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Objective: Preterm delivery (PTD) is the primary cause of mortality in infants. Mounting
evidence indicates that thyroid dysfunction might be associated with an increased risk of
PTD, but the dose-dependent association between the continuous spectrum maternal
free thyroxine (FT4) and PTD is still not well-defined. This study aimed to further investigate
this relationship using a machine learning-based model.

Methods: A hospital-based cohort study was conducted from January 2014 to
December 2018 in Shanghai, China. Pregnant women who delivered singleton live
births and had first-trimester thyroid function data available were included. The
generalized additive models with penalized cubic regression spline were applied to
explore the non-linear association between maternal FT4 and risk of PTD and also
subtypes of PTD. The time-to-event method and multivariable Cox proportional hazard
model were further applied to analyze the association of abnormally high and low maternal
FT4 concentrations with the timing of PTD.

Results: A total of 65,565 singleton pregnancies with completed medical records and no
known thyroid disease before pregnancy were included for final analyses. There was a U-
shaped dose-dependent relationship between maternal FT4 in the first trimester and PTD
(p <0.001). Compared with the normal range of maternal FT4, increased risk of PTD was
identified in both lowmaternal FT4 (<11.7 pmol/L; adjusted hazard ratio [HR] 1.34, 95%CI
[1.13–1.59]) and high maternal FT4 (>19.7 pmol/L; HR 1.41, 95% CI [1.13–1.76]). The
association between isolated hypothyroxinemia and PTD was mainly associated with
spontaneous PTD (HR 1.33, 95% CI [1.11–1.59]) while overt hyperthyroidism may be
attributable to iatrogenic PTD (HR 1.51, 95% CI [1.18–1.92]) when compared with
euthyroid women. Additionally, mediation analysis identified that an estimated 11.80%
of the association between overt hyperthyroidism and iatrogenic PTD risk was mediated
via the occurrence of hypertensive disorders in pregnancy (p <0.001).
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Conclusions: We revealed a U-shaped association between maternal FT4 and PTD for
the first time, exceeding the clinical definition of maternal thyroid function test
abnormalities. Our findings provide insights towards the need to establish optimal range
of maternal FT4 concentrations for preventing adverse outcomes in pregnancy.
Keywords: free thyroxine, spontaneous preterm delivery, iatrogenic preterm delivery, Isolated hypothyroxinemia,
overt hyperthyroidism, generalized additive model
INTRODUCTION

Preterm delivery (PTD, also acknowledged as preterm birth) is the
primary cause of mortality in neonates, infants, and also younger
children, and is defined as any live birth before 37 completed weeks
of pregnancy (1–3). PTD annually affects ~15 million newborns
globallywith 1.2million (7.8%) inChina (4). Furthermore, preterm
birth children are at increased risk of serious illness (e.g., lung
immaturity, infection) and are susceptive to neurodevelopmental,
cognitive, cardiovascular, andmetabolic disorders in adulthood (5–
9). Although several risk factors for PTD have been reported (e.g.,
history of PTD, advanced maternal age, low socioeconomic status,
exposure to smoking or narcotics) (1, 10), themechanisms that lead
to PTD is still not understood. Moreover, the relationship between
maternal thyroid function and PTD has not been fully elucidated.

Maternal thyroid hormones (namely, thyroxine or
tetraiodothyronine [T4] and triiodothyronine [T3]) in early
pregnancy are associated with intra-uterine inflammation,
placentation functions, and adverse pregnancy complications (e.g.,
intrauterine growth retardation and pre-eclampsia) (11, 12). There is
mounting evidence indicating that an increased risk of PTDmight be
related tobothmaternalhyper- andhypothyroidism(13, 14).A study
in 2015 demonstrated a statistically significant incremental risk of
PTDamongpregnantwomenwithovert hyper- andhypothyroidism
while not in women with mild thyroid dysfunction (e.g., subclinical
hypothyroidism or isolated hypothyroxinemia) (15). Moreover, it
was revealed that women with isolated hypothyroxinemia in early
pregnancy had a higher risk of spontaneous PTD (16). In contrast,
recent research illustrated that higher maternal free thyroxine (FT4)
concentration was associated with a reduced risk of PTD under a
linear regression model (17). In this study, we proposed that there
might be a non-linear shape of the dose–response relationship
between FT4 and the risk of PTD, which have not been established
until recently.

Therefore, the primary goal of this study was to evaluate the
non-linear association between the continuous spectrum of
maternal FT4 concentrations with the risk of PTD and its
subtypes by a machine learning-based model.
MATERIALS AND METHODS

Study Population
Pregnant women who delivered between January 2014 and
December 2018, with records of first-trimester antenatal
screening and regular antenatal visits at the International Peace
Maternity and Child Health Hospital (IPMCH), a tertiary
n.org 2
university-attached maternity center in Shanghai, China, were
included. Written informed consent was obtained from all
participants when they registered in the hospital. Exclusion
criteria were: fetal chromosome abnormality, multiple
pregnancies, in vitro fertilization, miscarriage, fetal death,
diabetes or hypertension before pregnancy, or a history of
either thyroid disease or thyroid treatment. Women without
available records of thyroid function measurements in the first
trimester were also excluded. The study protocol was approved
by the Institutional Medical Ethics Committee of IPMCH
(GKLW2019-43) and registered at the Chinese Clinical Trial
Registry (ChiCTR2000034742).

Data Collection and Measurement
Data were collected by nurses and gynecologists during routine
prenatal pregnancy examinations. This included maternal age,
education level, last menstrual period (LMP), parity, and medical
history routinely gathered via face-to-face interviews during the
first antenatal visit. The calculation of pre-pregnant body mass
index (BMI) was obtained by dividing the self-reported weight of
the patient before pregnancy (in kg) by the square of their height
measured by the nurses (in m). Gestational age was estimated by
LMP and later adjusted in accordance with ultrasonography
results in early pregnancy. Alcohol consumption and smoking
status were not included in the analysis as their use were rare
(<1%) among pregnant women in our study population.

Quantitative analyses of FT4, thyrotropin (also known as
thyroid-stimulating hormone, TSH), and thyroid peroxidase
antibody (TPO-Ab) concentrations in fasting blood samples
were determined with kits (ARCHITECT i2000; Abbott,
Chicago, IL, USA) in accordance with the manufacturer’s
protocol in the standardized clinical laboratory of the hospital.
The intra- and inter-assay coefficients of variation were,
respectively, 1.6 and 3.59% for TSH; 1.9 and 4.01% for FT4; and
both 10% for TPO-Ab. TPO-Ab concentrations exceeding 5.6 IU/
ml was considered positive per the cut-off value defined by the
manufacturer. Data were extracted from the medical record
system of the hospital by experienced information engineers.

Diagnostic Criteria and Outcomes
The local population-based reference range (P2.5–P97.5) of FT4
and TSH in early pregnancy is 11.7–19.7 pmol/L and 0.03–3.64
mIU/L, respectively. According to the reference ranges, we
defined overt hypothyroidism as FT4 <P2.5 with TSH >P97.5;
isolated hypothyroxinemia as FT4 <P2.5 with TSH within
normal range; overt hyperthyroidism as FT4 >P97.5 with
TSH <P2.5; subclinical hyperthyroidism as TSH <P2.5 with
February 2022 | Volume 13 | Article 817595
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FT4 within the normal range; subclinical hypothyroidism as TSH
>P97.5 with FT4 within the normal range; and isolated
hyperthyroxinemia as FT4 >P97.5 with TSH within the
normal range.

Gestational diabetes mellitus (GDM) was diagnosed in a 2-h
75 g oral glucose tolerance test at 24–28 weeks of pregnancy
according to the criteria of the American Diabetes
Association (18).

Hypertensive disorders in pregnancy (HDP) included
gestational hypertension and pre-eclampsia, diagnosed by
blood pressure measurements ≥140 mmHg systolic or 90
mmHg diastolic at least twice within 4–6 h, with or without
proteinuria. The proteinuria was defined as ≥300 mg protein in a
24-h urine sample or a urine dipstick positive test (19).

The primary outcome was PTD, defined as birth before 37
weeks of pregnancy. The secondary outcomes were the PTD
subtypes, namely, spontaneous PTD (defined as the spontaneous
onset of labor with intact membranes or after preterm premature
rupture of the membranes) and iatrogenic PTD (defined as labor
induction with intact membranes or by C-section delivery
without labor due to maternal or fetal indications) (1).

Statistical Analyses
Continuous variables with normal distribution were presented as
mean ± standard deviation (SD), and non-normally distributed
variables were shown as medians with interquartile range (IQR).
Categorical variables were demonstrated as numbers
(percentages) for baseline characteristics.

The generalized additive model (GAM) with penalized cubic
regression spline (k = 5) were applied to explore a smooth,
potential non-linear association between maternal FT4 and risk
of PTD and the duration of gestation, allowing a better fit than
models assuming a strict linear association (20, 21). For GAM
analyses, continuous TSH and FT4 concentrations were analyzed
after the removal of outliners (0.5%).

For time-to-event analyses, time was determined as the
gestational weeks at delivery, PTD as an event, and a term or
post-term delivery was censored at delivery. To estimate the
adjusted accumulative incidence of PTD, a three-category
maternal FT4-categorized Kaplan–Meier estimate of the
probability of PTD was appraised with variances reported from
log-rank tests overall and pairwise between subgroups, after
adjustment for multiple comparisons via the Benjamini &
Hochberg method.

To further compare the risk of PTD across different types of
thyroid test abnormalities, a multivariable Cox proportional
hazards regression model was conducted after adjusting for
maternal age, education level, medical insurance status, parity,
fetal sex, pre-pregnant BMI, and TPO-Ab. The potential
confounders were chosen based on the biological plausibility,
the selection of confounders in the previous studies, and changes
of the effect estimate of interest. Mediation analysis was
employed to determine potential mediation effects of HDP on
the association of FT4 with iatrogenic PTD. The total effect of
FT4 on iatrogenic PTD was divided into average direct effects
(ADEs) and the average causal mediation effects (ACMEs)—the
effect mediated via the development of HDP (22). The mediation
Frontiers in Endocrinology | www.frontiersin.org 3
proportion was estimated as the ACMEs divided by the
total effect.

Based on previous studies concerning the risk factors for PTD
(2, 10, 17), their association with FT4 (23–25), and also their
clinical relevance, we further stratified pregnant women into the
following subgroups: (1) age <35- or ≥35-year-old groups; (2)
pre-pregnant BMI <18.5, 18.5–23.9, or ≥24 kg/m2 groups in
accordance with the Chinses Working Group on Obesity (26);
(3) TPO-Ab positive or -negative groups; and (4) nulliparity or
multiparity groups—to assess whether the findings were affected
by advanced age, abnormal BMI, thyroid autoimmunity, or
multiparity. Sensitivity analyses were conducted to assess the
robustness of results excluding women with either a history of
PTD, thyroid medication use during pregnancy, GDM, or HDP.

All analyses were conducted with R Software v3.6.3 (R Project
for Statistical Computing; with packagesmgcv, ggplot2, forestplot,
survminer, survival, and mediation). Statistical significance was
set at p <0.05 (all tests were 2-sided).
RESULTS

Population Characteristics
The final study population comprised 65,565 pregnant women
(Figure 1). The baseline population characteristics are presented
in Table 1. The mean maternal age was 30.5 ± 3.77 years. The
median of gestational weeks at delivery was 39.1 (38.4–40.0)
weeks. The study population was mainly primiparous 48,383
(73.8%), mostly normal weight 47,833 (73.0%) with a pre-
pregnant BMI of 18.5–23.9 kg/m2, and a low ratio of PTD
history 771 (1.18%). The median weeks of maternal thyroid
function examined was 12.1 (11.7–12.6). The median of TSH and
FT4 in the first trimester were 1.18 (0.65–1.84) mIU/L and 14.3
(13.3–15.5) pmol/L, respectively. The percentage of TPO-Ab
positivity was 7,097 (10.8%). The missing variables included
528 (0.8%) entries of education level, which was missing
at random.

Non-Linear Association of Maternal FT4
With Risk of PTD
UsingGAMmodels,we identifiedan invertedU-shapedassociation
between maternal FT4 and gestational age at delivery (Figure 2A)
while no such associationwas identifiedbetweenmaternalTSHand
gestational weeks at birth (Figure 3A). The estimated smooth effect
curves demonstrating the associations between maternal FT4 and
PTD (p <0.001), spontaneous PTD (p = 0.06), and iatrogenic PTD
(p <0.001) are shown respectively in Figures 2B–C. The fully
adjusted smooth curve fitting demonstrated a non-linear U-
shaped association between FT4 and PTD (Figure 2B), while no
such association was observed between maternal TSH and PTD
(Figures 3B–D).

A significantly increased probability of overall PTD (Figure 2B)
was observed at both abnormally high and low FT4 concentrations
(estimated prevalence of PTD for participants with low FT4 of 10
pmol/L: 6.88%; 95% confidence interval (CI) [6.82–6.94%]; and
highFT4 levelsof 25pmol/L: 7.82%;95%CI[7.67–7.98%];while the
estimated probability of PTD reaches its lowest point at FT4
February 2022 | Volume 13 | Article 817595
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concentration of 17 pmol/L: 4.38%; 95% CI [4.36–40%]).
Figures 2C, D further demonstrated the estimated smooth effect
curves of the estimated risk of spontaneous and iatrogenic PTD,
respectively. In Figure 2C, participants with low FT4 of 10 pmol/L
tend tohavehigher estimated risk of spontaneousPTD(4.38%; 95%
CI [4.34–4.42%]) when compared with participants with higher
FT4. Figure 2D showed a steep increase in the estimated risk of
iatrogenic PTD among participants of high FT4 of 25 pmol/L
(5.21%; 95% CI [5.12–5.29%]) when compared with participants
with low FT4 of 10 pmol/L (2.36%; 95% CI [2.33–2.39%]).

Both High and Low Levels of Maternal FT4
Were Associated With Increased Risk
of PTD
A time-to-event analysis by gestational week for different FT4
categories showed that the hazard ratio (HR) for PTD in women
with FT4 <11.7 and >19.7 pmol/L were significant when
compared to women with normal range FT4 concentrations in
Figure 4. Compared with the normal range of maternal FT4,
both low FT4 (<11.7 pmol/L) and high maternal FT4 (>19.7
pmol/L) were significantly associated with 34 and 41% increased
risk of PTD, respectively (for low FT4: HR 1.34, 95% CI [1.13–
1.59]; for high FT4: HR 1.41, 95% CI [1.13–1.76]). Increasing
HRs for spontaneous PTD by gestational week were seen in
women with low FT4 (HR 1.42, 95% CI [1.16–1.74]) while the
prevalence of iatrogenic PTD was high among women with high
FT4 (HR 2.02, 95% CI [1.46–2.80]) after adjusting for
confounders. These results were further verified in the
stratified analyses, showing 36% (HR 1.36; 95% CI [1.11–1.65])
and 29% (HR 1.29; 95% CI [1.05–1.58]) reduction of PTD risk in
women with FT4 <P2.5 and FT4 >P97.5, respectively (Figure 5).

The Association Between Maternal
Thyroid Test Abnormalities and Risk
of PTD
We further explored the association between maternal thyroid test
abnormalities and PTD (Figure 6). Compared with euthyroid
women, an incremental risk of overall PTD was observed among
pregnantwomenwith isolatedhypothyroxinemia (HR1.33, 95%CI
[1.11–1.59]) and overt hyperthyroidism (HR 1.51, 95% CI [1.18–
1.92]) inearlypregnancy.Consistentwith the resultsof threegroups
categorized by maternal FT4, we also found there was a significant
association between isolated hypothyroxinemia and spontaneous
PTD (HR 1.43, 95% CI [1.15–1.76]), while overt hyperthyroidism
and iatrogenic PTD (HR 2.16, 95% CI [1.51–3.07]).

The Mediating Effect of HDP on the
Association Between High FT4 or Overt
Hyperthyroidism
The mediation analysis unraveled potential mediating effects of
HDP on the association between either high FT4 or overt
hyperthyroidism and iatrogenic PTD (Table 2 and Figure 7).

The total effect of overt hyperthyroidism on iatrogenic PTD
was 0.0177 (95% CI [0.0077–0.0325], p <0.001), including a
direct mean effect of 0.0156 (95% CI [0.0061–0.0300] p <0.001).
A mediation effect of overt hyperthyroidism associated with
iatrogenic PTD (mean causal mediation effect, 0.0021; 95% CI
TABLE 1 | Demographic data of the study population (N = 65,565).

Characteristics Participants, No. (%)

Maternal characteristics
Age, mean (SD), y 30.5 (3.77)

Prepregnant BMIa

<18.5 9,794 (14.9%)
18.5–23.9 47,833 (73.0%)
≥24 7,938 (12.1%)
Primiparous 48,383 (73.8%)

Education Level
High school and below 4,445 (6.8%)
College 47,882 (73.0%)
Postgraduate 12,710 (19.4%)

Missing 528 (0.8%)
Insurance 51,202 (78.1%)
History of preterm delivery 771 (1.18%)
Hypertensive disorders in pregnancy 2,961 (4.5%)
Gestational diabetes 8,004 (12.2%)
FT4, median (IQR), pmol/Lb 14.3 (13.3, 15.5)
TSH, median (IQR), mIU/L 1.18 (0.65, 1.84)
TPOAb positive 7,097 (10.8%)
Gestational age for thyroid function test,
median (IQR), wk

12.1 (11.7, 12.6)

Fetal characteristics
Gestational age at birth, median (IQR), wk 39.1 (38.4, 40.0)
Preterm birth (gestational age <37 wk) 3176 (4.8%)
Spontaneous preterm birth 2,127 (3.2%)
Iatrogenic preterm birth 1,049 (1.6%)
Birth weight, mean (SD), g 3,340 (431)

Male sex 33,826 (51.6%)
Female sex 31,739 (48.4%)
Gestational weeks for TBA/thyroid function screening were 9–13 weeks in early
pregnancy. BMI, body mass index; IQR, interquartile range; TSH, thyroid-stimulating
hormone or thyrotropin; FT4, free thyroxine; TPO-Ab, thyroid peroxidase antibody; SD,
Standard deviation.
aCalculated as weight in kilograms divided by height in meters squared.
FIGURE 1 | Flow chart of the study population.
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[0.0006–0.0038], p <0.001) through HDP was found, and the
estimated proportion of mediation effect was 11.80% (95% CI
[3.98–25.89%], p <0.001). No mediation effect of HDP was
identified in the association between low FT4 or isolated
hypothyroxinemia and spontaneous PTD.

We also explored the mediating effect of ICP and placental
abruption on the association between maternal FT4 and PTD,
and found no such effect (p >0.05, data not shown).

Subgroup and Sensitivity Analyses
We further conducted subgroup analysis stratified by maternal
age, pre-pregnant BMI, TPO-Ab status, and parity (Table 3 and
Figure 8). We found stronger associations of low FT4 in early
pregnancy with PTD risk among those who had a younger
maternal age (<35 years old), higher maternal pre-pregnancy
BMI (≥24 kg/m2), TPO-Ab negative and nulliparity (Table 4).
We also identified a stronger association of high FT4 in early
Frontiers in Endocrinology | www.frontiersin.org 5
pregnancy with PTD risk among those who had a lower maternal
pre-pregnancy BMI (<18.5 kg/m2) and the association did not
differ in other subgroups (Table 4).

For sensitivity analysis, the associations between low/high
FT4 and risk of PTD were still robust after exclusion of women
with PTD history, taking thyroid medication during pregnancy,
GDM, and HDP (Table 4).
DISCUSSION

To the best of our knowledge, our findings revealed a U-shaped
association between continuous spectrum maternal FT4 and
PTD for the first time, providing a better fit for real-world
clinical data. Our study further indicated both low and high
maternal FT4 concentrations as risk factors for PTD. Moreover,
the positive association of isolated hypothyroxinemia with PTD
A B

DC

FIGURE 2 | Non-linear association between maternal FT4 concentration in early pregnancy and risk of PTD. Non-linear association between maternal FT4
concentrations and (A) gestational age at birth (c2 = 5.18, p <0.001), (B) the risk of overall PTD (c2 = 16.36, p <0.001), (C) spontaneous PTD (c2 = 6.32, p = 0.06),
and (D) iatrogenic PTD (c2 = 24.9, p <0.001) were analyzed, respectively. The generalized additive models were conducted by adjusting for maternal age, pre-
pregnant body mass index, parity, education levels, insurance, TPO-Ab status, and fetal sex. The solid lines and shaded areas represent the estimated mean risk
and 95% confidence intervals; dashed vertical lines indicate FT4 concentrations at 10, 17, and 25 pmol/L respectively. FT4, free thyroxine; PTD, preterm delivery;
TPO-Ab, thyroid peroxidase antibody.
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was mainly driven by spontaneous PTD while women with overt
hyperthyroidism were more susceptive to iatrogenic PTD. We
also illustrated that the association of high FT4 or overt
hyperthyroidism with iatrogenic PTD was partially mediated
through the development of HDP.

Our results demonstrated that abnormal maternal FT4
concentrations might attribute to a higher risk of PTD. Maternal
thyroid hormone concentrations in thefirst trimester are pivotal for
fetal growth(24, 27) andneurodevelopment (5, 7, 28)when the fetus
depends solely on maternal thyroid hormones via transplacental
transition (29). However, epidemiological research has shown
inconsistent evidence concerning mild alterations of maternal
thyroid function during pregnancy and PTD (15–17).
Furthermore, limited research has looked into the association of
thyroid dysfunction with subtypes of PTD (16, 30, 31). Most
observational studies studied maternal thyroid test abnormalities
with widely different definitions. This type of categorization of
continuous variables might obscure important information, and
few studies have evaluated the risk of PTD across the full spectrum
Frontiers in Endocrinology | www.frontiersin.org 6
of maternal FT4 concentrations. Therefore, taking advantage of an
intrinsically interpretable machine learningmodel, our study is the
first to analyze the non-linear dose-dependent relationship between
maternal FT4 and PTD. Our results demonstrated that both low
and high maternal FT4 is associated with a higher risk for PTD—
indicating a beneficial role of early maternal thyroid function
screening to identify high-risk PTD in pregnant women. In
addition, isolated hypothyroxinemia and overt hyperthyroidism
were identified as risk factors for spontaneous and iatrogenic PTD,
respectively. Therefore, these results might provide new evidence
towards the significance of timely clinical management concerning
womenwith isolatedhypothyroxinemiaandovert hyperthyroidism
identified in the first trimester. Furthermore, these results also
encourage future research toward early management to maintain
maternal FT4 in an optimal range for the prevention of adverse
pregnancy outcomes.

The mechanisms behind the U-shaped relationship between
maternal FT4 and PTD might be explained via several potential
pathways and our mediation analyses underlined a differentiated
A B

DC

FIGURE 3 | Non-linear association between TSH concentrations in early pregnancy and risk of PTD. Association between maternal TSH concentrations and
(A) gestational age at birth (c2 = 3.17, p = 0.044), (B) overall PTD (c2 = 0.001, p = 0.996), (C) spontaneous PTD (c2 = 0.57, p = 0.46), and (D) iatrogenic PTD (c2 =
1.67, p = 0.34) were evaluated by generalized additive models. The models have 4 df and were adjusted for maternal age, fetal sex, pre-pregnant body mass index,
parity, education levels, TPO-Ab status, and insurance. The solid lines and shaded areas represent the estimated values and their corresponding 95% confidence
intervals. TSH, thyroid-stimulating hormone; PTD, preterm delivery; TPO-Ab, thyroid peroxidase antibody.
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PTD pathogenesis mechanism of high and low maternal FT4.
First, the full compensatory mechanisms needed to improve the
maternal–fetal transfer of thyroid hormones might be absent in
the placenta of patients with pathological maternal thyroid
hormone deficiency during gestation (32). In addition, disrupted
endocrine factors, namely, vasopressin, under maternal thyroid
hypofunction (33), and the inflammation process at the maternal–
fetal interface triggered by oxidative stress (34–36), might be both
Frontiers in Endocrinology | www.frontiersin.org 7
related to the early onset of spontaneous PTD. Moreover,
maternal thyroid hormone deficiency could also lead to
insufficient trophoblast cell invasion, which might further lead
to abnormal placentation and PTD (12, 37, 38). Importantly,
maternal hyperthyroidism may accelerate the degradation of
proteins and lipids which results in chronic maternal caloric
deficiency and further adversely affects fetal growth (39). Overt
hyperthyroidism is a well-acknowledged risk factor for HDP
A

B

C

FIGURE 4 | Proportions of overall, spontaneous, and iatrogenic PTD, and time-to-event analysis, by maternal FT4 concentrations. Kaplan–Meier plots showing the
proportion of overall PTD (A), spontaneous PTD (B), and iatrogenic PTD (C) by different maternal FT4 concentrations categories (low maternal FT4 (<11.7 pmol/L),
n = 62,227; normal maternal FT4 (11.7–19.7 pmol/L), n = 2,064; and high maternal FT4 (>19.7 pmol/L), n = 1,274). Cox multivariant analysis was conducted to
calculate the hazard ratio by adjusting for maternal age, pre-pregnant body mass index, parity, education levels, insurance, TPO-Ab status, and fetal sex. FT4, free
thyroxine; PTD, preterm delivery; TPO-Ab, thyroid peroxidase antibody.
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FIGURE 5 | Forest plots for risk of PTD in women with different FT4 percentile at early pregnancy. Hazard ratios of overall PTD, spontaneous PTD, and iatrogenic
PTD were shown for FT4 at different percentiles (from low to high). Women with P25–P75 of FT4 were used as the reference control. Model adjusted for maternal
age, fetal sex, prepregnant BMI, parity, education levels, TPO-Ab status and insurance; PTD, preterm delivery. FT4, free thyroxine; PTD, preterm delivery; TPO-Ab,
thyroid peroxidase antibody.
FIGURE 6 | Forest plots for risk of PTD with maternal thyroid test abnormalities. Cox multivariant analysis was conducted for the risk of PTD subtypes (overall,
spontaneous, and iatrogenic) with different maternal thyroid test abnormalities by adjusting for maternal age, pre-pregnant body mass index, parity, education levels,
insurance, TPO-Ab status, and fetal sex. Pregnancies with euthyroid were used as the reference group. PTD, preterm delivery; TPO-Ab, thyroid peroxidase antibody.
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(40–44) and current clinical management of HDP includes
timely termination of pregnancy under the more severe form
of the disease in need of iatrogenic PTD. Our data indicated that
the subsequent development of HDP might act as a bridge
between high FT4 or overt hyperthyroidism and iatrogenic
PTD, while no mediation effect of HDP was identified in the
association between low FT4 or isolated hypothyroxinemia and
spontaneous PTD.
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GAM is an intrinsically interpretable machine learning model
to reduce the mean squared error for the exposure effect after
adjustment, and circumvent the increase of the type I error for
testing the exposure effect (20). With no assumption of a specific
priori functional association (e.g., linearity) between maternal
FT4 and PTD, GAM enables the exploration of a smooth,
possibly non-linear association that is determined by the data
rather than the modeler. Moreover, the time-to-event (for PTD)
TABLE 2 | Mediation effect of hypertensive disorders in pregnancy on the association of high-low FT4 concentrations/thyroid dysfunction with iatrogenic/
spontaneous PTD.

Total effect (95% CI) ADE (95% CI) ACME (95% CI) Proportion of Mediation (%)

High FT4, HDP and iatrogenic PTD
0.0169 (0.0063, 0.0300)*** 0.0152 (0.0048, 0.0275)*** 0.0017 (0.0005, 0.0031)*** 10.71 (3.72,19.53)***
Overt hyperthyroidism, HDP and iatrogenic PTD
0.0177 (0.0077, 0.0325)*** 0.0156 (0.0061, 0.0300)*** 0.0021 (0.0006, 0.0038)*** 11.80 (3.98,25.89)***
Low FT4, HDP, and spontaneous PTD
0.0127 (0.0049, 0.0200)*** 0.0128 (0.005 0.0200)*** −0.0001 (−0.0003, 0.00) −0.74 (−2.35,0.00)
Isolated hypothyroxinemia, HDP and spontaneous PTD
0.0137 (0.0051, 0.0200)*** 0.0138 (0.0053, 0.0200)*** 0.0001 (0.0003, 0.00) −0.90 (−3.44,0.00)
February 2022
FT4, free thyroxine; PTD, preterm delivery; ACME, average causal mediation effects; ADE, average direct effects.
FT4 >19.7 pmol/L was categorized as high FT4 and low FT4 was diagnosed with <11.7 pmol/L. Multivariable logistic models were adjusted for maternal age, fetal sex, pre-pregnancy BMI,
parity, education levels, TPO-Ab status and insurance.
***p-value <0.001.
A

B

FIGURE 7 | Mediation effect of hypertensive disorders in pregnancy on the association of overt hyperthyroidism with iatrogenic PTD. (A) The total effect of maternal
overt hyperthyroidism (defined as FT4 >19.7 pmol/L)-iatrogenic PTD relationship was presented as path (c). (B) The direct effect in a mediation model is presented
and measures the effect of overt hyperthyroidism on the iatrogenic PTD through independent of HDP (the mediator). The difference between Indirect effect and direct
effect indicates the effect of maternal overt hyperthyroidism on iatrogenic PTD that operates through development of HDP. HDP, Hypertensive disorders in pregnancy;
PTD, preterm delivery; ACME, average causal mediation effects; ADE, average direct effects. All the association adjusted for maternal age, fetal sex, pre-pregnancy BMI,
parity, education levels, TPO-Ab status and insurance. The p-values were adjusted for multiple comparisons using the Benjamini & Hochberg method. **p-value < 0.01,
***p-value <0.001.
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method and multivariable Cox proportional hazard models were
further applied to analyze the association of abnormally high and
low maternal FT4 concentrations with the timing of PTD. We
also differentiated the subtypes of PTD (including spontaneous
and iatrogenic PTD) and explored which subtype primarily
attributed to the association between different maternal thyroid
dysfunctions and PTD. Taking advantage of this method, we
Frontiers in Endocrinology | www.frontiersin.org 10
further proved that isolated hypothyroxinemia pregnant women
might have an incremental risk of spontaneous PTD while
women with hyperthyroidism were more susceptive to
iatrogenic PTD. Lastly, we also identified a potential mediating
effect of HDP on the association between high FT4 concentration
and PTD—the mechanism of which should be further studied
in future.
TABLE 3 | Hazard ratios of preterm delivery with different FT4 categories in subgroup analysis.

Variables FT4 categories No. of Events/Total No. (%) HR (95% CI)a P-
value

Maternal age, y
<35 Normal 2,378/52,957 (4.49) 1 (reference)

Low 97/1,452 (6.68) 1.42 (1.15 to
1.74)

<0.001

High 63/1,119 (5.63) 1.32 (1.03 to
1.69)

0.03

≥35 Normal 571/9,270 (6.16) 1 (reference)
Low 50/612 (8.17) 1.29 (0.96 to

1.73)
0.09

High 17/155 (10.97) 1.86 (1.15 to
3.02)

0.01

Pre-pregnancy BMI
<18.5 Normal 437/9,329 (4.68) 1 (reference)

Low 8/159 (5.03) 0.99 (0.49 to
2.01)

0.99

High 24/306 (7.84) 1.75 (1.16 to
2.64)

0.008

18.523.9 Normal 2,072/45,551 (4.55) 1 (reference)
Low 91/1,371 (6.64) 1.33 (1.08 to

1.65)
0.008

High 49/911 (5.38) 1.23 (0.93 to
1.64)

0.15

≥24 Normal 440/7,347 (5.99) 1 (reference)
Low 48/534 (8.99) 1.46 (1.08 to

1.98)
0.01

High 7/57 (12.28) 2.02 (0.96 to
4.27)

0.06

TPO-Ab
Negative Normal 2,633/55,597 (4.74) 1 (reference)

Low 129/1,737 (7.43) 1.40 (1.17 to
1.67)

<0.001

High 66/1,116 (5.91) 1.32 (1.03 to
1.69)

0.03

Positive Normal 316/6,613 (4.78) 1 (reference)
Low 18/327 (5.5) 1.07 (0.66 to

1.73)
0.79

High 14/157 (8.92) 1.97 (1.15 to
3.38)

0.01

Parity
nulliparity Normal 2,088/46,170 (4.52) 1 (reference)

Low 84/1,214 (6.92) 1.39 (1.11 to
1.74)

0.003

High 57/999 (5.71) 1.33 (1.02 to
1.73)

0.04

multiparity Normal 861/16,057 (5.36) 1 (reference)
Low 63/850 (7.41) 1.28 (0.99 to

1.66)
0.06

High 23/275 (8.36) 1.65 (1.09 to
2.51)

0.02
February 2022 | Volume 13 | Article
Gestational weeks for thyroid function screening were 9–13 weeks in early pregnancy. Low maternal FT4 defined as FT4 <11.7 pmol/L, normal maternal FT4 as FT4 between 11.7–19.7
pmol/L and high maternal FT4 as FT4 >19.7 pmol/L. Model adjusted for age, fetal sex, pre-pregnancy BMI, parity, education status, TPO-Ab status and insurance.
FT4, free thyroxine; TPO-Ab, thyroid peroxidase antibody; HR, hazard ratio, CI, confidence interval; BMI, body mass index (calculated as weight in kilograms divided by height in
meters squared).
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Regardless, this study also has several limitations. First, selection
bias might be present because it was a cohort study based on a
single center; hence, multiple obstetric centers should be considered
in future. Second, because maternal thyrotropin receptor antibodies
Frontiers in Endocrinology | www.frontiersin.org 11
(TRAb) were not available in the current study, we could not fully
exclude the impact of a small number of undiagnosed Grave’s
hyperthyroidism (TRAb-positive) even though we excluded women
with pre-existing thyroid disease and thyroid medication. Third,
A B

DC

FIGURE 8 | Adjusted probability of preterm delivery (PTD) in different free thyroxine (FT4) level categories stratified by potential modifiers. (A) Model adjusted for fetal
sex, prepregnant BMI, parity, education levels, TPO-Ab status and insurance; (B) Model adjusted for maternal age, fetal sex, parity, education levels, TPO-Ab status
and insurance; (C) Model adjusted for maternal age, fetal sex, prepregnant BMI, parity, education levels, and insurance; (D) Model adjusted for maternal age, fetal
sex, prepregnant BMI, education levels, TPO-Ab status and insurance. Maternal FT4 categories: Normal FT4 (11.7–19.7 pmol/L); Low FT4 (<11.7 pmol/L); and High
FT4 (>19.7 pmol/L). FT4, free thyroxine; TPO-Ab, thyroid peroxidase antibody; BMI, body mass index (calculated as weight in kilograms divided by height in meters
squared); PTD, preterm delivery.
TABLE 4 | Sensitivity analysis for association of FT4 with PTD.

FT4 No. of events/Total No. (%) HR 95% CI P-Value

Exclude history of preterm delivery
Normal 2,746/61,516 (4.46) 1 [Reference]
Low 135/2,019 (6.69) 1.35 (1.13 to 1.60) <0.001
High 73/1,259 (5.8) 1.37 (1.09 to 1.73) 0.008

Exclude thyroid medication during pregnancy
Normal 2,893/61,201 (4.73) 1 [Reference]
Low 138/1,975 (6.99) 1.32 (1.11 to 1.57) 0.002
High 72/1,224 (5.88) 1.32 (1.04 to 1.67) 0.02

Exclude HDP and GDM
Normal 2,227/52,534 (4.24) 1 [Reference]
Low 93/1,525 (6.1) 1.34 (1.09 to 1.66) 0.006
High 62/1,084 (5.72) 1.41 (1.10 to 1.82) 0.007
February 2022 |
 Volume 13 | Article
Models were adjusted for age, fetal sex, pre-pregnancy BMI, parity, education levels, TPO-Ab status and insurance.
FT4, free thyroxine; HR, hazard ratio; CI, confidence intervals; PTD, preterm delivery; HDP, hypertensive disorders during pregnancy; GDM, gestational diabetes mellitus.
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although a series of potential confounders were adjusted, the
possibility of residual confounding could not be completely ruled
out. For example, the blood and urine iodine were not assessed
during the routine pregnancy examinations. Although the city of
Shanghai is not an iodine-deficient area (45), we could not fully
eliminate the influence of the iodine status. Finally, this is an
observational study, and our findings are warranted to be
validated by future large, multi-center randomized control trials.

In conclusion, there is a U-shaped dose-dependent
relationship between maternal FT4 in the first trimester and
PTD. The association between isolated hypothyroxinemia and
PTD was mainly associated with spontaneous PTD while overt
hyperthyroidism may be attributable to iatrogenic PTD.
Therefore, the early monitoring of maternal thyroid function
during pregnancy could be important to identify high-risk PTDs.
Future research into early management to maintain maternal
FT4 in an optimal range are warranted for the prevention of
adverse pregnancy outcomes.
DATA AVAILABILITY STATEMENT

Data available on reasonable request. Requests to access the
datasets should be directed to fanjianxia122@126.com.
AUTHOR CONTRIBUTIONS

YulZ: Conceptualization, Methodology, Investigation, Form
analysis, Writing—Original draft preparation. YL: Methodology,
Writing—Original draft preparation & Review & Editing. YuaZ:
Frontiers in Endocrinology | www.frontiersin.org 12
Writing—Original draft preparation & Review & Editing. YoZ:
Project Administration. JF: Conceptualization, Resources, Writing
—Reviewing and Editing, Supervision, Funding acquisition, data
interpretation and revision. WW: Conceptualization, Methodology,
Software, Data curation, Writing—Review & Editing, Supervision,
Funding acquisition. All authors listed have made a substantial,
direct, and intellectual contribution to the work and approved it
for publication.
FUNDING

This work was supported by the National Key R&D Program of
China [grant number 2018YFC1004602], the National Natural
Science Foundation of China [grant numbers 81974235],
awarded to JF and the National Natural Science Foundation of
China [grant numbers 81971392], the Shanghai Municipal
Committee of Science and Technology [grant number
19ZR1462200] awarded to WW. These funding organizations
had no involvement in the study design; in the collection,
analysis and interpretation of data; in the writing of the report;
and in the decision to submit the article for publication.
ACKNOWLEDGMENTS

We would like to acknowledge the efforts of the obstetric staff of
International Peace Maternity and Child health Hospital and the
mothers and families involved in this study.
REFERENCES

1. Goldenberg RL, Culhane JF, Iams JD, Romero R. Epidemiology and Causes of
Preterm Birth. Lancet (London England) (2008) 371(9606):75–84. doi:
10.1016/S0140-6736(08)60074-4

2. Romero R, Dey SK, Fisher SJ. Preterm Labor: One Syndrome, Many Causes.
Sci (New York NY) (2014) 345(6198):760–5. doi: 10.1126/science.1251816

3. Saigal S, Doyle LW. An Overview of Mortality and Sequelae of Preterm Birth
From Infancy to Adulthood. Lancet (London England) (2008) 371(9608):261–
9. doi: 10.1016/S0140-6736(08)60136-1

4. Chawanpaiboon S, Vogel JP, Moller AB, Lumbiganon P, Petzold M, Hogan D,
et al. Global, Regional, and National Estimates of Levels of Preterm Birth in
2014: A Systematic Review and Modelling Analysis. Lancet Global Health
(2019) 7(1):e37–46. doi: 10.1016/S2214-109X(18)30451-0

5. Pierrat V, Marchand-Martin L, Marret S, Arnaud C, Benhammou V,
Cambonie G, et al. Neurodevelopmental Outcomes at Age 5 Among
Children Born Preterm: EPIPAGE-2 Cohort Study. BMJ (Clin Res Ed)
(2021) 373:n741. doi: 10.1136/bmj.n741

6. Mericq V, Martinez-Aguayo A, Uauy R, Iñiguez G, van der Steen M, Hokken-
Koelega A. Long-Term Metabolic Risk Among Children Born Premature or
Small for Gestational Age. Nat Rev Endocrinol (2017) 13(1):50–62. doi:
10.1038/nrendo.2016.127

7. Burstein O, Zevin Z, Geva R. Preterm Birth and the Development of Visual
Attention During the First 2 Years of Life: A Systematic Review and Meta-
Analysis. JAMA Netw Open (2021) 4(3):e213687. doi: 10.1001/
jamanetworkopen.2021.3687

8. Greer C, Troughton RW, Adamson PD, Harris SL. Preterm Birth and Cardiac
Function in Adulthood. Heart (Brh Cardiac Soc) (2021) 108(3):172–7. doi:
10.1136/heartjnl-2020-318241
9. Heo JS, Lee JM. The Long-Term Effect of Preterm Birth on Renal Function: A
Meta-Analysis. Int J Environ Res Public Health (2021) 18(6):2951. doi:
10.3390/ijerph18062951

10. Cobo T, Kacerovsky M, Jacobsson B. Risk Factors for Spontaneous Preterm
Delivery. Int J Gynaecol Obstetr (2020) 150(1):17–23. doi: 10.1002/ijgo.13184

11. Chen CY, Chen CP, Lin KH. Biological Functions of Thyroid Hormone in
Placenta. Int J Mol Sci (2015) 16(2):4161–79. doi: 10.3390/ijms16024161

12. Barjaktarovic M, Korevaar TI, Chaker L, Jaddoe VW, de Rijke YB, Visser TJ,
et al. The Association of Maternal Thyroid Function With Placental
Hemodynamics. Hum Reprod (Oxford England) (2017) 32(3):653–61. doi:
10.1093/humrep/dew357

13. Krassas GE, Poppe K, Glinoer D. Thyroid Function and Human Reproductive
Health. Endocr Rev (2010) 31(5):702–55. doi: 10.1210/er.2009-0041

14. Andersen SL, Olsen J, Wu CS, Laurberg P. Low BirthWeight in Children Born
to Mothers With Hyperthyroidism and High Birth Weight in
Hypothyroidism, Whereas Preterm Birth Is Common in Both Conditions:
A Danish National Hospital Register Study. Eur Thyroid J (2013) 2(2):135–44.
doi: 10.1159/000350513

15. Sheehan PM, Nankervis A, Araujo Júnior E, Da Silva Costa F. Maternal
Thyroid Disease and Preterm Birth: Systematic Review and Meta-Analysis.
J Clin Endocrinol Metab (2015) 100(11):4325–31. doi: 10.1210/jc.2015-3074

16. Yang X, Yu Y, Zhang C, Zhang Y, Chen Z, Dubois L, et al. The Association
Between Isolated Maternal Hypothyroxinemia in Early Pregnancy and
Preterm Birth. Thyroid: Off J Am Thyroid Assoc (2020) 30(12):1724–31. doi:
10.1089/thy.2019.0818

17. Korevaar TIM, Derakhshan A, Taylor PN, Meima M, Chen L, Bliddal S, et al.
Association of Thyroid Function Test Abnormalities and Thyroid
Autoimmunity With Preterm Birth: A Systematic Review and Meta-
Analysis. Jama (2019) 322(7):632–41. doi: 10.1001/jama.2019.10931
February 2022 | Volume 13 | Article 817595

https://doi.org/10.1016/S0140-6736(08)60074-4
https://doi.org/10.1126/science.1251816
https://doi.org/10.1016/S0140-6736(08)60136-1
https://doi.org/10.1016/S2214-109X(18)30451-0
https://doi.org/10.1136/bmj.n741
https://doi.org/10.1038/nrendo.2016.127
https://doi.org/10.1001/jamanetworkopen.2021.3687
https://doi.org/10.1001/jamanetworkopen.2021.3687
https://doi.org/10.1136/heartjnl-2020-318241
https://doi.org/10.3390/ijerph18062951
https://doi.org/10.1002/ijgo.13184
https://doi.org/10.3390/ijms16024161
https://doi.org/10.1093/humrep/dew357
https://doi.org/10.1210/er.2009-0041
https://doi.org/10.1159/000350513
https://doi.org/10.1210/jc.2015-3074
https://doi.org/10.1089/thy.2019.0818
https://doi.org/10.1001/jama.2019.10931
https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles


Zhou et al. Maternal fT4 and Preterm Delivery
18. BaseviV,DiMarioS,MorcianoC,NoninoF,MagriniN.Commenton:American
DiabetesAssociation. Standards ofMedical Care inDiabetes–2011.Diabetes Care
(2011) 34(Suppl. 1):S11–61. author reply e4. doi: 10.2337/dc11-S011

19. Gestational Hypertension and Preeclampsia: ACOG Practice Bulletin,
Number 222. Obstetr Gynecol (2020) 135(6):e237–60. doi: 10.1097/
AOG.0000000000003891

20. Benedetti A, Abrahamowicz M. Using Generalized Additive Models to Reduce
Residual Confounding. Stat Med (2004) 23(24):3781–801. doi: 10.1002/
sim.2073

21. Wood SN. Stable and Efficient Multiple Smoothing Parameter Estimation for
Generalized Additive Models. J Am Stat Assoc (2004) 99(467):673–86. doi:
10.1198/016214504000000980

22. Ato Garcia M, Vallejo Seco G, Ato Lozano E. Classical and Causal Inference
Approaches to Statistical Mediation Analysis. Psicothema (2014) 26(2):252–9.
doi: 10.7334/psicothema2013.314

23. Knight BA, Shields BM, Hattersley AT, Vaidya B. Maternal Hypothyroxinaemia in
Pregnancy isAssociatedWithObesity andAdverseMaternalMetabolicParameters.
Eur J Endocrinol (2016) 174(1):51–7. doi: 10.1530/EJE-15-0866

24. Korevaar TIM, Medici M, Visser TJ, Peeters RP. Thyroid Disease in
Pregnancy: New Insights in Diagnosis and Clinical Management. Nat Rev
Endocrinol (2017) 13(10):610–22. doi: 10.1038/nrendo.2017.93

25. Visser WE, Peeters RP. Interpretation of Thyroid Function Tests During
Pregnancy. Best Pract Res Clin Endocrinol Metab (2020) 34(4):101431. doi:
10.1016/j.beem.2020.101431

26. Chen CM. Overview of Obesity in Mainland China. Obes Rev (2008) 9:14–21.
doi: 10.1111/j.1467-789X.2007.00433.x

27. Derakhshan A, Peeters RP, Taylor PN, Bliddal S, Carty DM, Meems M, et al.
Association of Maternal Thyroid Function With Birthweight: A Systematic
Review and Individual-Participant Data Meta-Analysis. Lancet Diabetes
Endocrinol (2020) 8(6):501–10. doi: 10.1016/S22138587(20)30061-9

28. Korevaar TI, Muetzel R, Medici M, Chaker L, Jaddoe VW, de Rijke YB, et al.
Association of Maternal Thyroid Function During Early Pregnancy With
Offspring IQ and Brain Morphology in Childhood: A Population-Based
Prospective Cohort Study. Lancet Diabetes Endocrinol (2016) 4(1):35–43.
doi: 10.1016/S2213-8587(15)00327-7

29. Kilby MD, Barber K, Hobbs E, Franklyn JA. Thyroid Hormone Action in the
Placenta. Placenta (2005) 26(2-3):105–13. doi: 10.1016/j.placenta.2004.08.004

30. AshoorG,MaizN,RotasM, JawdatF,NicolaidesKH.MaternalThyroidFunction
at 11-13Weeks of Gestation and Spontaneous PretermDelivery.Obstetr Gynecol
(2011) 117(2 Pt 1):293–8. doi: 10.1097/AOG.0b013e318205152c

31. Johns LE, Ferguson KK, McElrath TF, Mukherjee B, Seely EW, Meeker JD.
Longitudinal Profiles of Thyroid Hormone Parameters in Pregnancy and
Associations With Preterm Birth. PloS One (2017) 12(1):e0169542. doi:
10.1371/journal.pone.0169542

32. Chan SY, Vasilopoulou E, Kilby MD. The Role of the Placenta in Thyroid
Hormone Delivery to the Fetus. Nat Clin Pract Endocrinol Metab (2009) 5
(1):45–54. doi: 10.1038/ncpendmet1026

33. Thornton S, Baldwin PJ, Harris PA, Harding F, Davison JM, Baylis PH, et al.
The Role of Arginine Vasopressin in Human Labour: Functional Studies, Fetal
Production and Localisation of V1a Receptor mRNA. BJOG (2002) 109(1):57–
62. doi: 10.1111/j.1471-0528.2002.01132.x

34. Menon R, Boldogh I, Hawkins HK, Woodson M, Polettini J, Syed TA, et al.
Histological Evidence of Oxidative Stress and Premature Senescence in Preterm
Premature Rupture of theHuman FetalMembranes Recapitulated In Vitro.Am J
Pathol (2014) 184(6):1740–51. doi: 10.1016/j.ajpath.2014.02.011
Frontiers in Endocrinology | www.frontiersin.org 13
35. Gupta G, Sharma P, Kumar P, Itagappa M. Study on Subclinical
Hypothyroidism and its Association With Various Inflammatory Markers.
J Clin Diagn Res (2015) 9(11):Bc04–6. doi: 10.7860/JCDR/2015/14640.6806

36. Mancini A, Di Segni C, Raimondo S, Olivieri G, Silvestrini A, Meucci E, et al.
Thyroid Hormones, Oxidative Stress, and Inflammation. Mediators Inflamm
(2016) 2016:6757154. doi: 10.1155/2016/6757154

37. Barber KJ, Franklyn JA, McCabe CJ, Khanim FL, Bulmer JN, Whitley GS, et al.
The In Vitro Effects of Triiodothyronine on Epidermal Growth Factor-
Induced Trophoblast Function. J Clin Endocrinol Metab (2005) 90(3):1655–
61. doi: 10.1210/jc.2004-0785

38. Kim YM, Bujold E, Chaiworapongsa T, Gomez R, Yoon BH, Thaler HT, et al.
Failure of Physiologic Transformation of the Spiral Arteries in Patients With
Preterm Labor and Intact Membranes. Am J Obstet Gynecol (2003) 189
(4):1063–9. doi: 10.1067/S0002-9378(03)00838-X

39. Belkacemi L, Nelson DM, Desai M, Ross MG. Maternal Undernutrition
Influences Placental-Fetal Development. Biol Reprod (2010) 83(3):325–31.
doi: 10.1095/biolreprod.110.084517

40. Millar LK, Wing DA, Leung AS, Koonings PP, Montoro MN, Mestman JH.
Low Birth Weight and Preeclampsia in Pregnancies Complicated by
Hyperthyroidism. Obstetr Gynecol (1994) 84(6):946–9. doi: 10.1016/0020-
7292(95)94890-r

41. Männistö T, Mendola P, Grewal J, Xie Y, Chen Z, Laughon SK. Thyroid
Diseases and Adverse Pregnancy Outcomes in a Contemporary US Cohort.
J Clin Endocrinol Metab (2013) 98(7):2725–33. doi: 10.1210/jc.2012-4233

42. Aggarawal N, Suri V, Singla R, Chopra S, Sikka P, Shah VN, et al. Pregnancy
Outcome in Hyperthyroidism: A Case Control Study. Gynecol Obstetr Invest
(2014) 77(2):94–9. doi: 10.1159/000357615

43. Medici M, Korevaar TI, Schalekamp-Timmermans S, Gaillard R, de Rijke YB,
VisserWE, et al.Maternal Early-Pregnancy Thyroid Function isAssociatedWith
SubsequentHypertensiveDisorders of Pregnancy:TheGenerationRStudy. J Clin
Endocrinol Metab (2014) 99(12):E2591–8. doi: 10.1210/jc.2014-1505

44. Korevaar TI, Steegers EA, Chaker L, Medici M, Jaddoe VW, Visser TJ, et al.
The Risk of Preeclampsia According to High Thyroid Function in Pregnancy
Differs by hCG Concentration. J Clin Endocrinol Metab (2016) 101(12):5037–
43. doi: 10.1210/jc.2016-2397

45. Tian W, Yan W, Liu Y, Zhou F, Wang H, Sun W. The Status and Knowledge
of Iodine Among Pregnant Women in Shanghai. Biol Trace Elem Res (2021)
199(12):4489–97. doi: 10.1007/s12011-021-02587-4

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 Zhou, Liu, Zhang, Zhang, Wu and Fan. 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.
February 2022 | Volume 13 | Article 817595

https://doi.org/10.2337/dc11-S011
https://doi.org/10.1097/AOG.0000000000003891
https://doi.org/10.1097/AOG.0000000000003891
https://doi.org/10.1002/sim.2073
https://doi.org/10.1002/sim.2073
https://doi.org/10.1198/016214504000000980
https://doi.org/10.7334/psicothema2013.314
https://doi.org/10.1530/EJE-15-0866
https://doi.org/10.1038/nrendo.2017.93
https://doi.org/10.1016/j.beem.2020.101431
https://doi.org/10.1111/j.1467-789X.2007.00433.x
https://doi.org/10.1016/S22138587(20)30061-9
https://doi.org/10.1016/S2213-8587(15)00327-7
https://doi.org/10.1016/j.placenta.2004.08.004
https://doi.org/10.1097/AOG.0b013e318205152c
https://doi.org/10.1371/journal.pone.0169542
https://doi.org/10.1038/ncpendmet1026
https://doi.org/10.1111/j.1471-0528.2002.01132.x
https://doi.org/10.1016/j.ajpath.2014.02.011
https://doi.org/10.7860/JCDR/2015/14640.6806
https://doi.org/10.1155/2016/6757154
https://doi.org/10.1210/jc.2004-0785
https://doi.org/10.1067/S0002-9378(03)00838-X
https://doi.org/10.1095/biolreprod.110.084517
https://doi.org/10.1016/0020-7292(95)94890-r
https://doi.org/10.1016/0020-7292(95)94890-r
https://doi.org/10.1210/jc.2012-4233
https://doi.org/10.1159/000357615
https://doi.org/10.1210/jc.2014-1505
https://doi.org/10.1210/jc.2016-2397
https://doi.org/10.1007/s12011-021-02587-4
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles

	Identifying Non-Linear Association Between Maternal Free Thyroxine and Risk of Preterm Delivery by a Machine Learning Model
	Introduction
	Materials and Methods
	Study Population
	Data Collection and Measurement
	Diagnostic Criteria and Outcomes
	Statistical Analyses

	Results
	Population Characteristics
	Non-Linear Association of Maternal FT4 With Risk of PTD
	Both High and Low Levels of Maternal FT4 Were Associated With Increased Risk of PTD
	The Association Between Maternal Thyroid Test Abnormalities and Risk of PTD
	The Mediating Effect of HDP on the Association Between High FT4 or Overt Hyperthyroidism
	Subgroup and Sensitivity Analyses

	Discussion
	Data Availability Statement
	Author Contributions
	Funding
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


