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Source: Lieverse R, et al. Bright light treatment in elderly patients with 
nonseasonal major depressive disorder: A randomized placebo-controlled 

trial. Arch Gen Psychiatry 2011;68:61-70.

WE ARE APPROACHING THE 30TH ANNIVERSARY OF THE FIRST ARTICLE 
published about the effect of bright light treatment (BLT) on 

affective and sleep disorders.1 A Cochrane review from 2002 sup-
ported the use of BLT for sleep disorders in the elderly.2 Another 
review from 2004 concluded that BLT was modestly effective in non-
seasonal depression.3 A systematic review in 2008 concluded that 
BLT was “an excellent candidate for inclusion ... as adjuvant therapy 
to antidepressant medication.”4 BLT is well established as treatment 
for seasonal affective disorder (SAD).5 

This double-blind, placebo-controlled randomized clinical trial, 
conducted in the Netherlands, hypothesized that BLT use in elderly 
patients with nonseasonal major depressive disorder (MDD) would 
result in symptomatic relief, improved sleep, and a change in hor-
monal levels associated with depression and sleep (cortisol and mela-
tonin). The participants were recruited between 2003 and 2007. The 
inclusion criteria were age  60 years and MDD. They were screened 
initially with the 15-item Geriatric Depression Scale.6 Those scor-
ing  5 (the standard cutoff for depression) were interviewed, using 
the Structured Clinical Interview Guide for DSM-IV Axis I Disor-
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ders7 to establish the diagnosis of MDD. The severity of 
depression was measured with the Hamilton Depression 
Rating Scale (HAM-D). The 89 subjects were random-
ized to receive one of two light boxes: one emitting 750 
lux light through a pale blue fi lter or one emitting 50 lux 
light through a blood-red fi lter. The study was blinded to 
subjects by telling them that the study was comparing the 
effects of blue and red light on depression. (Dim red light 
has been shown to have no effect.) 

Subjects averaged 69 years of age and 65% were fe-
male. The two groups were very similar, except for three 
variables. The Mini-Mental State Examination score 
in the BLT group was slightly lower than in the place-
bo group (27.6 vs 28.5 out of 30), the baseline average 
HAM-D score in the BLT group was higher (18.6 vs 16.2 
out of 38), and more subjects in the BLT group had previ-
ously received psychotherapy (31 vs 21). Subjects were 
exposed to light for 60 minutes in the early morning for 3 
weeks. At baseline (T0), the end of treatment (T1), and 3 
weeks after treatment (T2), several assessments were car-
ried out: urinary free cortisol (UFC), saliva cortisol levels, 
saliva melatonin levels, autographic estimates of sleep, 
and light sensor estimates of BLT exposure. The salivary 
cortisol samples were collected after awakening and just 
before bedtime, but the melatonin samples were collected 
only at bedtime. The primary outcome measure was the 
change in the HAM-D score from T0 to T1. Secondary 
outcomes included: change in HAM-D scores from T0 to 
T2, response rates from T0 to T1 and T0 to T2 (defi ned as 

 50% decrease in HAM-D score), and hormone levels. 

The melatonin samples were obtained four times hourly 
before bedtime and results were reported as the slope of 
the rise in levels. 

No subjects died (including suicide) during the study, 
and there were no hospitalizations. Analysis was by in-
tention-to-treat. During the treatment phase (T0 to T1), 
the average HAM-D score in the BTL group fell to 10.1 
and in the placebo group to 10.4. The difference (8.5 vs 
5.8) was statistically signifi cant. More subjects in the BLT 
group responded (50% vs 41%), but this did not reach 
statistical signifi cance. However, at T2, 53% in the BLT 
group vs 34% in the placebo group responded, which was 
signifi cant (number-needed-to-treat = 5). At T2, the aver-
age HAM-D score in the BLT group was 8.6, a 10.0-point 
drop. The placebo group decreased by 5.4, to 10.6. Both 
of these scores are in the “mild depression” range. 

At T0, both groups had the same average bedtime and 
get-up time, and total sleep time, sleep effi ciency, and 
sleep latency were the same. No change to bedtime was 
noted during or after treatment, but the BLT group de-
creased signifi cantly the amount of time in bed compared 
to the placebo group, and sleep effi ciency increased.

The average UFC level decreased in the BLT group and 
increased in the placebo group during the treatment phase 
(T0 to T1), but this did not reach statistical signifi cance. 
However, by T2, it had reached statistical signifi cance, 
and in the BLT group, the average UFC was in the normal 
range. Similar results were found for average evening sa-
liva cortisol levels, but the morning decrease did not reach 
statistical signifi cance. The slope of the average saliva 
melatonin level increased dramatically in the BLT group, 
but decreased in the placebo group, during treatment. 

The adverse effects profi les of both groups were the 
same, but the placebo group noted more fatigue and day-
time sleepiness. 

The good news, take-away message from this study is 
that BLT works, and works as well as antidepressants in 
the treatment of MDD in the elderly. This is important, 
because pharmacotherapy of depression in the elderly is 
littered with land mines. Tricyclic antidepressants have 
anticholinergic side effects, and selective serotonin reup-
take inhibitors, while better tolerated than TCAs, interact 
with many drugs also taken by the elderly. 

There are several areas of weakness in this study. First 
is the small population. The investigators had calculated 
that they would need 63 patients in each arm. They re-
cruited two-thirds of that. Recruitment was halted after 
4.5 years for reasons of “limited resources.” Secondly, the 
groups were not evenly matched, despite randomization. 
The subjects in the BLT group had an average score at the 
boundary of “moderate depression” and “severe depres-
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sion.”8 The placebo group was in the “moderate depres-
sion” mid-range. Finally, the study ended after 6 weeks 
and the subjects were still “mildly depressed.” A much 
longer study would be welcome. 

I did not include the actual numerical results of the cor-
tisol and melatonin levels, mainly because these are inter-
mediate results and not patient-oriented. Cortisol levels 
are higher in depression, but there is some question about 
the ability of saliva cortisol levels to distinguish depressed 
patients from controls.9 

Rant alert! BLT requires bright lights, and these are not 
cheap. I checked Amazon.com for a Philips BriteLITE 6, 
which emits 1000 lux. It was $280, plus shipping, and 
Medicare does not cover it. Counter-intuitively, Medicare 
will pay for antidepressant drugs, and, should your pa-
tient need hospitalization after suffering an adverse drug 
effect, it will pay for that, too. Before ordering a bright 
light box for your patient, I recommend checking with a 
local medical supply store to see if it can offer your pa-
tient a better deal. In the long run, you may be doing your 
patient a favor.   

Source: Park Y, et al. Dietary Fiber Intake and Mortality in the 
NIH-AARP Diet and Health Study. Arch Intern Med 2011 Feb 
14; doi:10.1001/archinternmed.2011.18.

THIS ANALYSIS WAS BASED ON QUESTIONNAIRES FROM 
219,123 men and 168,999 women who participated in 

the NIH-AARP Diet and Health Study. This observational 
prospective cohort was made up of AARP members who 
were 50-71 years old at the time of the first questionnaire 
mailing in 1995 and 1996. At baseline, diet was assessed 
with a self-administered 124-item food-frequency ques-
tionnaire. Participants reported their average frequency 
(on a scale of never to  6 times a day for beverages and a 
scale of never to  2 times a day for solid foods) and por-
tion size (on a scale of 1 to 3) over the previous year. The 
investigators used these questionnaires to calculate dietary 
fiber for each participant using the Association of Official 
Analytical Chemist method.1 The questionnaires also col-
lected demographic, anthropometric, and lifestyle infor-
mation, including history of smoking, physical activity, 
family history of cancers, menopausal hormone therapy 
use in women, and some medical conditions at baseline. 
Data on subsequent death were collected using standard 
techniques. 

Energy-adjusted dietary fiber intake ranged from 13 
g/day (10th percentile) to 29 g/day (90th percentile) in 
men and from 11 g/day to 26 g/day in women. The major 
sources of dietary fiber were grains, fruits, vegetables, and 
beans. People who ate more fiber were healthier in gen-
eral; they were more likely to have higher education, to 
have self-rated their health as being very good/excellent, 
to have a lower BMI, and to be physically active, but were 
less likely to smoke, to drink alcohol, and to consume red 
meat. Women in the higher fiber intake categories were 
more likely to use menopausal hormone therapy. 
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Over about 9 years of follow-up, 20,126 men and 
11,330 women in the cohort died. Dietary fiber intake was 
significantly inversely associated with the risk of overall 
mortality in both men and women. Both men and women 
in the highest quintile had a 22% lower risk of total death 
compared with the lowest quintile. Each increase in daily 
fiber intake of 10 g/day reduced the multivariate relative 
risk for total death by about 12% for men and 15% for 
women. This strong inverse relationship remained statis-
tically significant even after adjusting for lifestyle factors 
including smoking, BMI, self-rated health, menopausal 
status, and age. 

Dietary fiber intake was also specifically inversely 
related to risk of death from specific causes, including 
cardiovascular disease (CVD), cancer, infections, and re-
spiratory disease. Comparing the highest with the low-
est quintile of dietary fiber intake, men had a 24%-56% 
lower risk of death from CVD, cancer, and infectious and 
respiratory disease. Women in the highest quintile of fiber 
intake had a 34%-59% lower risk of death from CVD and 
infectious and respiratory disease, but no association with 
cancer death. 

These relationships between fiber intake and death 
persisted after controlling for confounders including as-
pirin use, high blood pressure, and cholesterol. Howev-
er, when the analyses were restricted to never smokers, 
the reduction in the relative risk of death remained sig-
nificant only for deaths from cancer and infectious dis-
ease in men. Among the women who had never smoked, 
dietary intake remained statistically associated with re-
duced risk of death from cardiovascular disease and in-
fectious disease. 

Investigation of the relationship between different 
sources of fiber and risk of death was also undertaken. The 
relationship was strongest for fiber from grains, which 
correlated significantly inversely to the relative risk of to-
tal death and death due to CVD, cancer, and respiratory 
disease in both men and women. Fiber from vegetables 
and beans was also weakly associated with a lower risk of 
total death in both men and women, but fiber from fruits 
was not. 

Dietary fiber is the part of food that resists digestion 
and absorption in the small intestine and is then fermented 
in the large intestine.2 Dietary fiber has long been believed 
to reduce the risk of coronary heart disease, diabetes, 
some cancers, obesity, and premature death because it re-
duces transit time of feces through the bowel, increases 
excretion of fecal carcinogens, lowers serum cholester-
ol, reduces glucose absorption, lowers blood pressure, 
promotes weight loss, inhibits lipid peroxidation, and is 
anti-inflammatory.3,4 Truly, what is a little gas compared 

with all these benefits? Unfortunately, empiric evidence 
that dietary fiber affects mortality is limited and incon-
sistent. In the Scottish Heart Health study, dietary fiber 
intake was inversely related to total mortality in men, but 

Table. Fiber content of common foods.

Fruits Serving Size Total Fiber (g)
Raspberries 1 C 8.0

Pear, with skin 1 medium 5.5

Apple, with skin 1 medium 4.4

Strawberries (halves) 1¼ C 3.8

Banana 1 medium 3.1

Orange 1 medium 3.1

Figs, dried 2 medium 1.6

Raisins 2 Tbsp 1.0

Grains, Cereal & Pasta Serving Size Total Fiber (g)
Spaghetti, whole wheat, cooked 1 C 6.2

Barley, pearled, cooked 1 C 6.0

Bran flakes ¾ C 5.3

Oat bran muffin 1 medium 5.2

Oatmeal, quick, instant or 

   regular, cooked 1 C 4.0

Popcorn, air-popped 3 C 3.5

Brown rice, cooked 1 C 3.5

Bread, rye 1 slice 1.9

Bread, whole-wheat 

   or multigrain 1 slice 1.9

Legumes, Nuts & Seeds Serving Size Total Fiber (g)
Split peas, cooked 1 C 16.3

Lentils, cooked 1 C 15.6

Black beans, cooked 1 C 15.0

Lima beans, cooked 1 C 13.2

Baked beans, vegetarian, 

   canned, cooked 1 C 10.4

Sunflower seed kernels ¼ C 3.9

Almonds 1 oz (23 nuts) 3.5

Pistachio nuts 1 oz (49 nuts) 2.9

Pecans 1 oz (19 halves) 2.7

Vegetables Serving Size Total Fiber (g)
Artichoke, cooked 1 medium 10.3

Peas, cooked 1 C 8.8

Broccoli, boiled 1 C 5.1

Turnip greens, boiled 1 C 5.0

Sweet corn, cooked 1 C 4.2

Brussels sprouts, cooked 1 C 4.1

Potato, with skin, baked 1 medium 2.9

Tomato paste ¼ C 2.7

Carrot, raw 1 medium 1.7

Source: The Mayo Clinic. High Fiber Foods. Available at www.
mayoclinic.com/health/high-fiber-foods/NU00582. Accessed 
Feb. 17, 2011. 
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not in women.5 The Zutphen Study (men only) reported a 
9% lowered risk of total death per 10 g/d of dietary fiber 
intake.6 The National Health and Nutrition Examination 
Survey I Epidemiologic Follow-up Study found no asso-
ciation between dietary fiber intake and total mortality.7 

Studies of dietary fiber in relation to cause-specific death 
other than from CVD are sparse. The current study adds 
quite a lot to our understanding of the likely benefits of 
dietary fiber. These investigators found that fiber intake 
was significantly inversely associated with the risk of to-
tal death and death from CVD, infectious diseases, and 
respiratory diseases in both men and women. Dietary fi-
ber intake also was related to a lower risk of death from 
cancer in men but not in women. And it appears fiber from 
grains (as compared with vegetables, beans, and fruits) 
showed the most consistent inverse association with risk 
of total and cause-specific deaths. 

It’s important to note that this report is not the result 
of a randomized, controlled trial. And, since fiber-eaters 
in this study were generally healthier than those who 
ate less fiber, it’s possible (even likely) that their better 
outcomes resulted from some healthy lifestyle trait that 
was not measured and reported here. On the other hand, 
fiber consumption, unlike taking a prescription medica-
tion or undergoing a surgical procedure, is unlikely to be 
associated with adverse outcomes if these findings are 
erroneous. 

The Mayo Clinic provides a chart that includes fiber 
content of many common foods (see Table, page 28). Re-
member, 10 g/day was enough to make a difference in this 
and in other studies.8  

Source: Yaffe K, et al. Association of plasma beta-amyloid 
level and cognitive reserve with subsequent cognitive decline. 
JAMA 2011:305:261-266.

ALMOST 1000 ELDERLY AMERICANS WERE ENROLLED IN A 
10-year prospective observational study, which mea-

sured the plasma ratio of -amyloid 42/40 and assessed 
other cognitive factors such as education and literacy. At 
onset, participants had no deficits in Activities of Daily 
Living and were free of life-threatening cancers. Cogni-
tive function was measured at years 1, 3, 5, 8, and 10 with 
the Modified Mini-Mental Status Examination (3MS), 
which is a 100-point maximum battery of global cogni-
tive function. Literacy was tested with a validated tool 
called Rapid Estimate of Adult Literacy in Medicine. De-
veloping dementia also was ascertained from review of 
any dementia medications and hospitalizations at subse-
quent visits. Multivariate models were used to adjust for 
many individual characteristics and for characteristics that 
changed significantly over time. 

While initial -amyloid 42/40 levels were not associ-
ated with a low cognitive score, a low level was signifi-
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cantly associated with greater cognitive decline over the 
9 years patients were followed. If the older adult had 
less education and low literacy (less than high school 
diploma or literacy below 6th grade level), there was 
even greater cognitive decline with a low -amyloid 
42/40 level. Participants with high education and lit-
eracy showed less cognitive decline even with the same 

-amyloid levels. 

With Alzheimer’s disease and other dementias pre-
dicted to affect up to 1 in 4 elderly persons, the interest 
in finding better tests for diagnosis and early detection is 
enormous. Ever since postmortem studies suggested that 
pathological -amyloid brain plaques were associated 
with Alzheimer’s disease, there has been active research 
to determine how to measure these early in the disease. 
However, past studies of -amyloid in plasma have given 
conflicting reports, and the role of -amyloid in the brain 
can vary considerably even in severe cases. To further 
confuse the association, large amounts of -amyloid can 
sometimes be found at autopsy with little previous symp-
toms of dementia. 

“Cognitive reserve” is the concept now thought to ex-
plain that variability, used to describe an individual with 
more developed cognitive function as a result of many 
factors such as brain size, more flexible neural networks, 

and more synapses. This has been correlated to higher ed-
ucational and occupational achievement, so literacy and 
education are used as measures of cognitive reserve in this 
research. 

These data appear to support the hypothesis that cog-
nitive reserve affects the association between -amyloid 
and cognitive impairment. When the plasma ratio was 
found to be low, more cognitive decline occurred, and 
the decline was greatest in those with less cognitive re-
serve. Nonetheless, it’s important to note that the plasma 
result alone was not a measure of the extent of future 
disease, so at this point it cannot be widely used as a 
biomarker for detecting disease. Nor is it even clear that 

-amyloid is a cause of brain degeneration as opposed to 
an end result, so we are still left with dementias as com-
plex conditions that need to be assessed using a variety 
of clinical tools.  

THE FDA HAS APPROVED A NEW TOPICAL TREATMENT FOR 
head lice infestation. The pediculicide, spinosad, is 

derived from fermentation of Saccharopolyspora spinosa, 
a soil actinomycete bacterium. It is marketed by ParaPRO 
as Natroba™. 

Indications
Spinosad is indicated for the topical treatment of head 

lice infestation in patients 4 years of age and older.1 

Dosage
A sufficient amount of the suspension should be ap-

plied to dry scalp and hair. It should be rinsed off with 
warm water after 10 minutes.1 

The topical suspension contains 9 mg of spinosad per 
gram.
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Upon completion of this educational activity,  
participants should be able to:
• describe new findings in the differential  

diagnosis and treatment of various diseases;
• describe the advantages, disadvantages and  

controversies surrounding the latest advances  
in the diagnosis and treatment of disease;

• identify cost-effective treatment regimens;
• explain the advantages and disadvantages   

of new disease screening procedures.

10. In the elderly with major depressive disorder, bright light 
therapy: 
a. induced mania.
b. reduced HAM-D scores more than placebo.
c. exacerbated major depressive disorder.
d. increased saliva cortisol levels.
e. decreased saliva melatonin levels.

11. Which of the following provides the most fiber per serving?
a. Artichoke, cooked
b. Bran flakes
c. Lentils, cooked
d. Whole wheat spaghetti

12. Dietary fiber intake is inversely related to risk of death: 
a. in men, but not in postmenopausal women.
b. only in those who have never smoked.
c. more strongly for grains than for fruits.
d. despite the fact that those with low fiber intake tend to be 

healthier.

13. Which of the following is the best marker of Alzheimer’s 
disease?
a. Abnormal brain MRI
b. Abnormal Mini-Mental Status Exam
c. Low levels of plasma -amyloid 42/40 ratio
d. Brain autopsy showing amyloid plaques
e. None of the above

Potential Advantages
Spinosad has been shown to be more effective than 

permethrin and is generally effective with one applica-
tion.1,2 Spinosad is ovicidal and does not require nit comb-
ing. Permethrin-resistant head lice may be susceptible to  
spinosad.3 

Potential Disadvantages
Natroba contains benzyl alcohol and, due to the risk of 

absorption, is not recommended in infants younger than 6 
months of age.1  

Comments
Spinosad is a nonsynthetic fermentation product of 

Saccharopolyspora spinosa. Its postulated mechanism of 
action is neuronal excitation that results in paralysis and 
death of the head lice. 

Its efficacy and safety were evaluated in two identi-
cal multicenter, randomized, comparative studies with 
permethrin (n = 1038). All household members infested 
were randomized to spinosad 0.9% or permethrin 1%. 
The youngest subject (6 months of age or older) in each 
household was considered the primary subject, others 
were secondary subjects. After the initial treatment, 
subjects were evaluated on day 7. Those lice-free were 
evaluated on day 14; those with live lice were given a 
second treatment. Those given a second treatment were 
evaluated on day 14 and 21. Efficacy endpoint was the 
proportion lice-free 14 days after the last treatment. At 
final assessment, 84.6% (77/91) and 86.7% (72/83) of 
the primary subjects were lice-free with spinosad com-
pared to 44.9% (40/89) and 42.9% (36/84) for perme-
thrin. For all subjects, 63.8% (155/243) in Study 1 and 
86.2% (175/203) in Study 2 required one treatment, 
while 64.5% (165/256) and 60.3% (129/214) treated 
with permethrin required two treatments.2 This high per-
cent of success in the spinosad groups was accomplished 
without nit combing. 

Spinosad appears to be well tolerated. Adverse events 
for spinosad site include erythema (3% vs 7% for perme-
thrin) and ocular edema (2% vs 3% for permethrin).1 

Clinical Implications
Head lice infestation is common among preschool and 

elementary school children. Current therapy is permethrin 
or pyrethrins when resistance is not expected.4 Spinosad 
provides a new and highly effective option for the treat-
ment of head lice infestation.   

Answers: 10. b, 11. c, 12. c, 13. d.
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In Future Issues: Accuracy of Manual vs Automated Blood Pressure Measurements

Source: Engbaek M, et al. The effect of 
low-dose spironolactone on resistant  
hypertension. J Am Soc Hypertens 
2010;4:290-294.

ALTHOUGH THE DEFINITION OF RESISTANT 
hypertension (r-HTN) has some 

variation, in the United States it is most 
commonly defined as inability to achieve 
target blood pressure with optimized 
doses of three antihypertensive agents, 
including a diuretic. Depending on the 
population studied, as many as 15%-18% 
of subjects entering clinical trials — who 
presumably receive some of the best care 
medicine has to offer — are ultimately 
determined to have r-HTN. 

Spironolactone (SPIR) is an aldoste-
rone antagonist with modest diuretic ac-
tivity. It has been shown to be effective in 
reducing blood pressure independent of 
aldosterone status; that is, one does not 
have to be a “high aldosterone” subject to 
enjoy meaningful BP reduction.

Engbaek et al report on 344 r-HTN 
subjects (mean BP 169/88, while already 
on three other medications), who were 
treated with SPIR 25 mg or 50 mg QD. 
They found a prompt and sustained mean 
BP reduction with SPIR: a 17/7 mm Hg 
reduction at 1 month, 24/10 mm Hg re-
duction at 3 months, and 26/11 mm Hg 
reduction at 6 months, all of which were 
statistically significant. The two most 
predictable adverse effects of SPIR, hy-
perkalemia and gynecomastia, were in-
frequent: 4.1% and 5.2%, respectively. 
Other clinical trials corroborate the util-
ity and tolerability of SPIR to manage r-
HTN. Clinicians should be reassured that 
< 10% of participants discontinued SPIR 
secondary to adverse events.  

Source: The EINSTEIN Investigators. 
Oral rivaroxaban for symptomatic ve-
nous thromboembolism. N Engl J Med 
2010;363:2499-2510.

THE TREATMENT OF ACUTE VENOUS THROM-
boembolism commonly is managed 

successfully with enoxaparin followed  
by intermediate to long-term preven-
tion of recurrent thromboembolism with  
warfarin. 

Despite a proven track record of effi-
cacy, warfarin has limitations, including 
the need for ongoing monitoring, prob-
lematic interactions with medications 
and food, and risk of significant bleeding, 
which occurs in 1%-2% of patients using 
long-term warfarin. 

Rivaroxaban is a direct factor X in-
hibitor administered orally once daily. It 
is effective both acutely (hence, it may 
be utilized instead of heparin during the 
acute phase of venous thromboembo-
lism) and chronically. Because it does not 
have any interactions with food and does 
not require monitoring, it provides many 
fewer obstacles to successful patient 
management than warfarin or heparin-
warfarin combinations. 

The EINSTEIN Investigators re-
ported on two trials: One compared ri-
varoxaban with enoxaparin + warfarin 
for acute venous thromboembolism (n 
= 3449), and the other compared riva-
roxaban with placebo in subjects who 
had completed 6 months of warfarin 
treatment for DVT. 

For acute venous thromboembolism, 
rivaroxaban was non-inferior to enoxa-
parin + warfarin. In the long-term trial, 
rivaroxaban was superior to placebo. 
Rivaroxaban appears to provide an at-

tractive alternative treatment for venous 
thromboembolism.  

Source: Kromhout D, et al. n-3 fatty 
acids and cardiovascular events after 
myocardial infarction. N Engl J Med 
2010;363:2015-2026.

OBSERVATIONAL DATA INDICATE THAT POP-
ulations with high intake of fish oil 

have less cardiovascular disease (CVD) 
endpoints, spurring clinical trials to elu-
cidate the relationship. A 2008 meta-
analysis suggested that in persons with 
existing coronary heart disease (CHD), 
supplements of fish oils (n-3 fatty acids, 
e.g., eicosapentaenoic acid and docosa-
hexaenoic acid) reduced CHD mortality 
by as much as 20%. This beneficial effect 
has been attributed to a reduced vulnera-
bility to arrhythmia provided by fish oils; 
disappointingly, the inclusion of fish oil 
supplements in study subjects with im-
plantable cardioverter-defibrillators did 
not confirm an anti-arrhythmic effect. 

To clarify the potential role of fish oil 
supplementation for CHD patients, the 
Alpha Omega Trial enrolled men and 
women age 60-80 with a history of myo-
cardial infarction (n = 4837). Study sub-
jects were randomized to fish oil supple-
mentation or placebo for 40 months.

Fish oil supplementation did not pro-
vide a statistically significant reduction in 
CVD events. Because many of the study 
subjects were receiving other interventions 
to reduce CVD risk (e.g., statins, antiplate-
let agents, BP drugs), the authors posit that 
it is possible that these results, which are 
divergent from earlier trials, reflect the 
lesser available margin for improvement in 
persons already receiving other good tools 
for CVD risk reduction.   


