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ABSTRACT
Background: Experimental evidence has suggested that vitamin D
may be protective against tobacco-related cancers through the inhibition of the formation of tumors induced by tobacco carcinogens. To our
knowledge, only one previous epidemiologic study investigated the
association between vitamin D status and tobacco-related cancer risk,
and no study has focused on vitamin D–related gene polymorphisms.
Objective: Our objective was to prospectively study the association
between plasma 25-hydroxyvitamin D [25(OH)D] concentrations, vitamin
D–related gene polymorphisms, and risk of tobacco-related cancers.
Design: A total of 209 tobacco-related cancers were diagnosed within
the SU.VI.MAX (Supplémentation en vitamines et minéraux antioxydants) cohort (1994–2007) and were matched with 418 controls as
part of a nested case-control study. Tobacco-related cancers (i.e., cancers for which tobacco is one of the risk factors) included several sites
in the respiratory, digestive, reproductive, and urinary systems. Total
plasma 25(OH)D was assessed with the use of an electrochemoluminescent assay. Polymorphisms were determined with the use of a TaqMan assay. Conditional logistic regression models were computed.
Results: A 25(OH)D concentration $30 ng/mL was associated with
reduced risk of tobacco-related cancers (OR for $30 compared with
,30 ng/mL: 0.59; 95% CI 0.35, 0.99; P = 0.046). This association
was observed in former and current smokers (OR for $30 compared
with ,30 ng/mL: 0.43; 95% CI: 0.23, 0.84; P = 0.01) but not in never
smokers (P = 0.8). The vitamin D receptor (VDR) FokI AA genotype and
retinoid X receptor (RXR) rs7861779 TT genotype were associated with
increased risk of tobacco-related cancers [OR for homozygous mutant
type (MT) compared with wild type (WT): 1.87; 95% CI: 1.08, 3.23; Ptrend = 0.02; OR for heterozygous type (HT) plus MT compared with
WT: 1.60; 95% CI: 1.07, 2.38; P = 0.02].
Conclusions: In this prospective study, high vitamin D status
[25(OH)D concentration $30 ng/mL] was associated with decreased
risk of tobacco-related cancers, especially in smokers. These results,
which are supported by mechanistic plausibility, suggest that vitamin D may contribute to the prevention of tobacco-induced cancers
in smokers and deserve additional investigation. The SU.VI.MAX
trial was registered at clinicaltrials.gov as NCT00272428.
Am J
Clin Nutr 2015;102:1207–15.
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INTRODUCTION

Tobacco-smoking is a major risk factor for several cancers (in
particular, respiratory, digestive, and urinary cancers) because of
many carcinogens released during cigarette combustion (1).
Experimental studies have suggested that vitamin D could be
beneficial in cancer prevention through several cell regulation
properties (e.g., antiproliferation, pro-apoptosis, and growth control)
(2) and, especially in tobacco-related cancers, through its ability to
inhibit the formation of chemically induced tumors that result from
exposure to tobacco carcinogens (3–6).
Because tobacco-related cancers [i.e., cancers for which tobacco is one of the risk factors (7)] are supposed to share
a common cause linked to tobacco smoking, and because vitamin
D may be protective against smoking carcinogens, it is relevant to
consider tobacco-related cancers as a single outcome when
studying their association with vitamin D (8). To our knowledge,
only one prospective study has previously investigated the
association between vitamin D status (25-hydroxyvitamin D
[25(OH)D]9 plasma concentration) and risk of tobacco-related
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cancers; the study observed increased risk associated with a low
25(OH)D concentration (8). When tobacco-related cancer sites
have been considered separately, current epidemiologic evidence has supported a protective role of vitamin D in colorectal
carcinogenesis as expressed in 2008 by the International Agency
for Research on Cancer in its report on vitamin D and cancer (9)
and as observed in recent meta-analyses (10, 11). Literature that
has dealt with other tobacco-related cancer sites individually
(such as of the lung, bladder, esophagus, stomach, pharynx and
larynx, liver, kidneys, and pancreas) has been scarce and inconsistent (12–20). However, for several of these cancer sites,
previous studies have suggested a more-pronounced protective
effect of vitamin D in smokers (8, 15, 21, 22).
Polymorphisms of genes involved in vitamin D metabolism
[in particular, those for signaling [vitamin D receptor (VDR)
and retinoid X receptor (RXR), transportation vitamin D
binding protein (GC), degradation 1,25-dihydroxyvitamin D3
24-hydroxylase (CYP24A1), and calcium metabolism calciumsensing receptor (CaSR)] may also be involved in carcinogenesis through a potential influence on vitamin D activity. To
our knowledge, no previous study investigated the association
between polymorphisms of these genes and tobacco-related
cancers as the overall outcome. Studies have been performed
on specific sites with inconsistent results that mainly focused
on colorectal cancer risk and VDR polymorphisms (11, 23),
suggesting inverse associations with VDR BsmI (B allele compared
with b) and VDR Cdx2 (c allele compared with C). Evidence for
other tobacco-related cancer sites or other gene polymorphisms has been sparse (21, 24–29).
Thus, our objective was to study the association between
plasma 25(OH)D concentrations, 10 single nucleotide polymorphism (SNPs) of genes involved in vitamin D metabolism (VDR
BsmI, FokI, and Cdx2, CYP24A1 rs4809958, GC rs4588 and
rs7041, RXR rs7861779 and rs12004589, and CaSR rs1801725 and
rs4678174), and risk of tobacco-related cancers.

METHODS

Subjects
The SU.VI.MAX (Supplémentation en vitamines et minéraux antioxydants) study (clinicaltrials.gov; NCT00272428)
was initially designed as a double-blind placebo-controlled
trial with the purpose to assess the inﬂuence of a daily
supplementation with nutritional doses of antioxidants (a
daily capsule of a combination of 120 mg ascorbic acid,
30 mg vitamin E, 6 mg b carotene, 100 mg Se, and 20 mg Zn)
on the incidence of cardiovascular diseases and cancers (30,
31). A total of 13,017 participants were enrolled in 1994–1995
for an 8-y intervention trial and were followed up for health
events until September 2007. All subjects gave their written
informed consent to participate in the study. Vitamin D was
not part of the trial supplementation, and participants were
advised against taking any self-prescribed supplements (vitamin D or others) during the trial. The study was conducted
according to the Declaration of Helsinki guidelines and was
approved by the Ethics Committee for Studies with Human
Subjects of Paris-Cochin Hospital (CCPPRB 706/2364) and
the ‘Commission Nationale de l’Informatique et des Libertés’
(334641/907094).

Downloaded from https://academic.oup.com/ajcn/article-abstract/102/5/1207/4564386
by guest
on 02 April 2018

Case ascertainment
Health events were self-reported by the participants. All relevant medical information and pathologic reports were gathered
through participants, physicians, and hospitals and reviewed for
validation by an independent physician expert committee. Validated cancer cases were classified according to the International
Chronic Diseases Classification, 10th Revision, Clinical Modification (32). All first-incident primary tobacco-related cancers
were considered as cases in this study. Tobacco-related cancers
included all of the following cancer sites for which an association
with tobacco smoking has been established with sufficient evidence according to the International Agency for Research on
Cancer (7): the lung, oral cavity, pharynx, larynx, esophagus,
pancreas, urinary bladder, ureter, kidney, nasal sinuses, stomach,
liver, uterine cervix, ovary, myeloid leukemia, colon-rectum, and
anus.
Nested case-control study
All participants who were diagnosed with a tobacco-related
cancer during follow-up (1994–2007; i.e., 13 y of follow-up)
were included in a nested case-control study whereby 2 control
subjects per tobacco-related cancer case were randomly selected
in cancer-free subjects and were matched according to the following baseline criteria: sex (female or male), age (,40, 40–44,
45–49, 50–54, or 55–65 y), intervention group of the initial SU.
VI.MAX trial (placebo or supplemented), season of blood draw
(June through October or November through May), and, for
women, menopausal status (premenopause or postmenopause)
and use of hormonal treatment of menopause (yes or no).
Baseline data collection
Self-administered questionnaires were used at baseline to get
information on sociodemographics, physical activity, medication
use, health status, and smoking habits.
Participants underwent a clinical examination by the study
nurses and physicians with anthropometric measurements and
a blood draw that occurred in the early morning after an overnight
(12-h) fasting period. Thirty-five–milliliter venous blood samples were collected in evacuated tubes and immediately centrifuged to get plasma aliquots (preserved in sodium heparin) and
buffy-coat fractions, thereby allowing for future DNA extraction. Both aliquots and fractions were stored frozen in liquid
nitrogen. Dietary intakes were collected with the use of repeated
24h-dietary records that were completed through the Minitel
Telematic Network, which is a French telephone-based terminal
that is equivalent to an Internet prototype. Portion sizes were
assessed with the use of a validated picture booklet (33), and the
amounts consumed from composite dishes were estimated with
the use of French recipes that were validated by food and nutrition professionals. Mean daily energy, alcohol, and nutrient
intakes were estimated with the use of a published French foodcomposition table (34).
Laboratory assay of plasma 25(OH)D concentration
The 25(OH)D plasma concentration was determined on
baseline samples as previously described in detail (35, 36). The
plasma 25(OH)D concentration was measured with the use of the
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Roche Cobas electrochemoluminescent total 25(OH)D assay
(Roche Diagnostics), which is based on the principle of competitive binding (37). The interassay CV was ,10% [8 samples
of various 25(OH)D concentrations tested in 42 separate runs],
whereas the intra-assay CV was ,6.6% (the same 8 samples
tested 21 times in the same run).

Genotyping
One to 3 SNPs were selected for each gene of interest (VDR,
CYP24A1, GC, RXR, and CASR) on the basis of two criteria:
1) relatively high frequency in Caucasian populations (http://
www.ncbi.nlm.nih.gov/guide/howto/viewgen-freq/) and 2)
predicted functional effect according to the PUPA database
(http://snpeffect.vib.be and http://pupasuite.bioinfo.cipf.es/). The
selected SNPs were as follows: VDR rs1544410 [BsmI, minor
allele frequency (MAF): T, 0.2959], rs2228570/10735810 (FokI,
MAF: A, 0.3285) and rs11568820 (Cdx2, MAF: T, 0.4569),
CYP24A1 rs4809958 (MAF: G, 0.1907), GC rs4588 (MAF:
T, 0.2079) and rs7041 (MAF: C, 0.3816), RXR rs7861779
(MAF: T, 0.2804) and rs12004589 (MAF: T, 0.1304), and
CaSR rs1801725 (MAF: T, 0.0942) and rs4678174 (MAF: C,
0.4619). Genomic DNA was extracted from each patient’s
mononuclear cells in peripheral blood with the use of a MagNA
Pure Compact Instrument with magnetic-bead technology for
the isolation process (Roche Diagnostics). Genetic polymorphisms were assessed by allelic discrimination with the use of
fluorogenic probes and the 5# nuclease (TaqMan) assay (Applied
Biosystems). Quality control of genotyping was carried out for
each SNP by investigating any departure from the HardyWeinberg equilibrium and comparing observed distributions to
those of European reference populations [CSHL-HapMap-CEU
and 1000GENOMES-phase_1_EUR (http://www.ensembl.org/)]
with the use of chi-square tests.

Statistical analyses
Baseline characteristics were compared between tobaccorelated cancer cases and controls with the use of chi-square tests
for categorical variables or Fisher tests (from ANOVA models)
for continuous variables.
Associations between the plasma 25(OH)D concentration,
dietary vitamin D intake, studied SNPs, and tobacco-related
cancer risk were characterized by ORs and 95% CIs that were
derived from multivariate logistic regressions. All models were
conditional except for stratified analyses and SNPs analyses.
Participants were matched for sex, age at baseline, intervention
group of the initial SU.VI.MAX trial, season of blood draw,
menopausal status (women), and use of hormonal treatment of
menopause (women), and models were further adjusted for educational level, physical activity, alcohol intake, smoking status,
height, BMI, and family history of cancer. SNPs models were also
adjusted for 25(OH)D concentrations. Sensitivity analyses were
carried out by further adjusting for energy intake (without alcohol) or for professional categories. For all models that involved
dietary intake data, only subjects who provided $3 valid 24-h
dietary records were included. Dietary vitamin D intake was
treated as an energy-adjusted variable with the use of the residual method (38).
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The plasma 25(OH)D concentration was coded as $30 and
,30 ng/mL. These cutoffs correspond to the threshold values
that are used to define vitamin D insufficiency and sufficiency,
respectively, according to the official recommendations of
the US Endocrine Society (39). Therefore, individuals with a
25(OH)D concentration $30 ng/mL may be considered as having
“optimal vitamin D status.” Subjects were classified into 5
categories according to their baseline smoking status as follows:
never smokers, former smokers with past cigarette consumption
#10 or .10 cigarettes/d, and current smokers with cigarette
consumption #10 or .10 cigarettes/d. A combined variable of
vitamin D status (,30 and $30 ng/mL) and smoking status
(never smokers and ever smokers) was also computed. A test for
a linear trend was performed across the 4 categories with the use
of the ordinal value of this combined variable [1) 25(OH)D
concentration ,30 ng/mL and ever smokers; 2) 25(OH)D concentration $30 ng/mL and ever smokers, 3) 25(OH)D concentration ,30 ng/mL and never smokers; and 4) 25(OH)D
concentration $30 ng/mL and never smokers). For each SNP, the
following codings were tested: codominant [heterozygous type
(HT) compared with wild type (WT) and homozygous mutant
type (MT) compared with WT), dominant (HT and MT compared
with WT), and recessive (MT compared with WT and HT).
Two-way interactions were tested between the 25(OH)D
concentration, the 10 SNPs, and smoking status, and stratified
analyses were performed when appropriate. All statistical tests
were 2 sided, and P , 0.05 was considered significant. A power
analysis was performed with the use of PS Power and Sample
Size calculator (version 3.0) (40). Analyses were performed
with the use of SAS software (version 9.3; SAS Institute).
RESULTS

During the 13 y of follow-up (1994-2007), the 209 tobaccorelated cancer cases of the following sites were diagnosed within
the SU.VI.MAX cohort: lung (n = 32), oral cavity (n = 9),
pharynx (n = 2), larynx (n = 6), esophagus (n = 9), pancreas (n =
14), urinary bladder (n = 12), ureter (n = 1), kidney (n = 15),
nasal sinuses (n = 2), stomach (n = 4), liver (n = 4), uterine
cervix (n = 24), ovary (n = 15), myeloid leukemia (n = 4), colonrectum (n = 52), and anus (n = 4). A total of 418 controls were
randomly selected and matched with the cases. The mean age at
diagnosis was 57.7 y, and the mean baseline-to-diagnosis time
was 6.3 y. With 209 cancer cases and 2 matched controls per
case, a type I error probability of 0.05, and a power of 0.8, we
were able to detect ORs #0.6 or $1.4.
Table 1 summarizes the baseline characteristics of tobaccorelated cancer cases and controls. Compared with controls, cases
were more likely to smoke, be obese, have lower intakes of
dietary vitamin D, and possess the T allele (CT and TT genotypes) of the RXR rs7861779 polymorphism. All studied SNPs
respected the Hardy-Weinberg equilibrium (P . 0.05). The repartition of subjects across the different genotypes was in accordance with that observed in European reference populations
(CSHL-HapMap-CEU and 1000GENOMES-phase_1_EUR) for
all SNPs (P . 0.05).
A 25(OH)D concentration $30 ng/mL was associated with
reduced risk of tobacco-related cancers (OR for $30 compared with
,30 ng/mL: 0.59; 95% CI: 0.35, 0.99; P = 0.046) (Table 2) .
This association was observed for subjects who have ever
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TABLE 1
Baseline characteristics of tobacco-related cancers and controls (SU.VI.MAX cohort, France; 1994–2007)1
Tobacco-related cancer cases
(n = 209)

Age, y
Sex
Men
Women
BMI, kg/m2
,18.5 (underweight)
$18.5 to ,25 (normal weight)
$25 to ,30 (overweight)
$30 (obese)
Height, cm
Intervention group
Antioxidants
Placebo
Smoking status, cigarettes/d
Never
Former, #10
Former, .10
Current, #10
Current, .10
Physical activity
Irregular
,1-h/d walking equivalent
$ 1-h/d walking equivalent
Educational level
Primary
Secondary
Superior
Family history of cancer,2 yes
Alcohol intake, g/d
Energy intake without alcohol,3 kcal/d
Dietary vitamin D intake,3 mg/d
Plasma 25-hydroxyvitamin D, ng/mL
Month of blood draw
October through November
December through January
February through March
April through May
VDR BsmI rs1544410
C/C (WT)
C/T (HT)
T/T (MT)
VDR FokI rs2228570
G/G (WT)
A/G (HT)
A/A (MT)
VDR Cdx2 rs11568820
C/C (WT)
C/T (HT)
T/T (MT)
CYP24A1 rs4809958
G/G (WT)
G/T (HT)
T/T (MT)
GC rs4588
G/G (WT)
G/T (HT)
T/T (MT)

n (%)

Mean 6 SD

—

51.4 6 6.2

106 (50.7)
103 (49.3)
—

—
—
24.7 6 4.2

8
113
64
24

(3.8)
(54.1)
(30.6)
(11.5)
—

105 (50.2)
104 (49.8)

—
—
—
—
167.9 6 8.0

Controls
(n = 418)
n (%)

212 (50.7)
206 (49.3)
—
8
257
130
23

(1.9)
(61.5)
(31.1)
(5.5)
—

Mean 6 SD

P

51.2 6 6.4

0.6
1

—
—
24.2 6 3.4
—
—
—
—
167.4 6 8.4

—
—

210 (50.2)
208 (49.8)

—
—

(34.9)
(13.9)
(25.8)
(7.2)
(18.2)

—
—
—
—
—

193
61
114
31
19

(46.2)
(14.6)
(27.3)
(7.4)
(4.5)

—
—
—
—
—

45 (21.5)
67 (32.1)
97 (46.4)

—
—
—

108 (25.8)
121 (29.0)
189 (45.2)

—
—
—

0.09
0.02

0.5
1

,0.0001
73
29
54
15
38

0.5

0.3
39
90
80
75

(18.7)
(43.1)
(38.3)
(35.9)
—
—
—
—

—
—
—
—
22.6 6
1919.5 6
2.6 6
20.4 6

(21.8)
(36.3)
(41.9)
(37.1)
—
—
—
—

—
—
—
—
19.5 6
2019.1 6
3.1 6
21.0 6

(19.1)
(28.2)
(40.2)
(12.5)

—
—
—
—

79
134
156
49

(18.9
(32.1)
(37.3)
(11.7)

—
—
—
—

69 (36.3)
96 (50.5)
25 (13.2)

—
—
—

150 (38.2)
171 (43.5)
72 (18.3)

—
—
—

69 (32.5)
98 (50.5)
33 (17.0)

168 (40.9)
193 (46.9)
50 (12.2)

108 (55.1)
83 (42.3)
5 (2.6)

—
—
—
—
—
—
—

221 (54.8)
159 (39.5)
23 (5.7)

—
—
—
—
—
—
—

132 (69.8)
51 (27.0)
6 (3.2)

—
—
—

285 (70.7)
109 (27.1)
9 (2.2)

—
—
—

100 (50.2)
77 (38.7)
22 (11.1)

—
—
—

198 (49.0)
171 (42.3)
35 (8.7)

—
—
—

40
59
84
26

91
152
175
155
25.0
553.3
1.7
10.5

20.5
562.7
2.3
11.3

0.8
0.09
0.05
0.03
0.5
0.8

0.2

0.08

0.2

0.8

0.5
—
—
—
(Continued)
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TABLE 1 (Continued )
Tobacco-related cancer cases
(n = 209)

GC rs7041
A/A (WT)
A/C (HT)
C/C (MT)
RXR rs7861779
C/C (WT)
C/T (HT)
T/T (MT)
RXR rs12004589
G/G (WT)
G/T (HT)
T/T (MT)
CASR rs1801725
G/G (WT)
G/T (HT)
T/T (MT)
CASR rs4678174
T/T (WT)
C/T (HT)
C/C (MT)

Controls
(n = 418)

n (%)

Mean 6 SD

n (%)

Mean 6 SD

42 (21.2)
92 (46.5)
64 (32.3)
—
136 (68.3)
58 (29.2)
5 (2.5)
—
149 (76.4)
45 (23.1)
1 (0.5)

—
—
—
—
—
—
—
—
—
—
—

72 (17.5)
208 (50.5)
132 (32.0)
—
307 (77.7)
82 (20.8)
6 (1.5)
—
317 (78.7)
82 (20.3)
4 (1.0)

—
—
—
—
—
—
—
—
—
—
—

140 (70.7)
53 (26.8)
5 (2.5)

—
—
—

292 (71.4)
103 (25.2)
14 (3.4)

—
—
—

98 (51.3)
81 (42.4)
12 (6.3)

—
—
—

184 (46.4)
174 (43.8)
39 (9.8)

—
—
—

P
0.5
—
—
—
0.04

0.6
—
—
—
0.8
—
—
—
0.3
—
—
—

1
Tobacco-related cancer sites were as follows: lung, oral cavity, pharynx, larynx, esophagus, pancreas, urinary bladder, ureter, kidney, nasal sinuses,
stomach, liver, uterine cervix, ovary, myeloid leukemia, colon-rectum, and anus. Missing data were as follows: n = 44 for rs1544410, n = 22 for rs2228570, n =
28 for rs11568820, n = 35 for rs4809958, n = 24 for rs4588, n = 17 for rs7041, n = 33 for rs7861779, n = 29 for rs12004589, n = 20 for rs1801725, and n = 39
for rs4678174. CASR, calcium-sensing receptor; CYP24A1, 1,25-dihydroxyvitamin D3 24-hydroxylase; GC, vitamin D binding protein; HT, heterozygous
type; MT, homozygous mutant type; RXR, retinoid X receptor; SU.VI.MAX, Supplémentation en vitamines et minéraux antioxydants; VDR, vitamin D
receptor; WT, wild type.
2
In first-degree relatives.
3
Dietary intakes from 24-h dietary records during the first 2 y of follow-up; data were available for 418 controls and 168 cases.

smoked (former or current smokers) (OR for $30 compared with
,30 ng/mL: 0.43; 95% CI: 0.23, 0.84; P = 0.01) but not in never
smokers (OR for $30 compared with ,30 ng/mL: 1.01; 95% CI:
0.50, 2.42; P = 0.8). However, the P-interaction between 25
(OH)D and smoking was NS (P-interaction = 0.2).
Similar results were obtained when we excluded colorectal
cancer cases (n = 52), which represented 24.9% of all tobaccorelated cancer cases in the study, although the P value did not
reach significance because of a loss of statistical power [ORs for
$30 compared with ,30 ng/mL: overall, 0.56 (95% CI: 0.30,
1.05; P = 0.07); for ever smokers, 0.48 (95% CI: 0.23, 1.00; P =
0.05); and for never smokers, P = 0.6 (data not tabulated)].
Results were also similar when we adjusted for energy intake or
for professional categories (data not shown).
Stratified analyses on the average baseline-to-diagnosis
time (,6 and $6 y) were performed. Similar trends were observed for cancer cases diagnosed ,6 and $6 y after baseline although the trends were NS or were borderline significant
because of restricted statistical power (ORs for $30 compared with ,30 ng/mL—baseline-to-diagnosis time ,6 y:
overall (102 cases and 204 controls), 0.58 (95% CI: 0.27, 1.22;
P = 0.1) and in ever smokers (70 cases and 113 controls), 0.49
(95% CI: 0.19, 1.25; P = 0.1); baseline-to-diagnosis time $6
y: overall (107 cases and 214 controls), 0.67 (95% CI: 0.31,
1.45; P = 0.3) and in ever smokers (66 cases and 112 controls),
0.35 (95% CI:0.13, 0.94; P = 0.04).
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With the use of a combined variable of vitamin D status and
smoking status, we observed that, compared with smokers with 25
(OH)D concentration ,30ng/mL (reference), lowest risk of tobacco-related cancer was observed for never smokers with 25(OH)
D concentrations $30 ng/mL (OR: 0.13; 95% CI: 0.05, 0.35),
with an overall P-trend = 0.046 across the 4 categories (data not
tabulated). This result was similar after the exclusion of colorectal cancers (OR: 0.09; 95% CI: 0.03, 0.29; P-trend = 0.07).
No association was observed between dietary vitamin D intake
and risk of tobacco-related cancers [143 cases and 286 controls;
OR for Quartile 4 compared with Quartile 1: 0.84; 95% CI:
0.46, 1.51; P-trend = 0.8 (data not tabulated)].
Associations between the 10 studied SNPs and risk of tobaccorelated cancers are presented in Table 3. The genotype AA of the
VDR FokI polymorphism was associated with increased risk of
tobacco-related cancers (OR for MT compared with WT = 1.87;
95% CI: 1.08, 3.23; P-trend = 0.02) as was the genotype TT of
RXR rs7861779 (OR for HT plus MT compared with WT: 1.60;
95% CI: 1.07, 2.38; P = 0.02). No association was observed for
the other studied SNPs. Similar results were obtained when
colorectal cancer cases were excluded [VDR FokI: OR for MT
compared with WT, 1.99 (95% CI: 1.04, 3.83; P-trend = 0.02);
RXR rs7861779: OR for HT plus MT compared with WT, 1.64
(95% CI: 1.02, 2.64; P = 0.04)]. No 2-way interaction was
detected between the SNPs and the 25(OH)D concentration
or smoking status.
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TABLE 2
Associations between 25(OH)D concentrations and risk of tobacco-related
cancers from logistic regression models overall and according to smoking
status (SU.VI.MAX cohort, France; 1994–2007)1
25(OH)D, ng/mL

All
Cases/controls, n
OR (95% CI)
Never smoker2
Cases/controls, n
OR (95% CI)
Ever smoker (former and current)2
Cases/controls, n
OR (95% CI)

,30

$30

P

182/335
1.00

27/83
0.59 (0.35, 0.99)

—
0.046

62/163
1.00

11/30
1.10 (0.50, 2.42)

—
0.8

120/172
1.00

16/53
0.43 (0.23, 0.84)

—
0.01

1
Tobacco-related cancer sites were as follows: lung, oral cavity, pharynx, larynx, esophagus, pancreas, urinary bladder, ureter, kidney, nasal sinuses, stomach, liver, uterine cervix, ovary, myeloid leukemia, colon-rectum,
and anus. Participants were matched for sex, age at baseline, intervention
group of the initial SU.VI.MAX trial, season of blood draw, menopausal
status, and use of hormonal treatment of menopause, and models were
further adjusted for educational level (primary, secondary, and superior),
physical activity (irregular, ,1-h/d walking equivalent, and $1-h/d walking
equivalent), alcohol intake (continuous; in g/d), smoking status (never; former, #10 cigarettes/d; former, .10 cigarettes/d; current, #10 cigarettes/d;
and current, .10 cigarettes/d), height (continuous; in cm), BMI (continuous;
in kg/m2), and family history of overall cancer (yes or no). SU.VI.MAX,
Supplémentation en vitamines et minéraux antioxydants; 25(OH)D, 25hydroxyvitamin D.
2
P-interaction = 0.2 between 25(OH)D plasma concentration and smoking status (never or ever).

DISCUSSION

In this nested case-control study, higher vitamin D status
[25(OH)D concentration $30g/mL] was inversely associated with
risk of tobacco-related cancers, particularly in smokers. Two
polymorphisms of genes involved in vitamin D metabolism
(VDR FokI A allele and RXR rs7861779 T allele) were positively
associated with tobacco-related cancer risk.
To our knowledge, only one recent prospective study investigated a possible association between vitamin D status and
tobacco-related cancer risk (8). Its results were in line with ours
(i.e., increased risk associated with low vitamin D status, especially in smokers). Our results were also consistent with several
studies on tobacco-related cancer sites considered separately that
showed an inverse association with vitamin D status that was
modulated by smoking status (15, 22). Zheng et al. (22) observed
reduced risk of colorectal adenoma with vitamin D status that was
only significant for active smokers. Consistently, Amaral et al.
(15) observed increased bladder cancer risk associated with low
vitamin D status in smokers only.
These results suggest that vitamin D could contribute to the
prevention of tobacco-related cancers, which is supported by
experimental data. Smoking is a known risk factor for many
cancers because of released carcinogens (1). Several experimental studies have shown that vitamin D may be involved in
the prevention of chemically induced tumors and tumors that
are induced by tobacco carcinogens in particular (3–6). Indeed, vitamin D is supposed to enhance apoptosis, thereby
suppressing cells that are damaged because of carcinogens
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and limiting tumor progression (2, 41), to be a factor of detoxification (42), and to reduce the susceptibility to carcinogens (41).
From a public health standpoint, our results on the combined
25(OH)D concentration–smoking status variable indicated that
tobacco-related cancer risk was maximal in smokers, especially
if their vitamin D status was ,30 ng/mL, and was minimal in
nonsmokers with vitamin D status $30 ng/mL. To the best of
our knowledge, our study is the first one to investigate the relation between several SNPs of genes involved in vitamin D
metabolism and tobacco-related cancer risk.
Epidemiologic evidence regarding the association between
VDR FokI polymorphisms and separate cancer sites has been
inconsistent. In our study, we observed increased risk of
tobacco-related cancers with the A (f) allele [compared with the G
(F) allele], which was consistent with some studies that observed
a direct association between the f allele and increased risk of
colon (43) or liver cancer in patients with hepatitis B (25),
whereas other studies showed decreased risk of head and neck
cancer (44) or lung cancer (45) with this same allele or no association with colorectal cancer (11, 23), renal cell carcinoma
(24), or bladder cancer (29). Experimental studies have provided
support for our results because they suggested that the f allele
produces a longer form of the VDR protein, which leads to
a less-effective interaction of this receptor with transcription
factors and results in a less-effective activity of vitamin D (46,
47). This less-effective activity of vitamin D is consistent with
increased risk of tobacco-related cancers when the potentially
protective effect of vitamin D that has been suggested for these
cancers is considered.
Very limited information exists regarding the SNP RXR
rs7861779 for which a positive association was observed between the T allele and tobacco-related cancer risk in our analyses. One previous epidemiologic study observed increased risk
of proximal colon cancer that was associated with this same
allele (27). RXR forms a heterodimer with VDR that enables the
latter to interact with target genes (2). It may be hypothesized
that the T allele of RXR rs7861779 results in a less-effective
RXR-VDR dimer, which hinders a proper vitamin D action in
cancer prevention.
There was no association observed with the other studied
SNPs. The literature regarding these SNPs and separate tobaccorelated cancer sites has been uneven and inconsistent; most
studies dealt with VDR BsmI or Cdx2, especially as they relate to
risk of colorectal cancer for which an inverse association has
been observed with the B allele and a direct association with the
C allele, respectively (11, 23). Few studies have investigated
these SNPs of VDR with other cancer such as head and neck
cancer (null result) (26), lung cancer (decreased risk with the A
allele) (21), or renal cancer (null result) (24), and even fewer
studies have investigated other gene polymorphisms such as GC
rs4588, GC rs7041, CaSR rs4678174, and CaSR rs1801725, and,
again, most of these studies investigated these polymorphisms in
association with colorectal cancer risk and observed null results
(27, 28, 48, 49).
Strengths of our study pertained to its prospective design and
a well-characterized population with available plasma 25(OH)D
concentrations and genotypes for 10 vitamin D–related SNPs.
However, some limitations should be acknowledged. First, although the number of cases was sufficient to perform analyses
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TABLE 3
Associations between single nucleotide polymorphisms of genes involved in vitamin D metabolism and risk of tobacco-related cancers, from logistic
regression (SU.VI.MAX cohort, France; 1994–2007)1
Codominant
WT
VDR BsmI rs1544410
Cases/controls, n
OR (95% CI)
VDR FokI rs2228570
Cases/controls, n
OR (95% CI)
VDR Cdx2 rs11568820
Cases/controls, n
OR (95% CI)
CYP24A1 rs4809958
Cases/controls, n
OR (95% CI)
GC rs4588
Cases/controls, n
OR (95% CI)
GC rs7041
Cases/controls, n
OR (95% CI)
RXR rs7861779
Cases/controls, n
OR (95% CI)
RXR rs12004589
Cases/controls, n
OR (95% CI)
CASR rs1801725
Cases/controls, n
OR (95% CI)
CASR rs4678174
Cases/controls, n
OR (95% CI)

HT

Dominant
MT

P-trend

WT

HT + MT

Recessive
P

WT + HT

MT

P

69/150
96/171
25/72
1.00
1.15 (0.77, 1.70) 0.73 (0.42, 1.27)

—
0.5

69/150
121/243
—
1.00
1.02 (0.71, 1.49) 0.9

165/321
1.00

25/72
—
0.67 (0.40, 1.12) 0.1

63/168
98/193
33/50
1.00
1.42 (0.96, 2.10) 1.87 (1.08, 3.23)

—
0.02

63/168
131/243
—
1.00
1.51 (1.04, 2.19) 0.03

161/361
1.00

33/50
—
1.53 (0.93, 2.51) 0.09

108/221
83/159
5/23
1.00
1.04 (0.72, 1.50) 0.46 (0.16, 1.28)

—
0.5

108/221
88/182
—
1.00
0.97 (0.68, 1.38) 0.9

191/380
1.00

5/23
—
0.45 (0.16, 1.24) 0.1

132/285
51/109
6/9
1.00
1.01 (0.67, 1.52) 1.33 (0.44, 4.00)

—
0.8

132/285
57/118
—
1.00
1.03 (0.70, 1.53) 0.9

183/394
1.00

6/9
—
1.33 (0.45, 3.97) 0.6

100/198
77/171
22/35
1.00
0.84 (0.57, 1.22) 1.17 (0.63, 2.16)

—
0.9

100/198
99/206
—
1.00
0.89 (0.63, 1.27) 0.5

177/369
1.00

22/35
—
1.27 (0.71, 2.29) 0.4

134/280
1.00

64/132
—
1.07 (0.73, 1.56) 0.7

42/72
1.00

92/208
64/132
0.80 (0.50, 1.28) 0.91 (0.55, 1.51)

—
0.8

42/72
1.00

156/340
—
0.84 (0.54, 1.31) 0.4

136/307
58/82
5/6
1.00
1.60 (1.06, 2.41) 1.61 (0.45, 5.76)

—
0.03

136/307
63/88
—
1.00
1.60 (1.07, 2.38) 0.02

194/389
1.00

5/6
—
1.43 (0.40, 5.08) 0.6

149/317
45/82
1/4
1.00
1.22 (0.80, 1.86) 0.52 (0.06, 4.84)

—
0.5

149/317
46/86
—
1.00
1.18 (0.78, 1.80) 0.4

194/399
1.00

1/4
—
0.49 (0.05, 4.61) 0.5

140/292
53/103
5/14
1.00
1.07 (0.72, 1.60) 0.85 (0.29, 2.50)

—
0.9

140/292
58/117
—
1.00
1.05 (0.71, 1.55) 0.8

193/395
1.00

5/14
—
0.83 (0.29, 2.43) 0.7

98/184
81/174
12/39
1.00
0.91 (0.62, 1.32) 0.56 (0.27, 1.21)

—
0.2

98/184
93/213
—
1.00
0.84 (0.59, 1.21) 0.3

179/358
1.00

12/39
—
0.59 (0.29, 1.17) 0.1

1
Tobacco-related cancer sites were as follows: lung, oral cavity, pharynx, larynx, esophagus, pancreas, urinary bladder, ureter, kidney, nasal sinuses,
stomach, liver, uterine cervix, ovary, myeloid leukemia, colon-rectum, and anus. Participants were matched for sex, age at baseline, intervention group of the
initial SU.VI.MAX trial, season of blood draw, menopausal status, and use of hormonal treatment of menopause, and models were further adjusted for the
25-hydroxyvitamin D concentration at baseline (continuous; in ng/mL), educational level (primary, secondary, and superior), physical activity (irregular,
,1-h/d walking equivalent, and $1-h/d walking equivalent), alcohol intake (continuous; in g/d), smoking status (never, former, and current), height (continuous;
in cm), BMI (continuous; in, kg/m2), and family history of overall cancer (yes or no). Missing data were as follows: n = 44 for rs1544410, n = 22 for rs2228570,
n = 28 for rs11568820, n = 35 for rs4809958, n = 24 for rs4588, n = 17 for rs7041, n = 33 for rs7861779, n = 29 for rs12004589, n = 20 for rs1801725, and n = 39
for rs4678174. CASR, calcium-sensing receptor; CYP24A1, 1,25-dihydroxyvitamin D3 24-hydroxylase; GC, vitamin D binding protein; HT, heterozygous type;
MT, homozygous mutant type; RXR, retinoid X receptor; SU.VI.MAX, Supplémentation en vitamines et minéraux antioxydants; VDR, vitamin D receptor;
WT, wild type.

on tobacco-related cancers overall, the number of cases for each
site was limited so that statistical power was not sufficient to
allow separate analyses by cancer sites. Furthermore, colorectal
cancer was the most-represented site in our sample, and because
of the established inverse association between vitamin D status
and colorectal cancer risk, it could be hypothesized that our
results were driven by this site. However, because all results
were similar when colorectal cancer cases were excluded but
became borderline significant, the results suggest that, although
colorectal cancer did contribute to the findings, the observed
associations were not entirely explained by this cancer site.
Statistical power was also limited in the stratified and in genetic
analyses. Although this limitation may have restricted our
ability to detect some of the associations, this drawback was
unlikely to explain the observed relations that were significant
despite this potential power limitation. Additional levels of
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stratifications (e.g., by BMI or alcohol intake) were also not
possible in this study because of the limited sample size. Finally,
smoking status was only assessed at baseline, and no detailed
information was available on the duration of smoking or the
time since former smokers quit smoking.
In conclusion, this prospective study observed decreased
risk of tobacco-related cancers for 25(OH)D concentrations
$30 ng/mL, particularly in smokers. Consistently, 2 genetic polymorphisms were shown to be associated with increased risk of
tobacco-related cancers (i.e., the A allele of VDR FokI and the
T allele of RXR rs7861779), which could reflect the less-effective
activity of vitamin D induced by these polymorphisms. Our
results on vitamin D status were consistent with the only existing
prospective study that has dealt with tobacco-related cancers,
and to our knowledge, our study is the first to investigate the link
between vitamin D–related gene polymorphisms and risk of
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tobacco-related cancers. These results, which are supported by
mechanistic data from experimental studies, provide insight into the
role of vitamin D in the prevention of tobacco-related cancers and
deserve additional exploration in future large prospective studies.
We thank Younes Esseddik, Gwenael Monot, Paul Flanzy, Mohand Ait
Oufella, Yasmina Chelghoum, and Than Duong Van (computer scientists);
Rachida Mehroug (logistic assistant); and Nathalie Arnault, Véronique
Gourlet, Fabien Szabo, Laurent Bourhis, and Stephen Besseau (statisticians) for their technical contributions to the SU.VI.MAX study.
The authors’ responsibilities were as follows—MD: performed the statistical analysis; MD and MT: designed the research, wrote the manuscript, and
had primary responsibility for the final content of the manuscript; J-CS,
PL-M, AS, NC, ND-P, PG, SH, SLC, EK-G, and KE: contributed to the data
interpretation and revised each draft of the manuscript for important intellectual content; SH, PG, MT, AS, and NC: conducted the research; and all
authors: read and approved the final manuscript. None of the authors reported a conflict of interest related to the study.

REFERENCES
1. Hecht SS. Tobacco carcinogens, their biomarkers and tobacco-induced
cancer. Nat Rev Cancer 2003;3:733–44.
2. Feldman D, Krishnan AV, Swami S, Giovannucci E, Feldman BJ. The
role of vitamin D in reducing cancer risk and progression. Nat Rev
Cancer 2014;14:342–57.
3. Hummel DM, Thiem U, Hobaus J, Mesteri I, Gober L, Stremnitzer C,
Graca J, Obermayer-Pietsch B, Kallay E. Prevention of preneoplastic
lesions by dietary vitamin D in a mouse model of colorectal carcinogenesis. J Steroid Biochem Mol Biol 2013;136:284–8.
4. Pommergaard HC, Burcharth J, Rosenberg J, Raskov H. Oral chemoprevention with acetyl salicylic Acid, vitamin D and calcium reduces
the risk of tobacco carcinogen-induced bladder tumors in mice. Cancer
Invest 2013;31:490–3.
5. Pommergaard HC, Burcharth J, Rosenberg J, Raskov H. Chemoprevention
with acetylsalicylic acid, vitamin D and calcium reduces risk of carcinogen-induced lung tumors. Anticancer Res 2013;33:4767–70.
6. Ordonez-Moran P, Larriba MJ, Pendas-Franco N, Aguilera O, GonzalezSancho JM, Munoz A. Vitamin D and cancer: an update of in vitro and in
vivo data. Front Biosci 2005;10:2723–49.
7. Secretan B, Straif K, Baan R, Grosse Y, El GF, Bouvard V, BenbrahimTallaa L, Guha N, Freeman C, Galichet L, et al. A review of human
carcinogens–part E: tobacco, areca nut, alcohol, coal smoke, and salted
fish. Lancet Oncol 2009;10:1033–4.
8. Afzal S, Bojesen SE, Nordestgaard BG. Low plasma 25-hydroxyvitamin
D and risk of tobacco-related cancer. Clin Chem 2013;59:771–80.
9. IARC. Vitamin D and cancer. IARC Working Group Reports vol. 5.
Lyon (France): International Agency for Research on Cancer; 2008.
10. Ma Y, Zhang P, Wang F, Yang J, Liu Z, Qin H. Association between
vitamin D and risk of colorectal cancer: a systematic review of prospective studies. J Clin Oncol 2011;29:3775–82.
11. Touvier M, Chan DS, Lau R, Aune D, Vieira R, Greenwood DC, Kampman
E, Riboli E, Hercberg S, Norat T. Meta-analyses of vitamin D intake, 25hydroxyvitamin D status, vitamin D receptor polymorphisms, and colorectal
cancer risk. Cancer Epidemiol Biomarkers Prev 2011;20:1003–16.
12. Mondul AM, Weinstein SJ, Moy KA, Mannisto S, Albanes D. Vitamin
D-binding protein, circulating vitamin D and risk of renal cell carcinoma. Int J Cancer 2014;134:2699–706.
13. Ordóñez-Mena JM, Schottker B, Haug U, Muller H, Kohrle J,
Schomburg L, Holleczek B, Brenner H. Serum 25-hydroxyvitamin d and
cancer risk in older adults: results from a large German prospective
cohort study. Cancer Epidemiol Biomarkers Prev 2013;22:905–16.
14. Wang JB, Abnet CC, Chen W, Dawsey SM, Fan JH, Yin LY, Yin J,
Major JM, Taylor PR, Qiao YL, et al. Association between serum 25
(OH) vitamin D, incident liver cancer and chronic liver disease mortality in the Linxian Nutrition Intervention Trials: a nested case-control
study. Br J Cancer 2013;109:1997–2004.
15. Amaral AF, Méndez-Pertuz M, Muñoz A, Silverman DT, Allory Y,
Kogevinas M, Lloreta J, Rothman N, Carrato A, Rivas del Fresno
M, et al. Plasma 25-hydroxyvitamin D(3) and bladder cancer risk
according to tumor stage and FGFR3 status: a mechanism-based
epidemiological study. J Natl Cancer Inst 2012;104:1897–904.

Downloaded from https://academic.oup.com/ajcn/article-abstract/102/5/1207/4564386
by guest
on 02 April 2018

16. Arem H, Weinstein SJ, Horst RL, Virtamo J, Yu K, Albanes D, Abnet
CC. Serum 25-hydroxyvitamin D and risk of oropharynx and larynx
cancers in Finnish men. Cancer Epidemiol Biomarkers Prev 2011;20:
1178–84.
17. Abnet CC, Chen Y, Chow WH, Gao YT, Helzlsouer KJ, Le ML,
McCullough ML, Shikany JM, Virtamo J, Weinstein SJ, et al. Circulating 25-hydroxyvitamin D and risk of esophageal and gastric cancer:
Cohort Consortium Vitamin D Pooling Project of Rarer Cancers. Am J
Epidemiol 2010;172:94–106.
18. Mondul AM, Weinstein SJ, Mannisto S, Snyder K, Horst RL, Virtamo
J, Albanes D. Serum vitamin D and risk of bladder cancer. Cancer Res
2010;70:9218–23.
19. Stolzenberg-Solomon RZ, Hayes RB, Horst RL, Anderson KE, Hollis
BW, Silverman DT. Serum vitamin D and risk of pancreatic cancer in
the prostate, lung, colorectal, and ovarian screening trial. Cancer Res
2009;69:1439–47.
20. Chen W, Dawsey SM, Qiao YL, Mark SD, Dong ZW, Taylor PR, Zhao
P, Abnet CC. Prospective study of serum 25(OH)-vitamin D concentration and risk of oesophageal and gastric cancers. Br J Cancer 2007;
97:123–8.
21. Fu Y, Li J, Zhang Y. Polymorphisms in the vitamin D receptor gene and
the lung cancer risk. Tumour Biol 2014;35:1323–30.
22. Zheng XE, Lipka S, Li T, Shahzad G, Levine E, Vlacancich R,
Takeshige U, Mustacchia P. The relationship of vitamin D status,
smoking, and colorectal adenoma: a retrospective study in an ethnically
diverse community. J Steroid Biochem Mol Biol 2013;136:280–3.
23. Bai YH, Lu H, Hong D, Lin CC, Yu Z, Chen BC. Vitamin D receptor
gene polymorphisms and colorectal cancer risk: a systematic metaanalysis. World J Gastroenterol 2012;18:1672–9.
24. Meng F, Ma P, Sui C, Tian X, Li Y, Fu L, Jiang T, Wang Y, Jiang Y. The
association between VDR polymorphisms and renal cell carcinoma
susceptibility: a meta-analysis. Tumour Biol 2014;35:6065–72.
25. Yao X, Zeng H, Zhang G, Zhou W, Yan Q, Dai L, Wang X. The associated ion between the VDR gene polymorphisms and susceptibility
to hepatocellular carcinoma and the clinicopathological features in
subjects infected with HBV. Biomed Res Int 2013;2013:953974.
26. Zeljic K, Supic G, Stamenkovic RM, Jovic N, Kozomara R, Magic Z.
Vitamin D receptor, CYP27B1 and CYP24A1 genes polymorphisms
association with oral cancer risk and survival. J Oral Pathol Med 2012;
41:779–87.
27. Jacobs ET, Martinez ME, Campbell PT, Conti DV, Duggan D, Figueiredo
JC, Haile RW, LeRoy EC, Poynter JN, Thompson PA, et al. Genetic
variation in the retinoid X receptor and calcium-sensing receptor and risk
of colorectal cancer in the Colon Cancer Family Registry. Carcinogenesis
2010;31:1412–6.
28. Jenab M, McKay J, Bueno-de-Mesquita HB, van Duijnhoven FJ,
Ferrari P, Slimani N, Jansen EH, Pischon T, Rinaldi S, Tjonneland A,
et al. Vitamin D receptor and calcium sensing receptor polymorphisms
and the risk of colorectal cancer in European populations. Cancer
Epidemiol Biomarkers Prev 2009;18:2485–91.
29. Mittal RD, Manchanda PK, Bhat S, Bid HK. Association of vitamin-D
receptor (Fok-I) gene polymorphism with bladder cancer in an Indian
population. BJU Int 2007;99:933–7.
30. Hercberg S, Galan P, Preziosi P, Bertrais S, Mennen L, Malvy D,
Roussel AM, Favier A, Briancon S. The SU.VI.MAX Study: a randomized, placebo-controlled trial of the health effects of antioxidant
vitamins and minerals. Arch Intern Med 2004;164:2335–42.
31. Hercberg S, Preziosi P, Briancon S, Galan P, Triol I, Malvy D, Roussel
AM, Favier A. A primary prevention trial using nutritional doses of
antioxidant vitamins and minerals in cardiovascular diseases and
cancers in a general population: the SU.VI.MAX study–design,
methods, and participant characteristics. SUpplementation en
VItamines et Mineraux AntioXydants. Control Clin Trials 1998;19:
336–51.
32. WHO. ICD-10, International classification of diseases and related
health problems. 10th revision. Geneva (Switzerland): World Health
Organization; 2010.
33. Le Moullec N, Deheeger M, Preziosi P, Montero P, Valeix P, RollandCachera M, Potier de Courcy G, Christides J, Galan P, Hercberg S.
Validation du manuel photo utilisé pour l’enquête alimentaire de
l’étude SU.VI.MAX [Validation of the food portion size booklet
used in the SU.VI.MAX study.]. Cah Nutr Diet 1996;31:158–64
(in French).

VITAMIN D AND TOBACCO-RELATED CANCER RISK
34. Hercberg S. Table de composition SU.VI.MAX des aliments. [SU.VI.
MAX food composition table] Paris: Les Éditions INSERM/Economica; 2005 (in French).
35. Touvier M, Deschasaux M, Montourcy M, Sutton A, Charnaux N,
Kesse-Guyot E, Fezeu LK, Latino-Martel P, Druesne-Pecollo N, Malvy
D, et al. Interpretation of plasma PTH concentrations according to
25OHD status, gender, age, weight status, and calcium intake: importance of the reference values. J Clin Endocrinol Metab 2014;99:
1196–203.
36. Touvier M, Deschasaux M, Montourcy M, Sutton A, Charnaux N,
Kesse-Guyot E, Assmann KE, Fezeu L, Latino-Martel P, DruesnePecollo N, et al. Determinants of vitamin D status in Caucasian adults:
influence of sun exposure, dietary intake, socio-demographic, lifestyle,
anthropometric and genetic factors. J Invest Dermatol 2015;135:378–88.
37. Knudsen CS, Nexo E, Hojskov CS, Heickendorff L. Analytical validation of the Roche 25-OH Vitamin D Total assay. Clin Chem Lab Med
2012;50:1965–8.
38. Willett WC, Howe GR, Kushi LH. Adjustment for total energy intake
in epidemiologic studies. Am J Clin Nutr 1997;65:1220S–8S.
39. Holick MF, Binkley NC, Bischoff-Ferrari HA, Gordon CM, Hanley
DA, Heaney RP, Murad MH, Weaver CM. Evaluation, treatment, and
prevention of vitamin D deficiency: an Endocrine Society clinical
practice guideline. J Clin Endocrinol Metab 2011;96:1911–30.
40. Dupont WD, Plummer WD Jr. Power and sample size calculations. A
review and computer program. Control Clin Trials 1990;11:116–28.
41. Welsh J. Cellular and molecular effects of vitamin D on carcinogenesis.
Arch Biochem Biophys 2012;523:107–14.

Downloaded from https://academic.oup.com/ajcn/article-abstract/102/5/1207/4564386
by guest
on 02 April 2018

1215

42. Kutuzova GD, DeLuca HF. 1,25-Dihydroxyvitamin D3 regulates genes
responsible for detoxification in intestine. Toxicol Appl Pharmacol
2007;218:37–44.
43. Ochs-Balcom HM, Cicek MS, Thompson CL, Tucker TC, Elston RC,
Plummer J, Casey G, Li L. Association of vitamin D receptor gene
variants, adiposity and colon cancer. Carcinogenesis 2008;29:1788–93.
44. Liu Z, Calderon JI, Zhang Z, Sturgis EM, Spitz MR, Wei Q. Polymorphisms of vitamin D receptor gene protect against the risk of head
and neck cancer. Pharmacogenet Genomics 2005;15:159–65.
45. Kaabachi W, Kaabachi S, Rafrafi A, Amor AB, Tizaoui K, Haj SF,
Hamzaoui K. Association of vitamin D receptor FokI and ApaI polymorphisms with lung cancer risk in Tunisian population. Mol Biol Rep
2014;41:6545–53.
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