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Abstract 

Context: Studies examining the relationship between maternal and infant thyroid parameters have 

shown conflicting results.  Record-linkage provides an opportunity to examine the association 

between maternal and infant thyroid stimulating hormone (TSH) levels. 

Objective: To demonstrate the feasibility of record-linkage of newborn screening, laboratory, and 

birth databases for research by investigating the association between maternal and newborn TSH 

levels. 

Design: Record-linkage cohort study 

Setting and Participants:  The records of 2,802 women with first trimester serum TSH 

concentrations were linked with population-based birth data and newborn screening data (NBS) 

containing infant TSH levels. Association between moderately high neonatal TSH levels (>5mlU/L) 

and maternal and infant characteristics were evaluated.  The correlation and association between 

maternal and infant TSH levels were assessed using Pearson’s correlation coefficient and 

multivariable linear regression, respectively.  

Results: 99.3% of maternal and birth records linked with a NBS record.  Mother’s country of birth, 

gestational age (>41 weeks) and lower birth weight were associated with neonatal TSH levels 

>5mlU/L. Neonatal and maternal first-trimester TSH levels were not correlated, although statistically 

significant (r=0.05, P=0.008).   The association between neonatal TSH and maternal TSH, after 

adjusting for maternal age, gestational age and age at NBS testing, was also small ( =0.039, 

P=0.009).   

Conclusions: Record-linkage is a feasible and cost-efficient way to investigate the association 

between maternal factors and neonatal hormone levels.  First trimester maternal thyroid levels are not 

correlated with neonatal TSH levels.  This method of outcome assessment can be used for future 

research examining long term outcomes for infants with different newborn screening results. 
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Introduction: 

Record linkage is the ‘bringing together of records from different sources but relating to the same 

individual’[1] which enables individuals’ health records to be followed both cross-sectionally and 

longitudinally, and in the case of perinatal research allows records to be linked from a mother to her 

infant.  Record linkage of routinely collected population health data to newborn screening and 

pathology data is a new approach for examining the relationship between perinatal factors and infant 

outcomes.  Record linkage is potentially more efficient and efficacious than other study methods, such 

as the collection and testing of blood samples from a prospective cohort.   

 

Maternal thyroid dysfunction is demonstrated to be associated with adverse reproductive outcomes 

including miscarriage, preterm delivery, and growth restriction[2-6]. During the 1
st
 trimester, the fetus 

is entirely dependent on maternal thyroid hormones[7]. Fetal thyroid function begins at 12-14 weeks 

gestation, however maternal transfer of thyroid hormones continues until term and presents an 

important source of thyroid hormone to the fetus[8].  Adequate maternal thyroid hormone levels in 

early pregnancy are important for correct maturation of the central nervous system of the fetus[9] with 

untreated hypothyroidism in mothers associated with impaired neurodevelopment in infants[10, 11]. 

 

Little is known about how maternal thyroid function influences neonatal thyroid function.  Recent 

studies examining the relationship between maternal and neonatal thyroid function have shown 

conflicting results[12-14].  However loss to follow up has been a major concern of these studies.  

Other studies have measured neonatal thyroid parameters from cord blood[15, 16] which may be 

effected by maternal lifestyle factors (such as alcohol intake)[17], or a long labour[18]. An alternate 

source of neonatal thyroid hormone measurement is newborn screening for congenital 

hypothyroidism. Elevated levels of thyroid stimulating hormone (TSH) identify infants who require 

further testing for diagnosis and treatment.  Internationally, the initial TSH level in dried blood spots 

to trigger further testing ranges from 10mIU/L [19] to 20mIU/L [20], however there has been debate 

about the optimal cut-off value with some suggesting cut-offs as low as 5mIU/L[21].  Lowering the 
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threshold has been shown to identify more infants with abnormalities of thyroid function, but greatly 

increases the number of false positive cases [22].  

 

In a prior study, we have used record linkage to link first trimester maternal screening data to 

routinely collected birth data to evaluate the association between high maternal serum TSH 

concentrations and adverse pregnancy outcomes[6].  Extending this linkage to newborn screening data 

would provide an opportunity to evaluate the relationship between maternal and neonatal TSH levels.  

The aims of this study were to demonstrate the feasibility of record-linkage of the newborn screening 

database to a laboratory database and routinely-collected birth data, by investigating the association 

between maternal and newborn TSH levels. 

 

Methods: 

Data sources and study population 

The study population was based on all infants born to women with TSH measured in early pregnancy 

between July and October 2006, as outlined in a previous study examining maternal TSH levels.[6]  

These women were identified from the Pacific Laboratory Medicine Services (PaLMs) first trimester 

screening database. PaLMs is a pathology screening service in NSW that receives maternal blood 

samples taken between 10 and 14 weeks gestation as part of first trimester screening for chromosomal 

anomalies.  Information from the PaLMs database was then linked to the Perinatal Data Collection 

(PDC) and the Newborn Screening database (NBS) to obtain data on maternal and infant birth 

outcomes and neonatal TSH levels, respectively.   The PDC is a legislated population-based 

surveillance system of all births in NSW of > 20 weeks gestation or a baby > 400 grams birth weight 

and includes maternal information on pregnancy, labour and delivery and infant outcomes. The NBS 

laboratory is a state-wide reference laboratory for newborn screening services of metabolic disorders 

for all babies born in NSW and ACT.  In NSW, Australia’s largest state, 99.9 % of parents consent for 

newborn screening for approximately 100,000 neonates each year[23].  A neonatal blood sample is 

collected via a heel-prick requested to be taken 48 to 72 hours after birth and tested for a number of 



6 
 

metabolic disorders, including congenital hypothyroidism. The NBS database includes the following 

information; maternal first and family name, infant’s date of birth, date and time of sample, hospital 

of birth and clinician, TSH level (mIU/L whole blood), and details of subsequent testing.   

 

Record linkage 

The record linkage was performed at the NSW Centre for Health Record Linkage (CHeReL)[24]. 

Australia does not have unique individual identifying numbers therefore records must be linked 

probabilistically.  CHeReL uses a range of personal identifying information to link maternal and 

infant records such as maternal first and family name, infant gender, infant date of birth and hospital 

of birth.  Probabilistic linkage usually involves an iterative process based on the calculation of 

weighted scores which reflect the likelihood of a pair of records belonging to the same person.  The 

false-positive linkage rate reported from CHeReL was 3/1000 (0.3%). 

 

 Once records are linked, a unique identifier is created, and this identifier and the clinical information 

is provided to the researcher.  This ensures that the researcher does not have access to any personal 

identifying information.  Ethics for data linkage and this study has been granted by the NSW 

Population and Health Services Research ethics committee. 

 

Analysis 

Descriptive statistics for continuous measurements of neonatal TSH concentrations were calculated 

and dichotomised to identify infants with moderately elevated TSH, using a cut-point of >5mlU/L.   

Maternal and infant characteristics were compared for the infant TSH cut-points.  Differences 

between groups were examined using contingency analysis (
2
) and associated relative risks and 95% 

confidence intervals were calculated.  

 

Association between maternal and neonatal TSH concentrations was also assessed.  Given maternal 

TSH concentrations differ by gestational week, maternal TSH levels were standardized using multiple 

of medians (MoM) for the corresponding gestational week[25].  Distribution of maternal MoM and 
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neonatal blood TSH levels were then assessed and log-transformed to normalise each distribution.  

Pearson’s correlation coefficient (r) was used to measure correlation, and multivariate linear 

regression applied to evaluate the association between the log maternal TSH MoM and log neonatal 

TSH measurements, adjusted for maternal age, gestational week of maternal TSH testing, gestational 

age of birth and infant age at NBS testing.  Association between maternal and neonatal TSH levels 

was further examined using relevant cut-points, and contingency analysis (
2
) to assess whether 

moderately elevated neonatal TSH levels (>5mlU/L) were associated with reduced (<2.5
th
 percentile) 

or elevated (>97.5
th
 percentile) maternal TSH.  All analyses were conducted using SAS v9.3 and P-

value <0.05 was considered statistically significant.  

 

Results: 

There were 3,090 maternal first trimester screening (PaLMS) records available for linkage (Figure 1).  

Ninety five per cent of these records linked to a PDC record.  The NBS was then linked to this 

PaLMS-PDC dataset, resulting in a linkage rate of 99.3% (n=2,808) for infants born within the study 

dates.  There was one stillbirth and one infant death on the first day of life that did not link to a NBS 

record.  Once these infants were excluded, the unlinked records did not differ from the linked records 

on a range of characteristics; maternal age, maternal smoking, gestational age, birthweight, 1 and 5 

minute Apgar scores.  There were 5 stillbirths and one other PDC record that did link to the NBS but 

did not have a TSH measurement recorded, and were subsequently excluded from the analysis, 

leaving 2,802 linked PaLMS-PDC-NBS records available for analysis (Figure 1). 

 

The median neonatal TSH value was 1.34mIU/L (inter-quartile range, 0.70-2.13) and 2.0% (n=56) of 

the infants had a moderately high level of TSH (>5mIU/L).  Of the 56 infants with TSH >5mIU/L, 

two infants had a TSH measurement between 10mIU/L and 20mIU/L and two infants had a TSH 

measurement greater than 20mIU/L.  Ninety eight per cent of infants had the blood sample for TSH 

testing taken on days 2 to 4, with the majority (63.5%) tested on day 3. Table one presents the 

maternal and infant characteristics stratified by TSH <5mIU/L and >5mIU/L.  Moderately high TSH 

levels were associated with mother’s country of birth (South East Asia, Southern Asia, New Zealand 
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and Oceania), gestational age (>41 weeks) and lower birthweight (Table 1), however some results 

were imprecise due to small cell size.   

 

Although statistically significant, no correlation was found between neonatal and maternal TSH levels 

(r=0.05, P=0.008, Figure 2).   The univariate association between neonatal TSH and maternal TSH 

levels from the linear regression model was also small, but significant ( =0.039, P=0.008).  This 

association did not change when adjusted for maternal age, gestational age and age at NBS testing.   

There was no significant association between either reduced (<2.5
th 

percentile equated to <0.017 

MoM, P=0.61) or elevated (>97.5
th
 percentile equated to >3.01 MoM, P=0.16) maternal TSH and 

moderately elevated neonatal TSH levels. 

 

Discussion: 

The results of this study have shown that it is feasible to link a state-wide newborn screening database 

to laboratory data and routinely collected perinatal datasets.  The NBS database had a high proportion 

of linked records with the other databases and the significant association between elevated levels of 

neonatal TSH and maternal country of birth, gestational age and birthweight, consistent with previous 

literature [26-28], demonstrates that these linkages have high face validity.  This study has also shown 

that maternal and neonatal are not correlated.  To our knowledge, this is the largest study to examine 

the association between maternal TSH and neonatal TSH levels collected 2 to 5 days after birth. 

 

The linkage of 99.3% of perinatal records to newborn screening records is a very high linkage rate.  

This is an increase in successful linkages of 4% compared to the linkage of mother’s laboratory data 

to the perinatal database[29].  The addition of one more piece of personal information, hospital of 

birth, available on NBS data led to this increase in linkage rates. The processes of record linkage and 

data analysis are separated, therefore researchers only have access to de-identified data and study 

participants’ privacy is ensured.  As a consequence, the risk to personal privacy for women and 

infants involved in the study is also reduced by using record linkage to attain outcome data, and loss 

to follow up is minimised. Women participating in the study do not need to be contacted again 
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minimising the risk of harm to participants, especially those that have experienced a negative outcome 

such as a stillbirth or neonatal loss.   

 

We found that moderately elevated TSH levels in neonates were significantly associated with 

increased gestational age, lower birthweight and South East or Southern Asian maternal country of 

birth.  Gestational age greater than 40 weeks is a reported risk factor for congenital 

hypothyroidism[26, 27], although data from California have shown a significantly higher prevalence 

of infants with congenital hypothyroidism in both the low birthweight (<2500g) and high birthweight 

(>4500g) categories[28].  Our data have not shown the same association amongst the large infants, 

however numbers are very small.  The same data from California found a greater prevalence of 

congenital hypothyroidism amongst infants that were Chinese, Vietnamese, Asian Indian, Middle 

Eastern and Hispanic compared to White infants[28].  Our data showed a significant association with 

raised neonatal TSH levels for infants of South East Asian and Southern Asian (Indian) mothers.  

While infants with a mother born in the Middle East, or Central and South America had a non-

significant association with raised neonatal TSH levels, the numbers were small, once again.   The 

association between elevated TSH levels and known risk factors in our study provide additional 

evidence and face validity that linkage between the NBS and the PDC are correct linkages. 

 

A number of studies assessing the relationship between maternal and neonatal thyroid function have 

been published recently[13, 14, 16, 30, 31], however findings were inconclusive.  These studies, 

conducted in iodine-replete populations, experienced large loss to follow up with 17%[13] to 49%[14] 

of the cohorts missing neonatal thyroid measurements, which can lead to biased results.  However a 

number of these studies presented correlation coefficients between maternal and neonatal thyroid 

measurements below one, signifying no correlation, results very similar to our study.  A cohort study 

from Belgium of 5,393 pregnant women collected the cord serum TSH concentrations of 3,036 (56%) 

of the cohort’s newborns, and found no correlation between maternal and cord TSH levels (r=0.08, 

P<0.001)[16].  Our study had TSH levels on a similar number of mother-infant pairs (n=2,802), and 

also carried out in an iodine-replete setting, however we had neonatal data on 99% of our study 
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population.  The lack of correlation and small effect size we found between maternal and neonatal 

TSH (r=0.05, P=0.008), although statistically significant, has no clinical significance.  Small sub-

group analyses within two larger studies showed significant associations between maternal and 

neonatal TSH levels collected after 48 hours[12] and on day 5[30].  While a study from the UK found 

no correlation between maternal and cord TSH in over 600 babies (r=0.004, P=0.92), and no 

correlation between maternal TSH and another neonatal thyroid hormone, free thyroxine (r= -0.08. 

P=0.04)[31]. 

 

The strengths of this study include the large proportion of linked records with less than 1% of 

maternal and hospital records unable to link with a newborn screening record.  Validation studies 

comparing routinely collected birth datasets to medical records have shown that gestational age and 

birthweight are accurately reported[32], while reporting of maternal country of birth in the PDC had a 

96.4% agreement with medical records[33]. The main limitation of this study is the small number of 

infants with a clinically elevated level of TSH (>10mIU/L).  However future research linking the NBS 

database to larger population datasets will increase the number of infants in this group, and allow for 

greater examination of these infants. 

 

Routinely collected data have been used to address key issues in health.  The population coverage and 

accessibility of administrative health data make it an attractive and inexpensive resource for research 

allowing description of the total burden of disease in the population, assessment of risk factors[34] 

and investigation of rare outcomes[35].  We have shown that linking newborn screening data to other 

routinely collected datasets is a feasible way to investigate the association between maternal 

characteristic and neonatal hormone levels or other screening results.  This method of outcome 

assessment can be used for future research examining long term outcomes for infants with different 

newborn screening results. 

 

 

Acknowledgements 



11 
 

We thank the NSW Ministry of Health for access to the population health data and the NSW Centre for 

Health Record Linkage for linking the data sets. 

  



12 
 

References 

1. Holman, C.D., A.J. Bass, I.L. Rouse, and M.S. Hobbs, Population-based linkage of health 
records in Western Australia: development of a health services research linked database. 
Aust N Z J Public Health, 1999. 23(5): p. 453-9. 

2. Benhadi, N., W.M. Wiersinga, J.B. Reitsma, T.G. Vrijkotte, and G.J. Bonsel, Higher maternal 
TSH levels in pregnancy are associated with increased risk for miscarriage, fetal or neonatal 
death. Eur J Endocrinol, 2009. 160(6): p. 985-91. 

3. Casey, B.M., J.S. Dashe, C.E. Wells, D.D. McIntire, W. Byrd, K.J. Leveno, and F.G. Cunningham, 
Subclinical hypothyroidism and pregnancy outcomes. Obstet Gynecol, 2005. 105(2): p. 239-
45. 

4. Cleary-Goldman, J., F.D. Malone, G. Lambert-Messerlian, L. Sullivan, J. Canick, T.F. Porter, D. 
Luthy, S. Gross, D.W. Bianchi, and M.E. D'Alton, Maternal thyroid hypofunction and 
pregnancy outcome. Obstet Gynecol, 2008. 112(1): p. 85-92. 

5. Negro, R., A. Schwartz, R. Gismondi, A. Tinelli, T. Mangieri, and A. Stagnaro-Green, Universal 
screening versus case finding for detection and treatment of thyroid hormonal dysfunction 
during pregnancy. J Clin Endocrinol Metab, 2010. 95(4): p. 1699-707. 

6. Schneuer, F.J., N. Nassar, V. Tasevski, C.S. Algert, J.M. Morris, and C.L. Roberts, Association 
and predictive accuracy of high TSH serum levels in first trimester and adverse pregnancy 
outcomes. J Clin Endocrinol Metab, 2012. 97(9): p. 1193. 

7. Rose, S.R., R.S. Brown, T. Foley, P.B. Kaplowitz, C.I. Kaye, S. Sundararajan, and S.K. Varma, 
Update of newborn screening and therapy for congenital hypothyroidism. Pediatrics, 2006. 
117(6): p. 2290-303. 

8. LaFranchi, S.H., Increasing incidence of congenital hypothyroidism: some answers, more 
questions. The Journal of clinical endocrinology and metabolism, 2011. 96(8): p. 2395-7. 

9. de Escobar, G.M., M.J. Obregon, and F.E. del Rey, Iodine deficiency and brain development in 
the first half of pregnancy. Public Health Nutr, 2007. 10(12A): p. 1554-70. 

10. Haddow, J.E., G.E. Palomaki, W.C. Allan, J.R. Williams, G.J. Knight, J. Gagnon, C.E. O'Heir, M.L. 
Mitchell, R.J. Hermos, S.E. Waisbren, J.D. Faix, and R.Z. Klein, Maternal thyroid deficiency 
during pregnancy and subsequent neuropsychological development of the child. N Engl J 
Med, 1999. 341(8): p. 549-55. 

11. Pop, V.J., J.L. Kuijpens, A.L. van Baar, G. Verkerk, M.M. van Son, J.J. de Vijlder, T. Vulsma, 
W.M. Wiersinga, H.A. Drexhage, and H.L. Vader, Low maternal free thyroxine concentrations 
during early pregnancy are associated with impaired psychomotor development in infancy. 
Clin Endocrinol (Oxf), 1999. 50(2): p. 149-55. 

12. Blazer, S., Y. Moreh-Waterman, R. Miller-Lotan, A. Tamir, and Z. Hochberg, Maternal 
hypothyroidism may affect fetal growth and neonatal thyroid function. Obstet Gynecol, 
2003. 102(2): p. 232-41. 

13. Kuppens, S.M., L. Kooistra, H.A. Wijnen, H.L. Vader, T.H. Hasaart, S.G. Oei, T. Vulsma, and V.J. 
Pop, Neonatal thyroid screening results are related to gestational maternal thyroid function. 
Clin Endocrinol (Oxf), 2011. 75(3): p. 382-7. 

14. Oken, E., L.E. Braverman, D. Platek, M.L. Mitchell, S.L. Lee, and E.N. Pearce, Neonatal 
thyroxine, maternal thyroid function, and child cognition. J Clin Endocrinol Metab, 2009. 
94(2): p. 497-503. 

15. Glinoer, D., F. Delange, I. Laboureur, P. de Nayer, B. Lejeune, J. Kinthaert, and P. Bourdoux, 
Maternal and neonatal thyroid function at birth in an area of marginally low iodine intake. J 
Clin Endocrinol Metab, 1992. 75(3): p. 800-5. 

16. Medici, M., Y.B. de Rijke, R.P. Peeters, W. Visser, S.M. de Muinck Keizer-Schrama, V.V. 
Jaddoe, A. Hofman, H. Hooijkaas, E.A. Steegers, H. Tiemeier, J.J. Bongers-Schokking, and T.J. 
Visser, Maternal early pregnancy and newborn thyroid hormone parameters: the Generation 
R study. J Clin Endocrinol Metab, 2012. 97(2): p. 646-52. 



13 
 

17. Herbstman, J., B.J. Apelberg, F.R. Witter, S. Panny, and L.R. Goldman, Maternal, infant, and 
delivery factors associated with neonatal thyroid hormone status. Thyroid, 2008. 18(1): p. 
67-76. 

18. Miyamoto, N., M. Tsuji, T. Imataki, N. Nagamachi, S. Hirose, and Y. Hamada, Influence of 
mode of delivery on fetal pituitary-thyroid axis. Acta Paediatr Jpn, 1991. 33(3): p. 363-8. 

19. Grosse, S.D. and G. Van Vliet, Prevention of intellectual disability through screening for 
congenital hypothyroidism: how much and at what level? Archives of disease in childhood, 
2011. 96(4): p. 374-9. 

20. Bijarnia, S., B. Wilcken, and V.C. Wiley, Newborn screening for congenital hypothyroidism in 
very-low-birth-weight babies: the need for a second test. Journal of inherited metabolic 
disease, 2011. 34(3): p. 827-33. 

21. Krude, H. and O. Blankenstein, Treating patients not numbers: the benefit and burden of 
lowering TSH newborn screening cut-offs. Arch Dis Child, 2011. 96(2): p. 121-2. 

22. Korada, S.M., M. Pearce, M.P. Ward Platt, E. Avis, S. Turner, H. Wastell, and T. Cheetham, 
Difficulties in selecting an appropriate neonatal thyroid stimulating hormone (TSH) screening 
threshold. Arch Dis Child, 2010. 95(3): p. 169-73. 

23. NSW Department of Health, Newborn Bloodspot Screening Policy- PD2006_099. 2006: North 
Sydney, NSW. 

24. Centre for Health Record Linkage, Quality assurance in record linkage. 2009: 
http://www.cherel.org.au/CHeReLQualityAssuranceJuly2008.pdf. 

25. Cuckle H and Wald NJ, Principles of screening. I, eds. Antenatal and neonatal screening. 2nd 
ed. . 2000 Oxford, UK: University Press; 3–22. 

26. Kurinczuk, J.J., C. Bower, B. Lewis, and G. Byrne, Congenital hypothyroidism in Western 
Australia 1981-1998. Journal of paediatrics and child health, 2002. 38(2): p. 187-91. 

27. Medda, E., A. Olivieri, M.A. Stazi, M.E. Grandolfo, C. Fazzini, M. Baserga, M. Burroni, E. 
Cacciari, F. Calaciura, A. Cassio, L. Chiovato, P. Costa, D. Leonardi, M. Martucci, L. Moschini, 
S. Pagliardini, G. Parlato, A. Pignero, A. Pinchera, D. Sala, L. Sava, V. Stoppioni, F. Tancredi, F. 
Valentini, R. Vigneri, and M. Sorcini, Risk factors for congenital hypothyroidism: results of a 
population case-control study (1997-2003). European journal of endocrinology / European 
Federation of Endocrine Societies, 2005. 153(6): p. 765-73. 

28. Waller, D.K., J.L. Anderson, F. Lorey, and G.C. Cunningham, Risk factors for congenital 
hypothyroidism: an investigation of infant's birth weight, ethnicity, and gender in California, 
1990-1998. Teratology, 2000. 62(1): p. 36-41. 

29. Lain, S.J., C.S. Algert, V. Tasevski, J.M. Morris, and C.L. Roberts, Record linkage to obtain birth 
outcomes for the evaluation of screening biomarkers in pregnancy: a feasibility study. BMC 
Med Res Methodol, 2009. 9: p. 48. 

30. Orito, Y., H. Oku, S. Kubota, N. Amino, K. Shimogaki, M. Hata, K. Manki, Y. Tanaka, S. Sugino, 
M. Ueta, K. Kawakita, T. Nunotani, N. Tatsumi, K. Ichihara, A. Miyauchi, and M. Miyake, 
Thyroid function in early pregnancy in Japanese healthy women: relation to urinary iodine 
excretion, emesis, and fetal and child development. J Clin Endocrinol Metab, 2009. 94(5): p. 
1683-8. 

31. Shields, B.M., B.A. Knight, A. Hill, A.T. Hattersley, and B. Vaidya, Fetal thyroid hormone level 
at birth is associated with fetal growth. J Clin Endocrinol Metab, 2011. 96(6): p. E934-8. 

32. Lain, S.J., R.M. Hadfield, C.H. Raynes-Greenow, J.B. Ford, N.M. Mealing, C.S. Algert, and C.L. 
Roberts, Quality of data in perinatal population health databases: a systematic review. Med 
Care, 2012. 50(4): p. e7-20. 

33. NSW Health Department, Validation Study: NSW Midwives Data Collection 1998., in NSW 
Public Health Bulletin, State Publication No. (EPI) 000029. 2000: Sydney. p. 97-99. 

34. Stanley, F.J., M.L. Croft, J. Gibbins, and A.W. Read, A population database for maternal and 
child health research in Western Australia using record linkage. Paediatr Perinat Epidemiol, 
1994. 8(4): p. 433-47. 

http://www.cherel.org.au/CHeReLQualityAssuranceJuly2008.pdf


14 
 

35. Bright, R.A., J. Avorn, and D.E. Everitt, Medicaid data as a resource for epidemiologic studies: 
strengths and limitations. J Clin Epidemiol, 1989. 42(10): p. 937-45. 

 
  



15 
 

Figure 1: Study population via record-linkage of NSW PaLMs, PDC and NBS datasets, 2007 

 

PaLMs – Pacific Laboratory Medicine Services (PaLMs) first trimester screening database, PDC – Perinatal Data collection, 

NBS – Newborn screening data  
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Table 1: Association between maternal and infant characteristics from the Perinatal Data Collection 

and newborn screening TSH levels from the Newborn Screening database 

 <5 mU/l 

(n=2,742) 

>5 mU/l 

(n=56) 

Relative risk 

(95% CI) 

Maternal/delivery characteristics    

Maternal age    

  < 25 years 167 (98.8) 2 (1.2) 0.60 (0.15-2.45) 

  25-39 years 2454 (98.0) 49 (2.0) referent 

  > 40 years 138 (96.5) 5 (3.5) 1.81 (0.73-4.48) 

Previous pregnancy    

  No 1236 (98.2) 23 (1.8) referent 

  Yes 1506 (97.8) 33 (2.2) 1.18 (0.69-1.99) 

Maternal smoking    

  No 2589 (97.9) 56 (2.1) referent 

  Yes 153 (100) 0 (0) - 

  Not stated 17 (100) 0 (0) - 

Country of birth**    

  Australia 1837 (98.6) 26 (1.4) referent 

  New Zealand and Oceania 85 (94.4) 5 (5.6) 4.15 (1.63-10.56) 

  UK, Ireland, Europe, Nth America & 

others 

330 (98.5) 5 (1.5) 1.07 (0.41-2.77) 

  Middle East 53 (96.4) 2 (3.6) 2.66 (0.65-10.94) 

  Africa 55 (98.2) 1 (1.8) 1.28 (0.18-9.30) 

  South East Asia (e.g. Vietnam) 142 (95.3) 7 (4.7) 3.48 (1.54-7.88) 

  Southern Asia (e.g. India) 85 (93.4) 6 (6.7) 4.98 (2.11-11.79) 

  North East Asia (e.g China) 192 (98.5) 3 (1.5) 1.10 (0.34-3.61) 
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  Central and South America 31 (96.9) 1 (3.1) 2.28 (0.32-16.27) 

    

Infant characteristics    

Gender    

  Male 1386 (97.7) 33 (2.3) referent 

  Female 1373 (98.4) 23 (1.6) 0.70 (0.41-1.19) 

Plurality    

  Singleton 2714 (97.9) 56 (2.0) referent 

  Twin/Triplet 45 (100) 0 (0) - 

Gestational age*    

   Preterm 135 (97.1) 4 (2.9) 1.56 (0.57-4.27) 

   Term 2586 (98.1) 49 (1.9) referent 

   Postdates 38 (92.7) 3 (7.3) 4.16 (1.36-12.78) 

Birthweight*    

  <2500g 97 (95.1) 5 (4.9) 2.54 (1.03-6.24) 

  2501-4000g 2365 (98.0) 48 (2.0) referent 

 >4000g 297 (99.0) 3 (1.0) 0.50 (0.16-1.59) 

    

*2 test:
 
p<0.05, **2 test p<0.001  
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Figure 2: Correlation between the log maternal TSH MoMs and log neonatal TSH measurements  

 


