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Background—Polyunsaturated fatty acid intake favorably affects chronic inflammatory-related diseases such as cardiovascular disease; however, high intake of n-6 fatty acids may attenuate the known beneficial effects of n-3 fatty acids.
Methods and Results—We investigated habitual dietary n-3 fatty acid intake and its interaction with n-6 fatty acids in
relation to the plasma inflammatory markers C-reactive protein, interleukin 6, and soluble tumor necrosis factor
receptors 1 and 2 (sTNF-R1 and R2) among 405 healthy men and 454 healthy women. After adjustment for other
predictors of inflammation, intake of the n-3 fatty acids eicosapentaenoic acid (EPA) and docosahexaenoic acid (DHA)
was inversely associated with plasma levels of sTNF-R1 and sTNF-R2 (P⫽0.03 and P⬍0.001, respectively) and
somewhat less so for C-reactive protein (P⫽0.08). n-3 ␣-linolenic acid and n-6 cis-linoleic acid were not significantly
related to the inflammatory markers. We found little if any association between n-3 fatty acid (EPA⫹DHA) intake and
tumor necrosis factor receptors among participants with low intake of n-6 but a strong inverse association among those
with high n-6 intake (P⫽0.04 and 0.002 for interaction of n-3 with n-6 on sTNF-R1 and sTNF-R2, respectively).
Conclusions—These results suggest that n-6 fatty acids do not inhibit the antiinflammatory effects of n-3 fatty acids and
that the combination of both types of fatty acids is associated with the lowest levels of inflammation. The inhibition of
inflammatory cytokines may be one possible mechanism for the observed beneficial effects of these fatty acids on
chronic inflammatory-related diseases. (Circulation. 2003;108:155-160.)
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D

ietary intake of polyunsaturated fatty acids (PUFAs)
favorably affects cardiovascular disease (CVD).1 The
improvement in blood lipid levels by dietary PUFAs only
partially explains these beneficial effects. Inflammation may
be essential in the origin of atherosclerosis, and inflammatory
markers such as C-reactive protein (CRP), interleukin (IL)-6,
and tumor necrosis factor (TNF)-␣ are independent risk
factors for CVD.2,3 n-3 fatty acids have antiinflammatory
properties and are frequently used clinically to treat symptoms of inflammatory diseases, such as rheumatoid arthritis
or Crohn’s disease.4 Only a few studies have investigated the
effects of n-3 fatty acid intake on plasma IL-6 and TNF-␣
levels in humans in vivo, but these have been small and
inconsistent.5–7 Competition with n-6 fatty acids may be the
reason for the observed discrepancies of the effects of n-3
fatty acids on cytokines.8 Both n-3 and n-6 fatty acids are
substrates for human eicosanoid production, and they share
the same enzymes for the synthesis of prostaglandins and
leukotrienes (Figure 1). Eicosanoids derived from n-3 fatty
acids have fewer inflammatory properties than those derived

from n-6 fatty acids. Thus, the ratio of n-3 to n-6 fatty acid
intake may be crucial to inflammatory processes. The aim of
the present study was to investigate the habitual dietary n-3
and n-6 fatty acid intake in relation to the inflammatory
markers CRP, IL-6, and soluble TNF receptors 1 and 2
(sTNF-R1 and sTNF-R2), markers of TNF-␣ activity.

Methods
Health Professionals Follow-Up Study
The Health Professionals Follow-up Study (HPFS) is a prospective
cohort investigation among 51 529 US male health professionals
aged 40 to 75 years at baseline in 1986. Health information and
disease status are assessed biennially by a self-administered questionnaire, and diet is assessed every 4 years by a 131-item selfadministered semiquantitative food-frequency questionnaire (SFFQ).
Between 1993 and 1995, a blood sample was requested from all
subjects and returned from 18 225 participants. This cohort and the
method for blood collection have been described in detail previously.9 The men who provided samples were somewhat younger but
otherwise similar to those who did not provide samples. Among
those who returned the blood sample, subjects were excluded who
did not have any information on diet, cigarette smoking, alcohol
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Measurement of Biochemical Variables

Figure 1. Human eicosanoid synthesis from n-6 and n-3 fatty
acids.

consumption, or physical activity between 1986 and 1994. In
addition, subjects with a history of myocardial infarction, angina
pectoris, stroke, diabetes mellitus, intermittent claudication, gastric
or duodenal ulcers, gallbladder disease, liver disease, or cancers
(except nonmelanoma skin cancer) before 1994 were excluded. From
the remaining men, 468 participants were randomly selected on the
basis of different patterns of self-reported alcohol consumption
determined by frequency, amount, and time (eg, with meals) of
alcohol intake. The purpose of selecting this subset was to investigate the association between alcohol drinking patterns and novel
biomarkers of CVD. Except for the exclusion criteria, there is little
difference in various characteristics between the 468 men used in the
present study and the remaining 17 757 who gave blood.
Average nutrient intake was derived from the SFFQ completed in
1994 and computed with composition values from US Department of
Agriculture sources,10 supplemented with other data. Reproducibility
and validity of the SFFQ have been evaluated within the HPFS.11
The correlation for nutrients estimated by the SFFQs and those
measured by 2 weeks of diet recording was 0.60 for eicosapentaenoic
acid (EPA) and ranged from 0.37 for polyunsaturated fat to 0.92 for
vitamin C with supplements (average 0.65).11,12 Correlations for
whole foods were in a similar range. The correlation of EPA intake
and the percentage of EPA in adipose tissue was 0.49 (P⬍0.001).12
Body mass index was calculated as the ratio of body weight to
body height squared, and physical activity was expressed as metabolic equivalent-hours (MET-hr). One MET-hr is equivalent to
sitting quietly for 1 hour.13 The validity of self-reported weight,
physical activity, and alcohol intake has been reported in detail
elsewhere.14

Nurses’ Health Study II
The Nurses’ Health Study II is a prospective cohort of 116 671
United States registered female nurses aged 25 to 42 years at baseline
in 1989.15 Health information and disease status are assessed
biennially similar to methods described above. Blood samples were
obtained between 1996 and 1998 from more than 29 000 participants. The samples were selected from premenopausal women who
collected their blood during the luteal phase of their menstrual cycle
and who were not taking any hormones. After exclusion of women
with any of the previously described preexisting conditions, a subset
of 473 women were randomly selected from the remaining participants on the basis of drinking patterns similar to those used for the
HPFS. Women who gave blood were very similar to those in the
overall cohort; the only difference was a greater percentage of
women with a family history of breast cancer in the subgroup.
Average nutrient intake and alcohol consumption were derived
from the SFFQ in 1995 and other covariates from the 1997
questionnaire. The validity and reproducibility of information for
these nurses is described elsewhere.14

Blood samples were collected in three 10-mL liquid EDTA blood
tubes for the men and sodium heparin for the women, placed on ice
packs, stored in Styrofoam containers, and returned to our laboratory
via overnight courier. More than 95% of the samples arrived within
24 hours. After arrival, the blood samples were centrifuged and
separated into aliquots for storage in the vapor phase of liquid
nitrogen freezers (⫺130°C or colder). Fewer than 15% of the
samples were slightly hemolyzed, and very few were moderately
hemolyzed (⬍3%), lipemic (⬍1%), or not cooled on arrival
(⬍0.5%). Plasma sTNF-R and IL-6 concentrations were measured
by ELISA (R&D Systems for sTNF-R1 and IL-6; Genzyme Diagnostics for sTNF-R2 in HPFS; and R&D Systems for sTNF-R2 in the
Nurses’ Health Study II). CRP was measured with a high-sensitivity
assay (Roche Diagnostics). Day-to-day coefficients of variation of
all assays were below 10%, and transport conditions did not
substantially affect the plasma levels of these inflammatory markers.16 In a subsample of 82 men from the HPFS who provided blood
samples 4 years apart, there were good to excellent intraclass
correlations for the inflammatory markers (sTNF-R1, 0.81; sTNFR2, 0.78; IL-6, 0.47; and CRP, 0.67). All participants gave written
informed consent, and the Harvard School of Public Health Human
Subjects Committee Review Board approved the study protocol.

Exclusions
We excluded participants who did not provide information on body
mass index, physical activity, diet, or smoking status on the questionnaires returned in 1994 (men) and 1995/1997 (women), respectively, which resulted in a sample size of 859 subjects (405 men and
454 women). Our subset included 16 men and 3 women who
reported rheumatoid arthritis and 5 men and 5 women who reported
ulcerative colitis/Crohn’s disease. Exclusion of these subjects from
our analysis did not substantially affect our results.

Statistical Analyses
Multivariable linear regression analyses with robust variance were
performed to evaluate the association between PUFA intake and
plasma levels of inflammatory markers without the need of normal
distribution assumptions.17 We adjusted for age (5-year categories),
gender, smoking status (never, past, current 1 to 14 cigarettes/d, and
current ⱖ15 cigarettes/d), physical activity, alcohol intake, intake of
nonsteroidal antiinflammatory drugs, body mass index (⬍20, 20 to
24, 25 to 29, 30 to 34, and ⱖ35 kg/m2), total calories, protein,
saturated fat, monounsaturated fat, cholesterol intake, and the remaining PUFAs. Nutrients under investigation were considered as
continuous variables and covariates as categorical variables (quintiles). In additional models, we included a cross-product term to
evaluate the interaction between n-3 and n-6 fatty acids. All
probability values presented are 2-tailed, and probability values
below 0.05 were considered statistically significant.

Results
The characteristics and biomarker levels according to gender
and percentile of EPA⫹DHA intake are presented in Table 1.
In both men and women, individuals with higher intake of
EPA and DHA had lower levels of sTNF-R1 and sTNF-R2.
In the category with the highest intake of EPA⫹DHA,
sTNF-R1 levels were 14% lower in men and 6% lower in
women, and sTNF-R2 levels were 19% lower in men and 5%
lower in women than in the lowest quintile. The overall
results changed only slightly after multivariate adjustment
(Table 2); intake of EPA⫹DHA was significantly inversely
associated with plasma levels of sTNF-R1 (P⫽0.03) and
sTNF-R2 (P⬍0.001) and modestly inversely related to CRP
levels (P⫽0.08). ␣-Linolenic acid (ALA), the other main
dietary n-3 fatty acid, and cis-linoleic acid (cis-LA), the main
dietary n-6 fatty acid, were not significantly related to the
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Characteristics of the Study Population (nⴝ859)
Percentile of EPA⫹DHA Intake (% Energy)

Characteristics

0 –20

20 – 40

40 – 60

60 – 80

80 –90

90 –100

Men
EPA⫹DHA, % energy
n

0.022

0.060

0.100

0.147

0.220

0.454

81

81

81

81

40

41

59.4

59.8

59.9

59.7

59.6

62.5

25.0

25.2

25.8

25.7

25.3

26.1

7.4

5.0

4.8

4.2

9.4

6.6

Alcohol, g/d

19.6

22.2

25.6

23.6

22.9

25.8

Total physical activity, METs/wk

33.1

38.4

34.0

45.7

38.2

61.7

Age, y
2

BMI, kg/m

Current smoker, %

Total calories, kcal/d
Total fat, % energy

2157

2138

30.9

29.4

2258
30.1

1946
28.9

1999
27.6

2225
27.7

EPA⫹DHA, g/d

0.055

0.143

0.250

0.317

0.498

1.120

ALA, % energy

0.50

0.52

0.49

0.51

0.46

0.47

cis-LA, % energy
Intake of NSAID, %

5.4

5.3

5.1

5.2

4.7

4.5

40.5

40.3

52.7

56.3

35.5

53.1

sTNF-R1, pg/mL

979

935

934

926

945

845

sTNF-R2, pg/mL

1495

1480

1418

1392

1440

1212

IL-6, pg/mL

1.42

1.44

1.69

1.47

2.72

1.17

CRP, mg/dL

0.19

0.16

0.22

0.18

0.29

0.13

0.010

0.033

0.058

0.097

0.133

0.242

Women
EPA⫹DHA, % energy
n

91

91

91

91

45

45

Age, y

41.9

41.7

42.0

42.9

43.5

43.6

BMI, kg/m2

23.9

23.8

24.4

24.5

24.2

23.8

3.5

5.4

10.4

9.9

7.0

10.4

Current smoker, %
Alcohol, g/d

11.3

10.5

11.5

11.8

10.4

11.9

Total physical activity, METs/wk

20.9

17.4

20.8

25.8

25.7

26.2

Total calories, kcal/d
Total fat, % energy

1836

1960

29.2

29.4

1862
28.4

1892
28.5

1758
26.6

1705
26.3

EPA⫹DHA, g/d

0.022

0.072

0.121

0.203

0.266

ALA, % energy

0.47

0.46

0.46

0.48

0.49

0.48

cis-LA, % energy

4.4

4.5

4.3

4.4

4.3

4.3

40.3

49.1

48.1

58.8

43.8

53.3

Intake of NSAID, %

0.471

sTNF-R1, pg/mL

1009

1002

986

1034

962

953

sTNF-R2, pg/mL

2127

2151

2128

2123

2025

2029

IL-6, pg/mL

1.32

1.37

1.52

2.08

1.02

1.67

CRP, mg/dL

0.16

0.18

0.16

0.23

0.16

0.12

BMI indicates body mass index; METs, metabolic equivalent task; and NSAID, nonsteroidal antiinflammatory drugs.
Values are means. All values (except age and number of subjects) are age-standardized.

inflammatory markers. When we stratified by gender, the
regression coefficients were similar to those presented in
Table 2, albeit weaker for the associations between
EPA⫹DHA and sTNF receptors among women. The interaction term for gender and EPA⫹DHA intake was not
significant, which suggests that the weaker association among
women may be due to limited variation in dietary intake
rather than a true difference between genders.
Because n-3 and n-6 fatty acids compete for the same
enzymes in fatty acid elongation and desaturation, we crossclassified individuals on the basis of quartiles of their intake

of EPA⫹DHA and cis-LA (Figure 2). In general, we found
little if any association between EPA⫹DHA and TNF receptors among those with a low n-6 intake but a very strong
inverse association among those with high n-6 intake. Participants with the highest EPA⫹DHA and cis-LA intake had the
lowest levels of sTNF-R1 (P interaction⫽0.04) and sTNF-R2
(P interaction⫽0.002). However, participants with high
cis-LA intake but low EPA⫹DHA intake had the highest
levels of sTNF-R1 and sTNF-R2. We did not find a significant interaction between the n-3 and n-6 fatty acids with
regard to IL-6 or CRP levels. When we formally compared
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TABLE 2. Multiple Linear Regression Effect Estimates for the Association Between n-3 and n-6-Fatty Acid Intake (1%
of Energy) and Inflammatory Markers Among Men and Women (nⴝ859)
Model 1
Biomarkers (Dependent)

EPA⫹DHA

ALA

Model 2
ALA

Model 3

cis-LA

EPA⫹DHA

2.1

⫺162.5储

⫺45.5

⫺1.1

cis-LA

⫺156.7储

EPA⫹DHA*

⫺48.5

⫺0.5

8.0

⫺449.4¶

⫺47.7

2.2

⫺513.9¶

⫺7.0

8.0

sTNF-R1, pg/mL

␤

⫺171.6储

⫺21.3

sTNF-R2, pg/mL

␤

⫺453.0¶

⫺8.6

IL-6, pg/mL

␤

0.296

0.763

0.031

0.617

0.784

0.022

0.630

CRP, mg/dL

␤

⫺0.098

0.028

0.011

⫺0.056

0.028

0.008

⫺0.164§

ALA†

cis-LA‡

0.438

0.013

⫺0.079

0.004

Model 1 was adjusted for age and gender; model 2 includes all covariates in model 1 and smoking status, physical activity, alcohol intake, intake
of nonsteroidal antiinflammatory drugs, and body mass index; and model 3 includes all covariates in model 2 and total calories, protein, saturated
fat, monounsaturated fat, and cholesterol intake.
*Model 3 additionally adjusted for cis-LA and ALA.
†Model 3 additionally adjusted for cis-LA and EPA⫹DHA.
‡Model 3 additionally adjusted for EPA⫹DHA and ALA.
§P⬍0.1; 储P⬍0.05; ¶P⬍0.001.

levels of the soluble TNF receptors between groups presented
in Figure 2, we found the largest differences in sTNF-R1 (112
pg/mL; P⫽0.01) and sTNF-R2 (285 pg/mL; P⬍0.001) comparing subjects with the highest intake of EPA⫹DHA and
cis-LA to those with the lowest EPA⫹DHA but highest
cis-LA intake.

Discussion
In this cross-sectional study of dietary n-3 and n-6 fatty acids
and inflammatory markers, we observed statistically significant inverse associations between n-3 fatty acid intake and

Figure 2. Plasma sTNF-R1 (A) and sTNF-R2 (B) levels in relation
to quartiles of EPA⫹DHA and cis-LA intake. Mean values
adjusted for age, gender, smoking status, physical activity, alcohol intake, intake of nonsteroidal antiinflammatory drugs, body
mass index, total calories, protein, saturated fat, monounsaturated fat, ALA, and cholesterol intake.

plasma levels of soluble TNF receptors 1 and 2. The associations were restricted to the long-chain PUFAs EPA and
DHA and not ALA. We found similar albeit weaker inverse
associations for CRP but not IL-6 levels. These relations were
dependent on the intake of n-6 fatty acids, which suggests that
at low levels of n-3 fatty acid intake, n-6 fatty acids are
associated with high levels of inflammatory markers, yet at
high levels of n-3 fatty acid intake, the combination of both
types of fatty acids is related to the lowest levels of
inflammation.
Inflammation plays a central role in development of
atherosclerosis, and elevated plasma CRP levels are an
important risk factor for CVD and type 2 diabetes.2 Similarly,
plasma levels of TNF-␣ and IL-6 are also predictive of
CVD2,3; however, this relationship is less strong than for
CRP, which may be due in part to higher variability or lower
specificity of these cytokines. For example, it has been shown
that IL-6 may induce antagonists to inflammatory cytokines
and may therefore play a role in terminating inflammation.18
The soluble TNF receptors are derived by proteolytic cleavage from TNF cell-surface receptors after induction by TNF
or other cytokines such as IL-6, IL-1␤, or IL-2, and they have
a longer half-life and are detected with a higher sensitivity
than TNF.19 The biological function of these soluble receptors
is not entirely clear, and they may bind to TNF and attenuate
its bioactivity. However, the soluble receptors also promote
formation of complexes, which preserve the active trimeric
form of TNF, and thus prevent the decay of TNF into inactive
monomeric forms. The receptors may therefore serve as
binding proteins and/or as a slow-release reservoir for TNF,
thereby prolonging its half-life.19 Clinically, the soluble TNF
receptors are excellent indicators of inflammatory processes19
and are associated with obesity, insulin resistance, coronary
heart disease, and angina severity.20,21 Similarly, recent studies confirmed that the soluble TNF receptors were more
predictive of disease status in heart failure than TNF
itself.22,23
Previous studies have investigated the effects of n-3 fatty
acids on cytokine secretion ex vivo, with quite conflicting
results. For example, Blok et al24 reported 7 animal studies
with an increase and 3 with a decrease in TNF-␣ production
after n-3 intake. In contrast, in the 6 cited human studies, 3
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found a decrease and 3 found no effect. These experiments
may be influenced by cell purification and culturing procedures and depend on cell origin and cell type, because TNF-␣
and IL-6 are produced by a variety of cells. Therefore, the in
vivo plasma cytokine levels measured in the present study
may represent the overall subinflammatory process better
than cell-type–specific ex vivo expression.
The present results are in accordance with human trials
reporting decreased inflammation with n-3 fatty acid intake
(as reviewed by Blok et al,24 Calder,25 and James et al26).
However, the present results are in contrast to the customary
assumption that high intake of n-6 fatty acids antagonizes the
antiinflammatory effects of n-3 fatty acids. One possible
explanation for our observation is that n-6 fatty acids lower
soluble TNF receptor levels by indirectly reducing insulin
resistance.20,27 Furthermore, the activities of the ⌬6 and
⌬5-desaturase (which are the rate-limiting steps for arachidonic acid and EPA synthesis in humans) and the activity of
the cyclooxygenase are inhibited by both n-3 and n-6 PUFAs.28 –30 Through this mechanism, high intake of both types
of fatty acids could reduce inflammatory mediators. PUFAs
may also modulate cytokine production or the release of the
soluble TNF receptors through eicosanoid-independent pathways, for example, by influencing membrane composition
and fluidity,31 affecting signal transduction processes or
second messenger molecules,32 or binding to or affecting
nuclear receptors such as the peroxisome proliferator receptors33 or nuclear factor-B.34
EPA and DHA are much more effective than ALA in
altering membrane composition and eicosanoid production,
and it was recently estimated that in humans, only 0.2% of
plasma ALA is converted to EPA.35,36 The conversion rate of
LA to arachidonic acid is also very low37; however, because
of the much higher intake, we speculate that LA still affects
arachidonic acid concentrations, whereas ALA, because of its
low intake and low conversion rate, has no substantial effect
on EPA levels, and thus on inflammation, in the present study
population.
It has been argued that the amount of n-6 PUFA in the diet
is currently too high in the US population and needs to be
lowered to “reduce adverse effects of excesses of arachidonic
acid and its eicosanoid products.”38 However, there are no
data from human studies that support a detrimental effect of
dietary n-6 fatty acids on coronary heart disease or other
harmful side effect of n-6 fatty acids.39 In contrast, several
studies found beneficial effects (as reviewed by Hu et al1).
Specifically, a recent prospective study found similar beneficial effects of n-3 and n-6 fatty acids on cardiovascular risk
factors,40 and a recent cross-sectional study found n-3 and n-6
fatty acid intake combined to be associated with a lower risk
of coronary artery disease than either type of fatty acid
alone.41 The present study suggests one possible mechanism
for this observed phenomenon.
The cross-sectional design of the present study complicates
the drawing of causal inferences, and a single assessment of
a biochemical indicator may be susceptible to short-term
variation, which would bias the results toward the null.
However, the dietary questionnaire has been shown to reflect
long-term intake, and the biomarkers of inflammation we

Fatty Acids and Inflammatory Markers

159

measured are stable over time. Measurement error from the
use of self-reported dietary intake and lifestyle variables is
relatively small14 and likely does not bias our results, because
reporting error is not likely associated with the biological
measurements. Although the present study cohorts do not
represent random samples of the US population, the ranges of
anthropometric parameters and the biological measures are
quite broad and are comparable to those of the general
population. We cannot exclude the possibility that the observed differences in absolute sTNF-R levels between men
and women are due in part to gender differences in kidney
function, because sTNF receptor levels may depend on renal
function42; however, kidney function is not likely associated
with PUFA intake. Furthermore, the main analyses were
adjusted for gender, and the results were similar across male
and female strata.
In conclusion, we found an inverse relationship between
n-3 fatty acid intake from fish and plasma soluble TNF
receptor levels and less so for other markers of inflammation.
This relationship was stronger for higher intakes of n-6 fatty
acids. The present results do not support the hypothesis that
n-6 fatty acids antagonize the effects of n-3 fatty acids. n-6
fatty acids may raise proinflammatory cytokine levels at low
consumption of n-3 fatty acids. However, n-3 fatty acids in
combination with n-6 fatty acids may decrease proinflammatory cytokine concentration. This may be one of the possible
mechanisms for the observed beneficial effects of n-3 and n-6
fatty acid intake on chronic inflammatory diseases.

Acknowledgments
This study was supported by research grants AA11181, HL35464,
CA55075, CA67262, and P30 DK46200 and a grant from the
German Academic Exchange Service (DAAD, to Dr Pischon).

References
1. Hu FB, Manson JE, Willett WC. Types of dietary fat and risk of coronary
heart disease: a critical review. J Am Coll Nutr. 2001;20:5–19.
2. Ridker PM. Clinical application of C-reactive protein for cardiovascular
disease detection and prevention. Circulation. 2003;107:363–369.
3. Ridker PM, Rifai N, Pfeffer M, et al. Elevation of tumor necrosis factor-␣
and increased risk of recurrent coronary events after myocardial
infarction. Circulation. 2000;101:2149 –2153.
4. Connor WE. Importance of n-3 fatty acids in health and disease. Am J
Clin Nutr. 2000;71:171S–175S.
5. Espersen GT, Grunnet N, Lervang HH, et al. Decreased interleukin-1 beta
levels in plasma from rheumatoid arthritis patients after dietary supplementation with n-3 polyunsaturated fatty acids. Clin Rheumatol. 1992;
11:393–395.
6. Holm T, Berge RK, Andreassen AK, et al. Omega-3 fatty acids enhance
tumor necrosis factor-alpha levels in heart transplant recipients. Transplantation. 2001;72:706 –711.
7. Blok WL, Deslypere JP, Demacker PN, et al. Pro- and anti-inflammatory
cytokines in healthy volunteers fed various doses of fish oil for 1 year.
Eur J Clin Invest. 1997;27:1003–1008.
8. Linscheer WG, Vergroesen J. Lipids. In: Shils ME, Olson JA, Shike M,
eds. Modern Nutrition in Health and Disease. 8th ed. Philadelphia, Pa:
Lea & Febiger; 1994:47– 88.
9. Chu NF, Spiegelman D, Yu J, et al. Plasma leptin concentrations and
four-year weight gain among US men. Int J Obes Relat Metab Disord.
2001;25:346 –353.
10. Department of Agriculture. Composition of Foods: Raw, Processed and
Prepared, 1966 –1991. Washington, DC: US Government Printing
Office; 1992.
11. Rimm EB, Giovannucci EL, Stampfer MJ, et al. Reproducibility and
validity of an expanded self-administered semiquantitative food fre-

160

12.

13.

14.
15.

16.

17.
18.

19.

20.

21.

22.

23.

24.

25.
26.

27.

Circulation

July 15, 2003

quency questionnaire among male health professionals. Am J Epidemiol.
1992;135:1114 –1126; discussion 1127–1136.
Hunter DJ, Rimm EB, Sacks FM, et al. Comparison of measures of fatty
acid intake by subcutaneous fat aspirate, food frequency questionnaire,
and diet records in a free- living population of US men. Am J Epidemiol.
1992;135:418 – 427.
Ainsworth BE, Haskell WL, Leon AS, et al. Compendium of physical
activities: classification of energy costs of human physical activities. Med
Sci Sports Exerc. 1993;25:71– 80.
Willett W. Nutritional Epidemiology. 2nd ed. New York, NY: Oxford
University Press; 1998.
Garland M, Hunter DJ, Colditz GA, et al. Alcohol consumption in
relation to breast cancer risk in a cohort of United States women 25– 42
years of age. Cancer Epidemiol Biomarkers Prev. 1999;8:1017–1021.
Pai JK, Curhan GC, Cannuscio CC, et al. Stability of novel plasma
markers associated with cardiovascular disease: processing within 36
hours of specimen collection. Clin Chem. 2002;48:1781–1784.
White H. A heteroskedasticity-consistent covariance matrix estimator and
a direct test for heteroskedasticity. Econometrica. 1980;48:817– 838.
Tilg H, Trehu E, Atkins MB, et al. Interleukin-6 (IL-6) as an antiinflammatory cytokine: induction of circulating IL-1 receptor antagonist
and soluble tumor necrosis factor receptor p55. Blood. 1994;83:113–118.
Aderka D. The potential biological and clinical significance of the soluble
tumor necrosis factor receptors. Cytokine Growth Factor Rev. 1996;7:
231–240.
Hauner H, Bender M, Haastert B, et al. Plasma concentrations of soluble
TNF-alpha receptors in obese subjects. Int J Obes Relat Metab Disord.
1998;22:1239 –1243.
Benjafield AV, Wang XL, Morris BJ. Tumor necrosis factor receptor 2
gene (TNFRSF1B) in genetic basis of coronary artery disease. J Mol Med.
2001;79:109 –115.
Ferrari R, Bachetti T, Confortini R, et al. Tumor necrosis factor soluble
receptors in patients with various degrees of congestive heart failure.
Circulation. 1995;92:1479 –1486.
Rauchhaus M, Doehner W, Francis DP, et al. Plasma cytokine parameters
and mortality in patients with chronic heart failure. Circulation. 2000;
102:3060 –3067.
Blok WL, Katan MB, van der Meer JW. Modulation of inflammation and
cytokine production by dietary (n-3) fatty acids. J Nutr. 1996;126:
1515–1533.
Calder PC. n-3 polyunsaturated fatty acids and cytokine production in
health and disease. Ann Nutr Metab. 1997;41:203–234.
James MJ, Gibson RA, Cleland LG. Dietary polyunsaturated fatty acids
and inflammatory mediator production. Am J Clin Nutr. 2000;71:
343S–348S.
Brunner EJ, Wunsch H, Marmot MG. What is an optimal diet? Relationship of macronutrient intake to obesity, glucose tolerance, lipoprotein
cholesterol levels and the metabolic syndrome in the Whitehall II study.
Int J Obes Relat Metab Disord. 2001;25:45–53.

28. Cho HP, Nakamura M, Clarke SD. Cloning, expression, and fatty acid
regulation of the human delta-5 desaturase. J Biol Chem. 1999;274:
37335–39339.
29. Cho HP, Nakamura MT, Clarke SD. Cloning, expression, and nutritional
regulation of the mammalian Delta-6 desaturase. J Biol Chem. 1999;274:
471– 477.
30. Ringbom T, Huss U, Stenholm A, et al. Cox-2 inhibitory effects of
naturally occurring and modified fatty acids. J Nat Prod. 2001;64:
745–749.
31. Stubbs CD, Smith AD. The modification of mammalian membrane polyunsaturated fatty acid composition in relation to membrane fluidity and
function. Biochim Biophys Acta. 1984;779:89 –137.
32. Graber R, Sumida C, Nunez EA. Fatty acids and cell signal transduction.
J Lipid Mediat Cell Signal. 1994;9:91–116.
33. Dussault I, Forman BM. Prostaglandins and fatty acids regulate transcriptional signaling via the peroxisome proliferator activated receptor nuclear
receptors. Prostaglandins Other Lipid Mediat. 2000;62:1–13.
34. Novak TE, Babcock TA, Jho DH, et al. NF{kappa}B inhibition by
{omega}-3 fatty acids modulates LPS-stimulated macrophage TNF{alpha} transcription. Am J Physiol Lung Cell Mol Physiol. 2003;284:
L84 –L89.
35. Whelan J, Broughton KS, Kinsella JE. The comparative effects of dietary
alpha-linolenic acid and fish oil on 4- and 5-series leukotriene formation
in vivo. Lipids. 1991;26:119 –126.
36. Pawlosky RJ, Hibbeln JR, Novotny JA, et al. Physiological compartmental analysis of alpha-linolenic acid metabolism in adult humans. J
Lipid Res. 2001;42:1257–1265.
37. Emken EA, Adlof RO, Gulley RM. Dietary linoleic acid influences
desaturation and acylation of deuterium-labeled linoleic and linolenic
acids in young adult males. Biochim Biophys Acta. 1994;1213:277–288.
38. Simopoulos AP, Leaf A, Salem N Jr. Workshop statement on the essentiality of and recommended dietary intakes for omega-6 and omega-3
fatty acids. Prostaglandins Leukot Essent Fatty Acids. 2000;63:119 –121.
39. Horrobin DF. Commentary on the workshop statement: are we really sure
that arachidonic acid and linoleic acid are bad things? Prostaglandins
Leukot Essent Fatty Acids. 2000;63:145–147.
40. Bemelmans WJ, Broer J, Feskens EJ, et al. Effect of an increased intake
of alpha-linolenic acid and group nutritional education on cardiovascular
risk factors: the Mediterranean Alpha-linolenic Enriched Groningen
Dietary Intervention (MARGARIN) study. Am J Clin Nutr. 2002;75:
221–227.
41. Djousse L, Pankow JS, Eckfeldt JH, et al. Relation between dietary
linolenic acid and coronary artery disease in the National Heart, Lung,
and Blood Institute Family Heart Study. Am J Clin Nutr. 2001;74:
612– 619.
42. Brockhaus M, Bar-Khayim Y, Gurwicz S, et al. Plasma tumor necrosis
factor soluble receptors in chronic renal failure. Kidney Int. 1992;42:
663– 667.

