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Abstract
Background The synergistic impact of isolate maternal hypothyroxinaemia (IMH) and other modulators on fetal 
growth outcomes is unknown. This study was aimed to determine whether third trimester IMH [free thyroxine level 
(FT4) below the the 5th percentile and thyroid stimulating hormone (TSH) between the 5th and 95th percentiles] and 
prenatal body mass index (BMI) jointly increase the risk of large for gestational age (LGA) deliveries.

Methods A retrospective analysis was conducted on 11,478 Chinese pregnant women with laboratory data 
(including thyroid hormone levels and routine biochemical tests) and hospitalization records from a specialized 
hospital.

Results The prevalence of obesity (BMI ≥ 30 kg/m2) and IMH was 20.1% (2312/11478) and 4.5% (519/11478), 
retrospectively. Women with obesity had a 6.96-fold greater risk of IMH (95% CI: 4.58, 10.58) and a 5.88-fold increased 
risk of LGA (95% CI: 4.87, 7.11) than those with normal weight (BMI < 25 kg/m2), while women with IMH had a 1.32-fold 
increased risk of LGA (95% CI: 1.05, 1.65) than euthyroid women. The positive associations of LGA risk with obesity and 
IMH remained robust in sensitivity analyses conducted among women aged < 35 years, primiparas, and those without 
pregnancy complications. Compared to euthyroid women with normal weight, women with obesity and IMH had 
a 7.60-fold higher risk of LGA (95% CI: 5.26, 10.97). Additionally, a significant interaction between BMI categories and 
IMH on LGA was observed (P < 0.013). Subgroup analyses validated this interaction among women with aged < 35 
years, multiparity, and non-pregnancy complications.

Conclusions Obesity and IMH in late pregnancy are both associated with an increased risk of LGA newborns, and 
their coexistence may further amplifies this risk; prenatal BMI and thyroid hormone levels could serve as potential 
indicators for identifying individuals at elevated LGA risk.
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Introduction
Birth weight is a key indicator of fetal growth and has 
long-term health implications, as highlighted by the 
developmental origins of health and disease theory [1]. 
Newborns classified as large for gestational age (LGA, 
> 90th percentile) or small for gestational age (SGA, 
< 10th percentile) face increased risks of adverse out-
comes [2, 3]. LGA infants are more prone to obesity, dia-
betes, cardiovascular issues, and certain cancers, while 
SGA infants are at higher risk of neurodevelopmental 
disorders, metabolic dysfunction, and hepatic tumors 
[4–6]. The prevalence of LGA has risen in developed 
countries, whereas SGA rates have increased in develop-
ing nations [2]. Interventions to prevent SGA and LGA 
are crucial for improving neonatal health and promoting 
socioeconomic development.

Thyroid hormones are vital for fetal development, 
especially before 20 weeks of gestation when the fetus 
depends on maternal thyroid hormones [7, 8]. Mater-
nal thyroid dysfunction, particularly isolated mater-
nal hypothyroxinemia (IMH), has garnered increasing 
attention due to its potential impact on fetal growth [9]. 
While overt maternal hyperthyroidism and hypothyroid-
ism are linked to low birth weight, the effects of IMH 
on birthweight remain controversial [10]. Most studies 
associate first- or second-trimester IMH with increased 
birthweight, macrosomia, or LGA [11–17], while a few 
suggest a link to lower birthweight (LBW) and SGA [18–
20]. Other studies find no significant correlation between 
IMH and fetal growth outcomes, underscoring the need 
for further research to clarify these relationships [21–27].

Given the critical role of maternal thyroid function in 
late pregnancy on fetal thyroid status, there is a pressing 
need for research focusing on isolated maternal hypo-
thyroxinemia (IMH) during this period [28]. This ret-
rospective study aimed to determine whether IMH in 
late pregnancy increases the prevalence of SGA or LGA 
newborns among Chinese women. Additionally, since 
maternal weight at delivery is a known determinant of 
fetal birth weight [29, 30], we explored the potential syn-
ergistic effects of IMH and prenatal body weight status 
on fetal growth outcomes.

Materials and methods
Data source and study design
Utilizing the comprehensive data repository sourced 
from Changzhou Maternal and Child Health Care Hospi-
tal, we performed this retrospective, observational cohort 
study. The research protocol was reviewed and approved 
by the Ethics Committee of the hospital, with approval 
number ZD201803. Given the anonymous nature of the 
data used in this study, the requirement for informed 
consent from individual participants was waived. The 
original database comprised 13,275 consecutive subjects 

who delivered babies in the hospital from the start of 
April 2016 to the end of March 2017. During this time-
frame, free thyroid testing (funded by the reagent sup-
plier and hospital research grants) was widely adopted by 
pregnant women admitted for delivery, enabling robust 
data collection. Outside this period, testing required fees, 
limiting accessibility. The 12-month window provided 
sufficient sample size to detect associations between IMH 
and LGA/SGA while minimizing seasonal variability in 
maternal behaviors. The following criteria were used for 
excluding participants from the final analysis: (i) history 
of pre-pregnancy illnesses that may modulate thyroid 
hormone levels and affect subsequent birth outcomes, 
including thyroid disease, chronic conditions (hyperten-
sion, heart, liver and kidney diseases), diabetes mellitus, 
syphilis and immune rheumatic disease; (ii) harmful hab-
its during pregnancy (smoking, drinking alcohol, and 
using illegal drugs); (iii) multiple pregnancy; (iv) failure of 
live birth; (v) absence of thyroid function assessment and 
height/weight measurement. A total of 1,797 participants 
who presented with a history of pre-pregnancy diseases 
(n = 488), plural gestations (n = 335), congenital malfor-
mations (n = 68), non-live birth (n = 28), and missing thy-
roid hormones levels and height/weight values (n = 878) 
were ultimately excluded from the current study (Fig. 1). 
Data regarding to maternal demographics and neonatal 
characteristics, such as maternal age, height, weight, par-
ity status, blood pressure (BP), medical history, harmful 
habits, pregnancy complications, fetal sex, gestational 
week at delivery, as well as birth length and weight of the 
neonates, were meticulously checked and retrieved from 
the hospital’s medical records. The results of thyroid 
function tests and other routine laboratory assessments 
conducted upon admission to the hospital were compre-
hensively reviewed and extracted from the hospital’s lab-
oratory information system.

Laboratory measurements and definition of thyroid 
function
Maternal blood samples were collected at the time of 
admission for hospital delivery and transferred to the 
laboratory for subsequent thyroid function testing and 
biochemical analysis. Serum free triiodothyronine (FT3), 
free thyroxin (FT4), thyroid-stimulating hormone (TSH) 
and thyroid peroxidase antibody (TPO-Ab) were assayed 
utilizing the electrochemiluminescence technique on an 
automated immunoassay analyzer (Cobas Elecsys 601, 
Roche Diagnostics, Switzerland). Routine measurements 
of serum liver and kidney function, as well as whole blood 
cell counts, were conducted utilizing advanced automatic 
analyzers and their respective, suitable reagents. For liver 
and kidney function evaluations, the AU5800 analyzer 
from Beckman Coulter Inc. (Japan) was employed, while 
for blood cell counts, the XN550 analyzer from Sysmex 
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Inc. (Japan) was utilized. Based on the manufacturer’s 
specifications, a TPO-Ab level exceeding 34.0 mIU/L 
was designated as positive. According to the percentiles 
distribution of FT4 and TSH levels among participants 
with negative TPO-Ab status, maternal thyroid function 
was categorized as follows: Euthyroid, normal TSH and 
FT4 (5th -95th percentiles); hypothyroxinaemia, normal 
TSH and low FT4 (< 5th percentile); hypothyroidism, 
normal/low FT4 FT4 and high TSH (> 95th percentile); 
hyperthyroxinaemia, normal TSH and high FT4; and 
hyperthyroidism, normal/high FT4 and low TSH. Due 
to the lack of manufacturer-provided trimester-specific 
reference ranges for TSH/FT4, we established regional 
thresholds using our laboratory’s pregnancy-specific thy-
roid hormone data. The 5th -95th percentile cutoffs were 
selected to align with current evidence and ensure com-
parability with prior studies, thereby supporting stan-
dardized clinical decisions [31], and to optimize clinical 
practicality. Narrower cutoffs (10th − 90th percentiles) 

risk overdiagnosing mild hypothyroxinemia in iodine-
sufficient populations, potentially leading to unneces-
sary interventions, while broader cutoffs (2.5th -97.5th 
percentiles) reduce sensitivity and increase the risk of 
missed diagnoses. By contrast, the 5th -95th percentiles 
strike a balance between specificity and sensitivity, mini-
mizing the misclassification of transient or subclinical 
deviations while effectively detecting clinically significant 
abnormalities.

Definitions of covariates and outcomes
Maternal age was dichotomized into two categories: 
≥35 years and < 35 years. Additionally, maternal pre-
natal body mass index (BMI) was stratified into three 
distinct groups: normal weight (BMI < 25  kg/m²), over-
weight (BMI ≥ 25  kg/m² and < 30  kg/m²), and obese 
(BMI ≥ 30  kg/m²) [32]. Pre-eclampsia (PE), pregnancy-
induced hypertension (PIH), gestational diabetes mellitus 
(GDM), and intrahepatic cholestasis of pregnancy (ICP) 

Fig. 1 Flow diagram
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were recognized as pivotal complications during gesta-
tion, with their diagnoses relying on well-established 
criteria outlined in a previous report [33]. The newborns 
were stratified into three categories based on their birth-
weight and gestational week, employing the methodology 
devised by Mikolajczyk: (i) SGA, identified by a birth-
weight falling below the 10th percentile of the gestational 
age-specific reference range within the study cohort; (ii) 
AGA, characterized by a birthweight lying within the 
10th to 90th percentile; (iii) LGA, designated by a birth-
weight exceeding the 90th percentile [2]. To establish 
reference percentiles, the cohort-specific mean birth-
weight (3513.8  g) and standard deviation (SD: 402.3  g) 
for term infants (40 weeks) were first calculated. The 
coefficient of variation (CV = 11.45%) was then derived 
as (SD/mean)×100. These parameters were input into a 
predefined Microsoft Excel algorithm (Web Appendix 2) 
[2], which generated continuous birthweight percentiles 
across gestational ages from 24 to 41 weeks, ensuring 
age-specific classification accuracy.

Statistical analysis
Data were presented as mean (standard deviation, SD) 
for continuous variables, and as frequency (percent-
age) for categorical variables. The pregnant women were 
stratified into three groups based on the categories of 
prenatal BMI at the time of admission. Difference across 
groups were tested by ANOVA/Kruskal Wallis tests for 
continuous variables, and Chi-square/Fisher’s exact tests 
for categorical variables. Spearman’s correlation test was 
employed to examine the relationships between mater-
nal BMI and thyroid hormone levels. Linear regression 
models, tailored for continuous variables, and logistic 
regression models, designed specifically for dichotomous 
outcomes, were applied to evaluate the associations of 
BMI (continuous and categorized) with thyroid hor-
mone levels and IMH. Furthermore, these models were 
leveraged to calculate both regression coefficients (β) 
and odds ratios (OR) to quantify the impact of various 
indexes (BMI, BMI categories and IMH) on birth length, 
birthweight, as well as SGA/LGA risk. To validate the 
robustness of the observed associations, sensitivity analy-
ses utilizing logistic regression models were conducted 
exclusively among participants without advanced age, 
multipara, or pregnancy complications. Adjusted covari-
ates in the regression analyses included maternal age, 
parity, blood pressure (BP), gestational week, assisted 
reproduction, pregnancy complications, fetal sex, and 
laboratory findings (routine blood tests, hepatic and renal 
function, FT3, and TPO-Ab status). Similarly, the ORs 
of LGA across each subgroup classified by BMI catego-
ries and euthyroid/IMH status were calculated, and their 
potential interactions were investigated. Additionally, 

these interactions were validated in subgroup analyses 
stratified by maternal clinical characteristics.

Statistical analyses were performed using R  (   h t t p : / / w w 
w . R - p r o j e c t . o r g     ) and Empower Stats (X&Y Solutions, Inc. 
Boston, Massachusetts), and statistical significance was 
determined by a P-value threshold of less than 0.05.

Results
Participants’ characteristics
The process of participants’ screening is depicted in 
Fig.  1. The final analysis comprised 11,478 consecutive 
subjects. Among these pregnant women, the mean (stan-
dard deviation, SD) age at the time of admission for labor 
was 28.6 (4.4) years old, with a majority of 6,903 individu-
als (60.1%) being primipara. The prevalence of pregnancy 
complications was 8.4% for GDM, 6.2% for ICP, 3.4% for 
PE, and 2.1% for PIH, respectively. In addition, 4.5% (519) 
of mothers were defined as IMH. Of the 11,478 singleton 
neonates, 15.5% (1781) were defined as LGA and 8.8% 
(1012) as SGA. The mean prenatal BMI in our study was 
27.3 (SD 3.4) kg/m2, with 20.1% (2312) being obesity.

The participants were assigned into three groups 
according to BMI categories (normal weight, overweight, 
and obesity, Table  1). A significant step-wise increase 
among BMI categories was observed in terms of mater-
nal age, blood pressure (BP), multipara rate, assisted 
reproduction rate, cesarean section rate, the prevalence 
of GDM, PE, and PIH, fetal birth length and weight, 
platelet counts, and the levels of hemoglobin and FT3. 
On the contrary, the opposite findings were detected in 
the variables of FT4, total bilirubin, direct bilirubin, total 
protein, and albumin. Notably, a positive relationship of 
BMI categories with IMH prevalence and the incidence 
of LGA deliveries was found (0.9% and 6.2% in normal 
weight group, and increased to 4.8% and 15.2% in over-
weight group, and 8.1% and 28.0% in obesity group). In 
addition, there was a negative relationship between BMI 
categories and SGA incidence (15.5% in normal weight 
group, and decreased to 7.3% and 4.5% in overweight and 
obesity groups).

Relationships of BMI with thyroid hormone levels and IMH
The distribution of thyroid hormone levels grouped by 
maternal TPO-Ab status is shown in Table S1. Among 
the 11,478 mothers with singleton, 5.6% (640), 4.5% (519), 
4.8% (547), 4.4% (501), and 4.8% (547) of mothers were 
defined as TPO-Ab positive, hypothyroxinaemia, hypo-
thyroidism, hyperthyroxinaemia, and hyperthyroidism, 
respectively. Spearman’s correlation analysis revealed sig-
nificant negative correlation of BMI with TSH (r = -0.044, 
P < 0.001) and FT4 (r = -0.279, P < 0.001) levels and posi-
tive correlation between BMI and FT3 levels (r = 0.169, 
P < 0.001) in late pregnancy. Regression coefficients for 
thyroid hormone levels associated with BMI categories 

http://www.R-project.org
http://www.R-project.org
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Table 1 Descriptive statistics for characteristics of the study population (n = 11,478)
Characteristics Normal weight (n = 2,863) Overweight (n = 6,303) Obesity (n = 2,312) P value
Age (years) 27.7 ± 4.0 28.8 ± 4.4 29.2 ± 4.7 < 0.001
 <35 2656 (92.8%) 5535 (87.8%) 1973 (85.3%) < 0.001
 ≥35 207 (7.2%) 768 (12.2%) 339 (14.7%)
Height (cm) 161.8 ± 4.6 161.6 ± 4.6 161.4 ± 4.6 0.001
Weight (kg) 61.4 ± 4.8 71.2 ± 5.4 84.4 ± 7.6 < 0.001
BMI (kg/m2) 23.4 ± 1.2 27.3 ± 1.4 32.4 ± 2.2 < 0.001
Systolic BP (mmHg) 118.5 ± 10.7 120.8 ± 11.6 124.6 ± 13.8 < 0.001
Diastolic BP (mmHg) 73.3 ± 7.6 74.4 ± 8.0 76.5 ± 9.4 < 0.001
Parity
 No child 1926 (67.3%) 3725 (59.1%) 1252 (54.2%) < 0.001
 ≥1 child 937 (32.7%) 2578 (40.9%) 1060 (45.8%)
Gestational age (week) 38.6 ± 1.8 38.8 ± 1.5 38.7 ± 1.6 0.010
Assisted reproduction 41 (1.4%) 144 (2.3%) 77 (3.3%) < 0.001
Delivery mode
 Vaginal delivery 1933 (67.5%) 3629 (57.6%) 1027 (44.4%) < 0.001
 Cesarean section 930 (32.5%) 2674 (42.4%) 1285 (55.6%)
PTB 241 (8.4%) 366 (5.8%) 149 (6.4%) < 0.001
Pregnancy complications
 GDM 174 (6.1%) 494 (7.8%) 295 (12.8%) < 0.001
 ICP 208 (7.3%) 371 (5.9%) 130 (5.6%) 0.018
 PE 38 (1.3%) 174 (2.8%) 180 (7.8%) < 0.001
 PIH 21 (0.7%) 112 (1.8%) 110 (4.8%) < 0.001
IMH 27 (0.9%) 305 (4.8%) 187 (8.1%) < 0.001
Neonatal sex
 Female 1370 (47.9%) 2948 (46.8%) 1093 (47.3%) 0.624
 Male 1493 (52.1%) 3355 (53.2%) 1219 (52.7%)
Neonatal birth height (cm) 49.6 ± 1.6 49.9 ± 1.2 50.0 ± 1.4 < 0.001
Neonatal birth weight (gram) 3159.3 ± 462.6 3368.5 ± 463.3 3517.9 ± 527.4 < 0.001
Weight for gestational age
 SGA 444 (15.5%) 463 (7.3%) 105 (4.5%) < 0.001
 AGA 2241 (78.3%) 4884 (77.5%) 1560 (67.5%)
 LGA 178 (6.2%) 956 (15.2%) 647 (28.0%)
Laboratory findings
 FT3 (pmol/L) 3.9 ± 0.6 4.1 ± 0.6 4.2 ± 0.6 < 0.001
 FT4 (pmol/L) 13.5 ± 1.9 12.6 ± 1.8 12.1 ± 1.9 < 0.001
 TSH (mIU/L) 3.1 ± 1.9 3.0 ± 1.7 3.9 ± 1.6 < 0.001
 TPO-Ab (mIU/L) 17.7 ± 34.1 17.3 ± 30.6 18.5 ± 33.9 0.191
 RBC (1012/L) 4.0 ± 0.4 4.0 ± 0.3 4.1 ± 0.4 < 0.001
 WBC (109/L) 8.7 ± 2.2 8.8 ± 2.2 8.8 ± 2.2 0.070
 Platelet (109/L) 197.0 ± 54.0 202.9 ± 55.5 209.6 ± 56.5 < 0.001
 Hemoglobin (g/L) 118.1 ± 11.8 118.7 ± 11.9 120.0 ± 11.7 < 0.001
 Total bilirubin (µmol/L) 8.2 ± 3.3 7.9 ± 2.9 7.5 ± 2.8 < 0.001
 Direct bilirubin (µmol/L) 1.7 ± 1.1 1.6 ± 1.0 1.5 ± 0.9 < 0.001
 ALT (U/L) 12.0 ± 16.2 11.2 ± 11.6 11.8 ± 15.0 0.041
 AST (U/L) 20.9 ± 12.2 19.7 ± 9.4 20.4 ± 28.6 0.003
 Total protein (g/L) 64.0 ± 4.5 63.6 ± 4.3 62.9 ± 4.2 < 0.001
 Albumin (g/L) 36.9 ± 2.5 36.5 ± 2.5 35.9 ± 2.5 < 0.001
 Urea nitrogen (mmol/L) 3.6 ± 1.0 3.5 ± 0.9 3.5 ± 0.9 0.310
 Creatinine (umol/L) 60.4 ± 8.8 60.2 ± 8.9 59.9 ± 9.6 0.142
BMI, body mass index; BP, blood pressure; PTB, preterm birth; GDM, gestational diabetes mellitus; ICP, intrahepatic cholestasis of pregnancy; PE, preeclampsia; 
PIH, pregnancy induced hypertension; IMH, isolated maternal hypothyroxinaemia; SGA/AGA/LGA, small/appropriate/large for gestational age; FT3, free 
triiodothyronine; FT4, free thyroxine; TSH, thyroid stimulating hormone; TPO-Ab, thyroid peroxidase antibody; RBC, red blood cells; WBC, white blood cells; ALT, 
alanine aminotransferase; AST, aspartate aminotransferase.
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are presented in Table 2. Adjusted linear regression mod-
els displayed that a 1-kg/m2 increase in BMI during late 
pregnancy was associated with a 0.13-pmol/L decrease 
in FT4 level (95% CI:−0.14,−0.12), a 0.03-mIU/L decrease 
in TSH level (95% CI:−0.04,−0.02), and a 0.02-pmol/L 
increase in FT3 level (95% CI: 0.02, 0.03). In comparison 
to women with a normal weight, overweight and obesity 
respectively exhibited decreased median levels of FT4 
by 0.79 (95% CI: -0.87, -0.71) pmol/L and 1.20 (95% CI: 
-1.31, -1.10) pmol/L and TSH by 0.11 (95% CI: -1.31, 
-1.10) mIU/L and 0.24 (95% CI: -0.34, -0.14) mIU/L and 
increased median levels of FT3 by 0.11 (95% CI: 0.08, 
0.13) pmol/L and 0.21 (95% CI: 0.18, 0.25) pmol/L (all 
P < 0.001). In addition, women with obesity had a remark-
ably higher risk of IMH compared to those of normal 

weight (crude OR: 8.48, 95% CI: 5.64, 12.75; adjusted OR: 
6.96, 95% CI: 4.58, 10.58).

Association of BMI and IMH with fetal growth and SGA/LGA 
risk
As shown in Table  3, maternal BMI in overweight and 
obese categories was associated with higher birth length 
and weight relative to normal-weight category with 
approximate mean increases of 0.14  cm (95% CI: 0.09, 
0.18) and 167.01 g (95% CI: 150.14, 183.88), and 0.30 cm 
(95% CI: 0.24, 0.36) and 323.96  g (95% CI: 1302.24, 
345.68), respectively. Obesity conferred an increased 
LGA risk and a decreased SGA risk relative to normal 
weight in both the unadjusted (OR for LGA: 5.80, 95% 
CI: 4.88, 6.89; OR for SGA: 0.26, 95% CI: 0.21, 0.33) and 
adjusted logistic regression models (OR for LGA: 5.88, 

Table 2 Association of BMI with thyroid hormone levels and IMH
FT3 (pmol/L) FT4 (pmol/L) TSH (mIU/L) IMH
β (95% CI) P value β (95% CI) P value β (95% CI) P value OR (95% CI) P value

Model 1
Normal weight 0 0 0 1
Overweight 0.11 (0.09, 0.14) < 0.001 -0.89 (-0.97, -0.81) < 0.001 -0.13 (-0.20, -0.05) 0.002 4.96 (3.34, 7.38) < 0.001
Obese 0.25 (0.21, 0.28) < 0.001 -1.37 (-1.47, -1.27) < 0.001 -0.24 (-0.34, -0.14) < 0.001 8.48 (5.64, 12.75) < 0.001
Per-1 kg/m2 increase 0.03 (0.02, 0.03) < 0.001 -0.15 (-0.16, -0.14) < 0.001 -0.03 (-0.04, -0.02) < 0.001 1.16 (1.13, 1.18) < 0.001
Model 2
Normal weight 0 0 0 1
Overweight 0.11 (0.08, 0.13) < 0.001 -0.79 (-0.87, -0.71) < 0.001 -0.11 (-0.19, -0.03) 0.005 4.63 (3.10, 6.91) < 0.001
Obese 0.21 (0.18, 0.25) < 0.001 -1.20 (-1.31, -1.10) < 0.001 -0.24 (-0.34, -0.14) < 0.001 6.96 (4.58, 10.58) < 0.001
Per-1 kg/m2 increase 0.02 (0.02, 0.03) < 0.001 -0.13 (-0.14, -0.12) < 0.001 -0.03 (-0.04, -0.02) < 0.001 1.13 (1.10, 1.16) < 0.001
Model 1 was unadjusted. Model 2 was adjusted for age, parity, BP, gestational age, assisted reproduction, pregnancy complications, and laboratory findings 
(WBC, RBC, platelet, hemoglobin, hepatic and renal function, and TPO-Ab status). BMI, body mass index; IMH, isolated maternal hypothyroxinaemia; FT3, free 
triiodothyronine; FT4, free thyroxine; TSH, thyroid stimulating hormone; CI, confidence interval; OR, odds ratio; RBC, red blood cell; WBC, white blood cell; TPO-Ab, 
thyroid peroxidase antibody.

Table 3 Association of BMI and IMH with fetal growth and SGA/LGA risk
Birth length Birth weight SGA LGA
β (95% CI) P value β (95% CI) P value OR (95% CI) P value OR (95% CI) P value

Model 1
Normal weight 0 0 1 1
Overweight 0.26 (0.20, 0.32) < 0.001 212.91 (192.16, 233.67) < 0.001 0.44 (0.38, 0.50) < 0.001 2.74 (2.33, 3.22) < 0.001
Obese 0.39 (0.31, 0.46) < 0.001 360.26 (334.52, 386.00) < 0.001 0.26 (0.21, 0.33) < 0.001 5.80 (4.88, 6.89) < 0.001
Per-1 kg/m2 increase 0.04 (0.03, 0.05) < 0.001 39.45 (36.92, 41.98) < 0.001 0.84 (0.82, 0.86) < 0.001 1.18 (1.17, 1.20) < 0.001
Euthyroid 0 0 1 1
IMH 0.01 (-0.11, 0.14) 0.839 43.54 (0.15, 86.93) 0.049 0.90 (0.65, 1.24) 0.516 1.41 (1.14, 1.76) 0.002
Model 2
Normal weight 0 0 1 1
Overweight 0.14 (0.09, 0.18) < 0.001 167.01 (150.14, 183.88) < 0.001 0.40 (0.35, 0.47) < 0.001 2.67 (2.24, 3.17) < 0.001
Obese 0.30 (0.24, 0.36) < 0.001 323.96 (302.24, 345.68) < 0.001 0.19 (0.15, 0.25) < 0.001 5.88 (4.87, 7.11) < 0.001
Per-1 kg/m2 increase 0.04 (0.03, 0.04) < 0.001 37.79 (35.63, 39.95) < 0.001 0.81 (0.79, 0.83) < 0.001 1.20 (1.18, 1.22) < 0.001
Euthyroid 0 0 1 1
IMH 0.10 (-0.00, 0.19) 0.052 53.29 (18.89, 87.69) 0.002 0.79 (0.56, 1.11) 0.169 1.32 (1.05, 1.65) 0.019
Model 1 was unadjusted. Model 2 was adjusted for age, parity, BP, gestational age, assisted reproduction, pregnancy complications, neonatal sex, and laboratory 
findings (WBC, RBC, platelet, hemoglobin, hepatic and renal function, FT3, and TPO-Ab status). BMI, body mass index; IMH, isolated maternal hypothyroxinaemia; 
SGA/LGA, small/large for gestational age; CI, confidence interval; OR, odds ratio; RBC, red blood cell; WBC, white blood cell; FT3, free triiodothyronine; TPO-Ab, 
thyroid peroxidase antibody.
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95% CI: 4.87, 7.11; OR for SGA: 0.19, 95% CI: 0.15, 0.25). 
Additionally, IMH also increased the birthweight (crude 
β: 43.54, 95% CI: 0.15, 86.93; adjusted β: 53.29, 95% CI: 
18.89, 87.69) and was positively associated with LGA risk 
(crude OR: 1.41, 95% CI: 1.14, 1.76; adjusted OR: 1.32, 
95% CI:1.05, 1.65). The robustness of these associations 
were demonstrated in sensitivity analyses among the par-
ticipants with non-advanced age (Table S2), primipara 
(Table S3), and non-pregnancy complications (Table S4).

Joint effect of obesity and IMH on LGA risk
Table  4 presents the modified effects of BMI categories 
on the association between IMH and LGA risk. The 
lowest prevalence of LGA (6.5%) was observed in par-
ticipants with normal weight and euthyroid, whereas the 
highest prevalence (34.2%) was observed in those with 
obesity and IMH, representing a 7.6-fold increase in LGA 

risk (adjusted OR: 7.60; 95% CI: 5.26, 10.97). Interaction 
tests between BMI categories and IMH on LGA yielded 
statistically significant results (crude P for interaction: 
0.009; adjusted P for interaction: 0.013). In addition, con-
sistent interactions were detected in these subgroups 
(non-advanced age, multipara, and non-pregnancy com-
plications; Table 5).

Discussion
Main findings
To the best of our knowledge, this is the largest ret-
rospective study to date, revealing a significant link 
between prenatal BMI, thyroid hormone, and the risk 
of LGA deliveries. We observed a positive relationship 
between BMI categories (normal weight, overweight, 
and obesity) and the incidence of IMH, which was 0.9% 
in normal weight, and increased to 4.8% in overweight 

Table 4  Modification effect of BMI on associations between IMH and LGA neonates
Euthyroid IMH Crude P value a

for Interaction
Adjusted b P value a

for InteractionTotal LGA (%) Total LGA (%) OR (95% CI) P value OR (95%CI) P value
Normal weight 2275 147 (6.5%) 27 5 (18.5%) 3.29 (1.23, 8.81) 0.018 2.86 (1.01, 8.12) 0.048
Overweight 5179 794 (15.3%) 305 38 (12.5%) 2.06 (1.41, 3.01) < 0.001 2.00 (1.36, 2.96) < 0.001
Obese 1859 512 (27.5%) 187 64 (34.2%) 7.53 (5.33, 10.64) < 0.001 0.009 7.60 (5.26, 10.97) < 0.001 0.013
a Interaction test for BMI (normal weight vs. Overweight/obese) and IMH (euthyroid vs. IMH) on LGA risk. b Adjusted for adjusted for age, parity, BP, gestational age, 
assisted reproduction, pregnancy complications, neonatal sex, and laboratory findings (WBC, RBC, platelet, hemoglobin, hepatic and renal function, FT3, and TPO-
Ab status). BMI, body mass index; IMH, isolated maternal hypothyroxinaemia; LGA, large for gestational age; CI, confidence interval; OR, odds ratio; RBC, red blood 
cell; WBC, white blood cell; FT3, free triiodothyronine; TPO-Ab, thyroid peroxidase antibody.

Table 5 Subgroup analysis of modified effect of BMI on associations between IMH and LGA neonates
Euthyroid IMH Crude P value a

for Interaction
Adjusted b P value a

for InteractionTotal LGA (%) Total LGA (%) OR (95% CI) P value OR (95%CI) P value
Age < 35 years
Normal weight 2101 131 (6.2%) 22 4 (18.2%) 3.34 (1.11, 10.02) 0.031 3.59 (1.17, 11.07) 0.026
Overweight 4566 649 (14.2%) 251 28 (11.2%) 1.89 (1.23, 2.91) 0.004 1.96 (1.26, 3.05) < 0.001
Obese 1581 411 (26.0%) 153 51 (33.3%) 7.52 (5.14, 10.99) < 0.001 0.013 7.78 (5.19, 11.66) < 0.001 0.015
Age ≥ 35 years
Normal weight 174 16 (9.2%) 5 1 (20.0%) 2.47 (0.26, 23.44) 0.431 1.72 (0.16, 19.05) 0.658
Overweight 613 145 (23.7%) 54 10 (18.5%) 2.24 (0.95, 5.29) 0.065 2.66 (1.09, 6.45) 0.031
Obese 278 101 (36.3%) 34 13 (38.2%) 6.11 (2.58, 14.47) < 0.001 0.547 7.60 (3.04, 19.04) < 0.001 0.661
Primipara
Normal weight 1513 70 (4.6%) 16 1 (6.2%) 1.37 (0.18, 10.55) 0.760 1.51 (0.19, 11.77) 0.694
Overweight 3045 353 (11.6%) 188 22 (11.7%) 2.73 (1.65, 4.53) < 0.001 2.74 (1.63, 4.59) < 0.001
Obese 999 239 (23.9%) 103 29 (28.2%) 8.08 (4.94, 13.21) < 0.001 0.801 7.50 (4.46, 12.62) < 0.001 0.877
Multipara
Normal weight 762 77 (10.1%) 11 4 (36.4%) 5.08 (1.46, 17.76) 0.011 4.11 (1.12, 15.12) 0.033
Overweight 2134 441 (20.7%) 117 16 (13.7%) 1.41 (0.79, 2.51) 0.244 1.29 (0.71, 2.32) 0.405
Obese 860 273 (31.7%) 84 35 (41.7%) 6.35 (3.88, 10.41) < 0.001 0.002 6.45 (3.83, 10.88) < 0.001 0.003
NPC
Normal weight 1952 123 (6.3%) 23 5 (21.7%) 4.13 (1.51, 11.31) 0.006 3.97 (1.36, 11.63) 0.012
Overweight 4324 633 (14.6%) 248 29 (11.7%) 1.97 (1.28, 3.02) 0.002 1.98 (1.27, 3.07) 0.002
Obese 1387 345 (24.9%) 123 42 (34.1%) 7.71 (5.09, 11.68) < 0.001 0.003 7.63 (4.93, 11.82) < 0.001 0.006
a Interaction test for BMI (normal weight vs. Overweight/obese) and IMH (euthyroid vs. IMH) on LGA risk. b Adjusted for adjusted for age, parity, BP, gestational age, 
assisted reproduction, pregnancy complications, neonatal sex, and laboratory findings (WBC, RBC, platelet, hemoglobin, hepatic and renal function, FT3, and TPO-
Ab status). BMI, body mass index; IMH, isolated maternal hypothyroxinaemia; LGA, large for gestational age; NPC, non-pregnancy complications; CI, confidence 
interval; OR, odds ratio; RBC, red blood cell; WBC, white blood cell; FT3, free triiodothyronine; TPO-Ab, thyroid peroxidase antibody.
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and 8.1% in obesity. With the elevation of BMI categories, 
FT3 increased by 0.11 and 0.21 pmol/L, FT4 decreased 
by 0.79 and 1.20 pmol/L. Additionally, there were signifi-
cant differences in the risk of LGA deliveries across sub-
groups classified by BMI categories and euthyroid/IMH 
status. The lowest incidence of LGA (6.5%) was found 
in the subgroup with low BMI category (normal weight) 
and euthyroid, whereas the highest incidence (34.2%) was 
observed in the subgroup with high BMI category (obe-
sity) and IMH, representing that the absolute risk of LGA 
increased by 27.8% and the OR increased by 7.6-fold 
(95% CI: 5.26, 10.97; P for interaction = 0.013). A similar 
interaction was validated in participants with non-advan-
tage age, multipara, and non-pregnancy complications. 
Taken together, these findings indicated that women with 
obesity and IMH in late pregnancy had a higher risk of 
LGA, emphasizing the importance of tailored clinical set-
tings and management for them.

Interpretation
Previous epidemiological investigations have examined 
potential alterations in birth weight associated with 
IMH. Su et al. found that newborns born to mothers with 
IMH during the initial 20 weeks of pregnancy are at an 
increased risk of SGA (adjusted OR: 3.55) among 1,017 
Chinese women [18]. Nazarpour et al. and Sankoda et al. 
also observed an increased likelihood of LBW (adjusted 
OR = 2.53) in 1,843 Iranian women and of SGA (adjusted 
OR = 12.51) in 1,105 Japanese women, respectively, who 
were identified as IMH during early pregnancy [19, 20]. 
By contrast, Cleary-Goldman et al. showed that IMH 
during the first trimester is associated with macrosomia 
(adjusted OR = 1.97) among 10,990 American women 
[11]. Evidence from van Mil et al. also indicated that IMH 
in the first trimester is associated with increased head 
sizes (β = 1.38) among fetuses and infants of 4,894 Dutch 
women [34]. In Spain, León et al. showed that IMH 
before 13 weeks of gestation contributes to higher birth-
weight (β = 109) among 2,644 participants [12]. In China, 
Zhu et al. and Gong et al. observed an increased risk of 
LGA (adjusted OR = 2.08) and macrosomia (adjusted 
OR = 1.94) among IMH women in the second trimester 
(rather than the first trimester), identified from 2,999 
participants in Anhui and 3,398 participants in Liaon-
ing, respectively [13, 14]. Additionally, Liu et al., Du 
et al., and Li et al. also found that first-trimester IMH, 
identified from studies involving 34,930 participants in 
Shanghai, 1,236 participants in Beijing, and 7,051 par-
ticipants in Guangdong, is independently associated with 
an increased risk of macrosomia (with ORs of 2.48 and 
3.89, respectively) and LGA (adjusted OR = 1.27) [15–17]. 
Our hospital-based observational study demonstrated 
that IMH during late pregnancy is associated with both 
higher birthweight (β = 53) and an increased risk of LGA 

(adjusted OR = 1.32) compared with those in the context 
of euthyroidism among 11,478 consecutive participants 
in Jiangsu, China. This finding is in agreement with the 
prior reports and recent meta-analyses [10, 35, 36]. How-
ever, Casey et al. in the USA, Hamm et al. in Canada, and 
Ong et al. in Australia reported that IMH during early 
pregnancy has no adverse impact on fetal growth (SGA) 
and pregnancy outcomes among 17,298 participants, 879 
participants, and 2,411 participants, respectively [21–
23]. Furthermore, four studies conducted in China have 
revealed no significant correlation between IMH occur-
ring either during the first and second trimesters or in the 
third trimester and adverse fetal growth outcomes such 
as LBW or SGA, macrosomia, or LGA [24–27]. At pres-
ent, existing studies that examine the association between 
IMH and fetal growth outcomes may not yield consistent 
conclusions [37]. This discrepancy may be attributed to 
differences in study design (prospective vs. retrospec-
tive), study location (as an indicator for race/ethnicity 
and iodine status), sample size (ranging from hundreds 
to tens of thousands), cut-off values (FT4 < 2.5th percen-
tile vs. FT4 < 5th percentile vs. FT4 < 10th percentile) and 
gestational age (first trimester vs. second trimester vs. 
third trimester) for identifying IMH, maternal TPO-Ab 
status, and the control for potential confounders includ-
ing maternal age, BMI, gestational weight gain (GWG), 
pregnancy complications, and iodine status [37]. In addi-
tion, maternal TSH reference intervals vary across differ-
ent ethnic populations during pregnancy, with over 90% 
of post-2005 studies reporting upper limits exceeding 
fixed cut-offs by 0.13–2.17 mU/L [31]. The 2017 guide-
lines of the American Thyroid Association (ATA) rec-
ommend using pregnancy-specific, population-based 
reference ranges or, if unavailable, an adjusted upper 
limit (4 mIU/L) [38]. In our study, the group with obe-
sity exhibited significantly higher mean TSH levels (3.9 
mIU/L), approaching the ATA-recommended threshold 
(4 mIU/L), and lower mean FT4 levels, which may con-
tribute to elevated IMH prevalence and subsequent LGA 
risk in this population.

Obesity has emerged as a global epidemic, with its 
prevalence rising dramatically worldwide. Prior research 
indicates that elevated BMI may serve as a proxy for 
IMH in pregnancy, and individuals with high BMI during 
early pregnancy demonstrate an increased risk of devel-
oping IMH [39–42]. The current study further revealed 
that the incidence of IMH among individuals with over-
weight or obesity during late pregnancy was significantly 
higher compared to those with normal weight (0.9% in 
normal weight vs. 4.8% in overweight vs. 8.1% in obe-
sity), with relative risks increasing by 4.63-fold and 6.96-
fold, respectively. Additionally, our findings suggest that 
maternal obesity is associated with reduced serum FT4 
levels (β = -1.20) and elevated serum FT3 levels (β = 0.21). 
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This phenomenon may be explained by the adaptive 
response of obesity stimulating peripheral deiodinase 
activity to enhance energy expenditure, thereby pro-
moting the conversion of FT4 to FT3 [43]. Furthermore, 
studies by Li et al. and Liu et al. demonstrate that pre-
pregnancy overweight or obesity is not only more preva-
lent among individuals with IMH but also independently 
associated with IMH development during pregnancy 
[17, 44]. A large-scale prospective cohort study of 34,930 
pregnant women in China revealed a significant syner-
gistic interaction between prepregnancy overweight/
obesity and first-trimester IMH regarding macrosomia 
risk (adjusted OR = 1.65 for prepregnancy overweight/
obesity; adjusted OR = 2.48 for IMH; adjusted OR = 5.26 
for coexisting IMH and prepregnancy overweight/obe-
sity) [15]. The present study provides further evidence 
that prenatal overweight/obesity, when coexisting with 
third-trimester IMH, may synergistically elevate the risk 
of LGA infants. Specifically, the adjusted ORs were 5.88 
for prenatal overweight/obesity, 1.32 for third-trimes-
ter IMH, and 7.60 when both conditions were present. 
Based on the aforementioned findings and our results, 
we propose a hypothesis that that both pre-pregnancy 
BMI and prenatal BMI (shaped by GWG) interact with 
IMH at various gestational stages, thereby multiplica-
tively increasing the risk of LGA newborns. The identi-
fication of stage-specific synergistic interactions between 
maternal obesity (prepregnancy or prenatal) and IMH 
carries profound clinical implications for antenatal care: 
(1) stratified risk screening and prevention; (2) interven-
tion timing and modalities; (3) multidisciplinary care 
models; (4) patient education; and (5) policy and guide-
line revisions. By adopting a time-sensitive, stratified care 
approach that includes early thyroid optimization for 
pre-pregnancy obesity and late metabolic surveillance for 
prenatal obesity, clinicians can disrupt the multiplicative 
risk pathways.

The direct mechanisms by which IMH and prenatal 
obesity may potentially impact LGA, as well as the com-
bined additive effect of these two unfavorable conditions 
on LGA, remain elusive. However, these mechanisms 
might serve as plausible explanations. On the one hand, 
thyroid hormones are essential for maintaining the deli-
cate balance between the catabolic breakdown and ana-
bolic synthesis of glucose, fat, and protein, and they also 
have the potential to directly modulate insulin secretion 
and its sensitivity, thereby significantly affecting overall 
metabolic processes [45]. Lower FT4 levels, the primary 
manifestation of IMH, may be linked to higher circulat-
ing glucose concentrations, leading to an increased glu-
cose transfer from the placenta to the fetus and thereby 
contributing to fetal weight gain through continuous 
nutrient accumulation [46]. On the other hand, previous 
study has show that elevated maternal BMI may promote 

placental growth and result in an expanded placental sur-
face, facilitating greater nutrient transfer [47]. Maternal 
overweight or obesity could contribute to increased lev-
els of glucose, fatty acids, andamino acids in pregnancy, 
enabling them to be passed across the placenta to the 
fetus on a more regular basis [48, 49]. These phenomena 
may lead to excessive fetal nutrition and elevated syn-
thesis of insulin and insulin-like growth factors, together 
with insulin resistance and GDM, thereby enhancing the 
possibility of fetal overgrowth [50]. In general, both IMH 
and prenatal obesity in pregnant individuals might affect 
the risk of LGA by altering the intrauterine nutritional 
environment through the regulation of growth-promot-
ing hormone levels, their sensitivity, and fetal nutrient 
uptake [15]. Moreover, prenatal obesity has the potential 
to predispose individuals to IMH, ultimately leading to a 
cumulative impact on the risk of LGA. Consequently, the 
synergistic effect of IMH and prenatal obesity on LGA is 
biologically reasonable.

Strengths and limitations
Our results enrich the literature concerning the adverse 
impact of prenatal obesity on thyroid hormone levels, 
which might contribute to an increased risk for fetal 
impairment linked to IMH and LGA. This retrospec-
tive analysis of a vast sample size drawn from real-world 
data empowered us to take into consideration major 
confounders, including maternal demographic charac-
teristics and routine laboratory findings. Importantly, 
we considered maternal pregnancy complications and 
TPO-Ab status. Additionally, we carried out multiple 
sensitivity analyses and subgroup analyses in this study 
to guarantee the reliability of the findings. For instance, 
GDM, a prevalent pregnancy complication, plays a signif-
icant role in the pathogenesis of LGA infants, and women 
with obesity are at a higher risk of developing GDM. 
Although subgroup and sensitivity analyses were con-
ducted among women without pregnancy complications, 
the potential influence of GDM cannot be overlooked 
when evaluating the combined effects of obesity and 
IMH on LGA. Finally, to the best of our knowledge, this 
is the first study to focus on antenatal obesity and IMH, 
with interaction, on the risk of LGA deliveries in Chi-
nese women. However, the following limitations should 
be mentioned: First, given the retrospective and observa-
tional nature of this study, we are unable to definitively 
establish the precise causal relationship. Second, as is the 
case with all retrospective observational studies, despite 
adjustments made for known potential confounders, such 
as maternal factors and laboratory results, the possibility 
of unadjusted or unmeasured confounders (e.g., preges-
tational BMI and GWG) remains. For example, our study 
lacked data on iodine concentrations and thyroid medi-
cation during pregnancy, which could potentially impact 
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our results. Notably, Changzhou is an iodine-sufficient 
area, and Chinese pregnant women generally maintain 
adequate iodine intake due to the implementation of 
a salt iodization program since 1996 [51]. Third, in this 
study, thyroid hormone levels were measured only once 
late in pregnancy, whereas the regulation of fetal growth 
occurs throughout the entire gestation period. Finally, 
this single-institution, retrospective analysis uncovers an 
association within the Chinese population, but its gener-
alizability to other centers and populations remains to be 
confirmed.

Conclusion
In a cohort of Chinese pregnant women from a large ter-
tiary hospital, we observed that the subgroup with obe-
sity and IMH in late pregnancy demonstrated an elevated 
likelihood of delivering LGA newborns. If validated, these 
findings may have important public health and clinical 
relevance, particularly given the growing global focus on 
LGA-related health outcomes. Our results suggest that 
integrating BMI evaluation with thyroid hormone profil-
ing may assist in identifying individuals at higher risk of 
LGA deliveries.

Abbreviations
IMH  Isolate maternal hypothyroxinaemia
SGA/AGA/LGA  Small/appropriate/large for gestational age
BMI  Body mass index
BP  Blood pressure
GDM  Gestational diabetes mellitus
ICP  Intrahepatic cholestasis of pregnancy
PE  Preeclampsia
PIH  Pregnancy-induced hypertension
PTB  Preterm birth
FT3  Free triiodothyronine
FT4  Free thyroxine
TSH  Thyroid stimulating hormone
TPO-Ab  Thyroid peroxidase antibody
RBC  Red blood cells
WBC  White blood cells
ALT  Alanine aminotransferase
AST  Aspartate aminotransferase
SD  Standard deviation
IQR  Interquartile range
CI  Confidence interval
OR  Odds ratio

Supplementary Information
The online version contains supplementary material available at  h t t p  s : /  / d o i  . o  r 
g /  1 0 .  1 1 8 6  / s  1 2 9 5 8 - 0 2 5 - 0 1 3 9 4 - z.

Supplementary Material 1

Acknowledgements
We thank all participants of this study and the staff of laboratory and medical 
record section from Changzhou maternal and child health care hospital for 
their technical assistance and information service.

Author contributions
BZ and XY conceived and designed this study. X Y wrote the manuscript. 
SX collected the data. ZZ and YZ analyzed and interpreted data. All authors 
reviewed and approved the final manuscript.

Funding
This research received grants from General project of Jiangsu Provincial Health 
Commission (H2023131), Changzhou Medical Center of Nanjing Medical 
University (CMCC202219), Changzhou Key Laboratory of Maternal and Child 
Health Medicine (Grant No. CM20240013), Top Talent of Changzhou “The 14th 
Five-Year Plan” High-Level Health Talents Training Project, and Changzhou 
Applied Basic Research Project (CJ20230078).

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study protocol was approved by the Ethical Committee of Changzhou 
Maternal and Child Health Care Hospital (ZD201803). Due to anonymous data 
recorded in the present study, the requirements for written informed consent 
were waived by the Ethical Committee of Changzhou Maternal and Child 
Health Care Hospital. All methods in this study were carried out in accordance 
with relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Clinical trial number
Not applicable.

Received: 6 January 2025 / Accepted: 8 April 2025

References
1. Hoffman DJ, Powell TL, Barrett ES, Hardy DB. Developmental origins of meta-

bolic diseases. Physiol Rev. 2021;101(3):739–95.
2. Mikolajczyk RT, Zhang J, Betran AP, Souza JP, Mori R, Gülmezoglu AM, et 

al. A global reference for fetal-weight and birthweight percentiles. Lancet. 
2011;377(9780):1855–61.

3. Prinz N, Putri RR, Reinehr T, Danielsson P, Weghuber D, Norman M, et al. The 
association between perinatal factors and cardiometabolic risk factors in 
children and adolescents with overweight or obesity: A retrospective two-
cohort study. PLoS Med. 2023;20(1):e1004165.

4. Zhang Y, Liu P, Zhou W, Hu J, Cui L, Chen ZJ. Association of large for gesta-
tional age with cardiovascular metabolic risks: a systematic review and meta-
analysis. Obes (Silver Spring). 2023;31(5):1255–69.

5. Hoang TT, Schraw JM, Peckham-Gregory EC, Scheurer ME, Lupo PJ. Fetal 
growth and pediatric cancer: A pan-cancer analysis in 7000 cases and 37 000 
controls. Int J Cancer. 2024;154(1):41–52.  h t t p s :   /  / d o  i .  o r  g  /  1 0  . 1 0   0 2  /  i j c . 3 4 6 8 3. 
Epub 2023 Aug 9. PMID: 37555673.

6. Ashorn P, Ashorn U, Muthiani Y, Aboubaker S, Askari S, Bahl R, UNICEF–WHO 
Low Birthweight Estimates Group, et al. Small vulnerable newborns-big 
potential for impact. Lancet. 2023;401(10389):1692–706.

7. Björnholm L, Orell O, Kerkelä M, Honka U, Laasonen S, Riekki T, et al. Maternal 
thyroid function during pregnancy and offspring white matter micro-
structure in early adulthood: A prospective birth cohort study. Thyroid. 
2023;33(10):1245–54.

8. Korevaar TIM, Tiemeier H, Peeters RP. Clinical associations of maternal thyroid 
function with foetal brain development: epidemiological interpretation and 
overview of available evidence. Clin Endocrinol (Oxf ). 2018;89(2):129–38.

9. Lee SY, Pearce EN. Testing, monitoring, and treatment of thyroid dysfunction 
in pregnancy. J Clin Endocrinol Metab. 2021;106(3):883–92.

https://doi.org/10.1186/s12958-025-01394-z
https://doi.org/10.1186/s12958-025-01394-z
https://doi.org/10.1002/ijc.34683


Page 11 of 11Zhang et al. Reproductive Biology and Endocrinology           (2025) 23:60 

10. 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 Endo-
crinol. 2020;8(6):501–10.

11. Cleary-Goldman J, Malone FD, Lambert-Messerlian G, Sullivan L, Canick J, Por-
ter TF, et al. Maternal thyroid hypofunction and pregnancy outcome. Obstet 
Gynecol. 2008;112(1):85–92.

12. León G, Murcia M, Rebagliato M, Álvarez-Pedrerol M, Castilla AM, Basterrechea 
M, Iñiguez C, et al. Maternal thyroid dysfunction during gestation, preterm 
delivery, and birthweight. The infancia y medio ambiente cohort, Spain. 
Paediatr Perinat Epidemiol. 2015;29(2):113–22.

13. Zhu YD, Han Y, Huang K, Zhu BB, Yan SQ, Ge X, et al. The impact of isolated 
maternal hypothyroxinaemia on the incidence of large-for-gestational-age 
infants: the Ma’anshan birth cohort study. BJOG. 2018;125(9):1118–25.

14. 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.

15. Liu Y, Guo F, Zhou Y, Yang X, Zhang Y, Fan J. The interactive effect of pre-
pregnancy overweight/obesity and isolated maternal hypothyroxinemia on 
macrosomia. J Clin Endocrinol Metab. 2021;106(7):e2639–46.

16. Du J, Ji L, Zhang X, Yuan N, Sun J, Zhao D. Maternal isolated hypothyrox-
inemia in the first trimester is not associated with adverse pregnancy 
outcomes, except for macrosomia: a prospective cohort study in China. Front 
Endocrinol (Lausanne). 2023;14:1309787.

17. Li P, Cui J, Li L, Chen X, Ouyang L, Fan J, et al. Association between isolated 
maternal hypothyroxinemia during the first trimester and adverse pregnancy 
outcomes in Southern Chinese women: a retrospective study of 7051 cases. 
BMC Pregnancy Childbirth. 2022;22(1):866.

18. Su PY, Huang K, Hao JH, Xu YQ, Yan SQ, Li T, et al. Maternal thyroid function 
in the first Twenty weeks of pregnancy and subsequent fetal and infant 
development: a prospective population-based cohort study in China. J Clin 
Endocrinol Metab. 2011;96(10):3234–41.

19. Nazarpour S, Ramezani Tehrani F, Rahmati M, Amiri M, Azizi F. Effects of 
isolated maternal hypothyroxinemia on adverse pregnancy outcomes. Arch 
Gynecol Obstet. 2022;305(4):903–11.

20. Sankoda A, Arata N, Sato S, Umehara N, Morisaki N, Ito Y, et al. Association of 
isolated hypothyroxinemia and subclinical hypothyroidism with birthweight: 
A cohort study in Japan. J Endocr Soc. 2023;7(5):bvad045.

21. Casey BM, Dashe JS, Spong CY, McIntire DD, Leveno KJ, Cunningham GF. 
Perinatal significance of isolated maternal hypothyroxinemia identified in the 
first half of pregnancy. Obstet Gynecol. 2007;109(5):1129–35.

22. Hamm MP, Cherry NM, Martin JW, Bamforth F, Burstyn I. The impact of iso-
lated maternal hypothyroxinemia on perinatal morbidity. J Obstet Gynaecol 
Can. 2009;31(11):1015–21.

23. Ong GS, Hadlow NC, Brown SJ, Lim EM, Walsh JP. Does the thyroid-stimulat-
ing hormone measured concurrently with first trimester biochemical screen-
ing tests predict adverse pregnancy outcomes occurring after 20 weeks 
gestation? J Clin Endocrinol Metab. 2014;99(12):E2668–72.

24. Su X, Zhao Y, Cao Z, Yang Y, Duan T, Hua J. Association between isolated 
hypothyroxinaemia in early pregnancy and perinatal outcomes. Endocr Con-
nect. 2019;8(4):435–41.

25. Chen L, Yang H, Ye E, Lin Z, Peng M, Lin H, et al. Insignificant effect of isolated 
hypothyroxinemia on pregnancy outcomes during the first and second 
trimester of pregnancy. Front Endocrinol (Lausanne). 2020;11:528146.

26. Yuan X, Wang J, Gao Y, Wang H, Yu B. Impact of maternal thyroid hormone in 
late pregnancy on adverse birth outcomes: A retrospective cohort study in 
China. Endocr J. 2021;68(3):317–28.

27. Chen L, Ye E, Sun M, Lin H, Yu L, Lin Z, et al. Association between third trimes-
ter maternal isolated hypothyroxinemia and adverse pregnancy outcomes. 
Endocr J. 2023;70(6):611–8.

28. Korevaar TI, Chaker L, Jaddoe VW, Visser TJ, Medici M, Peeters RP. Maternal 
and birth characteristics are determinants of offspring thyroid function. J Clin 
Endocrinol Metab. 2016;101(1):206–13.

29. Yuan X, Gao Y, Zhang M, Long W, Liu J, Wang H, et al. Fibrin/fibrinogen 
degradation products in late pregnancy promote macrosomia prediction in 
normal uncomplicated pregnancy. Placenta. 2020;96:27–33.

30. Yuan X, Han X, Jia C, Long W, Wang H, Yu B, et al. Investigation and applica-
tion of risk factors of macrosomia based on 10,396 Chinese pregnant women. 
Front Endocrinol (Lausanne). 2022;13:837816.

31. 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.

32. Yu B, Zhang B, Han X, Long W, Zhou W, Yuan X. Platelet counts affect the 
association between hyperhomocysteinemia and pregnancy complications. 
BMC Public Health. 2023;23(1):1058.

33. Yuan X, Gao Y, Zhang M, Long W, Liu J, Wang H, Yu B, Xu J. Association of 
maternal D-dimer level in late pregnancy with birth outcomes in a Chinese 
cohort. Clin Chim Acta. 2020;501:258–63.

34. van Mil NH, Steegers-Theunissen RP, Bongers-Schokking JJ, El Marroun H, 
Ghassabian A, Hofman A, et al. Maternal hypothyroxinemia during pregnancy 
and growth of the fetal and infant head. Reprod Sci. 2012;19(12):1315–22.

35. Zhuo L, Wang Z, Yang Y, Liu Z, Wang S, Song Y. Obstetric and offspring 
outcomes in isolated maternal hypothyroxinaemia: a systematic review and 
meta-analysis. J Endocrinol Invest. 2023;46(6):1087–101.

36. Han Y, Gao X, Wang X, Zhang C, Gong B, Peng B, et al. A systematic review 
and Meta-Analysis examining the risk of adverse pregnancy and neonatal 
outcomes in women with isolated hypothyroxinemia in pregnancy. Thyroid. 
2023;33(5):603–14.

37. Peng CC, Lee SY, Pearce EN. Isolated maternal hypothyroxinemia: adverse 
maternofetal outcomes but uncertainty about treatment remains. Thyroid. 
2023;33(5):535–7.

38. 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 man-
agement of thyroid disease during pregnancy and the postpartum. Thyroid. 
2017;27(3):315–89.

39. Gowachirapant S, Melse-Boonstra A, Winichagoon P, Zimmermann MB. Over-
weight increases risk of first trimester hypothyroxinaemia in iodine-deficient 
pregnant women. Matern Child Nutr. 2014;10(1):61–71.

40. Han C, Li C, Mao J, Wang W, Xie X, Zhou W, et al. High body mass index is 
an indicator of maternal hypothyroidism, hypothyroxinemia, and Thyroid-
Peroxidase antibody positivity during early pregnancy. Biomed Res Int. 
2015;2015:351831.

41. Knight BA, Shields BM, Hattersley AT, Vaidya B. Maternal hypothyroxinaemia 
in pregnancy is associated with obesity and adverse maternal metabolic 
parameters. Eur J Endocrinol. 2016;174(1):51–7.

42. Furnica RM, Gruson D, Lazarus JH, Maiter D, Bernard P, Daumerie C. First 
trimester isolated maternal hypothyroxinaemia: adverse maternal metabolic 
profile and impact on the obstetrical outcome. Clin Endocrinol (Oxf ). 
2017;86(4):576–83.

43. Biondi B. Thyroid and obesity: an intriguing relationship. J Clin Endocrinol 
Metab. 2010;95(8):3614–7.

44. Liu Y, Li G, Guo N, Liu X, Huang S, Du Q. Association between maternal 
characteristics and the risk of isolated maternal hypothyroxinemia. Front 
Endocrinol (Lausanne). 2022;13:843324.

45. Mullur R, Liu YY, Brent GA. Thyroid hormone regulation of metabolism. Physiol 
Rev. 2014;94(2):355–82.

46. Zhang C, Yang X, Zhang Y, Guo F, Yang S, Peeters RP, et al. Association 
between maternal thyroid hormones and birth weight at early and late 
pregnancy. J Clin Endocrinol Metab. 2019;104(12):5853–63.

47. Wills AK, Chinchwadkar MC, Joglekar CV, Natekar AS, Yajnik CS, Fall CH, et al. 
Maternal and paternal height and BMI and patterns of fetal growth: the Pune 
maternal nutrition study. Early Hum Dev. 2010;86(9):535–40.

48. King JC. Maternal obesity, metabolism, and pregnancy outcomes. Annu Rev 
Nutr. 2006;26:271–91.

49. Brett KE, Ferraro ZM, Yockell-Lelievre J, Gruslin A, Adamo KB. Maternal-fetal 
nutrient transport in pregnancy pathologies: the role of the placenta. Int J 
Mol Sci. 2014;15(9):16153–85.

50. Santos S, Voerman E, Amiano P, Barros H, Beilin LJ, Bergström A, et al. Impact 
of maternal body mass index and gestational weight gain on pregnancy 
complications: an individual participant data meta-analysis of European, 
North American and Australian cohorts. BJOG. 2019;126(8):984–95.

51. Yang L, Li M, Liu X, Wu M, Zhang J, Zhao L, et al. Evaluation of iodine nutri-
tional status among pregnant women in China. Thyroid. 2020;30(3):443–50.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Maternal obesity and the incidence of large-for-gestational-age newborns in isolated hypothyroxinemia pregnancies: a comparative cohort study
	Abstract
	Introduction
	Materials and methods
	Data source and study design
	Laboratory measurements and definition of thyroid function
	Definitions of covariates and outcomes
	Statistical analysis

	Results
	Participants’ characteristics
	Relationships of BMI with thyroid hormone levels and IMH
	Association of BMI and IMH with fetal growth and SGA/LGA risk
	Joint effect of obesity and IMH on LGA risk

	Discussion
	Main findings
	Interpretation
	Strengths and limitations

	Conclusion
	References


