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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
This study conducted in Baghdad focused on patients with 

coronary heart disease admitted to three hospitals. The study 
included 60 Iraqi patients with coronary heart disease and a 
control group of 30 healthy individuals. Blood samples were 
collected from both groups after fasting. The study analyzed the 
demographic characteristics of the patients and control group, 
including age groups, sex distribution, and BMI. The majority 
of patients had hypertension, while 58.33% had diabetes. The 
study found that IHD patients had significantly higher T3 
and T4 levels compared to the control group. However, there 
was no significant difference in TSH levels. The study also 
examined thyroid function parameters among different age 
groups and found no significant differences in individuals with 
hypothyroidism. The highest prevalence of hyperthyroidism was 
among individuals with hypertension, while the highest spread 
of hypothyroidism was among individuals with diabetes. The 
study observed significant differences in mean HbA1c levels 
among the three groups, with the highest levels in patients with 
hypothyroidism. In conclusion, this study suggests potential 
alterations in thyroid function associated with ischemic heart 
disease and emphasizes the need for further research on the 
clinical implications and underlying mechanisms involved.

Key words. Thyroid hormones, ischemic heart diseases, 
hyperthyroidism, hypertension.
Introduction.

Ischemia is defined as inadequate blood supply (circulation) 
to a local area due to blockage of the blood vessels supplying 
the area. Ischemic means that an organ (e.g., the heart) is not 
getting enough blood and oxygen. Ischemic heart disease, also 
called coronary heart disease (CHD) or coronary artery disease, 
is the term given to heart problems caused by narrowed heart 
(coronary) arteries that supply blood to the heart muscle [1]. 
Coronary artery disease (CAD) is characterized by the occlusion 
or stenosis of coronary artery mostly caused by atherosclerosis 
and is one of the leading causes of mortality in humans [2]. 
Patients with CAD are vulnerable in development of major 
cardiovascular events including nonfatal acute myocardial 
infarction, unstable angina, stroke, transient ischemic attack, 
peripheral arterial occlusive disorder, and death [3]. Thyroid 
hormones play a crucial role in regulating various physiological 
processes, including metabolism, cardiovascular function, and 
lipid metabolism. Imbalances in thyroid hormone levels, such as 
hypothyroidism and hyperthyroidism, have been implicated in 
the development and progression of numerous systemic diseases. 
One significant area of interest is the relationship between thyroid 
disturbance and ischemic heart disease (IHD) [4,5].

Ischemic heart disease, characterized by reduced blood flow to 
the heart muscle due to coronary artery narrowing or blockage, 
is a leading cause of morbidity and mortality worldwide. The 

pathogenesis of IHD involves the formation of atherosclerotic 
plaques in the coronary arteries, leading to reduced oxygen and 
nutrient supply to the myocardium [6]. Various risk factors, 
including hypertension, dyslipidemia, smoking, and diabetes, 
have been extensively studied in the context of IHD. However, 
emerging evidence suggests that thyroid dysfunction may also 
contribute to the development and progression of IHD [7].

Both hypothyroidism and hyperthyroidism have been 
associated with an increased risk of IHD, although the 
mechanisms underlying this association are not fully 
understood. Hypothyroidism, characterized by low levels of 
thyroid hormones, has been linked to dyslipidemia, endothelial 
dysfunction, impaired cardiac contractility, and increased 
systemic vascular resistance, all of which can promote the 
development of atherosclerosis and IHD [8].  On the other hand, 
hyperthyroidism, characterized by excessive thyroid hormone 
production, has been associated with increased heart rate, 
cardiac output, and arterial stiffness, potentially contributing 
to increased cardiac workload and susceptibility to cardiac 
ischemia [9].

Numerous epidemiological studies have explored the 
association between thyroid dysfunction and IHD, but the 
findings have been inconsistent. Some studies have reported 
a positive association between thyroid dysfunction and IHD 
risk, while others have found no significant relationship. The 
heterogeneity of the study populations, variations in the definition 
and classification of thyroid dysfunction, and differences in 
study design and methodology contribute to the conflicting 
results [10]. Understanding the relationship between thyroid 
disturbance and IHD is crucial for optimizing risk assessment, 
management, and preventive strategies for individuals with 
thyroid dysfunction. Elucidating the mechanisms underlying 
this association can provide insights into the pathophysiology 
of IHD and guide the development of targeted therapies [7].

The aim of this study was to evaluate the potential association 
between thyroid dysfunction and ischemic heart disease (IHD) 
and examine the prevalence of thyroid dysfunction among 
patients with IHD and explores the relationship between thyroid 
hormone levels and cardiovascular risk factors. 
Patients and Methods.

Study design: The current study is case-control study 
conducted in Baghdad city during the period between on 1st of 
January to the end of 2023. patients admitted to Coronary Care 
Unit of Ibn Al Nafees hospital and Ibn Al Bitar Hospital And 
Alyarmok Hospital in Baghdad city.

Patients: The study included   60 Iraqi patients with coronary 
heart disease with age range (37-66 years). The diagnosis of 
ischemic heart disease was based on history and characteristic 
electrocardiographic changes. Hypertension, defined as a 
systolic blood pressure greater than 130 mmHg or a diastolic 
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that hypothyroidism is the more prevalent form of thyroid 
dysfunction among IHD patients, affecting a majority of those 
with thyroid abnormalities.

In Table (4) the T3 levels in IHD patients with thyroid 
dysfunction (1.89±1.21) nmol/L were significantly higher 
compared to the control group (0.87±0.16) with a p-value of 
0.011.  Similarly, the T4 levels were also significantly higher 
in IHD patients with thyroid dysfunction (106.7±86.5) nmol/L 
compared to the control group (78.5±13.65) with a p-value 
of 0.016.  On the other hand, the TSH levels did not show a 
significant difference between IHD patients with thyroid 
dysfunction (3.29±2.55) uIU/mL and the control group 
(3.18±2.078), with a p-value of 0.13.  While The thyroid 
hormone levels (T3, T4, and TSH) were compared between 
euthyroidism IHD patients and the control group. The results 
show that there were no significant differences in T3, T4, and 

blood pressure greater than 80 mmHg or are taking medication 
for hypertension. Medical history was taken for patients 
including history of hypertension and/or diabetes mellitus in 
addition to drug history and smoking.  

Control group: A control group of 30 apparently healthy 
individuals (15 men and 15 females) was used, were matched 
with patients in terms of gender and age to improve the accuracy 
of the results. They were obtained from our families and friends 
and health workers. They were had a normal thyroid and lipids 
and HbA1c functions test.  

Exclusion Criteria: Patients using drugs like corticosteroids, 
amiodarone, and on thyroid or anti-thyroid drugs regularly. 
Patients receiving any iodinated contrast agent within the 
previous 2 weeks. Patients with a history of established diseases 
such as malignancy, chronic renal diseases, COPD (chronic 
obstructive pulmonary disease), liver disease, or psychiatric 
disease. Patients with an active infection or any conditions 
known to affect the profile of thyroid function. Patients with 
hypertension who are on beta-blockers and have type I diabetes 
mellitus. Patients with a history of thyroid disease.
Results.

The study found that 26.67% of IHD patients were smokers, 
while the majority (73.33%) were non-smokers. 60% had 
hypertension, and 58.33% had diabetes, indicating a high 
prevalence of diabetes among individuals with IHD. Smoking 
is a prevalent risk factor (Table 1).

Table (2) compares thyroid hormone status between IHD 
patients and the control group. IHD patients had significantly 
higher T3 levels (1.701 ± 1.21) nmol/L than the control group 
(0.87 ± 0.16), suggesting potential differences. T4 levels were 
significantly higher in IHD patients (118.63 ± 75.7) nmol/L, 
indicating a substantial difference between the two groups. TSH 
levels were significantly lower in IHD patients (2.23 ± 1.17) uIU/
mL, indicating a significant difference between the two groups.

Table (3) shows the prevalence of thyroid dysfunction among 
patients with ischemic heart disease (IHD). Of these patients, 
53.33% had normal thyroid function, while 46.67% had thyroid 
dysfunction, compared to 3.33% of healthy control individuals. 
This indicates a significant association between thyroid dysfunction 
and ischemic heart disease, with the odds ratio of 24.75 times higher 
in IHD patients compared to healthy control individuals.

Figure (1) displays the types of thyroid dysfunction observed 
among patients with ischemic heart disease (IHD). The figure 
indicates that among the IHD patients with thyroid dysfunction, 
39.29% (11 individuals) had hyperthyroidism, while 60.71% 
(17 individuals) had hypothyroidism. This finding highlights 

Associated factors IHD patients
Smoking Count Percent
yes 16 26.67 %
no 44 73.33 %
Total 60 100 %
Hypertension
yes 36 60 %
no 24 40 %
Diabetes 
yes 35 58.33 %
no 25 41.67 %

Table 1. Distribution of IHD patients according to associated to 
smoking, hypertension and diabetes.

Thyroid function 
(mean±SD)

IHD patients 
(n=60)

Control group 
(n=30) p value

T3 nmol/L 1.701±1.21 0.87±0.16 0.015
T4 nmol/L 118.63±75.7 78.5±13.65 0.001
TSH uIU/mL 2.23±1.17 3.18±2.078 0.018

Table 2. Thyroid hormones levels among IHD patients and the control 
group.

Studied groups Thyroid dysfunction Euthyroid Total
IHD 28(46.67%) 32(53.33%) 60(100%)
Control 1(3.33%) 29(96.67%) 30(100%)
Odds Ratio = (a * d) / (b * c) = (28 * 29) / (32 * 1) ≈ 24.75

Table 3. Prevalence of thyroid dysfunction among IHD patients.

Thyroid function 
(mean±SD)

IHD patients with 
thyroid dysfunction
(n:28)

Control group 
(n:30) P-value

T3 nmol/L 1.89±1.21 0.87±0.16 0.011
T4 nmol/L 106.7±86.5 78.5±13.65 0.016
TSH uIU/mL 3.29±2.55 3.18±2.078 0.13
Thyroid function 
(mean±SD)

Euthyroidism IHD 
patients (n:32)

Control group 
(n:30) P-value

T3 nmol/L 1.16±0.54 0.87±0.16 0.17
T4 nmol/L 94.8±63.7 78.5±13.65 0.12
TSH uIU/mL 2.89±0.85 3.18±2.078 0.13

Table 4. Comparison of  IHD patients with thyroid dysfunction and 
euthyroidism with control group regarding thyroid function parameters.

Figure 1. Types of thyroid dysfunction among IHD patients.
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TSH levels between euthyroidism IHD patients and the control 
group.

The study suggests that there were no significant differences in 
thyroid function parameters among the different age groups of 
individuals with hypothyroidism. Among the 40-49 age group, 
the mean T3 level was 0.49±0.02 nmol/L, the mean T4 level 
was 43.5±0.7 nmol/L, and the mean TSH level was 4.88±0.38. 
For the 50-59 age group (n=5), the mean T3 level was 0.36±0.17 
nmol/L, the mean T4 level was 44.6±0.54 nmol/L, and the mean 
TSH level was 5.41±1.07 uIU/mL. In the >59 age group (n=10), 
the mean T3 level was 0.51±0.03 V, the mean T4 level was 
45.8±6.9 nmol/L, and the mean TSH level was 5.24±0.66 uIU/
mL (Table 5).

The study suggests that there were no significant differences 
in thyroid function parameters among the different age groups 
of individuals with hyperthyroidism. For the 40-49 age group 
(n=0), no data is provided for thyroid function parameters, so 
no conclusions can be drawn for this age group. In the 50-59 
age group, the mean T3 level was 3.91±0.41 nmol/L, the mean 
T4 level was 207.7±51.7 nmol/L, and the mean TSH level was 
0.23±0.09 uIU/mL. In the >59 age group, the mean T3 level was 
4.19±0.42, the mean T4 level was 196.9±53.1 nmol/L, and the 
mean TSH level was 0.27±0.05 uIU/mL (Table 6).

In the hypothyroidism group, there were 6 males and 11 
females. The mean T3 level in males was 0.51±0.08 nmol/L, 
while in females it was 0.46±0.12 nmol/L. The mean T4 level in 
males was 44.1±0.47 nmol/L, and in females it was 42.6±0.69 
nmol/L. The mean TSH level in males was 5.38±0.39 uIU/mL, 
and in females it was 4.61±0.98 uIU/mL. The p-values for T3, 
T4, and TSH indicate that there were no statistically significant 
differences based on sex in the hypothyroidism group. In the 
hyperthyroidism group, there were 5 males and 6 females. The 
mean T3 level in males was 4.41±0.46 nmol/L, and in females 
it was 3.89±0.61 nmol/L. The mean T4 level in males was 
199.5±50.6 nmol/L, and in females it was 206.4±53.1 nmol/L. 
The mean TSH level in males was 0.25±0.09 uIU/mL, and in 
females it was 0.26±0.11 uIU/mL. The p-values for T3, T4, 
and TSH also indicate that there were no statistically significant 
differences based on sex in the hyperthyroidism group (Table 7).

Discussion.
In the current study, it was found that a significant proportion 

of individuals diagnosed with ischemic heart disease (IHD) 
were smokers. Approximately 26.67% of IHD patients were 
identified as smokers, while the majority, accounting for 73.33% 
of the patients, were non-smokers. These findings highlight the 
significant association between smoking and the development 
of IHD. Smoking is a well-established and prevalent risk 
factor for cardiovascular diseases, including IHD [11,12].  The 
harmful chemicals present in tobacco smoke can damage the 
blood vessels, increase inflammation, promote the formation of 
blood clots, and contribute to the narrowing of arteries, all of 
which can lead to the development of IHD [13-15].

Numerous studies have consistently demonstrated that 
smoking is a potent risk factor for individuals with ischemic 
heart disease (IHD) [16,17]. The association between smoking and 
cardiovascular disease, including IHD, is well-established [18].

Moreover, the study also revealed a high prevalence of 
hypertension among individuals with IHD. Approximately 
60% of the IHD patients had hypertension, indicating the close 
relationship between high blood pressure and the development 
of IHD. Hypertension places additional strain on the heart 
and blood vessels, leading to increased risk of heart disease, 
including IHD. Furthermore, the study identified that 58.33% 
of the IHD patients had diabetes. This finding suggests a 
high prevalence of diabetes among individuals with IHD. 
Diabetes is a metabolic disorder characterized by elevated 
blood sugar levels, and it is associated with an increased risk 
of cardiovascular complications. Individuals with diabetes are 
more prone to developing heart diseases, including IHD, due to 
the detrimental effects of high blood sugar on the blood vessels 
and the heart [19].

Numerous studies have consistently demonstrated that diabetes 
significantly increases the risk of developing CHD, with the 
risk being higher in diabetic women compared to diabetic men 
[20,21]. Diabetes can exert detrimental effects on blood vessels, 
predisposing individuals to the development of atherosclerosis. 
Atherosclerosis refers to the accumulation of plaque in the 
arteries, which can restrict blood flow and lead to the occurrence 
of heart attacks and other cardiovascular events. The damage 
caused by diabetes to blood vessels, along with other metabolic 
abnormalities associated with the condition, contributes to the 
heightened risk of developing CHD [22].   

These findings highlight the high prevalence of thyroid 
dysfunction among IHD patients, with a substantial 
proportion of individuals exhibiting either hyperthyroidism 
or hypothyroidism. Thyroid dysfunction can have significant 

Hypothyroidism 
(n:17)
In IHD

Age 
groups 
(years)

No.
Thyroid function (mean±SD)
T3 
nmol/L

T4 
nmol/L

TSH uIU/
mL

40-49 2 0.49±0.02 43.5±0.7 4.88±0.38
50-59 5 0.36±0.17 44.6±0.54 5.41±1.07
>59 10 0.51±0.03 45.8±6.9 5.24±0.66

P-value 0.12 0.25 0.13

Table 5. Comparison of thyroid functions  in IHD Patients with 
hypothyroidism in regards to age groups.

Hyperthyroidism
(n:11)

Age 
groups 
(years)

Thyroid function (mean±SD)

No. T3 
nmol/L T4 nmol/L TSH uIU/

mL
40-49 0 0 0 0
50-59 5 3.91±0.41 207.7±51.7 0.23±0.09
>59 6 4.19±0.42 196.9±53.1 0.27±0.05

P-value 0.16 0.18 0.15

Table 6. Comparison of thyroid functions in IHD Patients with 
hyperthyroidism in regards to age groups.

Studied groups Sex Thyroid function (mean±SD)
No. T3 T4 TSH

Hypothyroidism 
(n:17)

Males 6 0.51±0.08 44.1±0.47 5.38±0.39
Females 11 0.46±0.12 42.6±0.69 4.61±0.98

P-value 0.09 0.16 0.18
Hyperthyroidism
(n:11)

Males 5 4.41±0.46 199.5±50.6 0.25±0.09
Females 6 3.89±0.61 206.4±53.1 0.26±0.11

P-value 0.16 0.18 0.19

Table 7. Comparison of thyroid function  in hypothyroidism and 
hyperthyroidism patients in regards to sex.
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implications for cardiovascular health, as both hyperthyroidism 
and hypothyroidism can impact various aspects of cardiovascular 
function and increase the risk of cardiovascular complications 
[23,24]. In line with our finding, Grais and Sowers [25] found 
that hypothyroidism is the more prevalent form of thyroid 
dysfunction among IHD patients, affecting a majority of those 
with thyroid abnormalities. Moreover, Al-Shibani [25] showed 
that changes in thyroid hormone profile were observed in most 
of cardiovascular patients, 35% had subclinical hypothyroidism 
and 23% had subclinical hyperthyroidism. The study conducted 
by Qari FA on 400 patients with acute coronary syndrome 
(ACS) reported a change in thyroid hormone profiles in 23.3% 
of the patients [26,27]. Another study by Mathur et al [28] 
involving 85 patients with ACS reported changes in thyroid 
hormone profiles in 31.7% of the patients. 

In comparison to these previous studies, our study observed 
a higher prevalence of thyroid dysfunction. This difference 
could be attributed to several factors, including variations 
in sample size, different inclusion criteria, and the specific 
patient population in our study conducted in Iraq.  It is worth 
noting that the previous studies were conducted within healthy 
programs, with annual examinations, whereas our study focused 
specifically on patients with ischemic heart disease (IHD). 
Additionally, factors unique to our country, such as accidental 
radiation exposure in the environment, increased major stressful 
conditions, smoking, iodine status, and the use of certain drugs 
and herbal remedies that can affect thyroid hormones, may have 
influenced the higher prevalence of thyroid dysfunction [29]. 
In addition, in contrast to these studies, Adawiyah et al. [30] 
reported a prevalence of 53% of thyroid hormone dysfunction 
among 85 patients in their study. The higher prevalence 
observed in their study is more comparable to the results of our 
study, which may be attributed to the smaller number of patients 
included in their study.

Thyroid hormone dysfunction significantly affects the 
cardiovascular system, as the changes in thyroid hormone 
secretion can impact heart muscle contractility, heart rate, and 
peripheral circulation hemodynamics [31]. Hypothyroidism, 
even in its subclinical form, can contribute to signs of coronary 
heart disease and may even lead to death, particularly when 
the thyroid-stimulating hormone (TSH) levels exceed 10 
μIU/l [32,33]. The thyroid gland exerts significant effects 
on various body tissues, but its impact on the cardiovascular 
system and kidney is particularly noteworthy. Abnormalities in 
thyroid gland morphology and dysfunction are associated with 
diabetes, while low T3 syndrome is linked to chronic kidney 
disease [34]. Hyperthyroid secretions can lead to increased 
cardiac preload, cardiac output, arterial stiffness, and systolic 
blood pressure. This can result in left ventricular hypertrophy 
and, in severe cases, diastolic dysfunction and heart failure. 
Hyperthyroidism is also associated with an increased risk of 
pulmonary hypertension, with sinus tachycardia being the most 
common rhythm alteration. Atrial fibrillation is considered 
the most clinically significant arrhythmia associated with 
hyperthyroidism [35].

In our study, we observed statistically significant differences in 
the prevalence of thyroid dysfunction between the age groups of 

>50 years. In study done by Al-Shibani [25] showed that, there 
is statistically significant differences of thyroid dysfunction 
between age groups>60years and 40-60years. A study by Bayrak 
et al [36], involving 100 patients with acute coronary syndrome 
(ACS), also reported a higher prevalence of abnormal thyroid 
hormones in the age group >60 years. This can be attributed to 
several factors. Firstly, thyroid diseases tend to increase with 
age, and they are more likely to remain undiagnosed in older 
individuals due to the presentation of nonspecific symptoms 
such as mild cognitive impairment, constipation, diarrhea, 
anemia, fatigue, and sweating. In contrast, thyroid diseases in 
the age group of >50 years often present with overt symptoms 
of the disease [37]. Additionally, the aging process itself 
is associated with physiological changes that can affect the 
results of thyroid function tests. Furthermore, the presence of 
chronic non-thyroidal illness and the use of medications that 
can interfere with thyroid function tests are common in elderly 
individuals, and some patients may not disclose this information 
during the history-taking process [38,39].
Conclusion.

Thyroid dysfunction is observed in a significant proportion 
of IHD patients, with both hypo- and hyperthyroidism being 
present. Hypothyroidism is the more prevalent form of thyroid 
dysfunction among IHD patients, affecting a majority of 
those with thyroid abnormalities. The prevalence of thyroid 
dysfunction is higher in IHD patients compared to the healthy 
control group, indicating a potential relationship between 
thyroid dysfunction and the presence of IHD.
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