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ABSTRACT

HDL cholesterol (HDL-C) level is a major risk factin the Coronary Heart Disease (CHD).Thus intentiens are
required to increase HDL cholesterol to prevent ttek of Coronary heart disease. “Low HDL cholesté or
“Hypoalpha’syndrome is the most frequent lipoproteabnormality in coronary patients .HDL cholesterol
promotes fibrinolysis. An open labelled cross sewtd study was conducted in master health checloupPatient
Department, Sree Balaji Medical College And Hodpi@hromepet, during August 2015 to October 2015y
study serum HDL cholesterol levels were estimategoung healthy population. 64 out of the 100 pasiefrom
study population had high serum HDL cholesterokle\mean 42.3; SD 5.80). Treatment modalitiesntweiase
HDL cholesterol level can be adopted to avoid adearardiovascular outcomes.

Keywords: HDL-C, Dyslipidemia, Coronary heart disease, Met@tsyndrome

INTRODUCTION

Dyslipidemia is one of the most significant cormlitiin developed countries .The prevalence is a®®.5% in

1990 in the urban population of India. The premeteof lipid abnormalities in 30 years old and ryger age group
people is increasing tremendously in developed ms This is often due to high carbohydrate ,High calorie-

rich diet,alcohol consumption, tobacco use, anaéstdy life style. (1) (2).Primary dyslipidemiadsie to genetic
defect in metabolism of lipoprotein and secondaygligidemia is due to underlying cause that inflcesn
circulating levels of lipid .Lipid triad (elevatetiglycerides ,decrease HDL ,small dense low dgrigitoprotein

cholesterol )is the most common established ré&kof for cardio vascular disease .Risk is greateen it is

accompanied by diabetics and hypertension (3) (4)

Dyslipidemia is defined by National Cholesterol Edtion Programme as follows:

Triglycerides> 150mg/dl

Cholesterok 200mg/d|

LDLCholesterob130 mg/dI

HDL Cholesterol<40 mg/dl (men ),and <50 mg/dl (wame(5)

HDL-C levels are independent ,strong inverse ptediof coronary heart diseases and acts as atietiogenic and
the mechanism by which HDL protects CHD is remafatholesterol from peripheral tissues to liver axdretion
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in bile (6).The study for UK progression of diatseteiggested that 0.1 mm increase in HDL —C wouddae CHD
by 15 % (7)

OBJECTIVES
To compare the HDL Cholesterol levels in men andneo and to compare HDL Cholesterol levels amonigpist
of different religions.

EXPERIMENTAL SECTION

An open labelled cross sectioned study was condunteaster health check up OPD, Sree Balaji Meédicdlege
And Hospital, Chrompet during the period of Aug815 to October 2015. The study was approved Hitutisnal
ethics committee and the patients voluntary infestrwritten consent obtained after explaining te& &nd benefits
to the patient. Thel00 patients were randomlycsete 41 males and 59 females .Information regargiersonal
history, educational level, history of chronic dsses, smoking and tobacco intake were recordeal.indiusion
criteria : healthy male and female population af 20 years and <39 years were selected .The éxclasteria :
any history of Diabetes mellitus ,Hypertension, lipfdemia ,pregnant women, smoking, alcohol ,antiepés who
were not willing to participate in the study. Patewho are <20 years and >39 years, the individwélo are not
able to give informed consent, any other healtimental condition were excluded.

PROCEDURE:
3 ml of venous blood samples was collected aft@rright 9 hours of fasting for estimating HDL césterol
(mg/dl) levels by using end profile direct enzymatiethod in a fully automated biochemistry analyg&)

STATISTICAL ANALYSIS:

Data analysis was performed by means of the SR&iStsal software package. For Windows (versidiy $SPSS
Inc., Chicago, USA). Results were expressed asnikan+SD. Pearson chi —square was test to compare th
proportion between male and female

RESULTS

Mean HDL-C level in study population was 42.3 mg/8tandard deviation was 5.80. 64 out of the 10fepis
from study population had high serum HDL-C lev€sil-SQUARE statistic is &s 15.3188 . p value is significant
at p<0.05(table 1).More females in the study pdpaahad lower HDL-C in comparison to males. 41%nddles
and 79 % of females from study population had lo@LFC levels which was statistically significant @t 1).
Hindus had lower HDL-C levels followed by Christsaand Muslims in this study population (chart 2g&})

TABLE 1:HDL-cholestrol Normal vs Abnormal in men and women

SEX
R Total

HDL-CH ™y le | Female C*Value|P-Value

Level

N| % [N| % N %

Normal |24 59(12| 21 | 36 | 36

Abnormal 17| 41(47] 79 64 64 |15.3188| <0.05

Total |41 10059 104 100(100.9

TABLE 2: HDL Level in different Religion Group

TOTAL | NORMAL HDL | LOW HDL
CHRISTIANS 12 8 4
MUSLIMS 10 9 1
HINDUS 78 47 31
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CHART 1: Bar Diagram showing HDL levelsin male and female
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CHART 2: HDL-C levelsin different Religion Groups
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HINDUS

= NORMAL = LOW

DISCUSSION

Our study shows that 64% of the urban young pojuiahad abnormal HDL-C levels.41% of males and« 8f
females from study population had low HDL-C leveldsich was statistically significant. Margaret eNCHS Data
showed that approximately 17% of adults (just awez-quarter of men and less than 10% of women)dvadiDL-

C during 2011-2012 (9). Jiang et al of the Inted&ollaborative group showed that prevalence af ldDL
cholesterol (40 mg/dL) was 19.2% in the generaltagopulation (35 to 74 years of age) in China. ykdal not
observe a large difference in HDL-C levels in mad avomen in the Chinese population (10). Aguilalifss et al
showed that most common lipid abnormality was a kL-C (46.2% for men, 28.7% for women, and 36% for
both genders) in a nationwide survey in Mexico (8)

Low HDL cholesterol is one of the component in that of metabolic syndrome (Reduced HDL- C ,Incexh
triglycerides, Increased blood sugars, Abdominalesitly, Elevated blood pressure).HDL has two main
apolipoprotein components they are apoAl and apoBdne deletion of apoA 1results in low levels dbIH
cholesterol. HDL has anti oxidant properties. Its hanti-thrombotic, anti inflammatory activity anéverse
cholesterol transport function (11)

Obesity has strongest correlation with decreasedrséiDL-C levels where as weight loss have sigaiftdncrease
in HDL —C levels. HDL is strongly controlled by gatit factors i.e .genetic deficiency of cholesteasgter transfer
protein (CETP) is associated with elevated HDL-le (12) (13)

Major lipoprotein disturbance in the metabolic syorde is a reduction in HDL cholesterol. This reductis a
consequence of changes in HDL composition and roksa. In the presence of hypertriglyceridemiagarease in
the cholesterol content of HDL is a consequenceedficed cholesteryl ester content of the lipoprotzire in
combination with cholesteryl ester transfer proteiediated alterations in triglyceride, making tlzetigle small and
dense. This change in lipoprotein composition a¢sllts in increased clearance of HDL from theutation. The
relationships of these changes in HDL to insuBsistance are probably indirect, occurring in conedth the
changes in triglyceride-rich lipoprotein metabolism

Beyond weight reduction, there are very few lipiddifying compounds that increase HDL cholesterstifs,
fibrates, and bile acid sequestrants have modésttef(5-10%), and there is no effect on HDL cheled with
ezetimibe or omega-3 fatty acids. (14)

Nicotinic acid is the only currently available dragth predictable HDL cholesterol-raising propestidhe response
is dose-related and can increase HDL choleste@¥s-8bove baseline. (15)

CONCLUSION

More than half of asymptomatic young urban souttiidns had low HDL-C values irrespective of thedxes.
Females had lower HDL-C than men among the stughulption. Hindus had lower HDL-C than other religgo
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among the study population.Association of low HDLwith increased cardiovascular morbidity and mdstak
well known. This explains the need to adopt methodsise the HDL-C in patients at risk.

LIMITATIONSOF THE STUDY
% Small sample size
% Sample bias as more patients were from Hindu ptipal¢han other religions
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