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Abstract: Subclinical hypothyroidism (SCH) has been found to be associated with an increased risk
of cardiovascular diseases. However, there is no clear consensus on the relationship between SCH
and hypertension (HTN). We sought to investigate the association between SCH and incident HTN in
women. MEDLINE and EMBASE databases were searched for studies that reported the incidence of
HTN in females with SCH versus without SCH. Pooled odds ratio (OR) and 95% confidence interval
(CI) of the outcome were obtained using a random-effects model. Studies were also divided into the
middle-aged (mean age < 65) and the older (mean age ≥ 65) subgroups, and a subgroup analysis
was performed to examine the potential age-effect on the association between SCH and HTN. Nine
studies with a total of 21,972 subjects met the inclusion criteria. SCH was found to be positively
associated with HTN (OR = 1.32, 95% CI = 1.02–1.71). Such association varied depending on the age
of women. In the middle-aged subgroup, SCH was more positively associated with HTN (OR = 1.64,
95% CI = 1.18–2.27), while there was no significant association in the older subgroup (OR = 0.97, 95%
CI = 0.80–1.16). Our study showed that the middle-aged females with SCH had an increased risk of
HTN, while there was no significant association in the older females with SCH.

Keywords: subclinical hypothyroidism; thyroid; hypertension; blood pressure; females; meta-analysis

1. Introduction

Subclinical hypothyroidism (SCH) represents an early form of thyroid dysfunction and
is biochemically defined as an elevated TSH (thyroid-stimulating hormone or thyrotropin)
level with a normal level of free thyroxine (FT4) within the reference range [1]. SCH can
affect about 1–11% of adults depending on the cohort studied, and such wide variability in
its incidence can be attributed to the environmental and ethnic differences as well as the
different TSH reference ranges used in each country [2–8].

The cardiovascular system is one of the most important downstream targets of tri-
iodothyronine (T3), the active cellular form of thyroid hormone. Despite its relatively
benign clinical course compared to an overt hypothyroidism, SCH has been found to be
associated with an increased cardiovascular risk, including coronary artery disease, my-
ocardial infarction, stroke, and dyslipidemia [9–11]. However, there is no clear consensus
on the relationship between SCH and hypertension (HTN), with several published studies
showing a positive association between SCH and HTN [12–17] and some studies showing
no association [18–20].

As in most thyroid diseases, it has been reported that the incidence of SCH is more
common in women than in men [17,21–23]. Moreover, the prevalence of SCH in both
genders increases with age, and 8% to 18% of adults 65 years of age or older was found to
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have SCH [22,24,25]. For this reason, we decided to study a female patient population and
examine different age groups.

The aim of this study was to elucidate the relationship between SCH and HTN in
females via meta-analysis of published cross-sectional and cohort studies. Moreover, we
also divided the included studies into the middle-aged (mean age < 65) and the older
(mean age ≥ 65) subgroups and sought to investigate the effect of age on the association
between SCH and HTN.

2. Materials and Methods
2.1. Search Strategy

A literature search for published studies indexed in MEDLINE and EMBASE databases
from inception to November 2020 was conducted using a search strategy that included the
terms “subclinical hypothyroidism”, “hypertension”, and “females”. The study included
patients with all disease statuses and methods of conditioning regimens. There was no
restriction based on patient’s age, ethnicity, race, data sources, or study location. Review
articles, case reports, letters, commentaries, abstracts, and studies in languages other than
English were excluded. A manual search for additional pertinent studies using references
from the retrieved articles was also completed.

2.2. Study Inclusion Criteria

The eligibility criteria for inclusion of studies are the following:

(1) Case-control studies, cohort studies (prospective or retrospective), and cross-sectional
studies that reported the incidence of HTN in females with SCH and those without SCH.

(2) Statistics such as odds ratio or hazard ratio with 95% confidence interval and p-values
associated with t-test, Wilcoxon test, or Kruskal–Wallis test, and sufficient raw data
for these calculations had to be provided.

2.3. Quality Assessment of the Included Studies

Newcastle–Ottawa quality assessment scale, ranging from 0 to 9, was used to evaluate
each study in three domains: recruitment and selection of the participants, similarity and
comparability between the groups, and ascertainment of the outcome of interest among
cohort studies [26].

2.4. Definition of Subclinical Hypothyroidism

SCH was defined according to its universally accepted biochemical definition of
elevated TSH level with normal serum free-T4 level. The exact cutoffs for normal TSH
range differed in each study based on the assays used. Table 1 shows the reference TSH
levels for SCH in each study.

2.5. Definition of Hypertension

HTN was defined as systolic blood pressure and diastolic blood pressure of
>140/90 mmHg in many included studies. The reference level of HTN varied depending
on included studies. Table 1 shows the specific reference levels of blood pressure for HTN
in each study.

2.6. Middle-Aged and Older Subgroups

A geriatric population is defined as people with chronological age of 65 years or older
in most literatures, and this reference range was used to categorize the included studies
into either middle-aged (mean age < 65) or older (mean age ≥ 65) subgroups. Six studies
pertained to the middle-aged subgroup, and the remaining three studies were categorized
into the older subgroup (Table 1).
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Table 1. Main characteristics of the included studies (n = 9). Three studies with the superscript “
◦
” belong to the older

subgroup with mean age ≥ 65.

Author Country Published
Year

Study
Type

SCH
(HTN(a)/

No HTN(b))
(1896)

Control
(HTN(c)/

No HTN(d))
(20,076)

Mean
Age

Odds Ratio
(95% CI)

Mean
(Reference)

TSH Level in
SCH (mIU/L)

HTN
SBP/DBP
(mmHg)

Ashizawa ◦ Japan 2010 Cross-
Sectional

194
(110/84)

2134
(1253/881) 71.5 NR 5.98

(>4.5) >140/90

Harada U.S. 2017 Prospective
Cohort

573
(167/406)

2571
(694/1877) 56.9 NR NR

(>4.2) >130/85

Legrys ◦ U.S. 2013 Case
Cohort

282
(85/197)

3381
(995/2386) 67.5 NR 5.85

(>4.68) NR

Lindeman ◦ U.S. 2003 Cross-
Sectional

74
(27/47)

283
(113/170) 73.9 NR NR

(>4.7) >160/95

Liu, Hwang Taiwan 2018 Cross-
Sectional

102
(45/57)

6323
(2257/4066) 48.5 NR NR

(>5.5) >130/85

Liu, Jiang China 2010 Cross-
Sectional

75
(31/44)

724
(185/539) 44.8 NR 6.8

(>4.8) >140/90

Luboshitzky
Aviv Israel 2002 Prospective

Cohort
57

(11/46)
34

(1/33) 46.8 NR 10
(>4.5) >140/90

Luboshitzky
Herer Israel 2004 Prospective

Cohort
44

(15/29)
9

(4/15) 51.6 NR 9.2
(>4.5) >140

Zhang China 2019 Cross-
Sectional 495 4607 48.8 1.959

(1.594, 2.407)
NR

(>5.0) >140/90

Abbreviations: SCH, subclinical hypothyroidism; TSH, thyroid-stimulating hormone; HTN, hypertension; SBP, systolic blood pressure;
DBP, diastolic blood pressure; NR, not reported.

2.7. Data Extraction

A standardized data collection form was used to obtain the following information
from each study (Table 1): title, name of authors, year of publication, country of origin,
the number of participants in the SCH group, and the control (euthyroid) group with
and without HTN, the mean age in the whole population, the odds ratio (OR) and their
corresponding 95% confidence intervals (CI), the mean and the reference TSH level in the
SCH group, and the reference level of blood pressure for HTN.

2.8. Statistical Analysis

Meta-analysis of the included studies was performed to determine the pooled OR
and 95% CI of the outcome. In each study, OR was given by the ratio of the odds (for the
incidence of HTN) in the SCH group to the odds (for the incidence of HTN) in the control
group. In the studies that did not report the values of OR and its corresponding 95% CI, the
numbers of subjects for the following were provided: (a) SCH with HTN, (b) SCH without
HTN, (c) controls (euthyroid) with HTN, and (d) controls without HTN (Table 1). Then,
by using these provided data, OR and its corresponding 95% CI was calculated [27]. The
heterogeneity of effect size estimate across the studies was quantified using the Q-statistic
and the corresponding p-value or equivalently using the I-squared (I2) statistic [27]. In
our study, the meta-analysis was performed using the random-effects model [27,28], and
the main results were summarized in a forest plot. For the assessment of publication
bias, a funnel plot was used for a visual representation, and the degree of asymmetry in
the funnel plot was quantitatively evaluated via the Egger’s linear regression test [29,30].
To test the robustness of the results, we conducted a sensitivity analysis by performing
meta-analyses by excluding one study at a time. Moreover, we divided the whole group
into the middle-aged subgroup (with mean age < 65) and the older subgroup (with mean
age ≥ 65) and performed subgroup meta-analysis to examine the potential age-effect on the
association between SCH and HTN. All analyses were performed using STATA 16 software
(StataCorp LLC, College Station, TX, USA).

3. Results
3.1. Study Search Results

Figure 1 shows a PRISMA (Preferred Reporting Items for Systematic Reviews and
Meta-Analyses) flow diagram that depicts the process of identification, screening, eligibility,
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and inclusion or exclusion of the studies. The initial search of the PubMed and the EMBASE
databases yielded 673 articles (173 studies from PubMed and 500 studies from EMBASE).
After exclusion of 64 duplicate studies, 609 studies underwent title and abstract review.
Of these articles, 572 studies were excluded because they were not relevant to our study
(n = 489), included pregnant patients (n = 64), were conducted in animal or cellular models
(n = 8), or published in a language other than English (n = 11). A total of 37 articles
underwent full-length review. Of these, 28 studies were excluded as they did not have the
outcome of our interest (n = 25) or did not have a control group (n = 3). Thus, the final
analysis included 9 unique studies with total of 21,972 female subjects.
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Figure 1. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flow
diagram for identification, screening, eligibility, and inclusion of studies.

3.2. Description of the Included Studies and Their Quality Assessment

The main characteristics of the included studies (n = 9) are described in Table 1.
Comorbidities other than HTN in patients with SCH included metabolic syndrome, hyper-
lipidemia, and impaired fasting glucose. Regarding the study design, five studies were
cross-sectional, three studies were prospective cohort, and one was a case cohort. For each
study, information including the number of participants, the mean and the reference TSH
level of the SCH group, and the reference blood pressure level for HTN was given.

Although the reference level of HTN was not reported in the work of LeGrys et al. [19],
the number of subjects with HTN and without HTN in the SCH and control groups were
clearly denoted in their study, and hence, this work was included in our meta-analysis.
We also think that the given reference levels for HTN in the included studies seem to be
reasonable overall, as they are in alignment with most societal guidelines for the definition
of hypertension. In the study of Luboshitzky and Herer [16], the number of people with a
systolic blood pressure of >140 mmHg was given as well as the number of people who had
a diastolic blood pressure of >90 mmHg. For the statistical analysis, the number of people
with a systolic blood pressure of >140 mmHg was used, but it should be noted that the
statistical significance did not differ when the number of people with an elevated diastolic
blood pressure was used instead.

Information about the mean age of the participants in each study was also recorded.
Three studies pertained to the older (mean age ≥ 65) patient group, while the remaining
six studies were categorized as the middle-aged (mean age < 65) group for the subgroup
analysis. The average age in the older subgroup was 71.0 years old, and the mean age of
the middle-aged subgroup was 49.6 years old. In the study of Zhang et al. [17], the OR
and 95% CI values were given in their paper (OR = 1.959, 95% CI = 1.594–2.407). In the
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remaining eight studies, the number of subjects with HTN and without HTN in the SCH
and control groups were given, and the OR and its corresponding 95% CI were manually
calculated [27]. The Newcastle–Ottawa scale (0–9) was used to evaluate the quality of the
included studies based on three domains: selection, comparability, and outcomes [26]. The
range of scores for the included studies was 6 to 9, with a mean score of 7.1, reflecting a
high quality of the included studies.

3.3. Quantitative Meta-Analysis Results

A total of nine (n = 9) studies with 21,972 female subjects (1896 subjects with SCH)
were included in our meta-analysis. Using the information in Table 1 for the number of
subjects in the SCH and control groups with or without HTN, we obtained the OR and
its corresponding 95% CI [27]. The forest plot in Figure 2 depicts the OR and the 95% CI
of individual study. Heterogeneity among the included studies existed as the Q-statistic,
and its corresponding p-values were 34.64 and 0.00003, respectively. We also quantified
the degree of heterogeneity by using the I2 statistic, which indicated a high heterogeneity
among the studies (I2 = 76.91%). Thus, in our study, we employed the random-effects
model [27,28] and obtained the overall pooled OR (=1.32) and 95% CI (=1.02–1.71) as shown
in Figure 2.
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Figure 2. Forest plot of all included studies (n = 9) showing OR for the association between SCH
and HTN. OR for each individual study is represented by a solid square (�), while its CI is denoted
by a horizontal line. A diamond (3) denotes the CI for the pooled OR, and the vertical dashed
line passes the pooled OR. Abbreviations: OR, odds ratio; CI, confidence interval; SCH, subclinical
hypothyroidism; HTN, hypertension.

In comparison to the overall pooled OR and 95% CI, the work of Luboshitzky et al. [15]
had a much larger OR (=7.89) and wider 95% CI (=0.97–64.15). We note that the weight for each
study is related to the inverse of the variation (Var) of ln(OR) [27]; as the Var(ln(OR)) increases,
the weight decreases. Since Var(ln(OR)) (=0.95715) in the work of Luboshitzky et al. [15] is
the largest one in all the included studies, its normalized % weight (=1.40%) becomes the
lowest one. Hence, its contribution to the pooled OR and 95% CI was properly considered
in the random-effects model by considering its smallest normalized % weight. In this way,
in the case of high heterogeneity, the random-effects model may be effectively employed
for meta-analysis by taking into consideration the normalized % weight in each study [27].

To determine the statistical significance of the pooled OR, we obtained the Z-statistic
(=2.10) and its corresponding p-value (=0.035), which was found to be statistically signifi-
cant (p < 0.05). Consequently, SCH was found to be associated with an increased incidence
of HTN in females (i.e., women with SCH had 32% increased odds of incidence of HTN
compared to euthyroid women).
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3.4. Publication Bias

Publication bias was assessed by constructing a funnel plot of the individual studies,
which was visually symmetric (Figure 3a) [29]. The Egger’s linear regression test was also
performed [30], and as shown in Figure 3b, it did not suggest a presence of publication
bias, as the p-value (=0.693) for the intercept was larger than the significance level (=0.05).
Consequently, the included studies had no publication bias.
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3.5. Sensitivity Analysis 
To examine the robustness of the pooled OR and 95% CI in the whole group, sensi-

tivity analyses were undertaken by excluding an individual study at a time, and they 
showed no significant changes. For instance, when the study of Harada et al. [12] was 
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in the original whole group (Figure 4).  

Figure 3. Publication bias in the whole studies (n = 9). (a) Funnel plot of (ln(ORi), SE(ln(ORi)))
[denoted by solid circles(•)] for individual studies (i = 1, . . . , 9). Vertical solid line passes the pooled
ln(OR) (=0.277). Left and right dashed lines represents the 95% pseudo confidence limits. (b) Egger’s
test for asymmetry of the funnel plot. Solid circles represent (Precision, SND) for individual studies;
SND = ln(OR)/SE(ln(OR)) and Precision = 1/SE(ln(OR)). A solid linear regression line is shown,
and the vertical line on the SND axis represents the 95% CI for the intercept. Abbreviations: OR,
odds ratio; CI, confidence interval; SE, standard error; SND, standard normal deviate.

3.5. Sensitivity Analysis

To examine the robustness of the pooled OR and 95% CI in the whole group, sensitivity
analyses were undertaken by excluding an individual study at a time, and they showed
no significant changes. For instance, when the study of Harada et al. [12] was arbitrarily
excluded, the pooled OR (=1.37), and the 95% CI (=1.00–1.88) were close to those in the
original whole group (Figure 4).

In addition to the above sensitivity analysis with the exclusion of the study by
Harada et al. [12] with the highest normalized % weight (=16.11%), we also performed
sensitivity analyses by excluding the works by Luboshitzky et al. [15], Liu et al. [14], and
Zhang et al. [17], whose OR values were larger than the pooled OR (=1.32) in the original
whole population. We found that the pooled OR and the 95% CI were 1.29 and (1.00–1.66)
with the exclusion of the study by Luboshitzky et al. [15], OR = 1.25 and 95% CI (0.95–1.64)
with the exclusion of the work by Liu et al. [14], and OR = 1.18 and 95% CI (0.96–1.45)
when excluding the study by Zhang et al. [17], respectively. Both pooled OR and 95%
CI were found to vary depending on the normalized % weights of excluded studies. In
the excluded cases of the lowest % weight (=1.40%) [15] and the middle-range % weight
(=10.87%) [14], their values of pooled OR were close to the pooled OR (=1.32) in the whole
population. On the other hand, in the excluded case of the second highest % weight
(=16.02%) [19], its deviation from the pooled OR (=1.32) in the whole population became a
little larger. The sensitivity analysis with these excluded studies suggest that our results
were relatively robust.



J. Clin. Med. 2021, 10, 3318 7 of 11
J. Clin. Med. 2021, 10, x FOR PEER REVIEW 7 of 11 
 

 

 
Figure 4. Sensitivity analysis via exclusion of the study of Harada (2017). Forest plot in a group (n = 
8) without the study of Harada (2017). % weights are from the random-effects model in the whole 
studies (n = 9). OR for each included individual study is denoted by a solid square (), while its CI 
is represented by a horizontal line. The centers and the widths of the diamonds () represent the 
ORs and the CIs for the excluded study of Harada (2017) and the pooled ORs and CIs in the subtotal 
and the overall cases, respectively. 

In addition to the above sensitivity analysis with the exclusion of the study by Harada 
et al. [12] with the highest normalized % weight (=16.11%), we also performed sensitivity 
analyses by excluding the works by Luboshitzky et al. [15], Liu et al. [14], and Zhang et 
al. [17], whose OR values were larger than the pooled OR (=1.32) in the original whole 
population. We found that the pooled OR and the 95% CI were 1.29 and (1.00–1.66) with 
the exclusion of the study by Luboshitzky et al. [15], OR = 1.25 and 95% CI (0.95–1.64) with 
the exclusion of the work by Liu et al. [14], and OR = 1.18 and 95% CI (0.96–1.45) when 
excluding the study by Zhang et al. [17], respectively. Both pooled OR and 95% CI were 
found to vary depending on the normalized % weights of excluded studies. In the excluded 
cases of the lowest % weight (=1.40%) [15] and the middle-range % weight (=10.87%) [14], 
their values of pooled OR were close to the pooled OR (=1.32) in the whole population. On 
the other hand, in the excluded case of the second highest % weight (=16.02%) [19], its devi-
ation from the pooled OR (=1.32) in the whole population became a little larger. The sensi-
tivity analysis with these excluded studies suggest that our results were relatively robust. 

3.6. Subgroup Analysis 
To assess the effect of age, a subgroup analysis was performed by categorizing the 

studies into either middle-aged (mean age < 65) or older (mean age ≥ 65) subgroups. The 
average age in the middle-aged subgroup was 49.6 years old, while the mean age of the 
older subgroup was 71.0 years old. The forest plot in Figure 5 summarizes our subgroup 
meta-analysis result. In the middle-aged subgroup with mean age <65, SCH was associ-
ated with an increased incidence of HTN (OR = 1.64, 95% CI = 1.18–2.27, I2 = 74.0%) in 
comparison to the whole group with OR = 1.32, while there was no significant association 
in the older subgroup with mean age ≥65 (OR = 0.97, 95% CI = 0.80–1.16, I2 = 0.0%). 

Figure 4. Sensitivity analysis via exclusion of the study of Harada (2017). Forest plot in a group
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3.6. Subgroup Analysis

To assess the effect of age, a subgroup analysis was performed by categorizing the
studies into either middle-aged (mean age < 65) or older (mean age ≥ 65) subgroups.
The average age in the middle-aged subgroup was 49.6 years old, while the mean age
of the older subgroup was 71.0 years old. The forest plot in Figure 5 summarizes our
subgroup meta-analysis result. In the middle-aged subgroup with mean age < 65, SCH was
associated with an increased incidence of HTN (OR = 1.64, 95% CI = 1.18–2.27, I2 = 74.0%)
in comparison to the whole group with OR = 1.32, while there was no significant association
in the older subgroup with mean age ≥ 65 (OR = 0.97, 95% CI = 0.80–1.16, I2 = 0.0%).
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4. Discussion

Despite the perception of relatively benign clinical course of SCH compared to an
overt hypothyroidism, SCH has been shown to be associated with an increased risk of
cardiovascular diseases. In fact, it has been shown that the thyroid hormone has a pro-
found effect on the cardiovascular system and influences the cardiac contractility, systemic
vascular resistance, as well as cholesterol metabolism [9–11]. In this meta-analysis, we
investigated the association between SCH and HTN in females. The key findings of our
study include: (1) women with SCH have about 32% increased odds of incident HTN
compared to euthyroid women (OR = 1.32, 95% CI = 1.02–1.71); (2) this association was
found to be only significant in the middle-aged female subgroup with an average age <65
(OR = 1.64, 95% CI = 1.18–2.27) and not in the older subgroup.

First, we discuss the increased incidence of HTN in patients with SCH. Under normal
physiological circumstances, thyroid hormone affects the blood pressure via its action on
the ion channels, inducing endothelium-mediated nitric-oxide production and causing
direct vascular smooth muscle relaxation [31,32]. Endothelial dysfunction secondary
to impaired vascular smooth muscle relaxation have previously been demonstrated in
SCH, which may explain the increased incidence of HTN [33,34]. We also note that
thyroid hormone plays an essential role in removing excess LDL (low-density lipoprotein)
cholesterol [35]. Accordingly, patients with SCH have been shown to have an increased
incidence of hyperlipidemia, which likely contributes to atherosclerosis, increased arterial
stiffness, and HTN [35,36].

In our study, the discrepant association of SCH and HTN in different age subgroups
is notable; there was no statistically significant association between SCH and HTN in the
older subgroup unlike in the middle-aged subgroup. The reason behind this discrepancy is
unclear, but several suggestions can be made. Notably, the activity of type II iodothyronine
deiodinase, an enzyme that converts pro-hormone thyroxine (T4) to an active thyroid
hormone (T3) in target cells, has been shown to decrease with aging [25]. This in turn leads
to a decreased T3 level and a reflexive increase in TSH level in older people. Indeed, in
cross-sectional studies of euthyroid individuals, TSH concentrations have been shown
to increase with age [37–39]. Moreover, several cohort studies have shown that the age-
associated increase in TSH concentrations did not cause a decrease in free T4, suggesting a
change in TSH set-point with aging [40,41]. Hence, age-related TSH elevation in the older
subgroup may be more representative of a physiological aging process than a pathologic
condition. In a randomized controlled trial for thyroid hormone replacement for untreated
older adults with SCH, it was shown that the levothyroxine therapy in the elderly patients
diagnosed with SCH provided no symptomatic benefit [42]. Moreover, it has been shown
that elderly patients diagnosed with SCH under current guidelines do not strongly express
the clinical signs of hypothyroidism compared to younger SCH patients, and this may
further support the inadequacy of using the same guidelines for diagnosing SCH in the
elderly population [8]. Ultimately, we must be cautious when diagnosing and treating SCH
in older patients, and a guideline for age-based reference range of TSH is needed.

We also reference a previous work that investigated the association between SCH and
the blood pressure [43]. This study was a meta-analysis that aimed to obtain the pooled
weighted mean difference (WMD) of blood pressure in SCH versus the euthyroid groups.
In contrast to our work, the subjects in the study consisted of both males and females. In
this work, SCH was found to be associated with a slightly higher systolic blood pressure
(SBP) than the euthyroid group (pooled WMD of SBP = 1.47 mmHg, 95% CI = 0.54–2.39,
p = 0.002), while there was no statistically significant difference in diastolic blood pressure
(DBP) between the SCH and the euthyroid groups. Moreover, a meta-regression analysis
showed a significant linear relationship between age difference and WMD of SBP in the
SCH and euthyroid groups. Thus, the age difference between the two groups could be
a key confounding factor for WMD of SBP. Accordingly, it was concluded that SCH was
associated with a slightly higher SBP, which could be attributed to the age difference
between the SCH and euthyroid groups. It is important to note that the meta-analysis
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investigated the relationship between SCH and the mean values of SBP and DBP, but the
blood pressures were not necessarily in the hypertensive range. In contrast, our paper
studied the association of SCH and the incidence of HTN and a pathologic increase in blood
pressures and assessed the pooled OR for the incidence of HTN. To our best knowledge,
there is no published meta-analysis that studied the association between SCH and HTN.

Finally, we discuss relevant limitations in our study. In the present study, we focused
on the association between SCH and HTN in women, as the incidence of SCH is more
common in women. However, in future studies, it would be interesting to examine
whether the same association between SCH and HTN is present in the male population
also. Secondly, since all the included studies are observational, the meta-analysis might
be affected by confounding factors, and hence, the results must be carefully interpreted
even though they may provide useful information. Secondly, owing to our inclusion
criteria, publication bias may not be completely excluded, as unpublished studies were not
included. Thirdly, the TSH cut-off reference level for the SCH and the reference level of
HTN varied depending on included studies, which might also affect overall interpretation.
Nevertheless, our sensitivity analysis showed unaltered outcomes, which suggested that
the overall analysis is robust. Lastly, most of the included studies (except for the work of
LeGrys et al. [19], with minimum five-year follow-up) measured their data points for TSH
and blood pressures at a single time point, which may lead to less accurate and robust
diagnoses of SCH and HTN. In the future, observational studies with longer follow-up
periods are needed to establish stronger evidence for the cause and effect relationship
between SCH and HTN.

5. Conclusions

In our meta-analysis of nine studies, SCH was found to be associated with an increased
incidence of HTN in women (OR = 1.32, 95% CI = 1.02–1.71). Specifically, the females
with SCH in the middle-aged subgroup with mean age < 65 had an increased risk of HTN
(OR = 1.64, 95% CI = 1.18–2.27), while there was no significant association in the older
subgroup with mean age ≥65 (OR = 0.97, 95% CI = 0.80–1.16). To confirm this conclusion, a
well-designed, large-scale prospective cohort study including all age subgroups is needed.
In the case of the middle-aged females with SCH, careful monitoring of cardiovascular
disease may be warranted. Societal guidelines suggest that subclinical hypothyroidism
is not recommended to be treated unless TSH level exceeds 10 mIU/L. However, based
on our result that showed the positive association between SCH and HTN in middle-aged
women, treating SCH in this patient population when signs of rising blood pressures are
observed, regardless of patients’ TSH levels, should be considered. On the other hand, in
the older patients with SCH, the elevation in TSH levels could be due to a natural aging
process, and routine thyroid replacement therapy may not result in predictable benefits;
therefore, treating SCH in this subgroup should be done with caution.

Author Contributions: J.K. conceived the study, searched the literature, assessed the quality of the
studies, performed statistical analysis, and drafted the manuscript. N.P. assessed the quality of the
studies, performed the statistical analysis, and edited the manuscript. S.R. participated in editing the
discussion of the manuscript. D.B. drafted and edited the manuscript. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: The datasets generated and analyzed during the current study are
available from the corresponding author on reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.



J. Clin. Med. 2021, 10, 3318 10 of 11

References
1. Pearce, S.H.S.; Brabant, G.; Duntas, L.H.; Monzani, F.; Peeters, R.P.; Razvi, S.; Wemeau, J.L. ETA guideline: Management of

subclinical hypothyroidism. Eur. Thyroid. J. 2013, 2, 215–228. [CrossRef]
2. Canaris, G.J.; Manowitz, N.R.; Mayor, G.; Ridgway, E.C. The Colorado thyroid disease prevalence study. Arch. Intern. Med. 2000,

160, 526–534. [CrossRef]
3. Hollowell, J.G.; Staehling, N.W.; Flanders, W.D.; Hannon, W.H.; Gunter, E.W.; Spencer, C.A.; Braverman, L.E. Serum TSH, T4, and

thyroid antibodies in the United States population (1988 to 1994): National health and nutrition examination survey (NHANES
III). J. Clin. Endocrinol. Metab. 2002, 87, 489–499. [CrossRef]

4. Asvold, B.O.; Vatten, L.J.; Bjøro, T. Changes in the prevalence of hypothyroidism: The HUNT study in Norway. Eur. J. Endocrinol.
2013, 169, 613–620. [CrossRef] [PubMed]

5. Deshmukh, V.; Behl, A.; Iyer, V.; Joshi, H.; Dholye, J.P.; Varthakavi, P.K. Prevalence, clinical and biochemical profile of subclinical
hypothyroidism in normal population in Mumbai. Indian J. Endocrinol. Metab. 2013, 17, 454–459. [CrossRef]

6. Delitala, A.P.; Pilia, M.G.; Ferreli, L.; Loi, F.; Curreli, N.; Balaci, L.; Schlessinger, D.; Cucca, F. Prevalence of unknown thyroid
disorders in a Sardinian cohort. Eur. J. Endocrinol. 2014, 171, 143–149. [CrossRef]

7. Kim, W.G.; Kim, W.B.; Woo, G.; Kim, H.; Cho, Y.; Kim, T.Y.; Kim, S.W.; Shin, M.H.; Park, J.W.; Park, H.L.; et al. Thyroid stimulating
hormone reference range and prevalence of thyroid dysfunction in the Korean population: Korea national health and nutrition
examination survey 2013 to 2015. Endocrinol. Metab. 2017, 32, 106–114. [CrossRef] [PubMed]

8. Gourmelon, R.; Donadio-Andréi, S.; Chikh1, K.; Rabilloud, M.; Kuczewski, E.; Gauchez, A.S.; Charrié, A.; Brard, P.-Y.; Andréani,
R.; Bourre, J.-C.; et al. Subclinical hypothyroidism: Is it really subclinical with aging? Aging Dis. 2019, 10, 520–529. [CrossRef]
[PubMed]

9. Floriani, C.; Gencer, B.; Collet, T.H.; Rodondi, N. Subclinical thyroid dysfunction and cardiovascular diseases: 2016 update. Eur.
Heart J. 2018, 39, 503–507. [CrossRef]

10. Manolis, A.A.; Manolis, T.A.; Melita, H.; Manolis, A.S. Subclinical thyroid dysfunction and cardiovascular consequences: An
alarming wake-up call? Trends Cardiovasc. Med. 2020, 30, 57–69. [CrossRef]

11. Duntas, L.H.; Chiovato, L. Cardiovascular risk in patients with subclinical hypothyroidism. Eur. Endocrinol. 2014, 10, 157–160.
[CrossRef]

12. Harada, P.H.N.; Buring, J.E.; Cook, N.R.; Cobble, M.E.; Kulkarni, K.R.; Mora, S. Impact of subclinical hypothyroidism on
cardiometabolic biomarkers in women. J. Endocr. Soc. 2017, 1, 113–123. [CrossRef]

13. Liu, F.H.; Hwang, J.S.; Kuo, C.F.; Ko, Y.S.; Chen, S.T.; Lin, J.D. Subclinical hypothyroidism and metabolic risk factors association:
A health examination-based study in northern Taiwan. Biomed. J 2018, 41, 52–58. [CrossRef] [PubMed]

14. Liu, D.; Jiang, F.; Shan, Z.; Wang, B.; Wang, J.; Lai, Y.; Chen, Y.; Li, M.; Liu, H.; Li, C.; et al. A cross-sectional survey of relationship
between serum TSH level and blood pressure. J. Hum. Hypertens. 2010, 24, 134–138. [CrossRef] [PubMed]

15. Luboshitzky, R.; Aviv, A.; Herer, P.; Lavie, L. Risk factors for cardiovascular disease in women with subclinical hypothyroidism.
Thyroid 2002, 12, 421–425. [CrossRef] [PubMed]

16. Luboshitzky, R.; Herer, P. Cardiovascular risk factors in middle-aged women with subclinical hypothyroidism. Neuro Endocrinol.
Lett. 2004, 25, 262–266. [PubMed]

17. Zhang, J.; Huang, C.; Meng, Z.; Fan, Y.; Yang, Q.; Zhang, W.; Gao, Y.; Yang, Z.; Cai, H.; Bian, B.; et al. Gender-specific differences
on the association of hypertension with subclinical thyroid dysfunction. Int. J. Endocrinol. 2019, 2019, 6053068. [CrossRef]

18. Ashizawa, K.; Imaizumi, M.; Usa, T.; Tominaga, T.; Sera, N.; Hida, A.; Ejima, E.; Neriishi, K.; Soda, M.; Ichimaru, S.; et al.
Metabolic cardiovascular disease risk factors and their clustering in subclinical hypothyroidism. Clin. Endocrinol. 2010, 72,
689–695. [CrossRef]

19. LeGrys, V.A.; Funk, M.J.; Lorenz, C.E.; Giri, A.; Jackson, R.D.; Manson, J.E.; Schectman, R.; Edwards, T.L.; Heiss, G.; Hartmann,
K.E. Subclinical hypothyroidism and risk for incident myocardial infarction among postmenopausal women. J. Clin. Endocrinol.
Metab. 2013, 98, 2308–2317. [CrossRef]

20. Lindeman, R.D.; Romero, L.J.; Schade, D.S.; Wayne, I.S.; Baumgartner, R.N.; Garry, P.J. Impact of subclinical hypothyroidism on
serum total homocysteine concentrations, the prevalence of coronary heart disease (CHD), and CHD Risk Factors in the New
Mexico elder health survey. Thyroid 2003, 13, 595–600. [CrossRef]

21. Spencer, C.A.; LoPresti, J.S.; Patel, A.; Guttler, R.B.; Eugen, A.; Shen, D.; Gray, D.; Nicoloff, J.T. Applications of new chemilumi-
nometeric thyrotropin assay to subnormal measurement. J. Clin. Endocrinol. Metab. 1990, 70, 453–460. [CrossRef] [PubMed]

22. Al Eidan, E.; Ur Rahman, S.; Al Qahtani, S.; Al Farhan, A.I.; Abdulmajeed, I. Prevalence of hypothyroidism in adults visiting
primary health-care setting in Riyadh. J. Community Hosp. Intern. Med. Percept. 2018, 8, 11–15. [CrossRef] [PubMed]

23. Duan, Y.; Wang, X.; Peng, W.; Feng, Y.; Tang, W.; Wu, X.; Mao, X.; Bo, R.; Li, W.; Chen, J.; et al. Gender-specific associations
between subclinical hypothyroidism and blood pressure in Chinese adults. Endocrine 2009, 36, 438–444. [CrossRef] [PubMed]

24. Ayala, A.R.; Wartofsky, L. Minimally symptomatic (subclinical) hypothyroidism. Endocrinologist 1997, 7, 44–50. [CrossRef]
25. Klein, I. Subclinical hypothyroidism—Just a high serum thyrotropin (TSH) concentration or something else? J. Clin. Endocrinol.

Metab. 2013, 98, 508–510. [CrossRef]
26. Lo, C.K.; Mertz, D.; Loeb, M. Newcastle-Ottawa scale: Comparing reviewers’ to authors assessments. BMC Med. Res. Methodol.

2014, 14, 45. [CrossRef]

http://doi.org/10.1159/000356507
http://doi.org/10.1001/archinte.160.4.526
http://doi.org/10.1210/jcem.87.2.8182
http://doi.org/10.1530/EJE-13-0459
http://www.ncbi.nlm.nih.gov/pubmed/23975540
http://doi.org/10.4103/2230-8210.111641
http://doi.org/10.1530/EJE-14-0182
http://doi.org/10.3803/EnM.2017.32.1.106
http://www.ncbi.nlm.nih.gov/pubmed/28116874
http://doi.org/10.14336/AD.2018.0817
http://www.ncbi.nlm.nih.gov/pubmed/31164997
http://doi.org/10.1093/eurheartj/ehx050
http://doi.org/10.1016/j.tcm.2019.02.011
http://doi.org/10.17925/EE.2014.10.02.157
http://doi.org/10.1210/js.2016-1085
http://doi.org/10.1016/j.bj.2018.02.002
http://www.ncbi.nlm.nih.gov/pubmed/29673554
http://doi.org/10.1038/jhh.2009.44
http://www.ncbi.nlm.nih.gov/pubmed/19554027
http://doi.org/10.1089/105072502760043512
http://www.ncbi.nlm.nih.gov/pubmed/12097204
http://www.ncbi.nlm.nih.gov/pubmed/15361814
http://doi.org/10.1155/2019/6053068
http://doi.org/10.1111/j.1365-2265.2009.03697.x
http://doi.org/10.1210/jc.2012-4065
http://doi.org/10.1089/105072503322238863
http://doi.org/10.1210/jcem-70-2-453
http://www.ncbi.nlm.nih.gov/pubmed/2105333
http://doi.org/10.1080/20009666.2017.1422672
http://www.ncbi.nlm.nih.gov/pubmed/29441159
http://doi.org/10.1007/s12020-009-9244-5
http://www.ncbi.nlm.nih.gov/pubmed/19826963
http://doi.org/10.1097/00019616-199707010-00007
http://doi.org/10.1210/jc.2012-4088
http://doi.org/10.1186/1471-2288-14-45


J. Clin. Med. 2021, 10, 3318 11 of 11

27. Sun, J.; Freeman, B.D.; Natanson, C. Meta-Analysis of Clinical Trials. In Principles and Practice of Clinical Research; Gallin, J.I.,
Ognibene, F.P., Johnson, L.L., Eds.; Elsevier: London, UK, 2018; pp. 317–327.

28. Borenstein, M.; Hedges, L.V.; Higgins, J.P.T.; Rothstein, H.R. A basic introduction to fixed-effect and random-effects models for
meta-analysis. Res. Synth. Methods 2010, 1, 97–111. [CrossRef]

29. Sterne, J.A.C.; Harbord, M. Funnel plots in meta-analysis. Stata J. 2004, 4, 127–141. [CrossRef]
30. Egger, M.; Smith, G.D.; Schneider, M.; Minder, C. Bias in meta-analysis detected by a simple graphical test. Br. Med. J. 1997, 315,

629–634. [CrossRef]
31. Pearce, S.H.S.; Zaman, A.; Iervasi, G.; Razvi, S. Thyroid hormones and cardiovascular disease. Nat. Rev. Cardiol. 2017, 14, 39–55.
32. Klein, I.; Danzi, S. Thyroid disease and the heart. Curr. Probl. Cardiol. 2016, 41, 65–92. [CrossRef]
33. Kociol, R.D.; Cooper, L.T.; Fang, J.C.; Moslehi, J.J.; Pang, P.S.; Sabe, M.A.; Shah, R.V.; Sims, D.B.; Thiene, G.; Vardeny, O.; et al.

Recognition and initial management of fulminant myocarditis: A scientific statement from the American heart association.
Circulation 2020, 141, e69–e92. [CrossRef]

34. Taddei, S.; Caraccio, N.; Virdis, A.; Dardano, A.; Versari, D.; Ghiadoni, L.; Salvetti, A.; Ferrannini, E.; Monzani, F. Im-
paired endothelium-dependent vasodilatation in subclinical hypothyroidism: Beneficial effect of levothyroxine therapy. J.
Clin. Endocrinol. Metab. 2003, 88, 3731–3737. [CrossRef]

35. Duntas, L.H.; Brenta, G. The effect of thyroid disorders on lipid levels and metabolism. Med. Clin. N. Am. 2012, 96, 269–281.
[CrossRef]

36. Saric, M.S.; Jurasic, M.J.; Sovic, S.; Kranjcec, B.; Glivetic, T.; Demarin, V. Dyslipidemia in subclinical hypothyroidism requires
assessment of small dense low density lipoprotein cholesterol (sdLDL-C). Rom. J. Intern. Med. 2017, 55, 159–166. [CrossRef]

37. Boucai, L.; Surks, M.I. Reference limits of serum TSH and free T4 are significantly influenced by race and age in an urban
outpatient medical practice. Clin. Endocrinol. 2009, 70, 788–793. [CrossRef]

38. Kahapola-Arachchige, K.M.; Hadlow, N.; Wardrop, R.; Lim, E.M.; Walsh, J.P. Age-specific TSH reference ranges have minimal
impact on the diagnosis of thyroid dysfunction. Clin. Endocrinol. 2012, 77, 773–779. [CrossRef]

39. Surks, M.I.; Hollowell, J.G. Age-specific distribution of serum thyrotropin and antithyroid antibodies in the US population:
Implications for the prevalence of subclinical hypothyroidism. J. Clin. Endocrinol. Metab. 2007, 92, 4575–4582. [CrossRef]

40. Waring, A.C.; Arnold, A.M.; Newman, A.B.; Bùzková, P.; Hirsch, C.; Cappola, A.R. Longitudinal changes in thyroid function
in the oldest old and survival: The cardiovascular health study all-stars study. J. Clin. Endocrinol. Metab. 2012, 97, 3944–3950.
[CrossRef] [PubMed]

41. Bremner, A.P.; Feddema, P.; Leedman, P.J.; Brown, S.J.; Beilby, J.P.; Lim, E.M.; Wilson, S.G.; O’Leary, P.C.; Walsh, J.P. Age-related
changes in thyroid function: A longitudinal study of a community-based cohort. J. Clin. Endocrinol. Metab. 2012, 97, 1554–1562.
[CrossRef]

42. Stott, D.J.; Rodondi, N.; Kearney, P.M.; Ford, I.; Westendorp, R.G.J.; Mooijaart, S.P.; Sattar, N.; Aubert, C.E.; Aujesky, D.;
Bauer, D.C.; et al. TRUST Study Group. Thyroid hormone therapy for older adults with subclinical hypothyroidism. N. Engl. J.
Med. 2017, 376, 2534–2544. [CrossRef]

43. Ye, Y.; Xie, H.; Zeng, Y.; Zhao, X.; Tian, Z.; Zhang, S. Association between subclinical hypothyroidism and blood Pressure—A
meta-analysis of observable studies. Endocr. Pract. 2014, 20, 150–157. [CrossRef]

http://doi.org/10.1002/jrsm.12
http://doi.org/10.1177/1536867X0400400204
http://doi.org/10.1136/bmj.315.7109.629
http://doi.org/10.1016/j.cpcardiol.2015.04.002
http://doi.org/10.1161/CIR.0000000000000745
http://doi.org/10.1210/jc.2003-030039
http://doi.org/10.1016/j.mcna.2012.01.012
http://doi.org/10.1515/rjim-2017-0015
http://doi.org/10.1111/j.1365-2265.2008.03390.x
http://doi.org/10.1111/j.1365-2265.2012.04463.x
http://doi.org/10.1210/jc.2007-1499
http://doi.org/10.1210/jc.2012-2481
http://www.ncbi.nlm.nih.gov/pubmed/22879629
http://doi.org/10.1210/jc.2011-3020
http://doi.org/10.1056/NEJMoa1603825
http://doi.org/10.4158/EP13237.OR

	Introduction 
	Materials and Methods 
	Search Strategy 
	Study Inclusion Criteria 
	Quality Assessment of the Included Studies 
	Definition of Subclinical Hypothyroidism 
	Definition of Hypertension 
	Middle-Aged and Older Subgroups 
	Data Extraction 
	Statistical Analysis 

	Results 
	Study Search Results 
	Description of the Included Studies and Their Quality Assessment 
	Quantitative Meta-Analysis Results 
	Publication Bias 
	Sensitivity Analysis 
	Subgroup Analysis 

	Discussion 
	Conclusions 
	References

