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Abstract

Background: Hypertension and dyslipidemia are two of the most insidious
cardiovascular risk factors. Because they rarely manifest with immediate physical
pain, patients frequently carry a compounding metabolic burden unaware, until a
severe cardiovascular event abruptly alters their life. Methods: This cross-
sectional, observational study was conducted at Shri Jagannath (S]J) Medical College
and Hospital, Puri, Odisha, from January 2024 to December 2025. We evaluated 182
adult patients diagnosed with essential hypertension. Alongside fasting lipid
profiles, we incorporated empathetic, structured interviews to understand the

Correspondence: lifestyle and psychosocial stressors contributing to their metabolic health.
Dr. Priyaranjan Barik. Statistical significance was calculated using SPSS software. Results: Of the 182
Associate Professor, hypertensive patients, 122 (67.0%) exhibited dyslipidemia. The co-occurrence of

Department of General Medicine, MJK  |abnormal lipids was statistically significantly associated with advancing age (p =
Medical College & Hospital, Jajpur, 10.011), elevated Body Mass Index (p < 0.001), and a prolonged history of
Odisha. hypertension (p < 0.001). Elevated Low-Density Lipoprotein (LDL) was the
dominant abnormality, observed in 60.4% of the cohort. Additionally, self-reported
Email:barikprivaranjan1976 @gmail.com |chronic emotional stress and consumption of salt- and oil-heavy traditional diets
strongly correlated with poor lipid profiles. Conclusion: A staggering two-thirds of
hypertensive patients in this Puri cohort suffer from concurrent dyslipidemia.
Treating blood pressure in a silo leaves patients highly vulnerable to
atherosclerosis and ischemic events. Cardiovascular care must become more
humanized and holistic—routinely screening for lipids and compassionately
addressing the lifestyle barriers our patients face dai.
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INTRODUCTION

Cardiovascular disease is rarely a sudden invader; it is a quiet, cumulative process. For millions of Indians, this silent
progression is driven by the deadly partnership of essential hypertension and dyslipidemia. When elevated blood pressure
exerts continuous mechanical stress on the delicate inner lining of the arteries, it creates microscopic tears. Abnormal,
circulating cholesterol—particularly LDL—aggressively exploits these wulnerabilities, accelerating the buildup of
atherosclerotic plaque.

For the patient, receiving a diagnosis of hypertension is already a heavy emotional and financial weight. It introduces a
daunting reality of daily medications and strict lifestyle modifications. When dyslipidemia is added to this equation, the
cardiovascular risk does not simply add up; it multiplies. In coastal regions like Puri, cultural dietary habits—often rich in
carbohydrates, saturated fats, and sodium—intersect with rapid urbanization and increasingly stressful, sedentary work
lives.

This study, conducted at SJ Medical College and Hospital between 2024 and 2025, aimed to evaluate the exact clinical
prevalence and specific patterns of abnormal lipid profiles in 182 hypertensive patients. By pairing rigorous statistical
validation with an empathetic inquiry into our patients' lived experiences, we seek to advocate for a comprehensive, human-
centered model of cardiovascular care.
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MATERIALS AND METHODS

Study Setting and Design

An observational, hospital-based cross-sectional study was executed in the Department of General Medicine at SJ Medical
College and Hospital, Puri, Odisha. The study period spanned 24 months, from January 2024 through December 2025.

Study Population

The study cohort comprised 182 adult patients actively managing essential hypertension.

* Inclusion Criteria: Adults aged 30 to 75 years with established essential hypertension (currently on anti-hypertensive
therapy or newly diagnosed with BP > 140/90 mmHg) who provided informed consent.

+ Exclusion Criteria: Patients with secondary hypertension, known coronary artery disease, chronic kidney disease,
thyroid dysfunction, or those already actively taking lipid-lowering medications (e.g., statins, fibrates) prior to
enrollment.

Clinical and Empathetic Assessment

Patients are more than their laboratory results. Our clinical assessments were paired with open conversations about their

daily routines, stress levels, and dietary realities.

» Blood Pressure: Recorded using a standardized mercury sphygmomanometer after 10 minutes of seated rest.

» Lipid Profile: Venous blood was drawn after a strict 12-hour overnight fast to measure Total Cholesterol (TC),
Triglycerides (TG), High-Density Lipoprotein (HDL), and Low-Density Lipoprotein (LDL).

*  Diagnostic Criteria: Defined in accordance with consensus guidelines adapted for Asian Indians: TC > 200 mg/dL,
LDL > 130 mg/dL, TG > 150 mg/dL, or HDL < 40 mg/dL (men) and < 50 mg/dL (women).

Statistical Analysis

Data compilation and statistical evaluation were performed using SPSS version 26.0. Continuous variables were expressed
as mean =+ standard deviation (SD) and compared using the independent Student’s t-test. Categorical variables were
assessed via the Chi-square test. A p-value of < 0.05 was considered statistically significant.

RESULTS

Patient Journey Flowchart

[Initial OPD Screening: n=234 Hypertensive Patients]
[Excluded: n=52]

»  Already on statin therapy: n=28

»  chronic kidney disease / Hypothyroidism: n=15

* Incomplete fasting / Declined consent: n=9

[Enrolled Study Cohort: n=182 Patients]

*  Clinical Assessment, Fasting Lipids, & Lifestyle Interview
»  Dyslipidemia Present: n=122 (67.0%Normal Lipid Profile: n=60 (33.0%)

Baseline Demographics

The demographic data highlights that patients suffering from both hypertension and dyslipidemia tend to be older and
possess a significantly higher body mass. The struggle to maintain metabolic health clearly compounds with age and
weight.

Table 1: Baseline Demographic and Clinical Profile (N = 182)

Variable Dyslipidemia (n=122) | Normal Lipids (n=60) | Statistical Significance (p-value)
Mean Age (years) 58.2+79 524 +8.1 0.011 (Significant)

Gender (Male / Female) | 71/51 33/27 0.64 (Not Significant)

Mean BMI (kg/m?) 29.1+3.6 248+3.0 < 0.001 (Significant)

Systolic BP (mmHg) 157.4£14.1 144.6 £10.8 < 0.001 (Significant)

Diastolic BP (mmHg) 96.2+8.8 885+74 0.002 (Significant)

Prevalence of Specific Lipid Abnormalities
Elevated LDL—the primary architect of arterial plaque—was the most prevalent threat, silently jeopardizing the vascular
health of over 60% of our hypertensive cohort.
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Table 2: Specific Lipid Abnormalities within the Total Cohort (N = 182)

Lipid Abnormality Indicator Number of Patients | Prevalence in Cohort (%)
Elevated LDL (> 130 mg/dL) 110 60.4%
High Total Cholesterol (> 200 mg/dL) 98 53.8%
High Triglycerides (> 150 mg/dL) 92 50.5%
Low HDL (Men <40, Women <50 mg/dL) 78 42.8%

(Note: A significant majority of dyslipidemic patients exhibited mixed dyslipidemia, presenting with two or more
concurrent abnormalities.)

Hypertension Severity and Lipid profiles
Vascular disease operates synergistically. Patients battling more severe, Stage 2 hypertension demonstrated significantly
worse lipid profiles, indicating a widespread metabolic breakdown.

Table 3: Mean Lipid Values Stratified by Stage of Hypertension

Lipid Parameter (Mean + SD) | Stage 1 HTN (n=78) | Stage 2 HTN (n=104) | p-value
Total Cholesterol (mg/dL) 188.4 +25.8 218.6 +33.4 <0.001
Triglycerides (mg/dL) 146.2 £ 32.5 182.1+41.8 <0.001
LDL Cholesterol (mg/dL) 116.8 +23.1 150.4 £ 29.6 <0.001
HDL Cholesterol (mg/dL) 46.2+7.8 408+7.1 0.004

The Timeline of Hypertension

The longer a patient's cardiovascular system fights high blood pressure, the more their metabolic defences falter. We
observed a profound, highly significant correlation between the duration of hypertension and the emergence of
dyslipidemia.

Table 4: Impact of Hypertension Duration on the Incidence of Dyslipidemia

Years Living with Hypertension | Total Diagnosed with Prevalence p-value
Patients | Dyslipidemia Rate (%)
Newly Diagnosed (< 1 year) 46 19 41.3% <0.001
1 to 5 years 68 45 66.1% (Chi-square test
across groups)
More than 5 years 68 58 85.2%

Humanizing the Clinical Data: Lifestyle Factors

A patient’s laboratory results are deeply intertwined with their daily environment. Our interviews revealed that patients
burdened with both conditions were statistically far more likely to be navigating highly stressful, sedentary lives while
relying on unoptimized diets.

Table 5: Psychosocial and Lifestyle Factors Associated with Dyslipidemia

Patient Lifestyle Factor Dyslipidemia Present (n=122) | Normal Lipids (h=60) p-value

Diet High in Fried Foods / Salt 104 (85.2%) 32 (53.3%) <0.001

Highly Sedentary Routine 92 (75.4%) 25 (41.6%) <0.001

Self-Reported Chronic Stress 86 (70.4%) 20 (33.3%) <0.001
Tobacco Use (Smoking/Chewing) 54 (44.2%) 16 (26.6%) 0.024 (Significant)

DISCUSSION

The clinical data sourced from SJ Medical College over the 20242025 period exposes a severe localized health crisis:
67.0% of our hypertensive patients are silently carrying the compounding burden of dyslipidemia. This finding aligns with
larger national cohorts like the ICMR-INDIAB and LIPID India studies, confirming that metabolic syndrome is deeply
entrenched across diverse Indian geographies.

The statistical reality is clear: age, BMI, and the severity of blood pressure are highly significant predictors (p < 0.001) of
dyslipidemia. The timeline data (Table 4) is particularly concerning. For patients who have endured hypertension for over
five years, the prevalence of dyslipidemia skyrockets to 85.2%. This indicates a progressive systemic failure; as the heart
pumps against high resistance year after year, the body's ability to manage lipid metabolism deteriorates in tandem.

Yet, the true weight of this study is found in Table 5, which connects clinical numbers to the lived human experience in
Puri. The highly significant correlations between abnormal lipids and chronic stress (p < 0.001), sedentary lifestyles (p <
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0.001), and the consumption of fried, salt-heavy traditional diets reflect real socioeconomic challenges. Many patients are
trapped between demanding work hours, limited access to safe recreational exercise spaces, and reliance on affordable,
high-calorie foods.

When a clinician simply writes a prescription for a calcium channel blocker without ordering a lipid panel, they leave the
patient dangerously exposed. Empathetic medicine demands that we address the whole person. We must sit down, explain
the invisible dangers of plaque buildup, and work collaboratively to find culturally accessible ways to reduce stress and
improve dietary habits without stripping away the patient's cultural comforts.

Limitations

This hospital-based, cross-sectional study inherently captures individuals already seeking medical intervention, which may
slightly overestimate the prevalence compared to an asymptomatic, un-screened rural population. Furthermore, lifestyle
and stress markers were self-reported, carrying a natural risk of recall bias.

CONCLUSION

Dyslipidemia is not a rare anomaly in hypertensive patients; it is a pervasive, silent co-conspirator. With 67% of the
hypertensive cohort at SJ Medical College, Puri, demonstrating abnormal lipid profiles—strongly driven by disease
duration, body mass, and daily life stressors—a shift in clinical protocol is imperative. Every diagnosis of hypertension
must trigger mandatory lipid screening. By treating these interconnected diseases holistically and compassionately, we can
intercept cardiovascular disease before it irreparably alters the lives of our patients.
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