
[One of the authors responds:]

Françoise Bouchard and associates
suggest that in our study1 we should

have compared total suicide rates
within custody to total suicide rates in
the community, rather than comparing
strangulation-specific suicide rates. We
submit that such a change in compari-
son groups would not change the mes-
sage of our paper. By using the strangu-
lation-specific rates, it is likely that we
underestimated the suicide rate in pris-
ons, since deaths from poisoning or
toxic effects probably included some
suicides. 

Our observations do not support a
decline in rates over the period of ob-
servation. We identified several people
who committed suicide very soon after
the end of a “suicide watch” and others
who clearly had a history of suicide at-
tempts for whom no intervention was
attempted. The simple fact remains
that death by suicide and death by over-
dose within the incarcerated population
is a major health concern. We look for-
ward to observing the impact on pris-
oners’ safety of the recent changes in
CSC’s suicide-prevention policy, and
we would support the adoption of addi-
tional policies to address the burden of
death by overdose.

Marc Daigle raises some interesting
points. It may be difficult to directly
compare suicide rates between Ontario
and other provinces, because (as we
pointed out1) the Ontario coroner’s sys-
tem may be using a somewhat more re-
strictive definition of suicide than is
used elsewhere. The apparently greater
rate of violent death among “non-incar-
cerated delinquents” than in the general
population is interesting, if not entirely
surprising. We also endorse Daigle’s
statement that correctional facilities are
not the right place to treat mental ill-
ness and would support a wider applica-
tion of diversion programs for both
mentally ill and addicted people.
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Managing
hypertriglyceridemia

On reading the article about hy-
pertriglyceridemia by Michelle

Fung and Jiri Frohlich,1 I wondered
about the recommendation for a diet
containing less than 10% of calories
from fat. The report of an expert
panel2 cited by Fung and Frohlich on
this point recommends that 25% to
35% of caloric intake be derived
from fat. Clarification of the recom-
mendation for a 10% diet would be
appreciated.
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Tthe ratio of high-density lipopro-
tein cholesterol to triglycerides

has been documented as one of the
most important cardiovascular risk fac-
tors.1 However, Michelle Fung and Jiri
Frohlich2 perpetuate the myth that a
low-fat diet will be helpful in the man-
agement of this problem. 

Lichtenstein and Van Horn3 exten-
sively reviewed this approach a few
years ago. Examination of their evi-
dence suggests that a low-fat dietary
regimen will produce a result opposite
to the desired effect: triglyceride levels
will actually increase. 

This outcome is not surprising if
one considers that insulin resistance
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