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Analysis of clinical characteristics of patients with type 2 diabetes mellitus complicated with thyroid dysfunction
Li Fan,Ding Wei, Zheng Hailan ( Department of Endocrinology, the First People s Hospital of Anging City, Anging
246004 , China)

[ Abstract |

in patients with type 2 diabetes mellitus. Methods

Objective To analyze case rate and clinical characteristics of different types of thyroid dysfunction
The clinical data of 215 patients with type 2 diabetes mellitus were
retrospectively analyzed. Thyroid function includes four kinds: hypothyroidism with TSH > 4.2 mU/L and FT4 <9.3
ng/L; subclinical hypothyroidism with TSH > 4.2 mU/L and FT4 9.3 — 17 ng/L; hyperthyroidism with TSH < 0. 27
mU/L and FT4 > 1.7 mU/L;subclinical hyperthyroidism with TSH <0.27 mU/L and FT4 9.3 - 17 ng/L. The age,sex,

arteriosclerosis and biochemical changes between different types of thyroid dysfunction were compared. Results The
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case rate of subclinical hypothyroidism was 4. 6% , which was the highest and the case rate of hyperthyroidism was

0.9% ,which was the lowest. The case rate of hypothyroidism and subclinical hyperthyroidism was respectively 3. 7%

and 1. 3% . The age, TG and case rate of arteriosclerosis in hypothyroidism group were significantly higher than those in

hyperthyroidism and normal group and the difference was statistically significant. There was no statistically significant

difference in sex and cholesterol. Both FBG and PBG of hyperthyroidism group were significantly higher than those of hy-

pothyroidism group and normal group and the difference was statistically significant. Conclusion The case rate of thy-

roid dyfunction in type 2 diabetes mellitus is high,especially subclinical dysfunction. And most of people have no symp-

toms but it can exercise adverse effects on their glucose and lipid metabolism and increase the risk of arteriosclerosis.
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