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INTRODUCTION: 
Thyroid disorders are a widespread endocrinological problem. 
Functional disorders of the thyroid (hypothyroidism and 
hyperthyroidism) are common.One of the most common thyroid 
disorders in women of reproductive age group is hypothyroidism. 
Large number of literature exists regarding what really should be the 
normal range for TSH and this topic is covered at length in recent 

 1, 2reviews  and in clinical guidelines for the diagnosis and management 
3, 4 of hypothyroidism. Indeed, even though the normal range for TSH is 

generally listed at between 0.35 mIU/mL and 4.50 mIU/mL, it is likely 
that the “most normal” range is between 0.5 mIU/mL and 2.50 
mIU/mL. But the range of treatment for thyroid disorder differs from 
this normal value.While there may be slight differences in TSH 

5reference ranges based on race,  the effect of age on normal range 
6 appears to be more important, especially in advanced age. The 

symptoms of thyroid dysfunction are often nonspecic and diagnosis 
is conrmed by laboratory tests. Current guidelines for the diagnosis 
and management of thyroid dysfunction focus primarily on the 
measurement of TSH, as the most sensitive and specic marker of 
systemic thyroid status, with test results interpreted according to 

7–9dened reference ranges . Data on  prevalence of thyroid related 
diseases in Northeast India is scanty. The study was done to assess the 
thyroid function among the female staff workers of reproductive age 
group of Gauhati Medical College

MATERIALS AND METHODS:
The present study was conducted in the Department of Physiology, 
Gauhati Medical College and Hospital, Guwahati, Assam. The project 
was funded by SrimantaSankaradeva University of Health Sciences, 
Assam (SSUHS)

DURATION OF STUDY: - Two (2) years.
TYPE OF STUDY: - Cross sectional study.

STUDY POPULATION:-The study was carried out on Healthy 
female non pregnant workers of reproductive age group (18-43 years) 
ofGauhati medical college.

Sample size - Total 568nos of female, divided into two groups:-
Group I -18 to 30 yrs (284 numbers)
Group II - 31 to 43 yrs. (284 numbers)

INCLUSION CRITERIA:
1)  All female workers in age group 18-43 which were not pregnant
2)  No history suggestive of any acute or chronicsystemic illness

EXCLUSION CRITERIA: 
1)  All female workers age group of > 43 years

2)  All female workers who were pregnant
3)  Any history of endocrinological disorders

Ethical clearance was obtained from the Institutional Ethics 
Committee (Human), Gauhati Medical College and Hospital, 
Guwahati, Assam.

COLLECTION OF SAMPLES:-
Blood samples were collected from each participant of the study in Clot 
activator vial- 3 ml for serum TSH level. All the samples were collected 
after 12 hours of overnight fasting.Serum Thyroid Stimulating Hormone 
(TSH) was measured in MINIVIDAS from Biomerieux using 

10VIDAS®Ferritin(FER)kit as per manufacturer's protocol.

Proper analysis and computation was done by entering the data into the 
Microsoft excel software, 2007. The data was presented as mean ± 
standard deviation. “p” value of < 0.05 was considered statistically 
signicant. The statistical analysis was done by using unpaired t –test.

RESULTS AND OBSERVATIONS:
The results and observations of the study groups have been expressed in the 
form of Tables complemented byBar diagrams etc. as per requirement.

Table 1:- Serum TSH level in two age groups

N.B. SD: Standard Deviation; p <0.05 is considered as 
signicant.*Two-tail p-value calculated by unpaired t-test, 

Interpretation: 
As shown in the Table 1, the values of Serum TSH is signicantly 
higher in older age group (i.e. Group II) when they were compared 
between Group I and Group II.( p<0.05). Mean serum TSH level in 
group II was found to be 3.32±2.05mIU/litre (milli international unit / 
litre) and in group I it was found to be 2.29±1.61mIU/litre.

Figure 1:- Bar diagram showing the levels of serum TSH in two 
different age groups.
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ABSTRACT
Background & Objectives: Thyroid disorders are a widespread endocrinological problem, but data on its prevalence in Northeast India is scanty. 
The study was done to assess the thyroid function among the female staff workers of reproductive age group of Gauhati Medical College.
Methods: Atotal of568Healthy female non pregnant workers of reproductive age group ofGauhati medical college divided into two Groups: - 
Group I – 18 to 30 yrs, Group II - 31 to 43 yrs.Serum Thyroid Stimulating Hormone (TSH) was estimated by Minividas.
Results: Statistical analysis was done by unpaired - t test.TSH was found to be signicantly higher in Group II as compared to Group I (p<0.05). 
Conclusion:The study suggested that the serum TSH shows signicantly increases with increase in age. The effect of thyroid disorder on the 
women of increased reproductive agegroup is noteworthy. 
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Parameter Group I
(18-30 yrs)

Group II
( 31-43 yrs)

p-value

TSH value   in  
mIU/L(Mean±SD)

2.29 ± 1.61 3.32 ± 2.05 < 0.001*
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DISCUSSION AND CONCLUSION:
In the present study when the value of serum TSH were compared 
between the two groups of female workers of reproductive age group 
(group I comprising age group of 18-30 and group II comprising age 
group of 31-43), we found that the value of TSH was signicantly 
higher in the Group II as compared to Group I i.e. the value of TSH was 
signicantly increasing with increase in the age group.

TSH is an important marker for the diagnosis of thyroid dysfunction. 
Recent studies have shown that the TSH distribution progressively 
shifts toward a higher concentration with age, and it is debatable 
whether this is due to a real change with age or an increasing proportion 
of unrecognized thyroid disease in the elderly. 

In one of the studies conducted in Meghalaya recorded 3.33% 
prevalence of hypothyroidism in non-pregnant women of 36–45 years 
age group, and 3.70% prevalence of hypothyroidism in pregnant 
women of 15–25 years age group. Hypothyroidism was found in 
individuals belonging to 15–25 years age group and 36–45 years age 
group. When considering the total number of samples, 1.11% 
prevalence of hypothyroidism was recorded among non-pregnant 
women and 1.43% prevalence of hypothyroidism was recorded among 
pregnant women. When considering all (both pregnant and non-
pregnant) the samples together, 1.25% prevalence of hypothyroidism 

11seemed to be evident in the screened population. The prevalence of 
12subclinical hypothyroidism increased with age. Subclinical 

hypothyroidism is the most prevalent thyroid disorder affecting 
133–15% .  of the adult population. Its incidence increases with 

14-16advanced age. 

Thyroid hormones have profound effects on reproduction and 
pregnancy. Thyroid dysfunction is implicated in a broad spectrum of 
reproductive disorders, ranging from abnormal sexual development to 

17, 18menstrual irregularities and infertility. Hypothyroidism is 
associated with increased production of TRH (Thyrotropin- Releasing 
Hormone), which stimulates pituitary to secrete TSH and 
Prolactin(PRL). Thyroid dysfunction is a common cause of infertility 
which can be easily managed by correcting the appropriate levels of 

19,20thyroid hormones.  It has been recommended that in the presence of 
raised TSH along with raised PRL levels, the treatment should be rst 
to correct the hypothyroidism before evaluating further causes.

However our study encountered some limitations:-
1)  Confounding factors such as ethnicity, nutritional status, 

geographical location etc. have to be adjusted for statistical 
procedures to nd out the changes in the variables independent of 
these factors.

2)  Follow up of the subjects could not be done to see whether serum 
TSH level will be higher in the post reproductive age groups when 
compared with the female of reproductive ages.

Recommendation and Future scope :-
Studies demonstrating association of serum TSH and serum Prolactin 
among reproductive age groups can also be done in order to correlate 
whether hypothyroidism has any relation with prolactin level and 
whether it may lead to infertility. If the in-depth knowledge of 
mechanisms involved in the development of the diseases is known then 
preventive measures can be taken against those mechanisms
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