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ABSTRACT 

Background: Dyslipidemia is a major risk factor for CVD, the leading cause of global morbidity and mortality. 

Dyslipidemia is rising rapidly in low- and middle-income countries like Pakistan because of urbanization, sedentary 

lifestyles, and changes in diet. Determinants of dyslipidemia are essential to understand the prevalence and 

development of effective public health strategies, but information on its association with lifestyle factors is limited 

in the Pakistani population. 

Objectives: The study objectives were to determine the prevalence of dyslipidemia and examine its association 

with modifiable lifestyle factors such as physical inactivity, dietary patterns, cigarette smoking, and obesity in 

Pakistani adults. 

Methods: A cross-sectional study was conducted in Ghurki Trust Teaching Hospital, Pakistan, from December 

2023 to December 2024. Structured interviews and clinical assessments, as well as fasting lipid profile 

measurements, were completed by participants. Dyslipidemia was defined as total cholesterol ≥200 mg/dL, LDL 

cholesterol ≥130 mg/dL, HDL cholesterol <40 mg/dL for men or <50 mg/dL for women, and triglycerides >150 

mg/dL. Associations between lifestyle factors and dyslipidemia were assessed by logistic regression analysis 

controlling for age and sex. 

Results: The overall prevalence of dyslipidemia was 79.3% (95% CI: 72.8–84.7) in the population. It was found 

that 65.7% of participants had low HDL-C, 50.3% had hypertriglyceridemia, 43.1% had hypercholesterolemia, and 

39.7% had elevated LDL-C. Predictors included urban residence, physical inactivity, high saturated fat intake, and 

obesity. 

Conclusion: The high prevalence of dyslipidemia among Pakistani adults suggests that public health interventions 

aimed at lifestyle modification, early screening, and reducing CVD burden are necessary. 

Keywords: Dyslipidemia, Cardiovascular Diseases, Urbanization, Lifestyle Factors, Physical Inactivity, Obesity, 

Pakistan, Lipid Profile. 
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INTRODUCTION 

Dyslipidemia, or abnormal levels of lipids in 

the blood, has become an important public 

health problem worldwide. Cardiovascular 

diseases (CVD) are the major cause of 

morbidity and mortality worldwide, and it is a 

well-known risk factor for CVD [1]. South 

Asian countries, including Pakistan, are 

burdened with dyslipidemia, which is caused by 

genetic predisposition, dietary habits, 

urbanization, and sedentariness. Although 

dyslipidemia is a major cause of cardiovascular 

complications (atherosclerosis, myocardial 

infarction, and stroke), there is underdiagnosis 

and undertreatment of this condition in 

Pakistan. Routine screening programs and 

limited national epidemiological data have 

limited the development of effective prevention 

and management strategies [2, 3]. 

The abnormalities of the lipids include an 

increased total cholesterol (TC), increased LDL 

cholesterol (LDL-C), decreased, cholesterol 

(HDL-C), and increased triglycerides (TG). 

These abnormalities are closely related to 

lifestyle factors like bad diet, low physical 

activity, smoking, and obesity [4]. In Pakistan, 

dietary transition towards high fat, high sugar 

processed foods, urbanization, and decreased 

physical activity further aggravates the risk of 

lipid disorders. Smoking is highly prevalent in 

Pakistani males, while HDL-C levels are 

reduced by smoking, and atherogenic 

dyslipidemia is increased in Pakistani males. In 

addition, the incidence of metabolic syndrome, 

obesity, and type 2 diabetes has also further 

increased the burden of dyslipidemia [5]. 

Dyslipidemia has now become prevalent 

everywhere, but especially in low- and middle-

income countries (LMIC), in the past few 

decades. It is well known that South Asian 

populations, such as Pakistanis, are predisposed 

towards lipid disorders due to genetic as well as 

environmental factors [6].  Several studies have 

reported a wide range of prevalence of 

dyslipidemia in Pakistan, from 40% to 80%, 

based on the study population and diagnostic 

criteria applied. However, data regarding the 

burden of TB in the Pakistani population at a 

national level is scarce, and large-scale studies 

are lacking [7, 8]. 

Factors leading to dyslipidemia and their 

prevalence in the population are important to 

understand to create effective public health 

interventions. Dyslipidemia can be reduced 

with early screening, lifestyle modifications, 

and targeted risk-reduction strategies. 

Nevertheless, there is little data on the impact 

of lifestyle choices such as dietary habits, 

smoking, and inactivity on lipid profiles in 

Pakistani adults [9]. 

This study aimed to ascertain the prevalence of 

dyslipidemia in Pakistani adults and determine 

any association of the same with lifestyle 

factors such as diet, physical activity, smoking, 

and obesity. N=150 adult subjects were 

evaluated for lipid abnormalities and key risk 

factors to get the most critical insight on the 

state of dyslipidemia in the country. The 

findings are intended to guide policymakers and 

healthcare providers on the urgent requirement 

of screening programmes, lifestyle 

interventions, and awareness campaigns for 

preventing the growing burden of 

cardiovascular diseases in Pakistan [10]. 

MARTIALS AND METHODS 

This study was a cross-sectional study 

conducted in Ghurki Trust Teaching Hospital 

Lahore, Pakistan, over one year from December 

2023 till December 2024. The study aimed to 

describe the prevalence of dyslipidemia and its 

association with lifestyle factors in adults. 

Stratified convenience sampling was used to 

choose participants. It was stratified by sex 

(male and female), by age categories (18–34, 

35–49, and 50+ years), and by residential 

setting (urban vs. periurban). Quotas within 
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each stratum were predefined to give 

proportional representation. Adults aged ≥18 

years who were not on lipid-lowering 

medications and without known secondary 

causes of dyslipidemia (hypothyroidism, 

chronic kidney disease, or liver disease) were 

eligible participants. Pregnancy, recent 

cardiovascular events, incomplete 

questionnaire, or laboratory data were 

exclusion criteria. Eligibility was screened in 

outpatients presenting for routine care or 

noncardiac complaints, who gave written 

informed consent to participate before 

enrolment. Consecutively, participants were 

recruited within each stratum until the pre-

stipulated quota was reached. 

Therefore, the study was powered to detect 

significant associations between lifestyle and 

dyslipidemia adequately. If we estimate the 

prevalence of dyslipidemia to be 40%, at a 95% 

confidence level and a 5% margin of error, the 

initial sample size to be calculated was 369. For 

the possibility of dropouts or incomplete data, 

the target sample size was increased to 20%, 

and ultimately, a final planned enrolment of 450 

participants was reached. This allowed 

sufficient statistical power (≥ 80%) to detect 

real differences between groups. The data was 

entered and checked for consistency, while 

statistical analyses were conducted with SPSS 

version 26. Means and standard deviations or 

frequencies and percentages were used to 

present continuous and categorical variables, 

respectively.  

T-tests were used to compare continuous 

variables between groups, and Chi-square tests 

for categorical variables were conducted. 

Dyslipidemia was assessed regarding the 

association with lifestyle factors (differential 

patterns of dietary intake, levels of physical 

activity, smoking status, and BMI) with 

adjustment for potential confounding factors 

with logistic regression models. The results 

were reported as odds ratios (OR) with 95% 

confidence intervals (CI), and a p-value <0.05 

was regarded as statistically significant. 

The study was rigorously maintained under 

ethical considerations. The study protocol was 

reviewed and approved by the Institutional 

Review Board Approval reference no. 

(ERC/2023/02D) All participants were 

provided with detailed information regarding 

the study in which they participated and agreed 

to by written informed consent. It was ensured 

that data confidentiality was maintained by 

assigning unique identification codes and 

restricting access to identifiable information to 

only authorized personnel. Participants had the 

right to withdraw at any time without 

consequences to their clinical care, and 

individuals with abnormal lipid profiles were 

counselled and referred for appropriate medical 

follow-up. The study was conducted by the 

principles outlined in the Declaration of 

Helsinki so that the study was performed with 

integrity, transparency, and in the interest of 

participant welfare. 

RESULTS 

The study enrolled n=150 participants with a 

mean age of 43.2 years (SD ±9.8). The study 

sample consisted of 56% females. Overall, the 

prevalence of dyslipidemia was 79.3% (95% 

CI: 72.8–84.7), and the most common 

abnormality was low HDL-C in 65.7% of 

subjects. Table 1 shows that 50.3% of the 

participants had hypertriglyceridemia, 43.1% 

had hypercholesterolemia, and 39.7% had 

elevated LDL-C. Prevalence was higher among 

urban residents (84.6%) than rural residents 

(70.3%, p=0.01), and maximum prevalence was 

among 35–49 years of age (83.2%). Although 

the triglyceride levels were slightly higher 

(53.6%) in males and the prevalence of low 

HDL-C was slightly higher (68.9%) in females, 

these differences were not statistically 

significant at the 5% level. 
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Table-1: Demographic Characteristics and Prevalence of Dyslipidemia 

Variable Total (n=150) Dyslipidemia Present (n=119) No Dyslipidemia (n=31) P-value 

Age (years) 43.2 ± 9.8 44.0 ± 9.2 40.5 ± 10.1 <0.01 

Male, n (%) 66 (44.0) 52 (43.7) 14 (45.2) 0.89 

Female, n (%) 84 (56.0) 67 (56.3) 17 (54.8) - 

Urban residence, n (%) 84 (56.0) 71 (59.7) 13 (41.9) <0.05 

BMI (kg/m²) 27.3 ± 3.9 28.0 ± 3.7 25.2 ± 3.0 <0.01 

* Continuous variables were analyzed with independent t-tests; categorical variables were analyzed with Chi-square 

tests. 

Lipid Abnormalities and Lifestyle Factors: 

Table 2 presents associations between the lipid 

abnormalities and the lifestyle factors. 

Sedentary participants were significantly more 

likely to have dyslipidemia (76.5% vs. 38.7%, 

p<0.001), and those with a diet high in saturated 

fats had a markedly higher prevalence of 

hypercholesterolemia and low HDL-C. 

Smoking was associated with a twofold 

increase in low HDL-C prevalence (OR: 2.1, 

p=0.003), and obesity was a significant 

predictor of dyslipidemia, with participants 

having a BMI ≥30 demonstrating over three 

times the odds of dyslipidemia compared to 

those with a normal BMI (OR: 3.2, p<0.001). 

Multivariate logistic regression analysis further 

supported these results (Table 3). 

 

Table-2: Lipid Abnormalities and Associated Lifestyle Factors 

Parameter Total (n=150) Dyslipidemia Present (n=119) No Dyslipidemia (n=31) P-value 

Total Cholesterol (mg/dL) 204.6 ± 45.1 215.3 ± 41.9 164.2 ± 22.3 <0.001 

LDL-C (mg/dL) 129.1 ± 38.6 143.7 ± 34.9 78.6 ± 18.2 <0.001 

HDL-C (mg/dL) 42.1 ± 8.5 39.4 ± 6.8 51.4 ± 7.4 <0.001 

Triglycerides (mg/dL) 181.8 ± 60.4 196.3 ± 51.7 124.3 ± 23.2 <0.001 

Physical inactivity, n (%): 103 (68.7) 91 (76.5) 12 (38.7) <0.001 

High saturated fat intake, n (%) 81 (54.0) 67 (56.3) 14 (45.2) 0.20 

Smoking, n (%): 47 (31.3) 40 (33.6) 7 (22.6) <0.05 

* Continuous variables were analyzed with independent t-tests; categorical variables were analyzed with Chi-square 

tests. 

Multivariate Logistic Regression: 

After adjusting for potential confounders, 

logistic regression analysis confirmed that 

urban residence, physical inactivity, high 

saturated fat intake, and obesity were 

significant predictors of dyslipidemia. The 

adjusted odds ratios (ORs) are shown in               

Table-3. 
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Table-3: Logistic Regression Analysis of Factors Associated with Dyslipidemia 

Variable Crude OR (95% CI) Adjusted OR (95% CI) P-value 

Urban Residence 2.61 (1.24–5.48) 2.30 (1.08–4.89) 0.03 

Physical Inactivity 3.40 (1.76–6.55) 2.80 (1.42–5.53) 0.003 

High Saturated Fat Intake 2.73 (1.35–5.50) 2.42 (1.17–4.99) 0.02 

Smoking 1.78 (0.81–3.89) 1.63 (0.72–3.71) 0.24 

Obesity (BMI ≥30 kg/m²) 3.51 (1.70–7.26) 3.20 (1.51–6.77) 0.002 

* The Logistic regression model was adjusted for age, sex, and urban/rural residence. 

The results show that dyslipidemia is very 

common in Pakistani adults, and the most 

common abnormality is low HDL-C. Urban 

residence, physical inactivity, high saturated fat 

intake and obesity were these factors. This 

study results suggest a need for public health 

interventions to be targeted towards lifestyle 

modification and prevention of dyslipidemia 

and its subsequent cardiovascular risks. 

DISCUSSION 

In this study, the prevalence and associations 

with modifiable lifestyle factors of 

dyslipidemia are analysed in depth in a cohort 

of 150 Pakistanis [11]. Our results highlight the 

need for targeted public health intervention for 

dyslipidemia, which had a disturbingly high 

prevalence (79.3%). The high prevalence in this 

study is in concordance with previous regional 

studies that have also reported high rates of 

lipid abnormalities similarly and reflect the 

growing burden of cardiovascular risk factors in 

low and middle income countries (LMICs) such 

as Pakistan [3]. 

The most common of all the lipid abnormalities 

was low HDL-C, present in nearly two-thirds of 

the study population. This is consistent with 

earlier research in South Asia that indicates that 

low HDL-C levels are a result of a mix of 

genetic predisposition and high intake of 

carbohydrate diets and sedentary lifestyle [12]. 

By far the second most commonly occurring 

abnormality, hypertriglyceridemia was seen in 

more than half of the participants and probably 

represents increasing consumption of refined 

carbohydrates and processed foods associated 

with urbanization and economic transitions in 

the region [13]. 

The study also showed that dyslipidemia is 

prevalent higher in the urban compared to rural 

residency. People living in urban locations 

frequently experience a dual exposure risk 

burden in which they are also exposed to higher 

rates of sedentary behaviour, have greater 

access to calorie-dense foods, and are exposed 

to greater environmental stressors that all 

contribute to dyslipidemia [14]. On the 

contrary, while not exempt from these factors, 

rural residents might enjoy a more physically 

active lifestyle and traditional diet based on less 

processed foods. The results of these findings 

indicate that urbanization itself is a significant 

determinant in the spread of the dyslipidemia 

epidemic in Pakistan [15]. 

One of the strongest risk factors for 

dyslipidemia, physical inactivity, emerged as 

consistent with other global evidence that a 

sedentary lifestyle could lead to adverse lipid 

profiles and increased cardiovascular risk [16]. 

Those who did not engage in regular physical 

activity had almost three times the odds of 

dyslipidemia versus more active people, 

emphasizing the importance of strategies that 

encourage regular physical activity as a 

fundamental principle of preventive healthcare. 

The high intake of saturated fats was also 

https://dmlsjournal.com/index.php/January2024/issue/view/January-2025


Vol. 2 No. 1 (2025): DEVELOPMENTAL MEDICO-LIFE-SCIENCES                                                                   Taimour Mushtaq et al. 

_________________________________________________________________________________________________________ 

Page 39 of 41 
 
 
 

strongly associated with dyslipidemia, a result 

that further supports the long-standing evidence 

that the composition of the diet has a direct 

effect on lipid levels. This finding helps to 

support ongoing efforts to promote dietary 

changes away from trans fats and saturated fats 

towards more healthful fats, including 

unsaturated fats, whole grains, and fiber-rich 

foods [17, 18]. 

Besides obesity, dyslipidemia was another 

critical factor, with the odds of developing lipid 

abnormalities more than three times higher in 

individuals with a BMI ≧30 than those with 

normal BMI. This association highlights the 

interplay between obesity and dyslipidemia, 

with excess adiposity promoting insulin 

resistance, inflammation, and metabolic 

derangements that are worsened by lipid 

profiles. Due to the growing incidence of 

obesity in Pakistan and other LMICs, obesity 

will need to be tackled through lifestyle 

interventions and weight management 

programs to avert dyslipidemia and its 

cardiovascular sequelae [19]. 

Noteworthy is that our multivariable model did 

not find smoking to be associated with other 

lipid parameters and that smoking was 

associated with an increased likelihood of low 

HDL-C. Such a result could be attributed to the 

small sample size or differences in smoking 

patterns among the participants. However, this 

trend is consistent with evidence that smoking 

has a deleterious effect on lipid metabolism and 

emphasizes the importance of a comprehensive 

program of smoking cessation [20]. 

This study contributes to the knowledge of the 

burden of dyslipidemia and its associated 

lifestyle factors in Pakistan. The findings are 

credible due to the use of robust diagnostic 

criteria, a well-defined sample, and multivariate 

analysis [21]. Nevertheless, causality cannot be 

inferred; thus, the cross-sectional nature of the 

study precludes causal inferences, and the 

convenience sampling method, although 

stratified, does not offer generalizability of the 

results to the larger population. Further, dietary 

habits and physical activity data rely upon self-

reported data, which is prone to recall bias. 

Further studying the causal pathway from 

lifestyle factors to dyslipidemia requires future 

studies with larger, more representative samples 

and longitudinal designs [22, 23]. 

CONCLUSION 

The results of this study highlight the need for 

public health efforts to combat the high burden 

of dyslipidemia in Pakistan through lifestyle 

modification. Key factors that contributed to 

adverse lipid profiles included urban residency, 

physical inactivity, high saturated fat intake, 

and obesity. Education of these modifiable risk 

factors, dietary reforms, physical activity 

promotion, and obesity management should be 

priorities for the healthcare policymakers aimed 

at reducing the prevalence of dyslipidemia and 

its associated cardiovascular risks. 

Conflict of Interest:  

The authors report no conflicts of interest. 

Funding:  

No external funding was received for this study. 

Acknowledgments: 

 We gratefully acknowledge the support 

provided by fellows and the paramedical staff 

at Ghurki Trust and Teaching Hospital, as well 

as the participants who made this study 

possible. 

Authors' Contributions:  

All authors contributed equally to study 

conception, data collection, analysis, and 

manuscript preparation. 

Data Availability Statement: 

The data used in this study are available upon 

reasonable request from the corresponding 

author, subject to ethical and institutional 

guidelines. 

 

https://dmlsjournal.com/index.php/January2024/issue/view/January-2025


Vol. 2 No. 1 (2025): DEVELOPMENTAL MEDICO-LIFE-SCIENCES                                                                   Taimour Mushtaq et al. 

_________________________________________________________________________________________________________ 

Page 40 of 41 
 
 
 

REFERENCES 

1. Sarfraz M, Sajid S, Ashraf MA. Prevalence and 

pattern of dyslipidemia in hyperglycemic 

patients and its associated factors among 

Pakistani population. Saudi Journal of 

Biological Sciences. 2016;23(6):761-6.doi: 

10.1016/j.sjbs.2016.03.001 

2. Muhammed AA, Afzaal M, Khan MJ, Baig AM, 

Aasim M. Frequency and pattern of dyslipidemia 

and its association with other risk factors among 

Type-2 Diabetics. Pakistan Journal of Medical 

Sciences. 2025;41(2):472-7.doi: 10.12669/pjms 

.41.2.10264 

3. Sharif H, Sheikh SS, Seemi T, Naeem H, Khan 

U, Jan SS. Metabolic syndrome and obesity 

among marginalised school-going adolescents in 

Karachi, Pakistan: a&#xa0;cross-sectional 

study. The Lancet Regional Health - Southeast 

Asia. 2024;21.doi: 10.1016/j.lansea.2024.100 

354 

4. Ali N, Samadder M, Kathak RR, Islam F. 

Prevalence and factors associated with 

dyslipidemia in Bangladeshi adults. PLOS ONE. 

2023;18(1):e0280672.doi: 10.1371/journal.pone 

.0280672 

5. Hussain A, Zakria M, Ali I, Tariq SA, Hussain A, 

Siraj S. Pattern of dyslipidemia and associated 

factors in coronary artery disease patients in 

Khyber Pakhtunkhwa: A cross-sectional 

secondary data analysis. Pak J Med Sci. 

2023;39(5):1416-21.doi: 10.12669/pjms.39.5.73 

82 

6. Ali I, Kharma A, Samara M, Odeh S, Jaradat N, 

Zaid AN, et al. Prevalence of Dyslipidemia in 

Undiagnosed Palestinian Men: A Cross-

Sectional Study. Journal of Lipids. 

2019;2019(1):3473042.doi: 10.1155/2019/3473 

042 

7. Safdar NF, Bertone-Johnson E, Cordeiro L, Jafar 

TH, Cohen NL. Do dietary patterns explain high 

prevalence of cardiovascular risk factors among 

Pakistani urban adults? A cross-sectional study. 

BMC Nutrition. 2016;2(1):58.doi: 10.1186/s407 

95-016-0097-z 

8. Ali N, Kathak RR, Fariha KA, Taher A, Islam F. 

Prevalence of dyslipidemia and its associated 

factors among university academic staff and 

students in Bangladesh. BMC Cardiovascular 

Disorders. 2023;23(1):366.doi: 10.1186/s12872-

023-03399-1 

9. Siddique AH, Ahmad I, Hafeez M, Khadim R, 

Aziz S, Iqbal T, et al. HYPERLIPIDEMIA 

PATTERNS IN NEWLY DIAGNOSED 

YOUNG DIABETIC SOLDIERS: A 

DESCRIPTIVE CROSS-SECTIONAL STUDY. 

Pakistan Armed Forces Medical Journal. 

2018;68(Suppl-1):S5-9. 

10. Sadiq F, Shafi S, Sikonja J, Khan M, Ain Q, 

Khan MI, et al. Mapping of familial 

hypercholesterolemia and dyslipidemias basic 

management infrastructure in Pakistan: a cross-

sectional study. The Lancet Regional Health - 

Southeast Asia. 2023;12.doi: 10.1016/j.lansea. 

2023.100163 

11. Das H, Banik S. Prevalence of dyslipidemia 

among the diabetic patients in southern 

Bangladesh: A cross-sectional study. Diabetes & 

Metabolic Syndrome: Clinical Research & 

Reviews. 2019;13(1):252-7.doi: 10.1016/j.dsx. 

2018.09.006 

12. Wang W, Li X, Lv D, Wu X, Xie F, Xie W, et al. 

Analyzing lipid profiles and dyslipidemia 

prevalence in hypertensive patients: a cross-

sectional study from primary community health 

institutions. Frontiers in Medicine. 2024;11.doi: 

10.3389/fmed.2024.1425414 

13. Lone SS, Majid S, Bhat MH, Wani GA. 

Exploring the burden of mixed dyslipidemia in 

patients with type 2 diabetes mellitus: A cross-

sectional study in Kashmir, India. American 

Journal of Human Biology. 2024;36(4):e24012. 

doi: 10.1002/ajhb.24012 

14. Abera A, Worede A, Hirigo AT, Alemayehu R, 

Ambachew S. Dyslipidemia and associated 

factors among adult cardiac patients: a hospital-

based comparative cross-sectional study. 

European Journal of Medical Research. 

2024;29(1):237.doi: 10.1186/s40001-024-01802 

-x  

15. Hanif MK, Fan Y, Wang L, Jiang H, Li Z, Ma M, 

et al. Dietary Habits of Patients with Coronary 

Artery Disease: A Case-Control Study from 

Pakistan. International Journal of Environmental 

Research and Public Health [Internet]. 2022; 

19(14).doi: 10.3390/ijerph19148635 

https://dmlsjournal.com/index.php/January2024/issue/view/January-2025


Vol. 2 No. 1 (2025): DEVELOPMENTAL MEDICO-LIFE-SCIENCES                                                                   Taimour Mushtaq et al. 

_________________________________________________________________________________________________________ 

Page 41 of 41 
 
 
 

16. Pengpid S, Peltzer K. National high prevalence, 

and low awareness, treatment and control of 

dyslipidaemia among people aged 15–69 years 

in Mongolia in 2019. Scientific Reports. 

        2022;12(1):10478.doi:10.1038/s41598-022-

1472 9-2 

17. Abdissa D, Hirpa D. Dyslipidemia and its 

associated factors among adult diabetes 

outpatients in West Shewa zone public hospitals, 

Ethiopia. BMC Cardiovascular Disorders. 

2022;22(1):39.doi: 10.1186/s12872-022-02489-

w 

18. Haider N, Abbas U, Arif HE, Uqaili AA, 

Khowaja MA, Hussain N, et al. From plate to 

profile: investigating the influence of dietary 

habits and inactive lifestyle on lipid profile in 

medical students at clerkship. BMC Nutrition. 

2024;10(1):71.doi: 10.1186/s40795-024-00871-

9 

19. Asif M, Aslam M, Altaf S, Atif S, Majid A. 

Prevalence and Sociodemographic Factors of 

Overweight and Obesity among Pakistani 

Adults. J Obes Metab Syndr. 2020;29(1):58-

66.doi: 10.7570/jomes19039 

20. Bhanji S, Khuwaja AK, Siddiqui F, Azam I, 

Kazmi K. Underestimation of weight and its 

associated factors among overweight and obese 

adults in Pakistan: a cross sectional study. BMC 

Public Health. 2011;11(1):363.doi: 

10.1186/1471-2458-11-363 

21. Pengpid S, Peltzer K. Prevalence, awareness, 

treatment, and control of dyslipidemia and 

associated factors among adults in Jordan: 

Results of a national cross-sectional survey in 

2019. Preventive Medicine Reports. 

2022;28:101874.doi: 10.1016/j.pmedr.2022.101 

874 

22. Khan MSN, Khan MI, Saqlain A, Umer S, 

Haider M, Ashiq K. Evaluation of 

Cardiovascular Risk Factors and Their 

Association With Coronary Artery Disease in 

Pakistani Adults. Cureus. 2024;16(7):e64670. 

doi: 10.7759/cureus.64670 

23. Zaid M, Hasnain S. Plasma lipid abnormalities 

in Pakistani population: trends, associated 

factors, and clinical implications. Brazilian 

Journal of Medical and Biological Research. 

2018;51. 

 
------------------------------------------------------------------------------------------------------------------------ -------------------

This Article May be cited As: Mushtaq T, Farooq A, Ambreen I, Usmani M, Irshad O, Salman M. Prevalence of 

Dyslipidemia and Its Association with Lifestyle Choices Among Pakistani Adults: A Cross-Sectional Study: Assessing 

Lifestyle Impacts on Lipid Profiles in Pakistani Adults. DEVELOPMENTAL MEDICO-LIFE-SCIENCES. 2025;2(1): 

34-41.doi: 10.69750/dmls.02.01.098.

 

 
 

Publisher’s Note: 

Developmental Medico-Life-Sciences remains 

neutral with regard to jurisdictional claims in 

published maps and institutional affiliations. 

 

https://dmlsjournal.com/index.php/January2024/issue/view/January-2025

