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Context

Adverse maternal outcomes and perinatal complications are associated with maternal hypothyroidism. However, the utility of levothyroxine (L-T4) in the treatment of pregnant women with hypothyroxinemia is unclear.



Objective

This study aimed to evaluate the effects of L-T4 on maternal and perinatal outcomes in pregnant women with hypothyroxinemia.



Methods

The nonrandomized interventional study was conducted at Shanghai First Maternity and Infant Hospital, Punan Hospital of Shanghai, and Beicai Community Health Center of Shanghai. The pregnant women with hypothyroxinemia from the first trimester were enrolled and divided into treatment and control groups. 463 taking L-T4 and 501 not administering L-T4 were analyzed in the study. All participants were screened for TPOAB/TGAB antibody status.



Main Outcome

The primary outcome of the study was the hypertensive disorder of pregnancy (HDP), measured as the proportion of HDP. In addition to this primary outcome, some secondary outcomes will be measured: miscarriage, gestational diabetes mellitus, premature rupture of membranes, placental abruption, intrahepatic cholestasis of pregnancy, fetal distress, macrosomia, and neonates admitted to the neonatal intensive care unit (NICU). The effects of L-T4 on the incidence of adverse pregnancy outcomes and perinatal complications were compared.



Results

Multivariate logistic regression analysis showed that L-T4 treatment (adjusted odds ratio = 1.78 [95% CI = 1.00-3.16], p = 0.04) significantly reduced the incidence of miscarriage. Otherwise, lower neonates admitted to the NICU were strongly associated with the L-T4 group (adjusted odds ratio = 1.36 [95% CI = 1.01 – 1.83], p = 0.04). There were no significant differences in the incidence rates of other adverse maternal outcomes and perinatal complications between pregnant women with hypothyroxinemia receiving and those not receiving L-T4 treatment.



Conclusion

The incidence of HDP was not significantly reduced using L-T4 in pregnant women with hypothyroxinemia. The results of this study also showed that L-T4 treatment significantly reduced the miscarriages rate and the proportion of newborns admitted to the NICU.
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Introduction

Hypothyroxinemia is defined as a normal maternal thyroid-stimulating hormone (TSH) concentration in conjunction with a low maternal free thyroxine (FT4) concentration. Thyroid hormones are necessary for embryo growth and development (1). Hypertensive disorder of pregnancy (HDP) is a clinically challenging complication of pregnancy, which accounts for 14% of all maternal deaths (2). HDP includes chronic hypertension, pregnancy-induced hypertension, preeclampsia, chronic hypertension with preeclampsia, and eclampsia. Pregnant women with asymptomatic subclinical hypothyroidism are at risk of severe preeclampsia (3). Buimer et al. reported that women with severe HDP may have lower transient FT4 levels, without evidence of a thyroid disorder (4). Pregnant women with preeclampsia have lower FT4 levels in early pregnancy as well as when they develop preeclampsia compared to normotensive pregnant women (5). The results of a study conducted in Chinese pregnant women showed that FT4 levels were lower in preeclamptic and gestational hypertensive women than in normotensive women (6). Our group also found an increased risk of gestational hypertension in pregnant women with isolated maternal hypothyroxinemia (IMH) (the TPOAb-negative type of hypothyroxinemia (7). Furthermore, we have recently shown that hypothyroxinemia was associated with an increased risk of preeclampsia-eclampsia in women with persistent hypothyroxinemia in the first half of pregnancy (8). Therefore, low FT4 in the first trimester may be associated with the development of HDP. However, there are few studies on the effect of L-T4 treatment on the incidence of HDP. To investigate the role of L-T4 in IMH, Gong et al. conducted a prospective study that included 225 cases of IMH in the first trimester, of which 106 received L-T4 treatment and 95 did not receive L-T4 treatment, and there was no statistically significant difference in the incidence of gestational hypertension or preeclampsia between the two groups (9). However, pregnant women in this study were included from the second trimester and the sample size was small. Moreover, this study did not include a comparative study of antibody-positive patients. Therefore, it is necessary to study the therapeutic effect of L-T4 on both antibody-positive and antibody-negative pregnant women with hypothyroxinemia.

Alternatively, hypothyroxinemia is also a risk factor for some other adverse clinical outcomes. hypothyroxinemia in the first trimester is associated with a higher risk of shortening of the head and hip length of the embryos (10), increased spontaneous abortion (11), preterm birth rate (12), and increased incidence of macrosomia (9, 12). Additionally, lower levels of FT4 during pregnancy are risk factors for gestational diabetes mellitus (GDM) (6, 13). Hypothyroxinemia can adversely affect neurodevelopment in the fetus, with the offspring showing an increased risk of autism (14, 15).

Before conducting this interventional study, we first established reference ranges for FT4 and TSH using 193 healthy pregnant women according to the method recommended by the National Academy of Clinical Biochemistry (16). These pregnant women were independent and not included in our subsequent intervention study. We then recruited women with hypothyroxinemia in the first trimester and intervened to assess the impact of L-T4 treatment on adverse maternal outcomes and perinatal complications. Furthermore, for pregnant women with hypothyroxinemia, with or without TPOAb and/or thyroglobulin antibody (TgAb) as adjustment factors to analyze the effect of L-T4 intervention from the first trimester on intrauterine growth and pregnancy outcomes.



Methods


Study Design and Ethics Approval

This nonrandomized interventional study was approved by the Ethics Committee of the Shanghai First Maternity and Infant Hospital, School of Medicine, Tongji University (Trial registration number: ChiCTR1900025560). Participants were recruited from the clinics of Shanghai First Maternity and Infant Hospital, Punan Hospital of Shanghai, and Beicai Community Health Center of Shanghai. Shanghai is in an iodine-sufficient area, and the Shanghai First Maternity and Infant Hospital is a tertiary academic medical center. Written informed consent was obtained from all the eligible participants.



Diagnosis of Hypothyroxinemia

We established a reference range for the three trimesters according to the National Academy of Clinical Biochemistry (NACB) criteria (16). We measured the levels of TSH and FT4 in 193 pregnant women. The 2.5th, 5th, 10th, 90th, 95th, and 97.5th percentiles of TSH and FT4 in the three trimesters are shown in Table S1 of Supplementary Materials. The diagnostic criteria for hypothyroxinemia were as follows: TSH range, 2.5th – 97.5th percentile; and FT4 levels in the lower 5th percentile of the reference range described above. Detailed method description was provided in the Supplementary Material.



Recruitment of Participants

The first participant enrollment started on November 1, 2019, and the final follow-up was completed on October 20, 2021, with follow-up till the postnatal period of all the participants. Routine ultrasound and blood tests for thyroid function, vitamins, liver function, lipid profile, fasting plasma glucose, blood count, and other analyses were performed in all pregnant women at the study centers. Pregnant women with hypothyroxinemia were eligible for inclusion in the trial if they met the following criteria: (1) aged 19 - 40years; (2) less than 13 + 6 weeks of gestation. Exclusion criteria were as follows: (1) multiple pregnancies; (2) conception by assisted reproductive technology; (3) chronic diseases, such as hypertension, diabetes, and systemic lupus erythematosus; (4) history of thyroid diseases or taking drugs affecting thyroid hormones. All participants answered a questionnaire on demographics. All participants underwent ultrasonography at approximately 7 weeks of gestation, and the duration of pregnancy was calculated based on the date of menstruation and confirmed by ultrasonography.



Intervention and Follow-Up

Participants were informed about the study by an investigator. At the time of the initial design of this project, it was indeed designed and registered as a randomized controlled study. However, several problems were encountered in the implementation process: first, we did not finally obtain enough samples due to patient wishes and the COVID-19 pandemic, many pregnant women chose to return to their local hospital but not in Shanghai, in addition, some participants wanted to receive the L-T4 because they were fearful of the adverse effect of hypothyroxinemia on pregnancy and some participants don’t bother to attend, so participants were enrolled according to their wishes but not randomized. To reduce the bias, we increased the sample size and controlled the age and gestational age of the subjects.

Participants in the intervention group orally received 25 μg L-T4 once daily, and those in the control group received no treatment. L-T4 was administered immediately after grouping. Participants were seen by the investigators every four weeks. All participants underwent thyroid function tests every 4 weeks until delivery, reporting adverse events and taking L-T4 for the next dose. L-T4 doses were titrated to maintain TSH levels in the 2.5th–97.5th percentile and FT4 levels within the 5th–97.5th percentile in different trimesters. Moreover, if the TSH level was higher than the 97.5th percentile or FT4 was lower than the 5th percentile, the dose of L-T4 was increased; when TSH level was lower than the 2.5th percentile or FT4 was higher than the 97.5th percentile, L-T4 was discontinued. Interviewers performed prenatal visits every 4 weeks to monitor medication adherence. Pregnancy outcome data were extracted from the electronic medical records. If participants in the control group developed subclinical hypothyroidism, hypothyroidism, or hyperthyroidism, an obstetrician managed them with usual care.



Statistical Analysis

Continuous variables are presented as mean (standard deviation [SD]), whereas categorical variables are presented as numbers (percentages). The t-test was performed to analyze normally distributed data. The chi-square test and Fisher’s exact test were used to analyze categorical variables. The primary outcome was additionally analyzed by binary logistic regression. Independent variables with a p-value of < 0.05 in the univariate analysis were selected for multivariate analysis. Multivariate logistic regression analysis was performed after adjusting for possible confounders to determine significant effects on HDP and calculated as an adjusted odds ratio (95% confidence interval [CI]). The final model retained only significant predictors.

To investigate the effect of L-T4 on secondary outcomes, univariate and multivariate logistic regression analyses were performed to examine the association of independent variables with outcome variables. TPOAB/TGAB positive or not was used as a controlling factor in all the multivariate logistic regression analyses. In addition, age was used as an adjustment factor for miscarriage; age, history of family HBP was used as an adjustment factor for HDP; BMI and history of family HBP were used as an adjustment factor for GDM; GBS positive or not was used as an adjustment factor for premature rupture of membranes (PROM); the uterine scar was used as an adjusted factor for cesarean section.

All statistical analyses were performed using R statistical software v4.0 (package stats). Two-tailed p-values < 0.05 were considered statistically significant.




Results


Characteristics of Hypothyroxinemia Participants

A total of 38,215 women were screened, and 964 pregnant women who met the eligibility criteria were included in this study (Figure 1). Of these, 463 were assigned to the L-T4 group (intervention group) and 501 to the control group. The gestational weeks of pregnant women in the intervention and control groups were 57.88 days, and 58.78 days (Table 1), respectively. The demographic characteristics of the two groups are shown in Table 1. There were significant differences in TPOAB/TGAB positive, family history of hypertension, and diastolic pressure at the first prenatal care between the intervention and control groups (p < 0.05).




Figure 1 | Flowchart of the study population.




Table 1 | Demographic characteristics of pregnant women with hypothyroxinemia.





Analysis of Risk Factors of HDP

L-T4 treatment did not reduce the incidence of HDP. Logistic regression was further used to predict factors associated with HDP. Independent variables with p < 0.05, in univariate analysis, were selected for multivariate analysis. After controlling for these factors, multivariate logistic regression analysis showed that family history of hypertension (adjusted odds ratio = 2.85 [95% CI = 1.37–6.0], p = 0.005) and pre-pregnancy BMI (adjusted odds ratio = 1.23 [95% CI = 1.11–1.37], p < 0.001) had significant effects on the incidence of HDP (Table S2).



Analysis of Miscarriages

There were 19 cases of miscarriages in the L-T4 group and 36 cases in the control group. There was a significant difference in the number of miscarriages between the two groups (p- value = 0.04). After controlling for TPOAB/TGAB positive or not and age, multivariate logistic regression analysis showed that L-T4 treatment (adjusted odds ratio = 1.78 [95% CI = 1.00–3.16], p = 0.04) significantly reduced the incidence of miscarriage (Table 2).


Table 2 | Adverse Pregnancy outcomes among pregnant women with hypothyroxinemia in the levothyroxine (L-T4) treatment group or controls.





Comparison of Incidence in Other Adverse Pregnancy Outcomes

The rates of adverse maternal outcomes and perinatal complications, including GDM, PROM, intrahepatic cholestasis, placenta praevia, placental abruption, intrauterine growth retardation, premature delivery, cesarean section, breech delivery, group B streptococcus infection, fetal distress, macrosomia, small for gestation age, postpartum hemorrhage, Apgar score at 1 min ≤7, neonates admitted to neonatal intensive care unit (NICU), were analyzed in the intervention and control groups. Since there were significant differences in the levels of autoantibodies between the intervention and control groups, and thus, we performed logistic regression analysis with TPOAB/TGAB positive or not as controlling factors. Controlling for the effect of TPOAB/TGAB positive or not, lower neonates admitted to the NICU were strongly associated with the L-T4 group (adjusted odds ratio = 1.36 [95% CI = 1.01-1.83], p = 0.04). There was no significant difference in the incidence rate of other adverse pregnancy outcomes between the intervention and control groups (p > 0.05, Table 2).




Discussion

This interventional study showed that controlling for TPOAB/TGAB positivity or not, L-T4 treatment in the first trimester significantly reduced the miscarriage rate of hypothyroxinemia pregnant women and reduced the proportion of newborns admitted to the NICU. There were no significant differences in the incidence of other adverse maternal outcomes and perinatal complications between hypothyroxinemia pregnant women with and without L-T4 treatment. Additionally, as TSH and FT4 levels vary significantly in different populations, an accurate assessment of maternal thyroid function during pregnancy remains difficult; thus, the use of population-based, trimester-specific reference ranges is the best approach to address this problem (17). Therefore, we established a reference for levels of TSH and FT4 in the three trimesters that ensured the reliability of the results of this study.

Gong et al. conducted a prospective study with 225 cases of IMH in the first trimester and found no difference in the occurrence of HDP between women treated with L-T4 (n = 106) and those not treated with L-T4 (n = 95) (9). The sample size in our study was larger, which allowed us to observe differences in spontaneous abortion and NICU in pregnancy outcomes. Moreover, the pregnant women in our study were included from the first trimester (about 58 days on average) rather than the second trimester. Starting the study in the first trimester was more conducive to our investigation of the effect of L-T4 on spontaneous abortion. Hypothyroidism with clinical symptoms is known to increase the risk of HDP, and several studies have also found low FT4 levels in pregnant women with HDP (3, 4, 6). A previous study by our group found an increased risk of HDP (OR = 2.66; 95% CI: 1.38–5.10) in pregnant women with IMH (7). In this study, we found that L-T4 treatment failed to significantly reduce the incidence of HDP. The possible reason is that L-T4 supplementation alone is not sufficient for improvement, as the causes of HDP development are complex (18).

Normal pregnant women generally have decreased TSH levels and increased FT4 levels due to the effect of human chorionic gonadotropin (hCG) in the first trimester; whereas patients with thyroid disease who are positive for thyroid autoantibodies have mild thyroid dysfunction (19). Thus, levels of FT4 and TSH do not change with hCG in the first trimester (20) and may lead to hypothyroxinemia in these patients with thyroid disease. Hypothyroxinemia in early pregnancy, especially in those with positive thyroid autoantibodies, may persist into the third trimester and adversely affect the mother and child. We also considered the therapeutic effect of LT4 on TPOAb/TgAb-positive and TPOAb/TgAb-negative pregnant women with hypothyroxinemia in the first trimester. We found no significant difference in the incidence of adverse pregnancy outcomes between the intervention and control groups (Table 2). A few clinical trials have shown that levothyroxine therapy reduces the incidence of miscarriage and/or preterm birth in TPOAb-positive pregnant women (21, 22). However, subsequent large-scale, multicenter, randomized controlled trials have shown that L-T4 treatment, in comparison to no L-T4 treatment, does not improve maternal and fetal outcomes in pregnant women with TPOAb-positive, subclinical hypothyroidism, or isolated hypothyroidism (23, 24). The findings of the present study are also consistent with the results of two recent systematic reviews of TPOAb-positive women (25, 26). Two randomized controlled trials investigated the effects of screening and treatment of hypothyroxinemia in pregnancy. In a randomized trial (27), antenatal screening and maternal treatment for hypothyroidism did not result in improved cognitive function in children at 3 years of age. Another study (28) that included subclinical hypothyroidism or hypothyroxinemia during pregnancy found no significant differences in pregnancy outcomes or incidence of adverse events. We supplemented these studies in the manuscript and made a discussion. It should be mentioned that the time at a median gestational age of 12.5 weeks was included in the study by John H. Lazaru et al. (27), while 16.7 weeks of gestation in the study by Casey B M et al. was (28). Early thyroid function plays an important role in fetal and pregnancy outcomes. Therefore, it remains unknown whether intervention in the first trimester will have a significant impact on fetal development and pregnancy outcome.

In this study, we found that L-T4 treatment of hypothyroxinemia in early pregnancy can reduce the occurrence of miscarriage. The fetus is completely dependent on maternal thyroid hormone during early pregnancy, a critical period of vulnerability to abortion. Thus, the results of this study suggested that L-T4 supplementation in early pregnancy may be associated with a reduction in the rate of miscarriage. Alternatively, the fetus’s critical neurological development occurs in the first trimester, so L-T4 supplementation in early pregnancy may be responsible for reducing neonatal admission to the NICU. Few studies have been conducted on whether L-T4 can reduce spontaneous abortion in the hypothyroxinemia population, mainly due to the late intervention. In a controlled antenatal thyroid screening study, patients were screened at 12 weeks of gestation, and the study subjects were around 8 weeks of gestation, so the outcome of abortion could be observed (29). Therefore, it may be important for the starting time of the intervention for pregnant women with hypothyroxinemia (30). Our findings further support this notion.

This study has some limitations. First, it was conducted in Shanghai, China, and thus, the results must be extrapolated with caution. Second, this study is only an intervention study, and we did not perform neonatal childhood follow-up. Third, the baseline was different between the two groups, although we performed multivariate analysis to control for the effect of confounding factors. The study also had some advantages. First, we established reference levels for TSH and FT4 in the three trimesters and focused on the therapeutic effect of L-T4 on pregnant women with hypothyroxinemia from the first trimester. Second, we considered patients with positive and negative thyroid autoantibody status. Third, the timing of the intervention in this study was in the first trimester (9 weeks), allowing us to better examine the therapeutic effect of L-T4.

In conclusion, this interventional study found no benefit of L-T4 treatment on pregnancy HDP outcomes in pregnant women with hypothyroxinemia in the first trimester. Administration of L-T4 therapy to pregnant women with hypothyroxinemia can significantly reduce the rate of miscarriage and neonatal admission to the NICU. Our results implied that the intervention time of L-T4 may have a significant impact on treatment outcomes, and further multicenter randomized controlled study is needed to investigate the value of L-T4 treatment in the first trimester.



Data Availability Statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics Statement

The studies involving human participants were reviewed and approved by Ethics Committee of the Shanghai First Maternity and Infant Hospital, School of Medicine, Tongji University. The patients/participants provided their written informed consent to participate in this study.



Author Contributions

QD and GL proposed and designed the study. YL, SH, and XL collected data. XS performed the statistical analysis work, including the sample size calculation. GL and XS analyzed and interpreted data. GL drafted the manuscript. QD reviewed and edited the manuscript. QD provided administrative support and funding acquisition; All authors read, revised, and approved the final draft.



Funding

Technology Project of the Shanghai Pudong New District Health and Family Planning Commission (PW2019D-9).



Acknowledgments

We would like to express our appreciation to the Shanghai First Maternity and Infant Hospital, Punan Hospital of Shanghai, and Beicai Community Health Center of Shanghai for help with patient recruitment and sample collection.



Supplementary Material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fendo.2022.874975/full#supplementary-material



References

1. Laurberg, P, Andersen, SL, Pedersen, IB, Andersen, S, and Carlé, A. Screening for Overt Thyroid Disease in Early Pregnancy may be Preferable to Searching for Small Aberrations in Thyroid Function Tests. Clin Endocrinol (2013) 79(3):297–304. doi: 10.1111/cen.12232

2. Say, L, Chou, D, Gemmill, A, Tuncalp, O, Moller, AB, Daniels, J, et al. Global Causes of Maternal Death: A WHO Systematic Analysis. Lancet Glob Health (2014) 2(6):e323–33. doi: 10.1016/S2214-109X(14)70227-X

3. Wilson, KL, Casey, BM, McIntire, DD, Halvorson, LM, and Cunningham, FG. Subclinical Thyroid Disease and the Incidence of Hypertension in Pregnancy. Obstet Gynecol (2012) 119(2 Part 1):315–20. doi: 10.1097/AOG.0b013e318240de6a

4. Buimer, M, van Wassenaer, AG, Ganzevoort, W, Wolf, H, Bleker, OP, and Kok, JH. Transient Hypothyroxinemia in Severe Hypertensive Disorders of Pregnancy. Obstet Gynecol (2005) 106(5 Part 1):973–9. doi: 10.1097/01.AOG.0000180395.06136.b5

5. Levine, RJ, Vatten, LJ, Horowitz, GL, Qian, C, Romundstad, PR, Yu, KF, et al. Pre-Eclampsia, Soluble Fms-Like Tyrosine Kinase 1, and the Risk of Reduced Thyroid Function: Nested Case-Control and Population Based Study. BMJ (2009) 339:b4336. doi: 10.1136/bmj.b4336

6. Zhang, Y, Dai, X, Yang, S, Zhang, C, Han, M, Huang, HF, et al. Maternal Low Thyroxin Levels are Associated With Adverse Pregnancy Outcomes in a Chinese Population. PloS One (2017) 12(5):e0178100. doi: 10.1371/journal.pone.0178100

7. Su, X, Zhao, Y, Cao, Z, Yang, Y, Duan, T, and Hua, J. Association Between Isolated Hypothyroxinaemia in Early Pregnancy and Perinatal Outcomes. Endocrine Connect (2019) 8(4):435–41. doi: 10.1530/EC-19-0088

8. Su, X, Liu, Y, Li, G, Liu, X, Huang, S, Duan, T, et al. Associations of Hypothyroxinemia With Risk of Preeclampsia–Eclampsia and Gestational Hypertension. Front Endocrinol (2021) 12. doi: 10.3389/fendo.2021.777152

9. Gong, X, Liu, A, Li, Y, Sun, H, Li, Y, Li, C, et al. The Impact of Isolated Maternal Hypothyroxinemia During the First and Second Trimester of Gestation on Pregnancy Outcomes: An Intervention and Prospective Cohort Study in China. J Endocrinol Invest (2019) 42(5):599–607. doi: 10.1007/s40618-018-0960-7

10. Zhang, Y, Zhang, C, Yang, X, Yang, S, Meng, Y, Liu, Z, et al. Association of Maternal Thyroid Function and Thyroidal Response to Human Chorionic Gonadotropin With Early Fetal Growth. Thyroid (2019) 29(4):586–94. doi: 10.1089/thy.2018.0556

11. Morchiladze, N, Tkeshelashvili, B, Gagua, T, and Gagua, D. Importance of Isolated Gestational Hypothyroxinemia in the Development of Obstetric and Somatic Pathologies. Georgian Med News (2018) (278):39–45.

12. Yang, J, Liu, Y, Liu, H, Zheng, H, Li, X, Zhu, L, et al. Associations of Maternal Iodine Status and Thyroid Function With Adverse Pregnancy Outcomes in Henan Province of China. J Trace Elements Med Biol (2018) 47:104–10. doi: 10.1016/j.jtemb.2018.01.013

13. Gong, L-L, Liu, H, and Liu, L-H. Relationship Between Hypothyroidism and the Incidence of Gestational Diabetes: A Meta-Analysis. Taiwanese J Obstet Gynecol (2016) 55(2):171–5. doi: 10.1016/j.tjog.2016.02.004

14. Levie, D, Korevaar, TIM, Bath, SC, Dalmau-Bueno, A, Murcia, M, Espada, M, et al. Thyroid Function in Early Pregnancy, Child IQ, and Autistic Traits: A Meta-Analysis of Individual Participant Data. J Clin Endocrinol Metab (2018) 103(8):2967–79. doi: 10.1210/jc.2018-00224

15. Román, GC, Ghassabian, A, Bongers-Schokking, JJ, Jaddoe, VWV, Hofman, A, Rijke, YB, et al. Association of Gestational Maternal Hypothyroxinemia and Increased Autism Risk. Ann Neurol (2013) 74(5):733–42. doi: 10.1002/ana.23976

16. Baloch, Z, Carayon, P, Conte-Devolx, B, Demers, LM, Feldt-Rasmussen, U, Henry, J-F, et al. Laboratory Medicine Practice Guidelines. Laboratory Support for the Diagnosis and Monitoring of Thyroid Disease. Thyroid (2003) 13(1):3–126. doi: 10.1089/105072503321086962

17. Alexander, EK, Pearce, EN, Brent, GA, Brown, RS, Chen, H, Dosiou, C, et al. 2017 Guidelines of the American Thyroid Association for the Diagnosis and Management of Thyroid Disease During Pregnancy and the Postpartum. Thyroid (2017) 27(3):315–89. doi: 10.1089/thy.2016.0457

18. Antza, C, Cifkova, R, and Kotsis, V. Hypertensive Complications of Pregnancy: A Clinical Overview. Metabolism (2018) 86:102–11. doi: 10.1016/j.metabol.2017.11.011

19. Lazzarin, N, Moretti, C, De Felice, G, Vaquero, E, and Manfellotto, D. Further Evidence on the Role of Thyroid Autoimmunity in Women With Recurrent Miscarriage. Int J Endocrinol (2012) 2012:717185. doi: 10.1155/2012/717185

20. Korevaar, TI, Steegers, EA, Pop, VJ, Broeren, MA, Chaker, L, de Rijke, YB, et al. Thyroid Autoimmunity Impairs the Thyroidal Response to Human Chorionic Gonadotropin: Two Population-Based Prospective Cohort Studies. J Clin Endocrinol Metab (2017) 102(1):69–77. doi: 10.1210/jc.2016-2942

21. Negro, R, Formoso, G, Mangieri, T, Pezzarossa, A, Dazzi, D, and Hassan, H. Levothyroxine Treatment in Euthyroid Pregnant Women With Autoimmune Thyroid Disease: Effects on Obstetrical Complications. J Clin Endocrinol Metab (2006) 91(7):2587–91. doi: 10.1210/jc.2005-1603

22. Negro, R, Mangieri, T, Coppola, L, Presicce, G, Casavola, EC, Gismondi, R, et al. Levothyroxine Treatment in Thyroid Peroxidase Antibody-Positive Women Undergoing Assisted Reproduction Technologies: A Prospective Study. Hum Reprod (2005) 20(6):1529–33. doi: 10.1093/humrep/deh843

23. Dhillon-Smith, RK, Middleton, LJ, Sunner, KK, Cheed, V, Baker, K, Farrell-Carver, S, et al. Levothyroxine in Women With Thyroid Peroxidase Antibodies Before Conception. N Engl J Med (2019) 380(14):1316–25. doi: 10.1056/NEJMoa1812537

24. Wang, H, Gao, H, Chi, H, Zeng, L, Xiao, W, Wang, Y, et al. Effect of Levothyroxine on Miscarriage Among Women With Normal Thyroid Function and Thyroid Autoimmunity Undergoing In Vitro Fertilization and Embryo Transfer. JAMA (2017) 318(22):2190. doi: 10.1001/jama.2017.18249

25. Lau, L, Benham, JL, Lemieux, P, Yamamoto, J, and Donovan, LE. Impact of Levothyroxine in Women With Positive Thyroid Antibodies on Pregnancy Outcomes: A Systematic Review and Meta-Analysis of Randomised Controlled Trials. BMJ Open (2021) 11(2):e043751. doi: 10.1136/bmjopen-2020-043751

26. Wang, X, Zhang, Y, Tan, H, Bai, Y, Zhou, L, Fang, F, et al. Effect of Levothyroxine on Pregnancy Outcomes in Women With Thyroid Autoimmunity: A Systematic Review With Meta-Analysis of Randomized Controlled Trials. Fertil Steril (2020) 114(6):1306–14. doi: 10.1016/j.fertnstert.2020.06.034

27. Lazarus, JH, Bestwick, JP, Channon, S, Paradice, R, Maina, A, Rees, R, et al. Antenatal Thyroid Screening and Childhood Cognitive Function. N Engl J Med (2012) 366(6):493–501. doi: 10.1056/NEJMoa1106104

28. Casey, BM, Thom, EA, Peaceman, AM, Varner, MW, Sorokin, Y, Hirtz, DG, et al. Eunice Kennedy Shriver National Institute of Child H, Human Development Maternal–Fetal Medicine Units N. Treatment of Subclinical Hypothyroidism or Hypothyroxinemia in Pregnancy. N Engl J Med (2017) 376(9):815–25. doi: 10.1056/NEJMoa1606205

29. Hales, C, Taylor, PN, Channon, S, McEwan, K, Thapar, A, Langley, K, et al. Controlled Antenatal Thyroid Screening II: Effect of Treating Maternal Suboptimal Thyroid Function on Child Behavior. J Clin Endocrinol Metab (2020) 105(3):e417–27. doi: 10.1210/clinem/dgz098

30. Sun, X, Hou, N, Wang, H, Ma, L, Sun, J, and Liu, Y. A Meta-Analysis of Pregnancy Outcomes With Levothyroxine Treatment in Euthyroid Women With Thyroid Autoimmunity. J Clin Endocrinol Metab (2020) 105(4):1009–19. doi: 10.1210/clinem/dgz217




Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.


Publisher’s Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Li, Liu, Su, Huang, Liu and Du. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fendo-13-874975-g001.jpg
38215 pregnant Women

F»] 29696 Excluded for FT4>5"

v
8519 women included

6369 Excluded
5879 Gestational weeks >13°
L 510 History of thyroid diseases
46 Chronic  diseases
42 Multiple pregnancies
92 Conceived through ART

v
1950 women with HIA in first trimester

986 Exclued
471 Decline to participate the trial
316 No plan of delivery in our hospital

56 Plan to induced abortion
69 Age >40y
74 Resident in Shanghai

3 years

( 964 women

S Recewe Tevathy e ROT Receve o trentment
s Termination of pregnancy
1 Censarena preguancy 1 Artifial abortion
3 Artifical abortion 2 Down syndrome
 Fetal malformation 5 Fetal malformation
22 Lost for follow-up 21 Lost for follow-up
[453 Participants [#72 Participants
19 Misscarriage 36 Misscarriage
414 Live births 436 Live births






OEBPS/Images/fendo.2022.874975_cover.jpg
, frontiers | Frontiers in Endocrinology

Effect of Levothyroxine on
Pregnancy Outcomes in Pregnant
Women With Hypothyroxinemia:
An Interventional Study





OEBPS/Images/logo.jpg
, frontiers ’ Frontiers in Endocrinology





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Effect of Levothyroxine on Pregnancy Outcomes in Pregnant Women With Hypothyroxinemia: An Interventional Study

      

        		

          Context

        



        		

          Objective

        



        		

          Methods

        



        		

          Main Outcome

        



        		

          Results

        



        		

          Conclusion

        



        		

          Introduction

        



        		

          Methods

        

          		

            Study Design and Ethics Approval

          



          		

            Diagnosis of Hypothyroxinemia

          



          		

            Recruitment of Participants

          



          		

            Intervention and Follow-Up

          



          		

            Statistical Analysis

          



        



        



        		

          Results

        

          		

            Characteristics of Hypothyroxinemia Participants

          



          		

            Analysis of Risk Factors of HDP

          



          		

            Analysis of Miscarriages

          



          		

            Comparison of Incidence in Other Adverse Pregnancy Outcomes

          



        



        



        		

          Discussion

        



        		

          Data Availability Statement

        



        		

          Ethics Statement

        



        		

          Author Contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Supplementary Material

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table1.jpg
NoL-T4 N=501 L-T4 N=463 P value
Duration of pregnancy at enroliment (day) 57.88 £ 12.20 58.78 + 10.08 0.22
TPOAB or TGAB 121 (24.2%) 155 (33.5%) 0.01
Age (year) 30.48 + 3.89 30.31 + 3.84 0.64
History of term delivery 139 (27.7%) 135 (29.2%) 0.63
History of spontaneous abortion 73 (14.6%) 51(11.0) 0.10
History of induced abortion 113 (22.6%) 106 (22.9) 0.90
Family history of hypertension 112 (22.4%) 131 (28.3) 0.03
Family history of diabetes 37 (7.4%) 38 (8.2%) 0.63
Systolic pressure at the first prenatal care 105.41 £ 23.02 106 + 18.25 0.30
Diastolic pressure at the first prenatal care 66.51 + 15.80 66.77 £ 12.79 0.01
Pre-pregnancy BMI (kg/m?) 21.44 +2.68 21.60 + 302 0.78
Uterine scar 64 (12.8%) 59 (12.7%) 0.99

501 subjects did not treat with L-T4 and 463 subjects treated with L-T4 are presented in this table. For continuous variables, mean + standard deviation (SD) are presented!; for categorical
variables, absolute numbers and percentage of the total are presented. Systolic and diastolic blood pressure at first prenatal care. TPOAB, thyroid peroxidase antibody; TGAB,

thyroglobulin antibody.
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NoL-T4 N=501 L-T4 N=463 Unadjusted Adjusted model

n (%) n (%) cOR 95%CI P aOR 95%Cl p
value value
Miscarriage 36(7.2) 19 (4.1) 1.81 1.02-3.20 0.04 1.78 1.00-3.16 0.04*
Hypertension disorder of 16 (3.2) 24 (5.2) 0.61 0.32-1.15 0.13 0.63 0.32-1.21 0.16
pregnancy
Gestational diabetes mellitus 49 (9.8) 59 (12.7) 0.74 0.50-1.11 0.15 0.76 0.46-1.24 0.27
Premature rupture of membranes 78 (15.6) 82 (17.7) 0.86 0.61-1.20 0.37 0.86 0.61-1.22 041
Intrahepatic Cholestasis 6(1.2) 6 (1.3) 0.92 0.30-2.88 0.89 0.98 0.31-3.09 0.97
Placenta praevia 16 (3.2 12(2.6) 1.24 0.58-2.65 0.58 1.20 0.56-2.58 0.64
Placental abruption 3(0.6) 1(02) 2.78 0.29- 0.38 3.12 0.32- 0.33
26.85 30.43
Intrauterine growth retardation 6 (1.6) 4(0.9) 1.39 0.39-4.96 0.61 1.41 0.39-5.05 0.60
Premature delivery 21 (4.2 20 (4.3) 0.97 0.52-1.81 0.92 0.87 1.06-1.99 0.87
Cesarean section 208 (41.5) 174 (37.6) 0.80 0.61-1.04 0.10 0.75 0.55-1.01 0.06
Breech delivery 17 (3.4) 10 2.2) 159 0.72-3.51 0.25 167 0.75-3.69 0.21
Group B streptococcus infection® 22 (4.4) 27 (5.8) 0.74 0.42-1.32 0.31 0.68 0.38-1.22 0.20
Fetal distress* 34 (7.8) 23 (5.6) 1.44 0.83-2.49 0.19 1.40 0.81-2.44 0.23
Macrosomia® 25(5.7) 33 (8.0 0.70 0.41-1.20 0.20 0.72 0.42-1.24 0.23
Small for gestation age* 43 (9.9) 34 (8.2 1.22 0.76-1.96 0.40 1.23 0.77-1.98 0.39
Postpartum hemorrhage* 9(2.1) 133.1) 0.65 0.28-1.54 0.33 0.71 0.30-1.69 0.43
Apgar score at 1 min < 7* 4(0.9) 2(0.5) 1.91 0.35- 0.46 2.39 0.43- 0.32
10.47 13.34

Neonates admitted to NICU* 148 (33.9) 114 (27.5) 1.35 1.01-1.81 0.04 1.36 1.01-1.83 0.04*

Prematurity” 9(1.8) 14 (3.0)

Fetal distress” 50 (10.0) 21 (4.5)

Infection suspected or confimed* 75 (15.0) 60 (13.0)

Other” 14 (2.8) 19 (4.1)

cOR, crude odds ratio; Cl, confidence interval; aOR, adjusted odds ratio; NICU, neonatal intensive care unit. *L-T4 n = 414 NoL-T4 n = 436. TPOAB/TGAB positive or not was used as a
controlling factor in all the multivariate logistic regression analyses. In addition, age was used as an adjustment factor for miscarriage; age, history offamily HBP was used as an adjustment
factor for HDP; BMI and history of family HBP were used as an adjustment factor for GDM; GBS positive or not was used as an adjustment factor for premature rupture of membranes
(PROM); the uterine scar was used as an adjusted factor for cesarean section. *Reasons for admission to the NICU.





