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Is an hdl level of 75 good. Hdl cholesterol level of 75 mg/dl. Hdl cholesterol of 75. What is an acceptable hdl cholesterol level. How to increase hdl cholesterol normal range. Is 80 a good hdl level. What does an hdl level of 75 mean.

You mean cholesterol can be good for you? The answer is Yes, when it is high density lipoprotein (HDL). That is one of two types of cholesterol you will find on your lipid panel test results. The other is low density lipoprotein (LDL). Cleveland Clinic is a non-profit academic medical center. Advertising on our website helps support our mission. We do
not approve products or services of non cleveland. POLICY &€ "think of HDL as the good, or "Helpful, 4€TM cholesterol, and LDL as the &€ ceLousy, a€TM or a€ a€ a€ a€ less desirable cholesterol, &€ " cardiovascular medicine specialist Heba Wassif, MD, MPH. Why HDL is useful? LDL causes plaque accumulation and over time can lead to heart attack
and stroke. HDL works in the blood like a scavenger or a cleaner. It removes the bad LDL cholesterol from the blood, leading it to the liver to be excreted. It is essential to keep your LDL low a€ "ideally, less than 100. (The doctor may want to keep it even lower if you had a heart attack.) You also want to keep your HDL high a€" Ideally, 50 milligrams
per deciliter of blood or higher. (The normal range is from 40 to 59 milligrams per deciliter. ) When HDL levels are below 40 milligrams per deciliter, the risk of heart disease increases. What can you do to keep HDL up? &€ "Three drugs can increase HDL cholesterol, research has shown that they do not necessarily respect the risk of heart disease,"
Dr. Wassif said. &€ "We should focus on reducing LDL cholesterol and recommend changes in lifestyle. A The American College of Cardiology and American Heart Association recommend: a healthy and well balanced diet. Eat a Mediterranean diet rich in vegetables, fruit, nuts, whole grains and lean vegetables or animal and fish proteins. (Limitate
trans fats, processed meats, refined carbohydrates and soft drinks.) Regular exercise, as on foot. Get at least 150 minutes of moderate intensity physical activity per week, or 75 minutes per week of vigorous intensity activity. Maintain a healthy weight, or lose excess pounds if necessary. In addition to improving diet and exercise habits, a
comprehensive plan may include lifestyle counseling for stress, sleep hygiene and other individual challenges you face. Don't smoke. If you smoke, individual or social support groups are recommended while trying to stop increasing your chances of success. Manage your blood sugar. If you have type 2 diabetes, a healthy diet and exercise are
fundamental, along with any medication your doctor may recommend. Get the right amount of sleep of good quality, follow a low sodium diet and meet the guidelines forRecommended. Start by taking these small steps to change your lifestyle. Will help enhance your HDL, making it easier for your detergent for your A ¢ 4,— A A "bloodstreamA ¢ &,—"
to do your job. The training of resistance has little effect on active fatty fat acid , the cholesterol of lipoprotein or net triglyceride balances. Jacobs Ka, Krauss RM, RM, JA, HORNING MA, FRIEDLANDER AL, BAUER TA, HAGOBIAN TA, Wolfel EE, Brooks GA. Jacobs Ka, et al. AM J Physyol endocrinol metab. 2006 set; 291 (3): E656-65. Doi: 10.1152 /
ajpendo00020.2006. EPUB 2006 May 9. Am Jsysy Endocrinin Metab. 2006. pmid: 16684856 clinical trial. Abstract the association between the cholesterol of high-quality lipoprotein density (HDLA ¢ 4,— C) and coronary disease events (CHD) are not described in individuals with very high levels of HDLA ¢ 4,— C (> 80 mg / dl). Methods and results
grouped data from 6 cohorts of the community, we examined the CHD and the risks of total mortality on a wide range of HDLs, including values greater than 80 mg / dl. We used the proportional COX hazard models with penalized spines to evaluate the multivariable, regulated, HDLA ¢ &,— C stratified associations with danger for ChD events and
total mortality, using HDLA ¢ 4,— C 45 mg / dl and 55 mg / dl as the referent in men and women, respectively. Analysis included 11 515 men and 12 women 925 which produce 307 years 245 people below to follow. In men, the association between HDLA ¢ 4,— and ChD events has been inverse and linear through most of the HDLA ¢ 4,— C values;
However at HDL values ¢ 4,— C> 90 mg / dl there was a Plateau effect in the association model. In women, the association between HDLA ¢ 4,— and CHD events was inverse and linear through lower values of HDLA ¢ 4,— C, however at HDL values> 75 mg / dl there are no further reductions in the estimates of the risk point for CHD. In non-decree
models the total risks of mortality in men with very high HDL have been increased, however the risks of mortality observed in very high HDL participants were attenuated after adjustment for traditional risk factors. Concluded we do not observe further reductions in CHD risk with HDLA ¢ 4,— C values exceeding 90 mg / dl in men and 75 mg / dl in
women. The association between the density of high lipoprotein cholesterol (HDLA ¢ 4,—~ C) and coronary heart disease (CHD) events is inverse and linear a wide range of HDL-4,—~ C values (from 30 to 60 mg / DL) .1, 2 In the last few decades the observational cohort data suggested a possible threshold effect or increased risks for chD mortality
events and total in the participants with HDLA ¢ 4,— C> 80 mg / d1.3, 4 However, the sample size of individuals with very high HDL is very small in most studies, limiting the ability to draw conclusions on the risks for CHD and the total mortality associated with extremely high levels of HDLA ¢ 4,— C. Since the use based on the guided line of the
LipidA ¢ &,— lowering pharmacotherapy is based on risk assessment, patients with very high levels of HDLA ¢ — C presents a clinical dilemma, since the associated CHD risk at hdlA ¢ 4,— ¢> 80 mg / dl is not well described. The project for life of the risk of life is a of very wide data with a wide phenotypization that provides a unique opportunity to
study the CHD risks on the complete range of HDLa€ C values, including those in individuals with extreme elevations in HDL&€ C. 5 Moreover, the covariate data detailed by these dataThey allow to adjust many potentially confusing variables. In this study, we have tried to quantify, in non-adjusted and adjusted models, the risks of cardiovascular
events and total mortality in individuals with very high HDL. We hypothesized an independent increase in the risks of CHD in individuals with very high levels of C HDL compared to the reference values of 45A, MG / DL and 55A, MG / DL respectively in men and women. Metocyping Kenguards included in the analysis have Satisfied the following
criteria a priori: (1) Community or population sampling or broad volunteer (2) availability of at least one basic examination during which the participants provided demographic, personal and medical information and were subjected to direct measurements of variables physiological and / or anthropometric (for example, blood pressure, weight), lipid
evaluation (including HDL) and alcohol consumption; (3) Availability of data on total mortality and on cardiovascular mortality even with assessment of non-fatal myocardial infarct events. We have selected the following 6 cohorts: Framingham Heart Study6 (FHS), Framingham Offspring Study (FOS), 7 Cardiovascular Health Study (CHS), 8
Aterosclerosis Risk in Communities Study (Arics), 9 Honolulu Heart Study10, 11 (HHP) and the Studio Womena € ™ S Health Initiative12 (Whi). Participants were excluded from the analysis if they had a pre-existing CHD (previous diagnosis of myocardial infarction, Angina Pectoris Note, Hospitalization History for Unstable Angina, or Previous
Coronary Rivascularization). The Institutional Review Board of the Northwestern University has approved this project.Dermination of the lipidic phenotype blood of each study was collected and stored at A ¢ 4270A,A ° C after the injection in the vein until the moment of ™ analysis. To determine HDLA ¢ A C, all cohorts (except whi) used the
centrifugation followed by the removal of all lipid particles containing APOLIPOPROTEIN B with a magnesium / right precipitation essay.13 The HDLA ¢ A C is then quantified by standardized enzymatic techniques 7, 8, 9 total cholesterol (TC) and triglycerides were determined by direct technical enzymats. The WHI cohort used the Hitachi 917
analyzer (Roche Diagnostics) to determine HDLA ¢ & C, LDLA ¢ & C, Triglycerides and TC. This system uses a direct enzymatic color essay for determining all the concentrations of lipid subframes. Risk factors are presented elsewhere.6, 7, 8, 9, 10, 11, 12 briefly, age, sex, race, smoker, alcohol consumption The state of diabetes, the use of
antihypertensive drugs and the » use of lipid drugs have been determined by In the ARIC study, the use of the medicine was confirmed by fla inspection Diabetes was defined as self-reported diagnosis by the doctor, fast glycemia 4¢126A mg/dL, or antidiabetic drugs. antidiabetic.A drink has been defined as a portion of alcohol (12 oz beer, 6 oz glass
of wine, or 1,5 oz of hard liquor) or as 0.6 oz liquid, 14 g, or 18 mL or ethanol depending on the cohort. The consumption of weekly and monthly self-reported alcohol has been converted to daily consumption and defined as equivalent of >1 drink per day for women and >2 drinks per day for men. The systolic blood pressure was average of 2 to 3
measurements carried out during the session (supine for HHP). For all blood pressure measurements a mercury skewer has been used. BMI was calculated as the weight in kilograms divided by the square of the height in meters. Determination of OutcomeCHD events (non-fat myocardial infarction [MI] and CHD death) and total mortality events were
ascertained using coorte-specific criteria, as described elsewhere.6, 7, 8, 9, 10, 11, 12 Briefly, the Framingham Heart Study judged CHD events through medical history, physical examinations and electrocardiograms. All CHD suspected events were examined by a panel of 3 doctors, which applied criteria established for such events.7 CHS, ARIC,
HHP and WHI generally used similar criteria: myocardial infarction was defined as an evolving Q-wave MI or heart pain associated with abnormal heart enzymes and or an evolving ST- or T-wave model or new left-hand-hand-left block. A group of doctors in each study judged CHD death. The follow-up for the vital state and the date of death is almost
100% complete in each of the cohorts. Statistical analysis To examine the potential non-linear association between continuous HDL-C and risk of events, we used cubic splines penalized in Cox proportional risk models, which can provide non-parametric estimates for the risk ratio of HDL-C.15, 16 The hypothesis of proportional risks has been tested
using Schoenfeld residues and is considered appropriate. 17. 18 Risk reports were scaled so that the risk ratio was 1 for the HDL-C level of 45 mg/dL and 55 mg/dL respectively in men and women. The follow-up time was truncated at 20 years, as there were a few years in person beyond that point for most of the choruses. Survival models were
initially regulated by cohorts; then regulated by age, race, blood systolic pressure, body mass index, current state of smoking, diabetes, non-HDL-C, antihypertensive therapy, antihyperlipidemia therapy and alcohol status (>1 drink/day for women and >2 drink/day for men). Due to minor differences in the HDL-C medium through cohort and slight
differences in the measure of HDL-C through cohort, we conducted an analysis of sensitivity. For sensitivity analysis, data has been grouped by Z-scoresAnd sexually specific of HDLa € C. Risk reports have been scaled in such a way that the risk ratio was 1 for HDLa € c Za € score 0. Then re-re-act the analysis using penalized cub splines as described
above. In an attempt to further examine the effect of alcohol and smoking consumption HDLa € C E Total Mortaly and CHD Events, we also conducted separate Stratificato (for alcohol and smoke) penal models of the cubic spine on the pool cohort. State of basic hormone replacement therapy (HRT) state and lipid concentrations were only available in
FH, FOS and ARIC Cohorts. To assess the possible modification of confoundation or effect due to HRT in women, we have coorte course, HRTA€ Stratified models of danger proportional to COX. We also evaluated the meaning of a HDL4 € C (continuous) from the term HRT interaction. We used sex sexually sex ... proportionally univably univable
patterns to determine the traditional characteristics of the risk factor that were associated with CHD events in individuals with HDLa€ C> 75 mg / dl.AP value 1 drink per day was greater in the 2 highest layers of HDLAC. The prevalence of smoking was generally lower in HDL- C strata. (3.5.6) Rx, %3029262321191817Hx DM, %1812853322Smokerb,
%45393328252421Alcohol, %1710101316192326In men, 1825 CHD events and 3311 deaths from any cause occurred during 139 624 years of follow-up. In women, 977 CHD events and 2435 deaths from any cause occurred during 167 622 follow-up years. In men, unadjusted all-cause mortality rates were higher in the 4 highest HDLAC strata; in
contrast, unadjusted CHD event rates were higher in the 2 lowest HDLAC strata (Table 3). Nelle donne, gli eventi di mortalitA totale non giustificati erano simili in tutti gli strati HDLAC >60 mg/dL, ma i tassi di mortalitA erano piA1 elevati per gli individui in strati inferiori (HDLAC 60 mg/dL) di HDLAC (tab. 3).HDLAC (mg/dL)ax3031 a 4041 a 5051 a
6061 a 7071 a 8081 a 90>90MenN1063352034972058796335129117Mortality event rate21.822.229. tasso di eventi18.815.713.010.712.09.76.410.0WomenN28212992986333023251441728534MortalitA tasso di eventi21.019.215.214.012.113.214.013.5CHD tasso di eventi8.99.27.06.24.23.94.13.2CHD Eventi In Figura sono presentati in figura lo
spline cubico non corretto e multivariabile dei rapporti di rischio trasformati per la morte di CHD e il MI non grasso per uomini e donne. Men with HDLAC values below the referent were at increased risk for CHD events (Figure & Panel A). This relationship is inverse and linear up to a HDLa. C values aboveNo further reduction of CHD risk has been
observed. In traditional risk and alcohol-adjusted models, the point estimate was no longer significantly different from the referent when the HDL-C >95 mg/dL (Figure - Panel B). However, the size of the sample of this group is substantially lower (causing 95% CI very wide) than the size of the reference category, which probably represents the lack
of meaning. In the correct cohort models, women with HDL-C 75 mg/dL and 32 CHD events occurred during the follow-up. In men, systolic blood pressure (HR=1.01; 95% CI 1.0, 1.03), total cholesterol (HR=1.01; 95% CI 1.01, 1.02) and non-HDL cholesterol (HR=1.01; 95% CI 1.00, 1.02) were significantly associated with an increase in risk for CHD
events. There were 1864 women with HDL-C >75 mg/dL and 95 CHD events that occurred during the follow-up. In women, age (HR 1.1; 95% CI 1.06, 1.14), systolic blood pressure (HR 1.03; 95% CI 1.02, 1.04), diastolic blood pressure (HR=1.03; 95% CI 1.01, 1.05), and treatment for hypertension (HR=1.71; 95% CI 1.08, 2.71) were associated with
increased risk for CHD events during follow-up. Total Mortality In men there was an incorrect parabolic association between HDL-C and total mortality with substantially high risks for total mortality in higher and lower HDL-C categories. However, after a multivariable regulation and further layering with the state of smoke, these risks have been
greatly attenuated amongst theWith very high HDL4 €. There were no significant associations between the high HDL4 € and the total mortality in women. Discussion In this analysis in 6 cohort-based pools based on the Community we have not observed a monotonic inverse linear association between and CHD risk at very high levels of HDL4a € C.
Rather, we observed proof of a Plateau effect for the ChD risk at high HDL levels in men and women. Although ChD event rates have generally been lower in cohort participants with very high HDLa €, the risk for CHD events persists in this group as many participants with HDLa € has still experienced MI or CHD death During the follow-up. However,
the significant associations observed between ages, blood pressure and non-HDL risk and CHD suggest that individuals at risk with HDLa4 € are at least partially identifiable through the evaluation of traditional risk factors. We believe that this observation suggests heterogeneous in the CHD risk of individuals with very high HDLa €. Therefore, it is
important that doctors continue to consider the entire spectrum of CHD risk factors and do not assume that an HDL - C is automatically or completely protective against CHD. A recent analysis of the case-nested control on the samples of the participants from the health and health professionals of nurses Up Studies suggests a structural variation in
HDL particles that can mediate HDL atherotective properties. Specifically, Jensen et al found that people with HDL particles containing APOLIPOPROTEIN CIII did not have the reverse association envisaged between HDL& € C and the CHD risk. 19 This result increases the possibility that more widespread variants of dysfunctional HDL particles in
people with very high HDL-C can explain the plateau relationship between HDL and CHD risk observed in this study. It is interesting to note that triglyceride concentrations in tables 1 and 2 are considerably lower in people with very high HDL4 €. Higher triglyceride concentrations in very high HDL-C suggest the possibility of decreasing the
exchange of lipids from VLDL particles that could be mediated by anomalies in the physiological pathways for the exchange of lipids between the particles of lipoprotein, for example, the Cholesteryl foreign transfer protein activity (CETP). Multiple epidemiological studies have shown a well-known independent reverse linear association between
HDL4 € and the risk for CHD events in a wide range of HDL concentrations ¢ 50 to 55 mg / dl. If a small number of cohort participants with HDL& € C> 80 mg / D L. have been grouped with a much greater number of participants with HDL4& € the C values near 50 mg / dl, the effect of the largest numbers of Participants with HDL& € ¢ near 50 mg / dl
and could mask a potential plateau association pattern suggested in our larger sample. In addition, a careful inspection of the crude event rates presented by the Lipoprotein Phenotyping Study reveals a small increase in the event rate for More recent data from the IDEAL trial (Intramental Decrease in End Point Through Aggressive Lipid Lowering)
showed a modest increase in the risk of major cardiac events in subjects with HDL C values > 80 mg/dL.4 The association became significant only after adjustment for patients with HDL C values > 80 mg/dL.4 traditional risk factors, apolipoprotein. Concentrations of A1 and Apolypoprotein B. Unlike our study, they were not able to adjust alcohol
consumption in the IDEAL study, which, given the confounding effects of ethanol abuse on HDLA¢AC and CHD events, represented an important limitation of their analysis. As mentioned above, this sample allows you to adjust many potentially confounding variables, particularly alcohol. As far as we know, no other such analysis has been carried out.
With the grouping of multiple cohorts, it is possible that specific cohort or birth cohort effects may be present. However, all individual cohort data were reviewed and pooled only after similar association patterns were observed between the cohorts. Unfortunately, we are not able to obtain enough data to adjust the effects of dietary fat intake and
aerobic exercise frequency on HDL C values and CHD events.In summary, we have seen strong evidence of a plateau effect in terms of CHD risk reduction for men and women with very high HDL C levels. Therefore, the risk of CHD persists even among people with very high HDL. These data suggest that physicians need to be constantly vigilant in
identifying, preventing and treating traditional risk factors in this patient population. We believe that these data support the possibility of diversity and complexity in the function of HDL in human constitutive physiology. Further research is needed to determine whether specific biological mechanisms related to health outcomes vary with the HDLA¢A
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