
 

Dyslipidemia - Part Three 
Okay, now let’s look at some cases. The first patient is a 59-year-old female with chief complaint of 
dry, red, hot, painful, and very itchy skin. She had not had any comprehensive blood work for over 
two decades and was unaware that she had very high cholesterol.  
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As you can see, her total cholesterol is 356. Her HDL is also high at 98, but because her total 
cholesterol is so high, the total cholesterol-to-HDL ratio is still above the optimal range of below 
three. Hers is 3.6. Given her total cholesterol of 356, LDL of 248, and the fact that she did have a 
tendon xanthoma, she meets the Simon Broome criteria for FH. Note that her TSH is borderline 
high, and total T3 is borderline low, so thyroid hypofunction may be playing a role here. 
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She had Blastocystis hominis on her BioHealth stool test. She had borderline high free cortisol and 
low metabolized on DUTCH, which strengthens the hypothesis that hypothyroidism is an issue.  
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She had an equivocal positive for SIBO. This could be a single peak, but there is a little dip and an 
increase again, so that could be a double peak. Because of her skin issues, it makes me consider 
SIBO more carefully, so I would definitely treat in this situation. 
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Unfortunately, in this particular case, after addressing her thyroid issues, her gut, SIBO, and HPA 
axis, she didn’t have any environmental toxins or insulin resistance, her total cholesterol was even 
higher six months later on the retest. It’s not clear if the difference between the two results is 
statistically significant because there is so much intraindividual variation for total cholesterol. It can 
vary up to two standard deviations, which a standard deviation for total cholesterol is 17 mg/dL, so 
it can go up or down by about 30 points from test to test without any changes in diet or 
treatment. We can conclusively say that this is not an improvement. In this case, the patient will 
need direct intervention to reduce LDL-P because addressing underlying causes did not budge the 
numbers in her case.  

Her LDL-P is 2,640. That puts her in something like the 98th or 99th percentile, if I’m going by 
memory, maybe the 99th. It’s very high. Fortunately, her Lp(a)-P is normal at 61, so this would be 
much more concerning if the Lp(a) was high. Most of her inflammatory markers are normal, but her 
Lp-PLA2, which is a specific marker of cardiovascular inflammation, is high at 509. 

This patient is a 57-year-old male with a sole complaint of high cholesterol.  
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Total cholesterol is 293. LDL cholesterol is 228. He didn’t have any tendon xanthoma and didn’t 
technically meet the Simon Broome criteria, although when you see LDL-P this high, it’s quite likely 
that there is some kind of genetic mutation that is contributing or polymorphism that is 
contributing. LDL-P is 2,582. That is again a very-high-risk category. Optimally you want it to be 
below … the THD range is below 1,000 optimal. I say below 1,300 is optimal level, especially if there 
aren’t any other risk factors present. Again, fortunately, his Lp(a)-P is in the optimal range of below 
50, and once again, we have a situation where the Lp-PLA2, the specific marker of cardiovascular 
inflammation, is high. 
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This patient had gut dysbiosis, gut inflammation, and Blastocystis hominis.  
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He also had methane-predominant SIBO with a peak value in the first 120 minutes of 46 parts 
per million.  
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Normal total mercury levels, but his inorganic mercury levels were above the 95th percentile, high 
at 0.4. The range here goes up to 1.75, but we typically treat above 0.2. He had slightly impaired 
detox capacity for inorganic mercury and methylmercury. 
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He had a high thyroid-stimulating hormone level and borderline low free T3, which is indicative of 
poor thyroid function probably contributing. 
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In this case, after addressing all of the core mechanisms, look at the improvement we got in the 
test results. Total cholesterol went from 293 to 190. LDL cholesterol went from 226 to 122. LDL-P 
went from 2,582 to 1,511, which is still high but an incredible reduction. Lp-PLA2 went from 597 to 
256, which took it from being high into the normal range. The only marker that didn’t change 
significantly was myeloperoxidase, which is actually a little bit higher on this follow-up test but 
unlikely to be statistically significantly higher.  

This is one of the most dramatic improvements I’ve seen from addressing underlying causes versus 
the last case, which was rare in that markers didn’t improve at all. I figured I’d start with giving you 
the extremes on both ends of the spectrum. Usually you don’t see an improvement this big just 
from addressing underlying causes, and usually you don’t see no improvement at all, so these next 
cases will be more typical of what you would see. 

The next patient is a 39-year-old male with a chief complaint of high cholesterol. He is the founder 
and CEO of a well-known tech company in Silicon Valley. He also had insomnia, fatigue, and high 
stress, but these weren’t his primary concerns, and he viewed them as situational, but they 
certainly could have been contributing to his lipid numbers. 
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Total cholesterol is 337. LDL is 248. HDL is 72. Total cholesterol-to-HDL ratio is 4.7, which is well 
above the 3.0 cut point. LDL-P is 2,247, which puts him in the very-high-risk category, and his 
homocysteine is also above what I like to see. It’s 11.5, so it’s in the lab range but above the optimal 
range. His free testosterone is low, and in men, testosterone is protective against heart disease, and 
then his DHEA is high, and that’s consistent with the stress response. 
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Not surprisingly, his DUTCH test results were a mess given his stress and job: high 24-hour free 
cortisol and cortisone, over two times the upper end of the lab range; very high metabolized 
cortisol; high DHEA; and low melatonin.  
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Despite no GI symptoms, he had moderate fungal overgrowth and dysbiosis on both Doctor’s Data 
and Great Plains Lab organic acids tests.  
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In this case, since money wasn’t an issue, the patient wanted genetic testing, and as you can see, 
no known pathogenic mutations were detected in the LDL receptor, apoB, or PCSK9 gene, yet he 
almost certainly still has some genetic contributing factor. As I mentioned before, there are many 
genetic factors that contribute to high LDL-P and Lp(a)-P, and we can’t test for them all yet. We 
still need to address the high LDL-P regardless of whether we know which genes are contributing 
or not contributing. Again, I question the value of this testing. Certainly it can help some patients 
to know that they have a genetic susceptibility, and if they are willing to pay for the testing, I don’t 
have a problem with it, but it doesn’t often change the treatment plan. 
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We addressed the underlying causes and started him on some supplements that can reduce LDL-P 
and normalize lipid profiles, which we’ll talk about in the treatment section, and here are his follow-
up results. Total cholesterol went from 338 to 264. LDL-C went from 248 to 180, very big changes. 
LDL-P did drop a little bit from 2,247 to 2,184 but not nearly as significantly as total cholesterol and 
LDL cholesterol. 

This is, unfortunately, a challenge with currently available treatments, whether we’re talking about 
pharmaceuticals or supplements and botanicals. Statins are much more effective at reducing LDL 
cholesterol than they are at lowering LDL particle number, especially in some patients, and the 
same is true for the natural treatments. LDL particle number should be the target of treatment 
given what we know about it as a risk factor. Unfortunately, many clinicians still treat to LDL-C, 
which is a mistake. 

Notice that his Lp(a) in this case is very high. It was 316 nmol/L, and ideally you want it to be 
below 75. He also has borderline high C-reactive protein and high Lp-PLA2, so there is some 
inflammatory process happening here. Along with that high Lp(a) and still high LDL-P, he is still at 
significantly elevated risk of cardiovascular disease. 
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The next patient is a 57-year-old male with a sole complaint of high cholesterol and family history 
of heart disease.  

 

Total cholesterol is 346. LDL is 228. HDL is very good at 83, but because total cholesterol is so 
high, the TC-to-HDL ratio is not optimal at 3.5. LDL-P is 2,433, which is very high. Lp(a) is also high 
at 219, and then Lp-PLA2 is high at 496, and fibrinogen is borderline high at 442. Again, this is a 
concerning profile, a significant risk because of the very high LDL-P and Lp(a)-P. 

You may have noticed that HDL is high, and triglycerides are normal in all of these patients that 
look like familial hypercholesterolemia patients, and that is typical. This pattern is referred to as 
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pure hypercholesterolemia, where you have high total cholesterol, high LDL, and then triglycerides 
and HDL are normal. This is different than dyslipidemia, which usually involves high triglycerides, 
low HDL, normal or high total cholesterol, and normal or high LDL cholesterol, and that pattern is 
caused by metabolic dysfunction, whereas FH and pure hypercholesterolemia are often caused by 
genetics and some of the other things that we mentioned before. 

TSH here was slightly elevated at 3.8, but free T3 and free T4 were in the optimal range, so it’s 
unclear whether the thyroid was contributing, but I decided to do a very low dose of natural 
desiccated thyroid, given the relationship with LDL receptors and cardiovascular disease in general. 
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He had mild fungal overgrowth and dysbiosis on Doctor’s Data stool test and on Organix. DUTCH 
test was normal. No metabolic dysfunction. No metal toxicity. Diet and lifestyle were dialed in. In 
this case, the cause of hypercholesterolemia was almost certainly genetic. 

kresserinstitute.com 21



 

 

After treatment with supplements to address dyslipidemia, which again we’ll discuss in the 
treatment section, here are his results. Total cholesterol dropped from 346 to 240. LDL cholesterol 
dropped from 228 to 142. Non-HDL cholesterol dropped from 245 to 157. LDL-P decreased by 30 
percent in this case from 2,433 to 1,722, and Lp(a)-P dropped from 219 to 143. The numbers are still 
high, but these are remarkable changes without pharmaceuticals, especially with Lp(a)-P. There 
are currently no approved drugs to lower Lp(a)-P, and this is one reason why it’s often not 
measured or tracked. It’s not clear why some patients see a drop in Lp(a)-P after addressing 
underlying causes and using natural treatments while others don’t. Note that TSH dropped, but 
free T4 and T3 didn’t increase, so you could consider upping the NDT dose until TSH is optimized 
to see if that helps even more because it is still a little bit high at 2.8. 
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Also note that these improvements that we saw in total cholesterol, LDL-C, non-HDL-C, and LDL-P 
are equivalent or greater than what you might expect to see in statins, depending on the dose, so 
pretty remarkable. 

The next patient is a 51-year-old female with chief complaint of mild fatigue, Hashimoto’s, eczema, 
and other skin issues.  

 

Her LDL-P was 2,410. This is an NMR LipoProfile that you’re looking at, so it was before I was using 
True Health Diagnostics* and testing for Lp(a)-P. TSH is high-normal at 4.0. Free T4 and free T3 are 
low-normal, so it’s possible that thyroid is contributing here.  

* Note: True Health Diagnostics is no longer in business. See this post for the latest updates. 

kresserinstitute.com 23

https://community.kresserinstitute.com/t/true-health-diagnostics-update-4-20-21/18077


 

 

Organix comprehensive showed dysbiosis and fungal overgrowth.  
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Fungal overgrowth also showed up on the BioHealth stool test as well as H. pylori, so we’ve got 
infections and GI issues as well as thyroid as contributing causes so far.  
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The saliva test, which I was running at this point, suggested HPA axis dysregulation with low free 
cortisol and a blunted cortisol rhythm. We see here several underlying causes of dyslipidemia: poor 
thyroid function, gut dysbiosis, infection, and HPA axis dysfunction. 
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After addressing those mechanisms, LDL-P dropped from 2,400 to the mid-1,700s, which is still a 
little elevated but a significant and meaningful reduction. The next step in this case would be to 
use supplements and botanicals to further reduce LDL-P. 

The last patient is a 25-year-old male with prediabetes, overweight, and insulin resistance. We don’t 
have follow-up labs on him yet, but I wanted to show you this case to highlight an important principle 
we discussed earlier, which is that it is possible to have normal and even low total cholesterol and 
high LDL particle number. This happens most often in patients with metabolic syndrome. 
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If you look at his total cholesterol, it is 164, and if you only were to look at that number, you would 
get an A-plus. That’s a pretty low cholesterol number, but look at the HDL. That’s low at 38, which 
is a sign of metabolic dysfunction. Triglycerides in this case are normal. They would often be high 
in this kind of metabolic pattern, but for him, they are normal, so don’t let that throw you off. If you 
look at LDL-P, it’s 1,500, not super high like some of the 2,500 values we’ve seen but still elevated. 
Small LDL-P is in the intermediate-risk category range at 859. HDL-P, HDL particle number, also 
probably a more important marker for HDL, just as LDL-P is more important than LDL-C, that is low 
at 31.5. This test really illustrates why it is so important to run LDL particle number, particularly if 
patient has any evidence of metabolic abnormalities, if they are overweight or have other signs 
and symptoms of insulin resistance.
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