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ABSTRACT
Current evidence suggests that most significant risk factors for heart
disease have been identified. Although age, sex, and genetics are
important unmodifiable risk factors, most new cases of acute myo-
cardial infarctions today can be predicted by the presence and level
of 9 risk (or cardioprotective) factors that can easily be assessed and,
most importantly, modified. These risk factors are the same in almost
every geographic region and in every racial/ethnic group worldwide
and are consistent in men and women. Eight of these 9 risk factors are
influenced by diet, and most act by promoting atherogenesis, which
is the most important background condition for cardiovascular dis-
ease. Dietary interventions mostly affect atherogenesis by modulat-
ing, at the cellular level, proinflammatory processes that initiate and
perpetuate endothelial dysfunction, plaque formation, and, eventu-
ally, plaque rupture. For example, there is now enough evidence,
both epidemiologic and clinical, of the beneficial effects of n�3 fatty
acids. Either as part of a normal low-fat diet or as supplements, these
fatty acids are now recommended to prevent cardiovascular disease.
This review will summarize the mechanisms by which diet may
influence atherogenesis through the early inception, progression,
and clinical emergence of atherosclerosis, with a special focus on
n�3 fatty acids. Am J Clin Nutr 2006;83(suppl):421S–6S.
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INTRODUCTION

Cardiovascular disease is likely the most studied chronic hu-
man disease, yet it remains the most common throughout the
world and is the leading cause of premature morbidity and mor-
tality in industrialized countries (1). Epidemiologic research has
identified several risk factors, but the extent to which these can
account for cardiovascular disease has been largely unknown
until recently. It was actually estimated that known risk factors
account for no more than 50% of cardiovascular disease risk,
leaving much of the variability of our estimates largely unex-
plained. However, the recently reported INTERHEART study
(2) challenged the current wisdom with respect to the extent that
risk factors explain the general risk of cardiovascular disease in
the population.

INTERHEART was a standardized case-control study of fac-
tors associated with the first occurrence of acute myocardial
infarction in 52 countries around the world and compared 15 152
cases with 14 820 controls with no history of heart disease (2).
The risk factors evaluated were all modifiable and included

smoking, history of hypertension and diabetes mellitus, waist-
to-hip ratio, dietary patterns, physical activity, alcohol consump-
tion, the ratio of apolipoprotein (apo) B to apo A-I (which
roughly corresponds to the ratio of LDL to HDL cholesterol), and
psychosocial factors. Odds ratios (ORs) were calculated, as was
the population-attributable risk (the latter of which takes into
account both the OR and the prevalence of the risk factor in the
population and indicates the percentage of risk that can be attrib-
uted to that specific risk factor or combination of risk factors).
Collectively, the 9 risk factors accounted for 90% of the risk of
a first occurrence of acute myocardial infarction in men and 94%
of the risk in women. After adjustment for age, sex, and the above
9 risk factors, the risk of acute myocardial infarction for persons
with all 9 risk factors combined, compared with those with no
risk factors, was considerably higher (OR: 129.20; 99% CI:
90.24, 184.99). When the model included only those in the ex-
tremes (ie, the top versus lowest tertile), the OR increased even
more drastically (OR: 333.7; 99% CI: 230.2, 483.9). Globally,
80% of the occurrence of a first acute myocardial infarction was
predicted by the combination of smoking, dyslipidemia, hyper-
tension, diabetes, and obesity.

Some of the variables considered were protective (or “nega-
tive”) risk factors. Their presence significantly decreased the
risk. For example, adding exercise, dietary changes, and moder-
ate alcohol consumption to persons with an otherwise high-risk
profile incrementally downgraded the overall risk of a first acute
myocardial infarction. The impact of INTERHEART is not so
much in the identification of new risk factors for cardiovascular
disease (all factors considered have indeed been known for a long
time), but in the strength of the association between risk factors
and the occurrence of a first acute myocardial infarction and in
the notion that all 9 identified risk factors are modifiable. No-
ticeably, 8 of 9 of these factors are strongly influenced and
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modifiable by diet. We now clearly know how ample the oppor-
tunities are for prevention through changes in dietary and life-
style patterns.

MECHANISMS OF CARDIOVASCULAR DISEASE:
ATHEROSCLEROSIS

Atherosclerosis is by far the most important underlying patho-
logic process for cardiovascular disease. Therefore, an under-
standing of the processes involved in the initiation and progres-
sion of atherosclerosis, ending in the rupture of the
atherosclerotic plaque and the formation of a thrombus, is inti-
mately entwined in the mechanisms by which nutritional intake
influences cardiovascular disease.

The initiating event in atherosclerosis involves the induction
of endothelial dysfunction by atherogenic triggers, the best rec-
ognized of which are modified or oxidized LDL and the ad-
vanced glycation end products that occur in diabetes. This func-
tional alteration in turn causes the increased expression of
atherogenic signal molecules, including adhesion molecules,
such as vascular cell adhesion molecule 1 (VCAM-1); chemoat-
tractants, such as monocyte chemoattractant protein 1 (MCP-1);
and a host of growth factors and cytokines, among which are
macrophage colony stimulating factor, CD40 ligand (CD154),
interferon �, tumor necrosis factor � (TNF-�), interleukin 1
(IL-1), and IL-6 (3–5). These signaling molecules allow the
adhesion of monocytes and T lymphocytes to the arterial endo-
thelium and their penetration into the intima. Monocytes undergo
transformation and replication into macrophages and ultimately
form the lipid-rich foam cells that are characteristic of the fatty
streak, the first morphologically recognizable precursor of the
atherosclerotic plaque. The same signal molecules are also re-
sponsible for the growth and the eventual destabilization of the
plaque, being able to promote plaque rupture and the thrombo-
genic nature of the plaque content itself through the increased
expression of molecules such as tissue factor (4, 6).

The above-listed signal molecules are mostly products of ac-
tivated macrophages, lymphocytes, and endothelial cells, and
they are inducible by cytokines (3, 4, 7, 8). Therefore, they can be
considered secondary mediators of local vascular inflammation.
Resident macrophages perpetuate the cycle of local inflamma-
tion by releasing inflammatory cytokines, which result in the
production of matrix-degrading metalloproteinases that contrib-
ute to plaque rupture, and tissue factor, which increases plaque
thrombogenicity (6, 8).

HOW NUTRITION INFLUENCES CARDIOVASCULAR
DISEASE RISK

Effect of energy intake

Obesity, particularly central obesity, is a recognized risk factor
for cardiovascular disease and is the consequence of a positive
energy balance. The mechanisms responsible for this increased
risk appear to be related to obesity itself and to a condition closely
associated with it—insulin resistance. Insulin resistance, which
is defined as a decreased response of peripheral tissues to insulin
action, predisposes individuals to developing type 2 diabetes.

Several studies have linked insulin resistance to systemic in-
flammation (9, 10), possibly as the result of increased concen-
trations of circulating free fatty acids (11, 12). When hypergly-
cemia develops in type 2 diabetes, it produces toxic effects on the

endothelium both directly (13, 14) and through the formation of
advanced glycation end products (15–17), which can themselves
perpetuate an inflammatory response in the endothelium. How-
ever, macrovasculopathy (atherosclerosis) may precede by as
many as 10 y the development of diabetes (18). This leads to the
idea that insulin itself can be a proatherogenic hormone (19–21).
Evidence now exists that insulin allows the initiation and per-
petuation of vascular inflammation, through the increased gene
expression of VCAM-1, MCP-1, macrophage colony stimulat-
ing factor, CD-40L, and similar molecules (21). Therefore, the
increase in insulin production and plasma concentration that
accompanies the compensated phase of insulin resistance ap-
pears to increase atherogenic risk directly.

Obesity not only predisposes individuals to insulin resistance
and type 2 diabetes, but it is also associated with a chronic
inflammatory response in itself (22). There is indeed evidence
that obesity is associated with macrophage accumulation in the
adipose tissue (23, 24). One recent study showed that the degree
of infiltration of the adipose tissue by activated macrophages
closely correlates with the adipocyte area in mice and that
adipose-tissue-associated macrophage number is directly pro-
portional to adiposity both in mice and in humans (23). Another
study reported that many inflammatory and macrophage-specific
genes are dramatically upregulated in white adipose tissue in
mouse models of genetic obesity and obesity induced by a high-
fat diet (24).

It thus appears that obesity increases cardiovascular disease
risk through 2 inflammation-mediated pathways: it promotes
insulin resistance, which increases the expression of many in-
flammatory mediators, and it is directly associated with an in-
flammatory response itself, which affects the production of sev-
eral proinflammatory cytokines (adipokines) and hormones. If a
positive energy balance is proinflammatory and increases car-
diovascular disease risk, the reverse is also true: caloric restric-
tion reduces inflammation in parallel to—and likely preceding—
the reduction of cardiovascular disease risk. The effect of caloric
restriction protocols on risk factors for atherosclerosis has been
assessed comparing individuals who had been restricting their
food intake for 6 y and age-matched healthy individuals consum-
ing a typical American diet (25). The caloric restriction group had
significantly lower body mass indexes and percentages of body
fat than did the group consuming the American diet. Total serum
cholesterol concentrations, LDL-cholesterol concentrations, the
ratio of serum total cholesterol to HDL cholesterol, triacylglyc-
erol concentrations, fasting glucose, fasting insulin, C-reactive
protein (CRP), platelet-derived growth factors A and B, and
systolic and diastolic blood pressure were all markedly lower,
and HDL cholesterol was higher, in the calorie restriction group
than in the American diet group (25). Carotid artery intima-
media thickness, which is an indicator of the total atherosclerotic
burden, was �40% less in the calorie restriction group than in the
American diet group, which supports the concept that long-term
caloric restriction has a powerful protective effect against ath-
erosclerosis (25). None of the individuals in the caloric restric-
tion group had evidence of atherosclerotic plaques, which is
defined as a carotid intima-media thickness of �1.0 mm and an
increase of �100% compared with an adjacent wall segment.

The extremely low CRP concentrations observed in the calorie
restriction group in the above-referenced study provide prelim-
inary evidence that caloric restriction also reduces inflammation.
CRP is a marker of systemic inflammation and may also play a
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role itself in the inflammatory process, which would explain why
it is such a consistent risk factor for cardiovascular events (26–
28). Very low plasma insulin concentrations and serum-derived
platelet-derived growth factor A and B concentrations in the
calorie restriction group suggest that caloric restriction also re-
sults in a decreased stimulus for cell proliferation.

Effects of n�3 polyunsaturated fatty acids

Clear evidence exists showing that serum cholesterol corre-
lates with the risk of coronary artery disease, myocardial infarc-
tion, and coronary death (29). This can also be expressed by the
relation between the percentage of daily energy intake from
saturated fats, which correlates closely with serum cholesterol
concentrations, and the degree of coronary artery disease. Al-
though serum cholesterol is a strong correlate of coronary artery
disease, the slope of the relation differs in different populations
and within study subgroups, which suggests that there is a large
potential for additional modulators of disease risk. Several stud-
ies have addressed the relation between the intake of n�3 poly-
unsaturated fatty acids (PUFAs) and cardiovascular disease and
the effect of increased n�3 PUFA intake on cardiovascular
events (30–35).

The Lyon Diet Heart Study (34) was a randomized secondary
prevention trial testing whether a Mediterranean-type diet, which
is characterized by low intakes of total and saturated fats and
increased intakes of marine or plant-derived n�3 PUFAs, fresh
fruit and vegetables, legumes, high-fiber cereals, antioxidants,
minerals, vegetable proteins, and B vitamins, might reduce the
recurrence rate for individuals who had already experienced a
myocardial infarction compared with the rate for persons con-
suming a prudent American diet. The study also examined the
relation between traditional cardiovascular disease risk factors,
dietary patterns, and the occurrence of complications. An inter-
mediate analysis showed a striking protective effect of the Med-
iterranean diet: a 73% reduction in the risk of new major cardiac
events. All-cause and cardiovascular mortality and the combi-
nation of recurrent myocardial infarction and cardiac death were
lower in the Mediterranean diet group than in the American diet
group. The protective effect was maintained up to 4 y after the
first infarction, thus confirming the intermediate analyses (36).
Major traditional risk factors, such as high serum cholesterol and
blood pressure, were shown to be independent predictors of
the recurrence of myocardial infarction, which indicates that the
Mediterranean diet did not alter, at least not qualitatively, the
usual relations between major risk factors and the recurrence of
infarction. This trial clearly showed that a comprehensive strat-
egy to decrease cardiovascular morbidity and mortality should
include a cardioprotective diet.

The low mortality from cardiovascular disease among tradi-
tionally living Eskimos and Alaskan Natives has been attributed
to less atherosclerosis in the coronary arteries and elsewhere than
in non-natives because of a high dietary intake of n�3 PUFAs
from fish or fish-derived products (37). Newman et al (32) eval-
uated the extent of atherosclerotic lesions in the coronary arteries
and the aortas of Alaskan Natives and of non-natives to test the
hypothesis of differences in atherosclerosis extension and sever-
ity. Standardized comparisons between samples from 103 Native
and 101 non-native residents showed that the extent of fatty
streaks and raised plaques increased with age in both groups, but
the prevalence of these lesions in Natives was consistently and
significantly lower than in non-natives (Figure 1). Interestingly,

there was an even more striking difference in the percentage of
aorta covered with fatty streaks, which are the precursors of
atherosclerotic plaques, in younger individuals (32), which sug-
gests some protection from the early inception of atherosclerosis.
The differences in cardiovascular mortality between Alaskan
Natives and non-natives thus appear to be, at least in part, the
result of less atherosclerosis in the Native population.

Hu et al (31) prospectively examined the association between
intake of fish and n�3 PUFAs and the risk of coronary heart
disease and total mortality among 5103 female nurses with di-
agnosed type 2 diabetes but free of cardiovascular disease or
cancer at baseline. Between 1980 and 1996 (45 845 person-years
of follow-up), 362 incident cases of coronary heart disease (141
coronary heart disease deaths and 221 nonfatal myocardial in-
farctions) and 468 deaths from all causes were documented.
After adjustment for age, smoking, and other established coro-
nary risk factors, the relative risk of coronary heart disease in
women who seldom consumed fish was compared with the risk
in those who consumed variable amounts of fish. Higher con-
sumption of fish was associated with significantly lower total
mortality, whereas higher consumption of long-chain n�3
PUFAs was associated with a trend toward lower incidence of
coronary heart disease and total mortality (31). These findings
suggest that regular fish consumption should be considered as
part of a healthy diet for the management of diabetes and that this
dietary protection likely occurs through the increased nutritional
intake of n�3 PUFAs.

There are indications that other minor dietary components in
Mediterranean diets, from olive oil or wine, also have antiathero-
genic effects. Natural olive oil and red wine polyphenols, includ-
ing elenolic acids, tyrosol, oleuropein glycoside, hydroxyty-
rosol, trans-resveratrol, and oleuropein aglycone, collaborate in
decreasing VCAM-1 expression and cytokine production in en-
dothelial cells, likely through a reduced activation of nuclear
factor-�B (NF-�B), a transcription factor that is central to the
mechanisms of vascular inflammation (38).

FIGURE 1. Percentage of coverage of the aorta with fatty streaks and
raised plaques in Alaskan natives (N) and non-natives (N-N), divided by age.
Notice the larger difference, attributable to the prevalence of fatty streaks, in
the younger age groups. Data are from reference 32.
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Molecular mechanisms by which n�3 PUFAs affect
atherosclerosis

The mechanisms underlying the benefits of n�3 PUFAs on
atherosclerosis have been the object of much laboratory and
clinical research. The emerging concept is that these nutrients
can modulate the intimate mechanisms of development and pro-
gression of atherosclerosis. One study, from our group, investi-
gated the intracellular generation of reactive oxygen species
(ROS) in endothelial cells treated with various fatty acids (39). It
is commonly accepted that ROS, generated in low concentra-
tions, may function intracellularly as second messengers in me-
diating the activation of NF-�B and activator protein 1 (40–42).
In our study, endothelial cells were stimulated with cytokines or
lipopolysaccharide. Preincubation of endothelial cells with the
monounsaturated fatty acid oleate blunted the endothelial re-
sponse to the proinflammatory stimulation in terms of VCAM-1
surface expression or the release of macrophage colony stimu-
lating factor. Such effects were accompanied by a decreased
production of ROS and a sparing in the depletion of the intracel-
lular antioxidant reduced glutathione. This occurred without any
change in the activity of the glutathione-related antioxidant en-
zymes superoxide dismutase and catalase (39). All such effects
were magnified when n�3 PUFAs, such as docosahexaenoic
acid (DHA), were used instead of oleate. Because these fatty
acids also apparently compete for different intracellular phos-
pholipid pools, the effects of oleate and DHA can be additive
(5, 39). These results indicate that oleate and n�3 PUFAs may
exert a direct vascular atheroprotective effect by inhibiting
endothelial activation through a quenching of stimuli-induced
increase in ROS.

Results of other experiments showed that the in vitro expres-
sion of VCAM-1 by endothelial cells stimulated with inflamma-
tory cytokines, such as IL-4, IL-1, and TNF-�, decreases in a
time- and concentration-dependent manner if the cells are pre-
incubated with DHA (43; Figure 2). Interestingly, another n�3
PUFA, eicosapentaenoic acid (EPA), has a smaller effect (44).
Pretreatment with DHA also reduces the adhesion of human
monocytes and of monocytic U937 cells to the endothelial cells
in response to stimulation (44).

It therefore appears that there is a down-regulation of the
intracellular mechanisms that lead to the expression of
proatherogenic genes. In this case, the final mechanism is the
activation of the transcription factor NF-�B, which regulates the
production of many soluble cytokines from endothelial cells and

macrophages and the expression of adhesion molecules in
response to inflammatory cytokines. The interference by
DHA upstream of NF-�B appears to be at the level of intra-
cellular production of ROS, which are in turn able to activate
the transcription factor NF-�B (Figure 3). This may be a
general explanation of why the risk of cardiovascular disease
in many populations is inversely related to the dietary intake
of n�3 PUFAs (5).

GENETIC RISK OF CARDIOVASCULAR DISEASE AND
ITS MODULATION BY NUTRIENTS

Arachidonic acid, a fatty acid present in phospholipids, is a
substrate for 5-lipoxygenase in white blood cells and other bone-
marrow-derived cells. The enzyme 5-lipoxygenase catalyzes the
conversion of arachidonic acid into leukotriene A4, which is then
in turn enzymatically converted into either leukotriene B4 or the
cysteinyl leukotrienes. Leukotriene B4 is a potent nonspecific
chemoattractant for inflammatory cells and induces the chemo-
kinesis and adhesion of these cells to the vascular endothelium.
Cysteinyl leukotrienes can increase vascular permeability. Leu-
kotrienes may be involved in atherosclerosis (Figure 4; 8), and
there are clues that genetic variants of 5-lipoxygenase are related
to susceptibility to cardiovascular disease. Indeed, individuals
carrying deletions or insertions in a region of the promoter of the
5-lipoxygenase gene exhibit increased atherosclerosis in the ca-
rotid artery, and this risk can be modulated by diet. In a randomly
sampled cohort of 470 healthy middle-aged women and men
from the Los Angeles Atherosclerosis Study, mean carotid
intima-media thickness, adjusted for age, sex, height, and racial
or ethnic group, was higher by 80 � 19 �m among persons with
the variant genotype than in carriers of the common (wild-type)
allele (45). The increase in carotid artery intima-media thickness
among persons with the variant genotype was similar in this
cohort to that associated with diabetes, the strongest common

FIGURE 2. The inhibition of vascular cell adhesion molecule 1
(VCAM-1) surface expression by docosahexaenoic acid (DHA) occurring
with diverse stimuli, including interleukin 1� (IL-1�), tumor necrosis factor
� (TNF-�), IL-4, and bacterial lipopolysaccharide (LPS). Values are means
(�SEMs). OD, optical density. *Significant difference, P � 0.01.

FIGURE 3. A scheme showing the putative site of action of n�3 fatty
acids (FA) on endothelial activation at the level of generation of reactive
oxygen species (ROS). AGEs, advanced glycation end products; COX, cy-
clooxygenase; ICAM-1, intercellular adhesion molecule 1; I�B, NF-�B in-
hibitor; IL, interleukin; MCP-1, monocyte chemoattractant protein 1;
mmLDL, minimally modified LDL; NF-�B, nuclear factor �B; VCAM-1,
vascular cell adhesion molecule 1.
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cardiovascular disease risk factor. Plasma concentrations of CRP
were higher by a factor of 2 among individuals with the variant
genotype than in carriers of the common allele.

The atherosclerotic risk in individuals carrying the proathero-
genic variants of the 5-lipoxygenase gene is a function of dietary
arachidonic acid intake, and progressively increases across ter-
tiles of arachidonic acid intake, as measured by 24-h recalls of
food intake. This is compatible with the biological notion that the
higher the arachidonic acid intake with the diet, the higher the
production of leukotrienes. Thus, increased dietary arachidonic
acid significantly enhances the proatherogenic effect of the
variant genotype. Conversely, increased dietary intake of n�3
PUFAs (mostly EPA and DHA) blunts such an effect. In patients
with the highest tertile of n�3 PUFA intake, there was actually

no difference in intima-media thickness in patients carrying the
variant alleles compared with carriers of the wild-type allele. The
observed diet-gene interaction is a further example of how di-
etary nutrients are a potent environmental factor allowing or
denying the manifestations of a specific genotype.

CONCLUSIONS

Diet can affect the vast majority of modifiable risk factors for
cardiovascular disease, which are now identified as explaining a
very large part of the variability in the occurrence of a first acute
myocardial infarction. Diet offers incredible opportunities for
prevention of cardiovascular disease. Modulation of vascular
inflammation is likely the most relevant common pathogenetic

FIGURE 4. The main roles of 5-lipoxygenase (5-LO) in atherosclerosis. Early development of lesions is caused by invasion of the intima by monocytes,
followed by the transformation of monocyte-derived macrophages into foam cells through the uptake of minimally modified (mm) or oxidized (ox) LDL.
Leukotrienes (LTs) may contribute to atherosclerosis by promoting nonspecific leukocyte chemotaxis (LTB4) and by increasing vascular permeability
(cysteinyl leukotrienes). The activation and gene expression of 5-LO, the enzyme responsible for the initiation of the leukotriene biosynthetic pathway from
arachidonic acid (AA), can be increased by various cytokines in inflammatory conditions. Resident macrophages perpetuate a vicious circle of local
inflammation by releasing inflammatory cytokines, matrix-degrading metalloproteinases (contributing to plaque rupture), and tissue factor (TF; increasing
plaque thrombogenicity), as well as by producing more LTs. The inset to the right shows the structure and mode of action of the 5-LO core promoter, where interplay
of various transcription factors (including sp-1, egr-1, and CBP/p300) determine the transcription rate of the enzyme. Mutations in the 5-LO core promoter alter the
rateof transcriptionof theenzyme,aprocess that canbemodulatedby theavailabilityof the substrateAAthrough thediet andbycompetitionwithn�3polyunsaturated
fatty acids. See also reference 8. BTA, baseline transcriptional activator; EC, endothelial cell; ER, endoplasmic reticulum; FLAP, 5-lipoxygenase-activating protein;
5-HPETE, 5-hydroperoxy-eicosatetraenoic acid; INF�, interferon �; LPS, lipopolysaccharide; MMP, matrix metalloproteinase; MRP-1, membrane relay protein 1;
NF-�B, nuclear factor-�B; cPLA2, cellular phospholipase A2; SMC, smooth muscle cell; TNF, tumor necrosis factor.
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step by which nutritional factors influence cardiovascular disease.
Vascular inflammation is influenced by excess caloric intake (obe-
sity, insulin resistance), alcohol, several vitamins, dietary antioxi-
dants, and n�3 PUFAs. Implementing relevant and successful di-
etary changes is the greatest challenge for preventive cardiovascular
medicine after the turn of the century. A more complete understand-
ing of how dietary changes may work will likely lead to a beneficial
exploitation of such current knowledge.

RDC conceived and wrote the largest part of this review. AZ reviewed and
wrote the section on leukotriene biology. SDT reviewed and wrote the section
on mechanisms of n�3 fatty acids with regard to atherosclerosis. RM re-
viewed and wrote the section on the general regulation of gene expression by
nutrients. MM reviewed and wrote the section on the intracellular quenching
of reactive oxygen species by polyunsaturated fatty acids.

The authors had no conflict of interest.

REFERENCES
1. World Health Organization. The Atlas of Heart Disease and Stroke.

Internet: http://www.who.int/cardiovascular_diseases/resources/atlas/
en/ (accessed 1 January 2005).

2. Yusuf S, Hawken S, Ounpuu S, et al. Effect of potentially modifiable risk
factors associated with myocardial infarction in 52 countries (the
INTERHEART study): case-control study. Lancet 2004;364:937–52.

3. De Caterina R. Endothelial dysfunctions: common denominators in vas-
cular disease. Curr Opin Clin Nutr Metab Care 2000;3:453–67.

4. Libby P. Inflammation in atherosclerosis. Nature 2002;420:868–74.
5. De Caterina R, Madonna R, Massaro M. Effects of omega-3 fatty acids

on cytokines and adhesion molecules. Curr Atheroscler Rep 2004;6:
485–91.

6. Del Turco S, De Caterina R. [Biology and physiopathology of tissue
factor and its relevance for cardiovascular diseases]. Ital Heart J Suppl
2003;4:559–68(in Italian).

7. Libby P, Ridker PM, Maseri A. Inflammation and atherosclerosis. Cir-
culation 2002;105:1135–43.

8. De Caterina R, Zampolli A. From asthma to atherosclerosis–5-
lipoxygenase, leukotrienes, and inflammation. N Engl J Med 2004;350:
4–7.

9. Pickup JC, Crook MA. Is type II diabetes mellitus a disease of the innate
immune system? Diabetologia 1998;41:1241–8.

10. Grimble RF. Inflammatory status and insulin resistance. Curr Opin Clin
Nutr Metab Care 2002;5:551–9.

11. Boden G. Role of fatty acids in the pathogenesis of insulin resistance and
NIDDM. Diabetes 1997;46:3–10.

12. Boden G, Shulman GI. Free fatty acids in obesity and type 2 diabetes:
defining their role in the development of insulin resistance and beta-cell
dysfunction. Eur J Clin Invest 2002;32(suppl):14–23.

13. Kouroedov A, Eto M, Joch H, Volpe M, Luscher TF, Cosentino F.
Selective inhibition of protein kinase Cbeta2 prevents acute effects of
high glucose on vascular cell adhesion molecule-1 expression in human
endothelial cells. Circulation 2004;110:91–6.

14. Cosentino F, Egidy Assenza G. Diabetes and inflammation. Herz 2004;
29:749–59.

15. Schmidt AM, Yan SD, Wautier JL, Stern D. Activation of receptor for
advanced glycation end products: a mechanism for chronic vascular
dysfunction in diabetic vasculopathy and atherosclerosis. Circ Res 1999;
84:489–97.

16. Basta G, Lazzerini G, Massaro M, et al. Advanced glycation end prod-
ucts activate endothelium through signal-transduction receptor RAGE:
a mechanism for amplification of inflammatory responses. Circulation
2002;105:816–22.

17. Basta G, Schmidt AM, De Caterina R. Advanced glycation end products
and vascular inflammation: implications for accelerated atherosclerosis
in diabetes. Cardiovasc Res 2004;63:582–92.

18. Zavaroni I, Bonora E, Pagliara M, et al. Risk factors for coronary artery
disease in healthy persons with hyperinsulinemia and normal glucose
tolerance. N Engl J Med 1989;320:702–6.

19. Stout RW. Insulin and atheroma. 20-yr perspective. Diabetes Care 1990;
13:631–54.

20. Despres JP, Lamarche B, Mauriege P, et al. Hyperinsulinemia as an

independent risk factor for ischemic heart disease. N Engl J Med 1996;
334:952–7.

21. Madonna R, Pandolfi A, Massaro M, Consoli A, De Caterina R. Insulin
enhances vascular cell adhesion molecule-1 expression in human cul-
tured endothelial cells through a pro-atherogenic pathway mediated by
p38 mitogen-activated protein-kinase. Diabetologia 2004;47:532–6.

22. Hotamisligil GS. Inflammatory pathways and insulin action. Int J Obes
Relat Metab Disord 2003;27(suppl):S53–5.

23. Weisberg SP, McCann D, Desai M, Rosenbaum M, Leibel RL, Ferrante
AW Jr. Obesity is associated with macrophage accumulation in adipose
tissue. J Clin Invest 2003;112:1796–808.

24. Xu H, Barnes GT, Yang Q, et al. Chronic inflammation in fat plays a
crucial role in the development of obesity-related insulin resistance.
J Clin Invest 2003;112:1821–30.

25. Fontana L, Meyer TE, Klein S, Holloszy JO. Long-term calorie restric-
tion is highly effective in reducing the risk for atherosclerosis in humans.
Proc Natl Acad Sci U S A 2004;101:6659–63.

26. Ridker PM. Clinical application of C-reactive protein for cardiovascular
disease detection and prevention. Circulation 2003;107:363–9.

27. Ridker PM, Brown NJ, Vaughan DE, Harrison DG, Mehta JL. Estab-
lished and emerging plasma biomarkers in the prediction of first athero-
thrombotic events. Circulation 2004;109:IV6–19.

28. Libby P, Ridker PM. Inflammation and atherosclerosis: role of C-reactive
protein in risk assessment. Am J Med 2004;116(suppl):9S–16S.

29. Anderson KM, Castelli WP, Levy D. Cholesterol and mortality. 30 years
of follow-up from the Framingham study. JAMA 1987;257:2176–80.

30. Burr ML, Fehily AM, Gilbert JF, et al. Effects of changes in fat, fish, and
fibre intakes on death and myocardial reinfarction: diet and reinfarction
trial (DART). Lancet 1989;2:757–61.

31. Hu FB, Cho E, Rexrode KM, Albert CM, Manson JE. Fish and long-
chain omega-3 fatty acid intake and risk of coronary heart disease and
total mortality in diabetic women. Circulation 2003;107:1852–7.

32. Newman WP, Middaugh JP, Propst MT, Rogers DR. Atherosclerosis in
Alaska Natives and non-natives. Lancet 1993;341:1056–7.

33. Bucher HC, Hengstler P, Schindler C, Meier G. N�3 polyunsaturated
fatty acids in coronary heart disease: a meta-analysis of randomized
controlled trials. Am J Med 2002;112:298–304.

34. de Lorgeril M, Salen P. Wine ethanol, platelets, and Mediterranean diet.
Lancet 1999;353:1067(letter).

35. Dietary supplementation with n�3 polyunsaturated fatty acids and vi-
tamin E after myocardial infarction: results of the GISSI-Prevenzione
trial. Gruppo Italiano per lo Studio della Sopravvivenza nell’Infarto
miocardico. Lancet 1999;354:447–55.

36. de Lorgeril M, Salen P, Martin JL, Monjaud I, Delaye J, Mamelle N.
Mediterranean diet, traditional risk factors, and the rate of cardiovascular
complications after myocardial infarction: final report of the Lyon Diet
Heart Study. Circulation 1999;99:779–85.

37. Middaugh JP. Cardiovascular deaths among Alaskan Natives, 1980–86.
Am J Public Health 1990;80:282–5.

38. Carluccio MA, Siculella L, Ancora MA, et al. Olive oil and red wine
antioxidant polyphenols inhibit endothelial activation: antiatherogenic
properties of Mediterranean diet phytochemicals. Arterioscler Thromb
Vasc Biol 2003;23:622–9.

39. Massaro M, Basta G, Lazzerini G, et al. Quenching of intracellular ROS
generation as a mechanism for oleate-induced reduction of endothelial
activation and early atherogenesis. Thromb Haemost 2002;88:335–44.

40. Baeuerle PA, Henkel T. Function and activation of NF-kappa B in the
immune system. Annu Rev Immunol 1994;12:141–79.

41. Pahl HL, Baeuerle PA. Oxygen and the control of gene expression.
Bioessays 1994;16:497–502.

42. Rahman A, Kefer J, Bando M, Niles WD, Malik AB. E-selectin expres-
sion in human endothelial cells by TNF-alpha-induced oxidant genera-
tion and NF-kappaB activation. Am J Physiol 1998;275:L533–44.

43. De Caterina R, Cybulsky MI, Clinton SK, Gimbrone MA Jr, Libby P.
The omega-3 fatty acid docosahexaenoate reduces cytokine-induced
expression of proatherogenic and proinflammatory proteins in human
endothelial cells. Arterioscler Thromb 1994;14:1829–36.

44. De Caterina R, Bernini W, Carluccio MA, Liao JK, Libby P. Structural
requirements for inhibition of cytokine-induced endothelial activation
by unsaturated fatty acids. J Lipid Res 1998;39:1062–70.

45. Dwyer JH, Allayee H, Dwyer KM, et al. Arachidonate 5-lipoxygenase
promoter genotype, dietary arachidonic acid, and atherosclerosis.
N Engl J Med 2004;350:29–37.

426S DE CATERINA ET AL

 at U
niv of C

algary M
ed Lib P

eriodicals on F
ebruary 10, 2006 

w
w

w
.ajcn.org

D
ow

nloaded from
 

http://www.ajcn.org

