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I wish to provide evidence-based infor-
mation to correct statements made in
the informative and well-written article
by George Yuan and colleagues on hy-
pertriglyceridemia1 with respect to the
potential use of omega-3 fatty acids
from fish oils to lower triglyceride lev-
els. The authors state that “daily con-
sumption of 4 g of omega-3 fatty acids,
along with restricted energy and satu-
rated-fat intakes, can reduce plasma
triglyceride levels by as much as 20%.
However, omega-3 fatty acids are rarely
effective when used as the sole triglyc-
eride-lowering therapy.” An earlier re-
view in CMAJ outlined evidence for a
pronounced effect upon supplementa-
tion with docosahexaenoic acid (DHA)
and eicosapentaenoic acid (EPA).2 Cal-
culations from the 65 intervention tri-
als reviewed by Harris3 indicate that
plasma triglyceride levels should be re-
duced by 25%–30% in people with
baseline fasting triglyceride levels of
1.70–2.82 mmol/L who take 3 g of sup-
plemental DHA/EPA (combined) per
day as their sole triglyceride-lowering
therapy. These effects typically occur
within 4 weeks in the absence of any
significant change in diet. The Ameri-
can Heart Association states that “for
individuals with hypertriglyceridemia,
2 to 4 g of DHA/EPA per day, provided
as capsules under a physician’s care,
are recommended.”4

A reduction in triglyceride levels of
30% or more with 4 g of DHA/EPA per
day may be accompanied by a small but
significant (5%–10%) increase in low-
density lipoprotein cholesterol levels.3

The indirect determination of low-
density lipoprotein cholesterol levels by
the Friedewald equation will often yield
a small increase whenever triglyceride
levels are lowered.

DHA/EPA supplementation should

be considered as an additional thera-
peutic option for hypertriglyceridemia.
It is efficacious, safe in most patients
and less expensive than most other
therapies for triglyceride management,
and patient compliance is usually
good.5 A recent review concluded that
combination therapy with statins and
DHA/EPA supplementation has been
“consistently shown to be an effective,
safe, and well-tolerated treatment for
combined dyslipidemia.”6
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[Two of the authors respond:]

We appreciate the interest that the cor-
respondents have shown in our review
of hypertriglyceridemia.1 Our comment
regarding the relative ineffectiveness of
fish oil as monotherapy was provided
in the context of the treatment of severe
hypertriglyceridemia. We agree with
Bruce Holub’s comments regarding the
efficacy of DHA and EPA for milder
presentations of hypertriglyceridemia,
and Table 2 of our article reflects this

position. We also accept the potential
efficacy of the combination of DHA and
EPA with statin drugs in patients with
combined hyperlipidemia. However,
this combination awaits evaluation in
larger prospective controlled studies.

Ifran Yavasoglu and colleagues and
Georg Röggla and colleagues report
dramatic improvements in severe hy-
pertriglyceridemia associated with the
use of plasma exchange and insulin and
heparin administration, respectively.
We also observed apparently dramatic
biochemical improvement associated
with heparin infusion.2 However, our
clinical experience with patients who
have serum triglyceride concentrations
greater than 20 mmol/L, often accom-
panied by acute pancreatitis, is that ad-
mission to hospital with cessation of
oral intake and appropriate intravenous
fluid replacement (with or without in-
sulin therapy depending on the pres-
ence of hyperglycemia) is typically fol-
lowed by a rapid reduction in plasma
triglyceride levels irrespective of other
treatment modalities.

When oral food and fluids are with-
held, a clinical rule of thumb is that
triglyceride levels decay exponentially
with a half-life of approximately
48 hours. This is comparable to the re-
ductions observed by Yavasoglu and
colleagues for plasma exchange and by
Röggla and colleagues for a combined
insulin and heparin regimen. Con-
trolled, randomized studies, although
logistically challenging, would be re-
quired to define the risk versus benefit
to patients with severe hypertriglyc-
eridemia of either plasma exchange or
routine infusions of insulin or heparin.
Until then, we stand by our position
that these modalities should be used
sparingly, if at all, in this situation.
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Stepping down from CIHR

I am writing to clarify my reasons for
stepping down as President of the
Canadian Institutes of Health Re-
search (CIHR). Contrary to what
Wayne Kondro wrote in the news arti-
cle on my leaving,1 I am not “weary of
serving as the scapegoat.” On the
contrary, I have enjoyed and appreci-
ated the important discussions and
debates that the CIHR vision and pro-
grams have prompted. Vigorous dis-
cussion is necessary for transforma-
tive change. The profound changes
taking place in the style, speed and
cost of health research, and in society
more broadly, are prompting similar
discussions in every country that
wishes to be at the leading edge of

health research and its translation
into policy, products and clinical
practice.

Contrary to what Mr. Kondro wrote,
the internal changes in our structure
were prompted by suggestions from
the prestigious International Review
Panel. The panel, in its highly positive
review, suggested changes that “rep-
resent a natural progression in the
growth of this new entity….” It also
commented that “the capacity to fund
research across all health related disci-
plines has clearly been enhanced and
new strategic initiatives have strength-
ened multidisciplinary research and
training. Together, these changes have
all occurred in a remarkably short time
frame, evidence of the commitment
and success of the management team.”

Finally, I am leaving because, after
71/2 years as CIHR’s first president, I
have accomplished what I set out to do:
establish a new national agency that
funds research across all aspects of
health and disease and that is strategic,
committed to translating new knowl-

edge into improved health of Canadi-
ans, focused on outcomes and based
on peer-reviewed excellence in re-
search. Furthermore, CIHR’s unique
structure of cross-Canada institutes is
now well in place, with 13 highly tal-
ented and committed scientific direc-
tors, 13 Institute Advisory Boards and a
strong senior management team here
in Ottawa. Finally, I have always felt
that it is not healthy to be the head of
an organization such as CIHR for more
than 7–8 years: one tends increasingly
to look backward, not forward.

As the International Review Panel
noted, a great deal has been accom-
plished at CIHR over the past 7 years
owing to the passion and commitment
of all those who are on CIHR’s staff
or serve as volunteers on Governing
Council, Institute Advisory Boards,
Peer Review Committees and various
ad hoc working groups and standing
committees. The breadth and excel-
lence of CIHR-funded research is
something that all Canadians, particu-
larly those of us actively involved in
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