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a B S T R A C T

In cardiology, results of recent large intervention trials with eicosapentaenoic acid (EPA) plus
docosahexaenoic acid (DHA) supplements were neutral. In contrast, in epidemiologic studies, an inverse
relation between clinical events and intake of EPAþDHA was found which was steeper for higher levels
of EPAþDHA. A standardized way of determining levels is the Omega-3 Index, which is the percentage of
EPAþDHA of a total of 26 fatty acids measured in erythrocytes. According to current criteria, a low
Omega-3 Index is a cardiovascular risk factor.

What can explain this contradiction? Trial participants were recruited irrespective of their baseline
status in EPAþDHA – an important predictor of events. Levels of EPAþDHA have a statistically normal
distribution; together with the large inter-individual variability of levels’ responding to increased intake,
this created a large overlap of EPAþDHA levels between intervention and control groups. Moreover, trial
participants were advised to take EPAþDHA supplements with breakfast, frequently a low fat meal,
resulting in poor bioavailability. As a result, there is an urgent need for new intervention trials in
cardiology, for which participants with a low baseline omega-3 index are recruited, and then treated
with individually tailored doses of EPAþDHA to a prespecified target range.

& 2014 Elsevier Ltd. All rights reserved.

1. Introduction

Neutral results of recent large intervention trials, their meta-
analyses, and guidelines of cardiac societies do not compel
clinicians to use eicosapentaenoic acid (EPA) and docosahexaenoic
acid (DHA) supplements in the treatment of their patients with
cardiovascular conditions, heart rhythm issues or congestive heart
failure. This contrasts with rather consistent results of epidemio-
logic studies, animal studies and mechanisms of action (the latter
two reviewed elsewhere, Ref. [1]). In the present review, this state
of the evidence is reported, a change in perspective is suggested
from focusing on intake to focusing on levels, it is delineated why
assessing levels with the HS-Omega-3 Index methodology has
certain advantages, reasons for the contrasting results of epide-
miologic studies and intervention trials are discussed, and a
Omega-3 Index-based design of intervention trials is proposed.

1.1. Current state of the large intervention trials, their meta-
analyses, and of guidelines

A series of intervention trials with clinical endpoints investi-
gating EPAþDHA supplements in persons at risk for a myocardial
infarction reported neutral results on total mortality and major
adverse cardiac events [2–7]. Not surprisingly, in recent meta-
analyses and systematic reviews, also including earlier large trials
with more positive results, an overall neutral effect was seen [8–
12]. This was in contrast to epidemiologic observations, based
mostly on intake of EPAþDHA in food, where risk for e.g. total
coronary artery disease events was some 50% lower in individuals
with a high intake of EPAþDHA (e.g. [13,14]). The contrast to
epidemiologic observations, based on levels of EPAþDHA, was
even stronger: risk for total coronary artery disease events was
some 80% lower with high than with low levels (Hedge g effect
size �0.19 po0.01, 95% confidence interval �0.06 to �0.33), as
found in a meta-analysis of 19 studies [15]. In cardiovascular
prevention guidelines, the American Heart Association (AHA)
endorsed use of EPAþDHA, while the European Society for
Cardiology (ESC) did so more reluctantly [16,17].

Similarly, intervention trials in patients at risk for supraven-
tricular or ventricular rhythm disturbances also reported neutral
results on prevention of ventricular or atrial fibrillation [1,18,19].
Again, this is in contrast to epidemiologic studies: an inverse
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relation between risk for sudden cardiac death, the worst outcome
of ventricular rhythms disturbances, and intake, and even more
pronouncedly, levels of EPAþDHA in erythrocytes or in whole
blood: in the highest quartiles, risk was 10% of what it was in the
lowest quartiles [20,21]. High intake or high levels of EPA and DHA
are also inversely related to development of atrial fibrillation
[1,22,23]. Current pertinent AHA/ESC guidelines state that “n-3
polyunsaturated fatty acid supplementation may be considered for
patients with ventricular arrhythmias and underlying CHD” (a
Class IIb, level of evidence B recommendation, Ref. [24]) but in
connection with atrial fibrillation EPAþDHA are not mentioned
[25,26].

However, a large intervention trial in patients with congestive
heart failure demonstrated a small positive effect of 1 g EPAþDHA
ethyl-ester on total mortality and rehospitalizations (a combined
endpoint, Ref. [27]). This is supported by epidemiologic evidence
demonstrating that high levels of EPAþDHA in plasma phospholipid
fatty acids are inversely related to development of congestive heart
failure [28], and by epidemiologic evidence relating high levels
EPAþDHA in plasma phospholipid fatty acids to survival in patients
with heart failure [29]. Yet, current AHA guidelines do not recommend
EPAþDHA in heart failure [30], while the ESC states “n-3 PUFA
preparation may be considered to reduce the risk of death and the
risk of cardiovascular hospitalization in patients treated with an ACE
inhibitor (or ARB), beta-blocker, and anMRA (or ARB) (a Class IIb, level
of evidence B recommendation, Ref. [31])”.

Taken together, translating the epidemiologic evidence into
positive trial results largely failed. Guidelines are not consistent
with results of meta-analyses, and differ between Europe and the
USA. Moreover, epidemiologic evidence based on dietary intake of
EPAþDHA tended to show weaker correlations than epidemiolo-
gic evidence based on their levels.

1.2. How to assess levels of EPAþDHA

Levels of EPAþDHA can be assessed by fatty acid analysis in all
sorts of compartments, each with specific advantages and disadvan-
tages, from plasma free fatty acids, plasma phospholipids, to tissue
levels that are reflected by erythrocyte levels. This topic is discussed in
detail elsewhere [32]. Traditionally, fatty acid analysis was and still is
being performed in individual laboratories using individual analytical
methods. Because sample preparation and gas-chromatographic ana-
lysis requires multiple steps, each impacting on the results, individual
laboratories report individual results [32]. Not surprisingly, when a
single sample was sent to 5 laboratories, each using an individual
analytical method, results for erythrocyte EPAþDHA varied by a factor
of 3.5 [32]. Such an individual analytical approach can provide internal
consistency within one study, but precluded, and still precludes,
comparing results across laboratories. Moreover, a standardized
analytical method is a clear prerequisite for the clinical application
of a laboratory parameter, as mandated by pertinent statements by
the American Heart Association and the US Preventive Services Task
Force [33,34].

1.3. The Omega-3 Index

Against this background, the Omega-3 Index was defined as
“the content of EPAþDHA in red blood cell membranes (expressed
as a percentage of total FA measured)”, i.e. the content of
eicosapentaenoic acid plus docosahexaenoic acid in erythrocyte
membranes [35]. An integral part of the definition was a highly
standardized analytical method subjected to and conforming to
the rules and regulations of Clinical Chemistry (constancy checks,
plausibility testing, proficiency testing, asf). To highlight this
specific analytical method, the Omega-3 Index was trademarked,
“HS-Omega-3 Indexs”. Of note, pre-analytical concerns are minor.

At ambient temperature, samples are stable for at least seven days,
which makes it possible to send samples with regular mail in most
cases. If frozen at �80 1C, samples are stable for many years [36].
However, when frozen at �20 1C, levels of EPAþDHA in erythro-
cytes are not stable [35]. The results of an erythrocyte fatty acid
analysis according to this method include 26 fatty acids, as listed
in Table 1. Erythrocytes were chosen because early work had
indicated that they incorporate dietary EPA and DHA in a dose-
and time-dependent manner [37]. Incorporation kinetics indicated
a very limited exchange of EPA and DHA between plasma and
erythrocytes, and that their fatty acid composition was defined to
a considerable extent during cell formation [37]. From an analy-
tical point of view, the erythrocyte membrane had the advantage
of being composed almost exclusively of phospholipids, making
purification steps unnecessary [32]. Subsequent work demon-
strated a low analytical variability of the Omega-3 Index method
(3.9 relative %) and a low biological variability of the erythrocyte
fatty acid composition (1.3 relative %), both much lower than of
plasma phospholipid or whole blood fatty acid compositions [38].
Neither acute intake of omega-3 fatty acids, nor severe clinical
events impact on the Omega-3 Index [38-40]. Thus, the Omega-3
Index qualified as a “low-noise” parameter, which suits epidemio-
logic studies. If no fish oil supplementation was started, the
Omega-3 Index was stable through years [41]. It was also found
that erythrocyte EPAþDHA correlated to EPAþDHA in cardiac
tissue [42], and, in the experimental animal, to other tissues like
lung, brain, kidney and others [43]. We concluded that the Omega-
3 Index reflected an individual’s status in EPAþDHA [44].

1.4. Determinants of the Omega-3 Index

All levels are determined by the equilibrium of inflow and
outflow. A detailed discussion of all known determinants of the
Omega-3 Index is outside the scope of this review. Chronic intake
of EPAþDHA, as assessed with dietary questionnaires, although

Table 1
Fatty acid spectrum reported with the Omega-3 Index.

Saturated fatty acids
Myristinic C14:0
Palmitinic C16:0
Sterarinic C18:0
Arachinic 20:0
Behenic 22:0
Lignocerinic C24:0

Monounsaturated fatty acids
Palmitoneinic 16:1ω-7
Oleic C18:1ω-9
Gondonic C20:1ω-9
Nervonic C24:1ω-9

ω-6 fatty acids
Linoleic (LA) C18:2ω-6
γ-linolenic (GLA) C18:3ω-6
Dihomo-γ-linolenic (DGLA) C20:3ω-6
Arachidonic (AA) C20:ω-6
Docosatetraenoic (DTA) C22:4ω-6
Eicosadienoic C22:2ω-6
Docosapentaenoic C22:5ω-6

ω-3 fatty acids
α-linolenic (ALA) C18:3ω-3
Eicosapentaenoic (EPA) C20:5ω-3
Docosapentaenoic (DPA) C22:5ω-3
Docosahexaenoic (DHA) C22:6 ω-3
Trans fatty acids
Palmitolenic C16:1ω-7t
Elaidinic C18:1ω-9t
C18:2ω-6tt
C18:2ω-6ct
C18:2ω-6tc
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the main predictor of the Omega-3 Index, explains only some 20%
of its variability [45–47]. Other determinants are heritability (25%),
and fish oil supplementation (15%) [47]. This indicated that dietary
intake of omega-3 fatty acids qualifies only as one, minor,
determinant of levels of EPAþDHA in erythrocytes. In keeping,
in 40 individuals with a baseline Omega-3 Index o5%, who
ingested 0.5 g EPAþDHA per day for 8 weeks in 200 ml of a
convenience drink, the response in erythrocyte EPAþDHA varied
by a factor of up to 13 inter-individually [48].

2. Epidemiology of the Omega-3 Index and cardiac Diseases

2.1. Sudden cardiac death

As yet, the relation of the Omega-3 Index to the occurrence of
sudden cardiac death has not yet been directly investigated. However,
during the acute phase of a myocardial infarction, a 1% increase of the
Omega-3 Index correlated with a 58% (95% CI: 0.25–0.76%) lower risk
for ventricular fibrillation [49,50]. Since ventricular fibrillation during a
myocardial infarction is the predominant cause of sudden cardiac
death, the data just mentioned indirectly support a steep relation
between the Omega-3 Index and sudden cardiac death.

2.2. Total mortality and cardiovascular morbidity

The pertinent data are reported in Table 2.
Atrial Fibrillation and Ventricular Arrhythmias have not yet

been investigated with the exception just mentioned.
Congestive Heart Failure: as mentioned, individuals with low levels

of EPAþDHA are at risk for developing heart failure [28,59,60], and to
die from it [29]. We found a low mean Omega-3 Index in 847 patients
with heart failure (3.7470.97%, unpublished). Whether a low Omega-
3 Index impacts on survival is currently investigated.

2.3. The Omega-3 Index as a cardiovascular risk factor

Criteria for a cardiovascular risk factor have been proposed by
American Heart Association and United States-Preventive Services
Task Force [33,34]. These can be summarized as follows:

� Standardized analytical procedure: as already discussed, the
Omega-3 Index is determined with a strictly standardized
analytical procedure. This is in contrast to biomarkers already

in clinical use, like assessment of carotid intima-media thick-
ness with ultrasound, lipoprotein (a), and others.

� Incremental information to risk assessment based on conventional
risk factors. This was calculated with c-statistics using data
obtained from the “Heart and Soul” and “Triumph” studies, and
in a smaller sample in Korea [52,61,62]. The Omega-3 Index
provided additional information to conventional risk scoring
systems, like the Framingham or GRACE scores for predicting fatal
events [52,61,62].

� Correct reclassification of individuals from intermediate risk
into high or low risk categories. This has been demonstrated for
the Omega-3 Index [52,61,63].

� Therapeutic consequence. According to the current cardiovascular
prevention guidelines of the European Society for Cardiology,
causality between a beneficial change in the risk factor and
clinical outcome needs to be demonstrated, ultimately in form
of a large trial with clinical endpoints. According to the European
Society for Cardiology, this criterion is not fulfilled by any new
biomarker, including C-reactive protein and LpPLA2 [16]. Many
established parameters, like triglycerides, HDL, and others also do
not fulfil this criterion, but are in clinical use. However, results
from studies in experimental animals, and in humans using
surrogate and intermediate parameter are promising: in experi-
mental animals, effects of increasing the Omega-3 Index were
largely positive: heart rate was decreased and heart rate variability
increased, inflammation was suppressed, and cardiac remodelling
and dysfunction and other, similar effects were prevented,
whereas ischemia-induced ventricular fibrillation and arrhythmia
susceptibility in both non-infarcted and low risk post-MI dogs
were not decreased [63–68]. In one animal study, an anti-
depressant effect was seen [69]. Surrogate parameters were
measured in humans. Increasing the Omega-3 Index decreased
heart rate, increased heart rate variability, reduced blood pressure,
decreased platelet reactivity, lowered triglycerides, increased large
LDL-particles and decreased small ones, increased large buoyant
HDL2, decreased VLDL1þ2, reduced some inflammatory cyto-
kines (tumour necrosis factor alpha, interleukin-1ß, interleukins-
6,8,10 and monocyte chemoattractant protein-1), increased vita-
min D and fetuin-A, and affected some aspects of gene expression
and oxylipin response [70–90].

In a randomized, controlled double-blind intervention trial on
the intermediate parameter coronary lesions, an increase in

Table 2

Akronym Design Disease n years Criterion Comparison Result

Total mortality
Heart and Sou [51] Cohort stable CAD 956 5.9 Total mortality HS-Omega-3 Index Z4.6% vs. o4.6% HR 0.73; 95% CI, 0.56–0.94
Triumph [52] Cohort recent MI 1144 2 Total mortality EPA in red cells tertiles EPAo0.25% total mortality 26%,

0.25oEPAo0.8% tot.
mort. 13%, EPA40.80% total mortality 7%

Triumph [53] Cohort Recent MI 1424 1 Total mortality HS-Omega-3 Index o4% vs. Z4.0% HR 2.0; 95% CI 1.2–3.3
Racs* [54] Cohort Recent ACS 460 2 Total mortality HS-Omega-3 Index in quartiles n.s.

Cardiac morbidity
[55] Case-control ACS 94/94 cases/controls ACS Whole blood EPAþDHA in quintile OR 1.0–0.2 (95% CI not reported),

OR 0.67 (95% CI 0.46–0.98) per,
1 standard deviation increase EPAþDHA

[56] Case-control ACS 768/768 cases/
controls

ACS HS-Omega-3 Index in tertiles OR 1.0–0.31 (95% CI 0.14–0.67),
across tertiles

[57] Case-control ACS 50/50 cases/controls ACS HS-Omega-3 Index in tertiles OR 1.0–0.08 (95% CI 0.02–0.38),
across tertiles,

[58] Case-control ACS 24/68 cases/controls STEMI HS-Omega-3 Index, in quartiles OR 6.38 (95% CI 1.02–39.85) �1.0,
across quartiles

Abbreviations: Coronary artery disease: CAD; HR: hazard ratio; MI: myocardial infarction; EPA: eicosapentaenoic acid; ACS: acute coronary syndrome; SCD: sudden cardiac
death; DHA: docosahexaenoic acid; OR: odds ratio; STEMI: ST-elevation myocardial infarction. *No case estimate was reported in Racs. Therefore, by definition, it is unclear,
whether the discriminatory power of the Omega-3 Index was too small, or the study was too small to detect the discriminatory power.
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erythrocyte EPAþDHA was associated with less progression and
more regression [91]. The evidence just mentioned supports the
notion of causality between a high Omega-3 Index and the
absence of cardiovascular events. A large intervention trial based
on the Omega-3 Index with clinical endpoints remains to be
performed.

3. Translating epidemiology into results of trials with clinical
endpoints

How can it be that, so far, it was impossible to translate the
rather consistent epidemiologic findings mentioned, impossible
even to translate an improvement of a cardiovascular risk factor
into a reduction of clinical events in large trials with clinical
endpoints?

3.1. Issues in study design

Up to now, participants of intervention trials were recruited
irrespective of their baseline status of omega-3 fatty acids (e.g. [2–
7]). As to be expected from a biomarker, the Omega-3 Index had a
statistically normal distribution in every population studied so far
[44]. Clearly, in trial participants with a high Omega-3 Index at
baseline and presumably throughout the study, few, if any, events
are to be expected, whereas they are more likely in individuals
with a low Omega-3 Index. Thus, by not focusing on study
participants with low baseline levels, detecting a therapeutic effect
was more difficult. Conversely, if a trial happened to focus on a
disease associated with a low Omega-3 Index, like congestive
heart failure, detecting an effect of EPAþDHA becomes more
likely.

As mentioned, in terms of the Omega-3 Index, the response to a
given dose of EPAþDHA can vary up to a factor of 13 from
individual to individual [48]. Together with the statistically normal
distribution of baseline levels, this leads to a substantial propor-
tion of trial participants in both intervention and control groups
having comparable levels – the opposite of what is aimed for in a
clinical trial: the biggest possible difference between intervention
and control groups in terms of the intervention. This phenomenon
generated a strong tendency towards a neutral result.

3.2. Issues of bioavailability

Bioavailability of omega-3 fatty acids was recently reviewed in
this journal [92]. In short, differences in bioavailability of different
chemical forms of EPAþDHA supplements exist. Under otherwise
identical conditions, the bioavailability of EPAþDHA in phospho-
lipids⪢recombined triglycerides⪢triglycerides⪢free fatty acid-
s⪢ethyl-ester, but varies overall by a maximum factor of approx.
2 [76,79,92–94].

More importantly, however, bioavailability of an EPAþDHA
ethyl-ester – the chemical form that was predominantly used in
large intervention trials – was found to be 13 fold higher with a
high fat meal, as compared to a low fat meal [95]. According to
personal information from the first authors, in SU.FOL.OM3, alpha–
omega, OMEGA, DOIT and ORIGIN (all trials with a neutral result),
study participants were advised to take their study capsules with
breakfast – in many countries a low fat meal, if any. Thus, poor
bioavailability of EPAþDHA contributed to the neutral results of
the studies mentioned [2–6].

Taken together, frequently the least bioavailable formulation of
EPAþDHA was used, and capsule ingestion was poorly timed,
which resulted in poor bioavailability of EPAþDHA. Moreover,
study participants were recruited irrespective of their baseline
levels in EPAþDHA, and treated with fixed doses, ignoring the

large inter-individual variability in uptake of EPAþDHA. At least in
parts, the factors mentioned may explain a tendency towards
neutral results of previous intervention trials.

3.3. Design of future intervention studies

To demonstrate an effect of increased intake of EPAþDHA, it
seems logical to recruit study participants with low levels of
EPAþDHA, e.g. an Omega-3 Index o5%. Only if an effect could
be demonstrated in study participants with low levels would it
make sense, as a second step, to recruit populations irrespective of
their baseline levels of EPAþDHA.

Due to the issues of bioavailability mentioned, it appears
prudent to advise study participants to ingest EPAþDHA with
the main meal of the day, usually containing sufficient fat to
trigger fat digestion and absorption. By use of an emulsified ethyl-
ester, bioavailability can be improved by a factor of up to 21 in
comparison to an unemulsified ethyl-ester [96]. Bioavailability of
triglycerides can also be improved [97]. The variability in response
of the Omega-3 Index to increased intake of EPAþDHA already
discussed [48] suggests aiming for a target range for the Omega-3
Index (e.g. the suggested target range of 8–11%) with variable
doses of EPAþDHA, instead of using one fixed dose of EPAþDHA
for study participants in the intervention group. Blinding can be
maintained by also adjusting the dose of placebo. This way, the
difference between the intervention and control groups in terms
of the Omega-3 Index can be maximized, an overlap of levels
avoided, and the tendency towards neutral results minimized.
Clearly, this kind of study design is not restricted to the cardio-
vascular area, but can be also used in other areas to make
intervention trials more efficient and to provide clearer results
than previously obtained.

4. Safety issues and limitations

While the European Food Safety Authority (EFSA) considers a
daily intake of up to 5 g/day long-chain omega-3 fatty acids (i.e.
EPA and DHA) safe (http://www.efsa.europa.eu/en/press/news/
120727.htm), the US-American Food and Drug Administration
(FDA) considers a daily intake of up to 3 g EPAþDHA safe (Docket
No. 91N-0103). As mentioned above, the relation between intake
of EPAþDHA and the Omega-3 Index is loose.

At present, it is unclear, whether the Omega-3 Index can be so
high as to be unsafe. A relation between bleeding and the Omega-
3 Index has not been found in patients with acute myocardial
infarction, a situation where a maximal bleeding tendency is
generated by use of pertinent drugs [98]. A bleeding tendency
has also not been reported from individuals with an Omega-3
Index 416%, when questioned on the telephone by the author.
This issue remains to be investigated systematically.

In Japan and Korea, countries, in which a Omega-3 Index in the
target range of 8–11% was found in various populations [32], life
expectancy is longer than in countries, in which a lower Omega-3
Index was found, e.g. USA or Germany. Rates of cardiovascular
diseases are lower in Japan and Korea than in Western countries,
as are rates for some malignancies, like prostate, breast and colon
cancer [99]. In general, risk for prostate, breast and colon cancers
has been found to be lower with higher proportions of EPAþDHA
in erythrocytes [100–107]. This argues against increased risk for
the three cancers mentioned with an Omega-3 Index in the
proposed target range of 8–11%, but remains to be demonstrated
directly.

Taken together, safety issues with an Omega-3 Index in the
proposed target range of 8–11% remain to be reported.
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Clearly, many health issues and diseases are independent of
omega-3 fatty acids. Therefore, the Omega-3 Index has only
diagnostic value in the health issues where omega-3 fatty acids
play a role. However, many ongoing and future research projects
will not only add precision to the current application, but also
define new ones, like trans fatty acids, for which erythrocytes are
thought to be a suitable biomarker for long-term intake.

5. Ethical considerations

Any large intervention trial aims to assess risks and benefits of
a therapeutic intervention. As just discussed, current state of the
evidence and government agencies clearly indicate that up to
3–53–5 g/day, EPAþDHA are safe. Therefore, an Omega-3 Index-
based large intervention trial with EPAþDHA in cardiology would
be unlikely to uncover safety issues, but would rather evaluate a
possible benefit of a targeted approach in the use of EPAþDHA in
cardiology.

As reviewed in more detail elsewhere in this issue, a number of
brain functions depend on supply with omega-3 fatty acids, or a
high Omega-3 Index. A number of meta-analyses and more recent
trial results attest to the therapeutic value of EPAþDHA e.g. in
pregnancy, attention deficit-hyperkinetic syndrome, depression,
cognitive decline, and others [108–113]. In other words: a high
Omega-3 Index helps to maintain uncompromised brain function.
Currently, however, a general agreement on this issue has not yet
been reached.

For the design of an Omega-3 Index-based large intervention
trial with EPAþDHA in the cardiovascular field two options exist:
a comparison with placebo or a comparison with untargeted
supplementation (the design of the previous trials mentioned,
Ref. [2–12]). A comparison with placebo would mean maintaining
the Omega-3 index of the control- or placebo group in a low range,
e.g. o5%; this would preclude access of the placebo group to
EPAþDHA necessary to maintain uncompromised brain function.
Thus, in order to not become an ethical problem, such a trial
would need to be performed before a general agreement on the
beneficial effects of EPAþDHA on maintaining brain function is
reached. However, a comparison with an untargeted supplemen-
tation would be more likely not to raise ethical concerns now or
later. Otherwise, a large trial with clinical endpoints might not be
ethically feasible. The worst possibility would be not to conduct a
large Omega-3 Index-based intervention trial, which would mean
that the neutral results of the current intervention trials and their
meta-analyses will remain unchallenged – and leave the likely
benefits of omega-3 fatty acids in cardiology unrealized.

6. Conclusion

Baseline levels of EPAþDHA, bioavailability issues, and indivi-
dual factors used to be ignored in the design of large intervention
trials in cardiology. This introduced a strong tendency towards
neutral results most likely responsible for the failure of trial results
to reflect the inverse relation of clinical events to intake, and, more
steeply, to levels of EPAþDHA. For a number of reasons, these
levels are frequently assessed with the Omega-3 Index, a standar-
dized fatty acid analysis of the percentage of EPAþDHA in
erythrocytes. A low HS-Omega-3 Index is a cardiovascular risk
factor, and also makes impairments of complex brain functions
more likely. In future trial design, recruiting trial participants with
a low Omega-3 Index, treating them to a target range (e.g. 8–11%),
and compare this to either placebo or an untargeted approach will
make trials more effective, and neutral results less likely. However,
in light of the many other positive actions already demonstrated

for a high Omega-3 Index, and to avoid ethical problems, large
trials need to be conducted soon.
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