TUGR (13.6%).
Parturient suffered from sub-clinical thyroid disorder are more predisposing to anemia, 14.1% in sub-clinical hypothyrea and 22.2% in
sub-clinical hyperthyroidism(p<0.05). What's more, parturient with clinical hyperthyroidism have higher risk of diabetes mellitus(33.3%)
Parturient suffered from sub-clinical thyroid disorder are more predisposing to uterine-incision delivery (23.4%,p<0.05)because of uterus
anoxia , with a higher risk of prematurity (9.4%). Conclusion: Thyroid function disorders are common endocrine diseases in the duration
of pregnancy, especially sub-clinical thyroid disorder (6.4%) which has negative effects on the mother and baby. Therefore, it's essential
to monitor the thyroid function before pregnancy.
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Table 1 Maternal demographic characteristics and birth weight
Group n Age (years) Weight (kg) Birth weight(g)
I Control 880 257+ 4 542+ 9.7 2,848.5% 463
II (Clinical hypothyroidism) 44 29.8+ 5.1%* 61.7+ 11.3* 2,654.8+ 722.8
III (Subclinical hypothyroidism) 64 26.2% 4.1 542+ 94 2,605+ 699.6
IV (Clinical hyperthyroidism) 3 254+ 4.6 55.8+ 13.3 2,866.6% 230.9
V (Sub clinical hyperthyroidism) 9 249+ 32 46.5+ 9.3 2,700+ 435.8

Note:Values are expressed as mean = SD;* P < (.05 as compared to control.
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Table 2 Maternal medical and obstetrical variables assessed in antenatal period

Pregnancy-induced

Group Anemia (Hb <11g/dl) ) Gestational diabetes TUGR
hypretension
n(%) P n(%) P n(%) P n(%) P
73(8.3) - 69(7.8) - 29(3.3) - 26(3) -
3(6.8) ns 9(20.5) * 2(4.5) ns 6(13.6) *
9(14.1) * 9(14.1) * 2(3.1) ns 3(4.7) ns
0 - 0 - 1(33.3) * 0 -
2(22.2) * 0 - 1(11.1) * 0 -
Note TUGR Intra uterine growth restriction * P <0.05 as compared to control ns P>0.05 as compared to control
3
Table 3 Perinatal outcome: delivery and neonatal variables
Group Group Group Group Group
Variables
n(%) n(%) P n(%) P n(%) P n(%) P
Preterm delivery 47 (5.3) 2(4.7) ns 6(9.4) * 0 - 1(11.1) ns
Cesarean for fetal distress  101(11.5) 8(19) ns 15(23.4) * 0 - 0 -
Overall cesarean rate 269(30.6) 22(50.3) * 28(43.7) ns 2(66.7) ns 4(44.4) ns
Apgar score < 7 at | min 47(5.3) 5(11.4) ns 8(12.5) ns 0 - 0 -
Neonatal complication 45(5.1) 5(11.4) ns 7(10.9) ns 1(33.3) * 1(11.1) ns
Note:* P <0.05 as compared to control ns P>0.05 as compared to control
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