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Abstract
Inconsistent observations in epidemiologic studies on the association between total fat intake and
colorectal cancer may be ascribed to opposing effects of individual fatty acids and the presence of
other dietary constituents that modify luminal or systemic lipid exposure. We analyzed the data
from a population-based case-control study that included 1163 cases and 1501 controls to examine
the effects of individual fatty acid groups on colorectal cancer risk as well as their interactions
with calcium and fiber intake. Odds ratios (OR) and 95% confidence intervals (CI) were estimated
by unconditional logistic regression model according to quartile levels of energy-adjusted fatty
acid intake. In the bivariable analyses, the risk of colorectal cancer increased with trans fatty acid
(TFA) intake (OR for top vs bottom quartile =1.46, 95% CI 1.17-1.59, p-value for a trend
<0.001 ), but the associations was substantially attenuated in multivariable analyses (p-value for a
trend =0.176). However, a significant linear trend in the multivariable OR (p=0.029) for TFA was
present for subjects with lower calcium intake. Furthermore, multivariable ORs progressively
decreased with increasing both omega-3 and omega-6 polyunsaturated fatty acid intake (P-values
for linear trend: 0.033 and 0.011, respectively) for subjects with lower dietary fiber intake. These
interactions were also significant or marginally significant (P = 0.085 for TFA, 0.029 for omega-3
and 0.068 for omega-6). Our results suggest that populations with lower intake of luminal
modifiers, i.e., calcium and fiber, may have differential risks of colorectal cancer associated with
dietary fatty acid intake.
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Introduction
Collective evidence from analytic epidemiological studies and clinical trials does not
support the relationship between total fat intake and colorectal cancer,1-3 despite
unequivocal data in experimental animals and several plausible biological mechanisms.4-6
The discrepancy may be ascribed to several factors, including limitations in dietary
measurements, genetic susceptibilities to fat-induced genotoxic or metabolic effects, and
heterogenous composition of dietary fat. Indeed, dietary fats (triglycerides) consists of
several groups of fatty acids that are chemically classified by length of the carbon chain
(long, medium and short) as well as by the number (saturated (SFA), mono-unsaturated
(MUFA) or poly-unsaturated (PUFA)), position (omega-3 and omega-6), sequence
(conjugated) and configuration (cis or trans) of double bonds.5,6 Some of these fatty acids,
such as omega-3 PUFA, MUFA, and conjugated linoleic acid, may exert cancer preventive
effects, while others, such as SFA, omega-6 PUFA and trans fatty acids (TFA), may
increase the risk of colorectal cancer.1,6 Consequently, opposing effects of these individual
fatty acids may lead to the overall null association between total fat intake and colorectal
cancer.

Various dietary components also interfere with intestinal lipid metabolism and thus may
modify the effect of dietary fatty acids. Dietary calcium has been postulated to protect
against colorectal cancer,7 because calcium binds cytotoxic secondary bile acids and fatty
acids to form insoluble soaps in the bowel lumen.8-9 Dietary fiber which provides substrates
for bacterial fermentation to produce anti-carcinogenic agents, e.g., short chain fatty acids,1
is known to slow intestinal lipid absorption and reduce circulating cholesterol levels in
mildly hypercholesterolemic patients.10-11 In this population-based case-control study, we
aimed to address whether specific dietary fatty acids affect the risk of colorectal cancer in
conjunction with dietary calcium and fiber.

Materials and methods
Study procedures

The study has been approved by Wayne State University Human Investigation Committee
and all subjects gave written informed consent to participate in the study. This original study
“Luminal lipid exposure, genetics and colon cancer risk” was designed to address the
hypothesis that intracolonic exposure to potentially carcinogenic lipid metabolites may
increase the risk of colorectal cancer. Details concerning the ascertainment, recruitment and
characteristics of the study subjects have been described elsewhere [submitted for
publication]. In brief, eligible study subjects were residents in the Metropolitan Detroit Tri-
County (Wayne, Oakland and Macomb) area, between 45 and 80 years of age at time of
ascertainment, with a working telephone and no prior history of any invasive cancer, in-situ
colorectal cancer or colectomy. Eligible colorectal cancer cases were histologically
diagnosed between January 1, 2003 and September 30, 2005, and were identified through
the Metropolitan Detroit Cancer Surveillance System, and frequency-matched population
controls through random digit dialing. A total of 1,335 cases (41.7%) and 1,682 controls
(59.4%) consented to the study, and 1,205 cases and 1,547 controls of these remained to be
eligible after completion of the study. The cases and controls were well balanced concerning
the matching variables, age, race and county of residence, but gender-matching was
incomplete (50% and 57% females in the cases and controls, respectively). More,
specifically, the median age at diagnosis/identification was 62 and 63 years for the cases and
controls, 26.2% and 26.5% were African Americans, 70% and 69% Caucasians, and the rest
other racial groups in the cases and controls, while 20.9% and 20.5% were current cigarettes
smokers in these respective groups. In addition, the cases included less college graduates
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than the controls (22% vs. 32%), reported more frequently family history of colorectal
cancer (14% vs 10%), and less often chose blood as a biospecimen (66% vs. 71%).

The subjects were interviewed over the telephone using structured questionnaires regarding
their usual diet and other risk factors for colorectal cancer for the time-period preceding
cancer diagnosis (approximately 2 years prior to the interview). Specifically, a validated
semi-quantitative food frequency questionnaire (FFQ), Block 98.2 (Block Dietary Data
Systems, Berkeley, CA), was used to estimate daily nutrient (including individual fatty acid
groups) intake. This questionnaire has been validated against multiple diet records where the
correlation coefficients for total fat, SFA, MFA and PUFA have been reported to be
0.58-0.60, 0.58-0.63, 0.56-0.59, 0.44-0.48, respectively,12-13 and chosen based on its
superiority to categorize individuals on energy from fat14 as compared to the Willett
instrument as dietary fat was a main focus of the study. Omega-6 PUFA intake was obtained
by subtracting the sum of omega-3 PUFA, cis-MUFA, TFA and SFA intake from total fat
intake. The data for specific omega-3 fatty acids, such as docosahexaenoic acid (DHA) and
eicosapentaenoic acid (EPA), were not available from this questionnaire. Total calcium and
other vitamin/mineral intake was computed as the sum of energy-adjusted dietary intake and
intake from supplements.

Statistical analysis
The residual method described by Willett and Stampfer15 was chosen as the primary
strategy for energy adjustment based on the report that it was more powerful for detecting
trends in relative odds.16 However, we also explored the energy-density model using
percent calories from individual fatty acids and the energy substitution model (in expense of
carbohydrate) including total calorie intake, energy-adjusted total protein and individual
fatty acids intake simultaneously17 to see if the results were equivalent. First, the
differences in median intake of selected nutritional variables of the cases and controls were
tested by the Wilcoxon rank-sum test. Odds ratios (ORs) and 95% confidence intervals (CIs)
for colorectal cancer associated with dietary fatty acid intake were estimated using an
unconditional logistic regression model,18 adjusting for selected covariates as described
below. Dietary fat intake was grouped into quartiles based on distributions of the cases and
controls combined in these analyses and the lowest quartile was used as the reference
category to calculate ORs. Tests for linear trend in the logit of risk associated with ordinal
dietary intake were performed using median intake of each quartile.

Because of the unbalanced gender matching, we first calculated bi-variable (gender-
adjusted) ORs, instead of univariable ORs. Then, additional covariates were first selected
from established risk factors for colorectal cancer in the literature.1,19,20 They were tested
one at a time in a model that included basic demographic variables, age, gender and
educational levels, and those showing an association at the 10% level were included to
estimate multivariable ORs along with the type of biospecimens provided (blood vs. others)
as a potential factor for selection bias. As a result, the final multivariable model included
age, gender, educational level, biospecimen type, total calcium, fiber, family history of
colorectal cancer, regular (>= 3 times per week for 6 months or longer) non-steroidal anti-
inflammatory drug (NSAID) use, body mass index (body weight (kg)/body height (m)2), and
physical activity index in their 30s, which was the weighted sum of time the subject spent
per 24 hours as described previously,21 pack-years of cigarette smoking and
postmenopausal hormone replacement therapy (in women). The last two variables were
forced to be included in the model given the evidence from the literature.19,20 Vitamin D,
dietary heme, alcoholic drinks, race and height were also assessed and were not included in
the final model (P>0.10). Major dietary sources of fatty acids, such as red meat, were not
included in the model simultaneously because their inclusions (i.e., controlling their intake
levels) alter the interpretation of regression coefficients for individual fatty acids. After
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exclusion of subjects with missing covariates, the final analytical samples in this study
consisted of 1163 cases ands 1501 controls. In addition, the ORs associated with dietary
fatty acid intake were calculated, stratified by total calcium and fiber intake level at medians
in the entire study population, where these stratification variables were excluded from
respective multivariable models. The interactions between ordinal dietary fatty acid intake
and a dichotomized stratification variable were tested by the inclusion of multiplicative
interaction terms between these variables. Dietary predictors for individual fatty acids and
dietary fiber and calcium intake were assessed by means of Spearman correlation
coefficients. All statistical analyses were performed using SAS version 9.

Results
Nutritional profiles (median and quartile levels) of the total study population as well as the
cases and controls are presented in Table I. Overall, median total energy intake was 2040
kcal per day, 37.4% of which was contributed by dietary fat. Median total fat intake was 96
g per day, which was primarily divided into MUFA (36.3g), SFA (28.7g), omega-6 PUFA
(20.2), whereas TFA (7.7g) and omega-3 PUFA (2.0g) intakes were much lower. The cases
were more obese, and consumed more calories and TFA and less omega-3 PUFA, fiber and
calcium. Although total calorie intake was higher in males (2515 kcal) than in females (2055
kcal), percent energy from fat and energy adjusted fat intake were almost identical in both
genders (37.8% vs 37.3% and 96.0 and 96.9 g, respectively). Major dietary predictors of
individual fatty acids and dietary fiber and calcium intake in this population were cheese and
red meat for SFA, nuts and red meat for cis-MUFA, nuts and mayonnaise for omega-6
PUFA, fish and poultry for omega-3 PUFA, margarine and cake for trans fat, vegetables and
beans for dietary fiber and dairy and supplements for calcium.

In the bi-variable models, significantly increased ORs were observed for the 2nd and 3rd
quartiles of SFA (OR1=1.26, 95% CI 1.02-1.57) and for the highest quartile of TFA (OR1
=1.46, 95% CI 1.17-1.59, p-value for a linear trend <0.001), while the risk of colorectal
cancer tended to progressively decreased with omega-6 PUFA intake (P =0.068). When
other covariates were considered (OR2), none of these associations remained statistically
significant (Table II), except a marginal trend left for omega-6 PUFA.

Energy density models based percent calories from individual fats generally yielded similar
results, but the associations tended to be slightly weakened for total and major fatty acids
while they were slightly pronounced for minor fatty acids. The ORs for the top versus
bottom quartile and p-values for linear trend (in parentheses) were as follows; 0.96 (95% CI
0.76-1.21) (p=0.972), 0.99 (95% CI 0.78-1.25) (p=0.948),1.00 (95% CI 0.79-1.25)
(p=0.977), 0.81 (95% CI =0.65-1.02) (p=0.056), 0.88 (95% CI 0.70-1.10) (p=0.226), and
1.22 (0.97-1.53) (p=0.046) for total fat, SFA, cis-MUFA, omega-6, omega-3, and TFA,
respectively. We also attempted simultaneous adjustment for all fatty acids in the
multivariable residual model as well as in the substitution model in expense of carbohydrate
with energy adjusted intakes, which produced almost identical results with differences of up
to 0.02 in the ORs. The ORs for the top versus bottom quartile in non-substitution
simultaneous adjustment model were 0.99 (95% CI 0.74-1.33), 0.98 (95% CI 0.72-1.32),
0.84 (95% CI 0.63-1.11) and 1.17 (95% CI 0.92-1.51) for SFA, cis-MUFA, omega-6 PUFA
and TFA, respectively, while the association with omega-3 was slightly insignificantly
reduced with the OR approaching unity, 1.03 (95% CI 0.79-1.33).

In the stratified analyses by calcium intake (Table III), we found that the multivariable ORs
progressively increased with TFA intake (P-value for a linear trend =0.029) when calcium
intake was lower than the median (900 mg per day) and there was a marginally significant
interaction between calcium and TFA (P=0.085). There were no such interactions between
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calcium and other groups of fatty acids. In the stratified analyses by dietary fiber (Table IV),
we found the multivariable ORs progressively decreased with increasing both omega-3 and
omega-6 PUFA intake (P-values for linear trend: 0.031 and 0.011, respectively) among
subjects with fiber intake lower than median (18.6 g per day). The ORs for the top versus
bottom quartiles were 0.72 (95% CI 0.53-1.00) and 0.69 (95% CI: 0.50-0.95), respectively,
and their interactions were also significant for omega-3 (P=0.029) and marginally significant
for omega-6 fatty acid (P=0.068).

In order to address differences between non-marine omega-3 PUFAs (primarily alpha-
linolenic acid (ALA)) and highly unsaturated marine PUFAs, e.g., DHA and EPA, we fitted
separate multi-variable models including total fish intake and omega-3 PUFAs
simultaneously and assessed the potential effects of non-marine omega-3 PUFA. These
models revealed that the ORs associated with the top versus bottom quartile of omega-3
PUFA intake and the p-values for linear trend did not differ significantly from those
presented in Tables II and IV, OR= 0.90 (95% CI .072-1.13) and p= 0.322 for the overall
subjects and OR=0.73 (95% CI 0.53-1.01) and p= 0.044 for the subjects with lower fiber
intake, suggesting equivalent associations with both classes of omega-3 PUFAs.

Additional stratified analyses were also performed to confirm previously reported
differential associations by other co-factors, namely gender and NSAID use.22,23 The
gender-stratified analyses did not find differential effects of TFA with the ORs for the top
versus bottom quartile of 1.23 (95% CI 0.88-1.71) for males, 1.09 (0.78-1.51) for females.
When 1,928 non-NSAID users and 736 NSAID users were analyzed separately, the ORs
associated with the top versus bottom quartile intake of omega-3 PUFA and TFA were
comparable, although they tended to be more pronounced in non-users, i.e., 0.89 (95% CI
0.69-1.16) vs.1.03 (95% CI 0.66-1.62) in non-users and users, respectively, for omega-3 and
1.19 (95% CI 0.91-1.55) vs.1.08 (95% CI 0.68-1.75), respectively, for TFA. Their
interactions were not significant (p=0.443 and p= 0.889, respectively).

Discussion
The overall null associations with total fat and individual dietary fatty acids found in the
present study are consistent with results from other prospective cohort and population-based
case-control studies. Furthermore, two large clinical trials, Polyp Prevention Trial and
Women’s Health Initiative, have failed to demonstrate that reducing calories from total fat to
20% of energy helps decrease the recurrence of colorectal adenoma or the incidence of
colorectal cancer.3,24 However, our results suggest that populations with lower intake of
luminal modifiers, i.e., calcium and fiber, may have differential risks of colorectal cancer
associated with dietary fatty acid intake. To our knowledge, this is the first to report such
interactions between individual dietary fatty acid intake and calcium or fiber. These analyses
were a priori defined as part of an investigation on luminal lipid exposure and colorectal
cancer risk and not a posteriori analyses because of null findings on the main effects. The
interactions between total fat and calcium intake were examined in a few studies, yielding
contradictory results. Whereas Martínez et al found that the risk of colorectal adenoma
associated with high fat intake was more pronounced with lower calcium intake,25 De
Stefani et al found that the risk of colorectal cancer associated with high fat intake was more
pronounced in the subjects with higher calcium intake.26

One of the significant findings in this study was the increased risk associated with high TFA
intake, in conjunction with low calcium intake. TFAs are unsaturated fatty acids with at least
one double bond in the trans configuration, are largely consumed from industrially produced
partially hydrogenated vegetable oils found in commercial bakery products, deep fried foods
and packaged snacks.27 TFA has unfavorably affect blood lipid contents, elicit systemic
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inflammation, induce endothelial dysfunction and promote insulin resistance,28 which may
also influence the risk of colorectal cancer. Yet, information concerning the effects on
cancer have thus far been limited, with only a few showing a positive association with
dietary intake.29 As noticed in this study, an appreciable attenuation in the association with
colorectal cancer/adenoma after adjustment of other covariates has also been reported,
22,30,31 probably due to their relatively distinguished dietary sources which are likely
closely correlated with other life style factors. Although none of earlier studies examined
calcium as an effect modifier, there are plausible biological bases. Calcium soaps of long-
chain fatty acids are present in human feces32 and calcium binding are stronger for mono
than polyunsaturated fatty acids, similarly to SFA33 and predominant forms of industrial
hydrogenated TFAs belong to MUFA.29 Because the chemical structure of TFAs resembles
that of SFAs, they also share similar chemical/physical properties34 and thus a trans-isomer
of MUFA has stronger calcium affinity than the corresponding cis-isomer.35 Accordingly,
the presence of a sufficient amount of unabsorbed calcium in the intestinal lumen may offset
the detrimental effects of TFAs. In this respect, it is interesting to note that naturally
occurring (dairy) TFAs with high calcium content have less unfavorable metabolic effects.
36-37 This also suggests that calcium fortification may be an possible option for commercial
baked goods where TFA replacement is not practical.

The data from the present study also suggest that both omega-3 and -6 may reduce the risk
of colorectal cancer in a certain group of the subjects. Omega-3 PUFAs have been
postulated to exert anti-carcinogenic effects through several mechanisms.38 These include
the modulation of arachidonic acid-derived prostaglandin synthesis, immuno-inflammatory
pathways and Ras oncogene and protein kinase C activities, which ultimately lead to
decreases in epithelial cell proliferation and angiogenesis, and increases in apoptosis and cell
differentiation.39 Among omega-3 PUFAs, highly unsaturated longer chain marine fatty
acids, EPA and DHA, are generally more potent and more bioavailable than non-marine
ALA, suggesting possible differential effects of these PUFAs.40-42 On the other hand,
omega-6 PUFAs may have a detrimental effect as they interfere with the potential beneficial
effects of omega-3 in the same metabolic pathways43 and synthesize more pro-
inflammatory than aniti-inflammatory molecules.44 Corroboratively, tumor promoting
effect has been reported in some animal and in vitro models.6

Despite these plausible biological mechanisms and persuasive evidence from animal and in
vitro models, to date the data from epidemiologic studies and clinical trials do not support
the associations between either group of PUFA and cancer in general or colorectal cancer.
Protective effects of omega-3 PUFA on total cancer incidence/mortality have not seen in
secondary analysis of randomized clinical trial primarily targeted for cardiovascular diseases
(CVD).45 In the meta-analysis of prospective cohort studies, the summary relative risks
(RR) of colorectal cancer was 0.91 (95% CI: 0.70-1.19) for the comparison between the
highest versus lowest omega-3 PUFA intake and 0.88 (95% 0.78-1.00) for fish intake as a
surrogate.46 However, recent results from a long-term cohort study in the US and case-
control studies in Scotland and among French-Canadians showed a progressive decline in
risk of colorectal cancer with increasing omega-3 PUFA intake.31,47-48

The association between omega-6 PUFA or its primary source, linoleic acid (LA), and
colorectal cancer has been equally equivocal. There in no evidence from the secondary
analyses of clinical trials for CVD that omega-6 PUFAs increase the incidence of cancer in
general.49 The meta-analysis of epidemiologic studies indicates the summary risk estimate
for colorectal or colon cancer is less than unity (OR=0.92, 95% CI 0.85-1.08, RR= 0.92,
95% CI 0.70-1.22).49 While a case-control study for colorectal adenoma based on serum
fatty acid levels found a strong positive association with omega-6 PUFA,50 a nested case-
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control study for colorectal cancer based on erythrocyte fatty acid contents revealed a strong
inverse association.51

Because dietary fiber inhibit intestinal lipid absorption,10-11 higher intake of dietary fiber
may offset potential beneficial effects commonly shared by the both groups of PUFAs,44
such as effects on insulin sensitivity and oxidative stress. In this context, it is interesting to
note that a low frequency of colon cancer in fishing communities of South Africa has been
attributed to high omega-3 PUFA intake and low dietary fiber intake.52 Nonetheless,
because dietary fiber was found to have a stronger protective effect overall in the present
study (OR for the top vs bottom quartile: 0.59, 95% CI: 0.47-0.75, p-value for trend <0.001,
data not shown) than these PUFAs, increasing dietary fiber intake appears to be a better
strategy for colorectal cancer prevention.

We acknowledge several limitations in this study. Due to the relative low participation rate,
self-selection bias or volunteer bias is a concern.53 In fact, higher proportions of college
graduates and of those who chose to donate blood in the control group were indicative of
this bias. Thus, we adjusted for these factors and others in calculating multivariable ORs and
in fact the multivariable ORs differed considerably from the bi-variate ORs for some
estimates. Yet, it is possible that residual unmeasured factors may have been confounded
with the observed associations. Differential recalls between the cases and controls (recall
bias) is also a concern in any retrospective studies like this study. Cases who are aware of
their own diagnosis may recall past exposures differently from controls. But the use of
structured questionnaires (like our study) has been shown to reduce this bias54 and the
median numbers of food items consumed per day with this FFQ were very similar between
the cases and the controls (8.99 vs 9.13, P=0.630). There is significant likelihood that some
of the associations observed in this study were chance findings due to multiple comparisons,
although these stratified analyses were selected a priori for their potentials to modify luminal
or systemic fat exposure. Furthermore, investigators have recently recognized that the
estimated intakes from FFQs, such as the one used in this study, are subject to substantial
error that can profoundly attenuate diet-disease associations.55 Thus, the overall null
associations in the present study are possibly due to insufficient statistical power, in view of
the attenuation of the associations from measurement errors. The FFQ version we used
adapted 11 supplemental questions to take low-fat dietary habits into account, which have
been demonstrated to result in higher precision of the estimates.56 This version also
collected additional detail on types of fat used in cooking, which has been validated for the
assessment for dietary TFA.57 However, we acknowledge that the Block 98.2 is arguably
not the best instrument for fatty acid intake without validation for a group of fatty acids,
including trans fat, omega-3 and omega-6. Besides, no estimates for individual omega-3
PUFAs, e.g., DHA and EPA, limited the interpretation of our results.

Despite the limitations discussed above, higher total fat (including TFA) intake in our study
population, compared with other population samples or study participants in similar age
groups,58-59 was considered to be advantageous in assessing its association. Overall, the
results of present study suggest that (1) luminal lipid modifiers may modify the association
of dietary fat with colorectal cancer, and (2) the association between dietary fat and
colorectal cancer, if any, is more likely through systemic or metabolic rather than luminal.
The former may partially explain the inconsistencies that have been observed in
epidemiologic studies over time and across populations. Intake of total dietary fat indeed has
been declining in the US for the past few decades while that of fiber and calcium been rather
increasing,60-63 which may have attenuated the associations with dietary fat. Potential
modest effect of TFA on risk of colorectal cancer also deserves further investigation.
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The novelty and impact of the paper

Our results suggest that populations with lower intake of luminal modifiers, i.e., calcium
and fiber, may have differential risks of colorectal cancer associated with dietary fatty
acid intake. This may partially explain the inconsistent epidemiologic observations on the
association between dietary fat and colorectal cancer over time and across populations.

Acknowledgments
This research was supported by a grant from National Institutes of Health R01-CA93817. The authors thank the
study participants for their generosity in donating time and biospecimens, the Metropolitan Detroit Cancer
Surveillance System for rapid case-ascertainment and Ms. Barbara Rusin, Dr. Maria Samerson and Ms. Ann
Bankowski for their excellent technical assistance.

References
1. WCRF / AICR. Food, Nutrition, physical activity and the prevention of cancer: global perspective.

AICR; Washington DC: 2007. p. 517
2. Alexander DD, Cushing CA, Lowe KA, Sceurman B, Roberts MA. Meta-analysis of animal fat or

animal protein intake and colorectal cancer. Am J Clin Nutr. 2009; 89:1402–9. [PubMed:
19261724]

3. Beresford SA, Johnson KC, Ritenbaugh C, Lasser NL, Snetselaar LG, Black HR, Anderson GL,
Assaf AR, Bassford T, Bowen D, Brunner RL, Brzyski RG, et al. Low-fat dietary pattern and risk of
colorectal cancer: the Women’s Health Initiative Randomized Controlled Dietary Modification
Trial. JAMA. 2006; 295:643–54. [PubMed: 16467233]

4. Narisawa T, Magadia NE, Weisburger JH, Wynder EL. Promoting effect of bile acids on colon
carcinogenesis after intrarectal instillation N-methyl-N’-nitro-N-nitrosoguanidine in rats. J Natl
Cancer Inst. 1974; 53:1093–7. [PubMed: 4427390]

5. Kolonel LN. Fat and cancer: the epidemiologic evidence in perspective. Adv Exp Med Biol. 1997;
422:1–19. [PubMed: 9361811]

6. Tsubura A, Yuri T, Yoshizawa K, Uehara N, Takada H. Role of fatty acids in malignancy and visual
impairment: epidemiological evidence and experimental studies. Histol Histopathol. 2009; 24:223–
34. [PubMed: 19085838]

7. Newmark HL, Wargovich MJ, Bruce WR. Colon cancer and dietary fat, phosphate, and calcium: a
hypothesis. J Natl Cancer Inst. 1984; 72:1323–5. [PubMed: 6587152]

8. Lapre JA, De Vries HT, Termont DSML, Kleibeuker JH, De Vries EGE, Van der Meer R.
Mechanism of the protective effect of supplemental dietary calcium on cytolytic activity of fecal
water. Cancer Res. 1993; 53:248–53. [PubMed: 8417817]

9. Govers MJAP, Termont DSML, Lapre JA, Kleibeuker JH, Vonk RJ, Van der Meer R. Calcium in
milk products precipitates intestinal fatty acids and secondary bile acids and thus inhibits colonic
cytotoxicity in humans. Cancer Res. 1996; 56:3270–5. [PubMed: 8764120]

10. Jensen CD, Haskell W, Whittam JH. Long-term effects of water-soluble dietary fiber in the
management of hypercholesterolemia in healthy men and women. Am J Cardiol. 1997; 79:34–7.
[PubMed: 9024732]

11. Vega-Lopez S, Vidal-Quintanar RL, Fernandez ML. Sex and hormonal status influence plasma
lipid response to psyllium. Am J Clin Nutr. 2001; 74:435–41. [PubMed: 11566640]

12. Block G, Woods M, Potosky A, Clifford C. Validation of a self-administered diet history
questionnaire using multiple diet records. J Clin Epidemiol. 1990; 43:1327–1335. [PubMed:
2254769]

13. Block G, Thompson FE, Hartman AM, Larkin FA, Guire KE. Comparison of two dietary
questionnaires validated against multiple dietary records collected during a 1-year period. J Am
Diet Assoc. 1992; 92:686–93. [PubMed: 1607564]

Kato et al. Page 8

Int J Cancer. Author manuscript; available in PMC 2011 August 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



14. Wirfält AK, Jeffery RW, Elmer PJ. Comparison of food frequency questionnaires: the reduced
Block and Willett questionnaires differ in ranking on nutrient intakes. Am J Epidemiol. 1998;
148:1148–56. [PubMed: 9867258]

15. Willett W, Stampfer MJ. Total energy intake: implications for epidemiologic analyses. Am J
Epidemiol. 1986; 124:17–27. [PubMed: 3521261]

16. Brown CC, Kipnis V, Freedman LS, Hartman AM, Schatzkin A, Wacholder S. Energy adjustment
methods for nutritional epidemiology: the effect of categorization. Am J Epidemiol. 1994;
139:323–38. [PubMed: 8116608]

17. Hu FB, Stampfer MJ, Rimm E, Ascherio A, Rosner BA, Spiegelman D, Willett WC. Dietary fat
and coronary heart disease: a comparison of approaches for adjusting for total energy intake and
modeling repeated dietary measurements. Am J Epidemiol. 1999; 149:531–40. [PubMed:
10084242]

18. Breslow, NE.; Day, NE. Statistical Methods in Cancer Research. Vol. Vol I: The Analysis of Case-
Control Studies. IARC; Lyon: 1980. p. 338IARC Scientific Publications No. 32

19. Chlebowski RT, Wactawski-Wende J, Ritenbaugh C, Hubbell FA, Ascensao J, Rodabough RJ,
Rosenberg CA, Taylor VM, Harris R, Chen C, Adams-Campbell LL, White E, et al. Estrogen plus
progestin and colorectal cancer in postmenopausal women. N Engl J Med. 2004; 350:991–1004.
[PubMed: 14999111]

20. Huxley RR, Ansary-Moghaddam A, Clifton P, Czernichow S, Parr CL, Woodward M. The impact
of dietary and lifestyle risk factors on risk of colorectal cancer: a quantitative overview of the
epidemiological evidence. Int J Cancer. 2009; 125:171–80. [PubMed: 19350627]

21. Kato I, Nomura A, Stemmermann GN, Chyou P-H. Prospective study of clinical gallbladder
disease and its association with obesity, physical activity, and other factors. Dig Dis Sci. 1992;
37:784–90. [PubMed: 1563324]

22. Slattery ML, Benson J, Ma K-N, Schaffer D, Potter JD. Trans-fatty acids and colon cancer. Nutr
Cancer. 2001; 39:170–5. [PubMed: 11759276]

23. Hall MN, Campos H, Li H, Sesso HD, Stampfer MJ, Willett WC, Ma J. Blood levels of long-chain
polyunsaturated fatty acids, aspirin, and the risk of colorectal cancer. Cancer Epidemiol
Biomarkers Prev. 2007; 16:314–21. [PubMed: 17301265]

24. Schatzkin A, Lanza E, Corle D, Lance P, Iber F, Caan B, Shike M, Weissfeld J, Burt R, Cooper
MR, Kikendall JW, Cahill J. Lack of effect of a low-fat, high-fiber diet on the recurrence of
colorectal adenomas. Polyp Prevention Trial Study Group. N Engl J Med. 2000; 342:1149–55.
[PubMed: 10770979]

25. Martínez ME, McPherson RS, Annegers JF, Levin B. Association of diet and colorectal
adenomatous polyps: dietary fiber, calcium, and total fat. Epidemiology. 1996; 7:264–8. [PubMed:
8728439]

26. De Stefani E, Mendilaharsu M, Deneo-Pellegrini H, Ronco A. Influence of dietary levels of fat,
cholesterol, and calcium on colorectal cancer. Nutr Cancer. 1997; 29:83–9. [PubMed: 9383789]

27. Micha R, Mozaffarian D. Trans fatty acids: effects on cardiometabolic health and implications for
policy. Prostaglandins Leukot Essent Fatty Acids. 2008; 79:147–52. [PubMed: 18996687]

28. Micha R, Mozaffarian D. Trans fatty acids: effects on metabolic syndrome, heart disease and
diabetes. Nat Rev Endocrinol. 2009; 5:335–44. [PubMed: 19399016]

29. Thompson AK, Shaw DI, Minihane AM, Williams CM. Trans-fatty acids and cancer: the evidence
reviewed. Nutr Res Rev. 2008; 21:174–88. [PubMed: 19087370]

30. McKelvey W, Greenland S, Chen MJ, Longnecker MP, Frankl HD, Lee ER, Haile RW. A case-
control study of colorectal adenomatous polyps and consumption of foods containing partially
hydrogenated oils. Cancer Epidemiol Biomarkers Prev. 1999; 8:519–24. [PubMed: 10385142]

31. Theodoratou E, McNeill G, Cetnarskyj R, Farrington SM, Tenesa A, Barnetson R, Porteous M,
Dunlop M, Campbell H. Dietary fatty acids and colorectal cancer: a case-control study. Am J
Epidemiol. 2007; 166:181–95. [PubMed: 17493949]

32. Owen RW, Weisgerber UM, Carr J, Harrison MH. Analysis of calcium-lipid complexes in faeces.
Eur J Cancer Prev. 1995; 4:247–55. [PubMed: 7647693]

33. Gacs G, Barltrop D. Significance of Ca-soap formation for calcium absorption in the rat. Gut.
1997; 18:64–8. [PubMed: 838405]

Kato et al. Page 9

Int J Cancer. Author manuscript; available in PMC 2011 August 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



34. Valenzuela A, Morgado N. Trans fatty acid isomers in human health and in the food industry. Biol
Res. 1999; 32:273–87. [PubMed: 10983247]

35. Aguanno JJ, Ladenson JH. Influence of fatty acids on the binding of calcium to human albumin.
Correlation of binding and conformation studies and evidence for distinct differences between
unsaturated fatty acids and saturated fatty acids. J Biol Chem. 1982; 257:8745–8. [PubMed:
7096331]

36. Tardy AL, Lambert-Porcheron S, Malpuech-Brugère C, Giraudet C, Rigaudière JP, Laillet B,
Leruyet P, Peyraud JL, Boirie Y, Laville M, Michalski MC, Chardigny JM, et al. Dairy and
industrial sources of trans fat do not impair peripheral insulin sensitivity in overweight women.
Am J Clin Nutr. 2009; 90:88–94. [PubMed: 19474135]

37. Chardigny JM, Destaillats F, Malpuech-Brugère C, Moulin J, Bauman DE, Lock AL, Barbano
DM, Mensink RP, Bezelgues JB, Chaumont P, Combe N, Cristiani I, et al. Do trans fatty acids
from industrially produced sources and from natural sources have the same effect on
cardiovascular disease risk factors in healthy subjects? Results of the trans Fatty Acids
Collaboration (TRANSFACT) study. Am J Clin Nutr. 2008; 87:558–66. [PubMed: 18326592]

38. Harris WS, Mozaffarian D, Lefevre M, Toner CD, Colombo J, Cunnane SC, Holden JM, Klurfeld
DM, Morris MC, Whelan J. Towards establishing dietary reference intakes for eicosapentaenoic
and docosahexaenoic acids. J Nutr. 2009; 139:804S–19S. [PubMed: 19244379]

39. Roynette CE, Calder PC, Dupertuis YM, Pichard C. n-3 polyunsaturated fatty acids and colon
cancer prevention. Clin Nutr. 2004; 23:139–51. [PubMed: 15030953]

40. Calviello G, Serini S, Piccioni E. n-3 polyunsaturated fatty acids and the prevention of colorectal
cancer: molecular mechanisms involved. Curr Med Chem. 2007; 14:3059–69. [PubMed:
18220742]

41. Petrik MB, McEntee MF, Johnson BT, Obukowicz MG, Whelan J. Highly unsaturated (n-3) fatty
acids, but not alpha-linolenic, conjugated linoleic or gamma-linolenic acids, reduce tumorigenesis
in Apc(Min/+) mice. J Nutr. 2000; 130:2434–43. [PubMed: 11015469]

42. Andersen G, Harnack K, Erbersdobler HF, Somoza V. Dietary eicosapentaenoic acid and
docosahexaenoic acid are more effective than alpha-linolenic acid in improving insulin sensitivity
in rats. Ann Nutr Metab. 2008; 52:250–6. [PubMed: 18562792]

43. Simopoulos AP. The importance of the omega-6/omega-3 fatty acid ratio in cardiovascular disease
and other chronic diseases. Exp Biol Med. 2008; 233:674–88.

44. Harris WS, Mozaffarian D, Rimm E, Kris-Etherton P, Rudel LL, Appel LJ, Engler MM, Engler
MB, Sacks F. Omega-6 fatty acids and risk for cardiovascular disease: a science advisory from the
American Heart Association Nutrition Subcommittee of the Council on Nutrition, Physical
Activity, and Metabolism; Council on Cardiovascular Nursing; and Council on Epidemiology and
Prevention. Circulation. 2009; 119:902–7. [PubMed: 19171857]

45. Hooper L, Thompson RL, Harrison RA, Summerbell CD, Ness AR, Moore HJ, Worthington HV,
Durrington PN, Higgins JP, Capps NE, Riemersma RA, Ebrahim SB, et al. Risks and benefits of
omega 3 fats for mortality, cardiovascular disease, and cancer: systematic review. BMJ. 2006;
332:752–60. [PubMed: 16565093]

46. Geelen A, Schouten JM, Kamphuis C, Stam BE, Burema J, Renkema JM, Bakker EJ, van’t Veer P,
Kampman E. Fish consumption, n-3 fatty acids, and colorectalcancer: a meta-analysis of
prospective cohort studies. Am J Epidemiol. 2007; 166:1116–25. [PubMed: 17823383]

47. Hall MN, Chavarro JE, Lee IM, Willett WC, Ma J. A 22-year prospective study of fish, n-3 fatty
acid intake, and colorectal cancer risk in men. Cancer Epidemiol Biomarkers Prev. 2008; 17:1136–
43. [PubMed: 18483335]

48. Nkondjock A, Shatenstein B, Maisonneuve P, Ghadirian P. Assessment of risk associated with
specific fatty acids and colorectal cancer among French-Canadians in Montreal: a case-control
study. Int J Epidemiol. 2003; 32:200–9. [PubMed: 12714537]

49. Zock PL, Katan MB. Linoleic acid intake and cancer risk: a review andmeta-analysis. Am J Clin
Nutr. 1998; 68:142–53. [PubMed: 9665108]

50. Pot GK, Geelen A, van Heijningen EM, Siezen CL, van Kranen HJ, Kampman E. Opposing
associations of serum n-3 and n-6 polyunsaturated fatty acids with colorectal adenoma risk: an
endoscopy-based case-control study. Int J Cancer. 2008; 123:1974–7. [PubMed: 18661525]

Kato et al. Page 10

Int J Cancer. Author manuscript; available in PMC 2011 August 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



51. Kuriki K, Wakai K, Hirose K, Matsuo K, Ito H, Suzuki T, Saito T, Kanemitsu Y, Hirai T, Kato T,
Tatematsu M, Tajima K. Risk of colorectal cancer is linked to erythrocyte compositions of fatty
acids as biomarkers for dietary intakes of fish, fat, and fatty acids. Cancer Epidemiol Biomarkers
Prev. 2006; 15:1791–8. [PubMed: 17035384]

52. Schloss I, Kidd MS, Tichelaar HY, Young GO, O’Keefe SJ. Dietary factors associated with a low
risk of colon cancer in coloured west coast fishermen. S Afr Med J. 1997; 87:152–8. [PubMed:
9107220]

53. Sackett DL. Bias in analytic research. J Chron Dis. 1979; 32:51–63. [PubMed: 447779]
54. Teschke K, Smith JC, Olshan AF. Evidence of recall bias in volunteered vs. prompted responses

about occupational exposures. Am J Ind Med. 2000; 38:385–8. [PubMed: 10982978]
55. Kipnis V, Subar AF, Midthune D, Freedman LS, Ballard-Barbash R, Troiano RP, Bingham S,

Schoeller DA, Schatzkin A, Carroll RJ. Structure of dietary measurement error: results of the
OPEN biomarker study. Am J Epidemiol. 2003; 158:14–21. [PubMed: 12835281]

56. Vandenlangenberg GM, Mares-Perlman JA, Brady WE, Klein BEK, Klein R, Palta M, Block Gl.
Incorporating fat-modified foods into a food frequency questionnaire improves classification of fat
intake. J Am Diet Assoc. 1997; 97:860–6. [PubMed: 9259707]

57. Lemaitre RN, King IB, Patterson RE, Psaty BM, Kestin M, Heckbert SR. Assessment of trans-fatty
acid intake with a food frequency questionnaire and validation with adipose tissue levels of trans-
fatty acids. Am J Epidemiol. 1998; 148:1085–93. [PubMed: 9850131]

58. Allison DB, Egan SK, Barraj LM, Caughman C, Infante M, Heimbach JT. Estimated intakes of
trans fatty and other fatty acids in the US population. J Am Diet Assoc. 1999; 99:166–74.
[PubMed: 9972183]

59. Ervin RB, Wright JD, Wang CY, Kennedy-Stephenson J. Dietary intake of fats and fatty acids for
the United States population: 1999-2000. Adv Data. 2004; 348:1–6. [PubMed: 15587902]

60. Briefel RR, Johnson CL. Secular trends in dietary intake in the United States. Annu Rev Nutr.
2004; 24:401–31. [PubMed: 15189126]

61. Lanza E, Jones DY, Block G, Kessler L. Dietary fiber intake in the US population. Am J Clin Nutr.
1987; 46:790–7. [PubMed: 2823592]

62. Alaimo K, McDowell MA, Briefel RR, Bischof AM, Caughman CR, Loria CM, Johnson CL.
Dietary intake of vitamins, minerals, and fiber of persons ages 2 months and over in the United
States: Third National Health and Nutrition Examination Survey, Phase 1, 1988-91. Adv Data.
1994; 258:1–28. [PubMed: 10138938]

63. Howarth NC, Huang TT, Roberts SB, McCrory MA. Dietary fiber and fat are associated with
excess weight in young and middle-aged US adults. J Am Diet Assoc. 2005; 105:1365–72.
[PubMed: 16129077]

Kato et al. Page 11

Int J Cancer. Author manuscript; available in PMC 2011 August 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 12

Ta
bl

e 
I

N
ut

rit
io

na
l p

ro
fil

e 
of

 th
e 

st
ud

y 
po

pu
la

tio
n

O
ve

ra
ll 

(N
=2

66
4)

C
as

es
 (N

=1
16

3)
C

on
tr

ol
s (

N
=1

50
1)

N
ut

ri
tio

na
l c

ha
ra

ct
er

is
tic

s
U

ni
t

M
ed

ia
n

(Q
ua

rt
ile

 r
an

ge
)

M
ed

ia
n

(Q
ua

rt
ile

 r
an

ge
)

M
ed

ia
n

(Q
ua

rt
ile

 r
an

ge
)

P-
va

lu
es

To
ta

l e
ne

rg
y

K
ca

l/d
ay

20
40

( 1
58

1 
- 2

69
1 

)
20

85
( 1

60
6 

- 2
80

1 
)

20
23

( 1
56

3 
- 2

61
8 

)
0.

00
4

Pr
ot

ei
n 

en
er

gy
%

14
.8

( 1
3.

0 
- 1

6.
9 

)
14

.6
( 1

2.
7 

- 1
6.

7 
)

15
.0

( 1
3.

2 
- 1

7.
0 

)
0.

00
2

C
ar

bo
hy

dr
at

e 
en

er
gy

%
47

.8
( 4

2.
3 

- 5
3.

1 
)

47
.6

( 4
2.

4 
- 5

2.
6 

)
48

.0
( 4

2.
2 

- 5
3.

4 
)

0.
30

6

Fa
t e

ne
rg

y
%

37
.4

( 3
2.

8 
- 4

2.
1 

)
37

.8
( 3

3.
2 

- 4
2.

0 
)

37
.1

( 3
2.

3 
- 4

2.
4 

)
0.

18
4

En
er

gy
-a

dj
us

te
d 

in
ta

ke

To
ta

l f
at

g/
da

y
96

.0
5

( 8
6.

21
 - 

10
6.

46
 )

96
.5

4
( 8

6.
73

 - 
10

6.
11

 )
95

.5
9

( 8
5.

99
 - 

10
6.

86
 )

0.
58

3

Sa
tu

ra
te

d 
fa

tty
 a

ci
ds

g/
da

y
28

.6
6

( 2
5.

18
 - 

32
.3

2 
)

28
.7

5
( 2

5.
51

 - 
32

.3
6 

)
28

.6
1

( 2
4.

86
 - 

32
.3

2 
)

0.
20

0

ci
s-

M
U

FA
g/

da
y

36
.3

1
( 3

1.
90

 - 
40

.6
6 

)
36

.1
7

( 3
2.

00
 - 

40
.6

6 
)

36
.3

3
( 3

1.
81

 - 
40

.6
7 

)
0.

51
7

O
m

eg
a-

6 
PU

FA
g/

da
y

20
.2

1
( 1

6.
68

 - 
24

.4
2 

)
19

.9
5

( 1
6.

30
 - 

24
.3

1 
)

20
.3

9
( 1

6.
91

 - 
24

.6
0 

)
0.

01
9

O
m

eg
a-

3 
PU

FA
g/

da
y

1.
97

( 1
.6

6 
- 2

.4
1 

)
1.

96
( 1

.6
5 

- 2
.4

0 
)

1.
98

( 1
.6

7 
- 2

.4
2 

)
0.

50
3

Tr
an

s f
at

ty
 a

ci
d

g/
da

y
7.

71
( 6

.1
3 

- 9
.2

4 
)

7.
86

( 6
.2

7 
- 9

.6
2 

)
7.

60
( 6

.0
4 

- 9
.0

4 
)

0.
00

4

C
al

ci
um

m
g/

da
y

89
9.

6
( 6

88
.5

 - 
13

07
.7

 )
85

8.
1

( 6
62

.1
 - 

11
64

 )
94

6.
0

( 7
11

.7
 - 

14
17

 )
<0

.0
01

Fi
be

r
g/

da
y

18
.5

9
( 1

5.
45

 - 
22

.8
9 

)
18

.0
2

( 1
4.

91
 - 

21
.9

9 
)

19
.0

3
( 1

6.
00

 - 
23

.5
9 

)
<0

.0
01

A
lc

oh
ol

dr
in

ks
/w

ee
k

0.
23

( 0
 - 

3.
74

 )
0.

20
( 0

 - 
4.

06
 )

0.
23

( 0
 - 

3.
55

 )
0.

86
9

B
od

y 
m

as
s i

nd
ex

kg
/m

2
27

.4
6

( 2
4.

43
 - 

31
.5

4 
)

28
.0

0
( 2

4.
90

 - 
31

.9
3 

)
27

.2
9

( 2
4.

39
 - 

31
.2

 )
0.

00
4

M
U

FA
:M

on
o 

un
sa

tu
ra

te
d 

fa
tty

 a
ci

ds
, P

U
FA

: p
ol

y 
un

sa
tu

ra
te

d 
fa

tty
 a

ci
ds

P-
va

le
s f

or
 d

iff
er

en
ce

s b
et

w
ee

n 
th

e 
ca

se
s a

nd
 c

on
tro

ls
 b

as
ed

 o
n 

th
e 

W
ilc

ox
on

 ra
nk

-s
um

 te
st

Int J Cancer. Author manuscript; available in PMC 2011 August 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 13

Ta
bl

e 
II

B
i-v

ar
ia

bl
e 

an
d 

m
ul

tiv
ar

ia
bl

e 
od

ds
 ra

tio
s (

O
R

) a
nd

 9
6%

 c
on

fid
en

ce
 in

te
rv

al
s (

C
I)

 fo
r c

ol
or

ec
ta

l c
an

ce
r a

cc
or

di
ng

 to
 q

ua
rti

le
 le

ve
ls

 o
f d

ie
ta

ry
 fa

tty
 a

ci
d

in
ta

ke

D
ie

ta
ry

 fa
tty

 a
ci

ds
N

o 
of

ca
se

s/
co

nt
ro

ls
O

R
1

95
%

 C
I

O
R

2
95

%
 C

I

To
ta

l f
at

28
5/

38
1

1.
00

-
1.

00
-

28
0/

38
6

1.
00

(0
.8

0-
1.

24
)

0.
89

(0
.7

1-
1.

11
)

31
7/

34
9

1.
24

(1
.0

0-
1.

55
)

1.
08

(0
.8

6-
1.

36
)

28
1/

38
5

0.
99

(0
.7

9-
1.

23
)

0.
84

(0
.6

7-
1.

06
)

P=
0.

72
5

P=
0.

30
7

Sa
tu

ra
te

d 
fa

tty
 a

ci
ds

26
7/

39
9

1.
00

-
1.

00
-

30
1/

36
5

1.
26

(1
.0

2-
1.

57
)

1.
10

(0
.8

8-
1.

38
)

30
3/

36
3

1.
26

(1
.0

2-
1.

57
)

1.
03

(0
.8

2-
1.

30
)

29
2/

37
4

1.
15

(0
.9

2-
1.

43
)

0.
95

(0
.7

5-
1.

21
)

P=
0.

24
6

P=
0.

58
3

ci
s M

U
FA

28
1/

38
5

1.
00

-
1.

00
-

30
2/

36
4

1.
15

(0
.9

2-
1.

43
)

1.
06

(0
.8

4-
1.

32
)

29
0/

37
6

1.
07

(0
.8

6-
1.

32
)

0.
91

(0
.7

3-
1.

14
)

29
0/

37
6

1.
05

(0
.8

4-
1.

30
)

0.
94

(0
.7

4-
1.

18
)

P=
0.

82
9

P=
0.

39
1

O
m

eg
a-

6 
PU

FA
32

2/
34

4
1.

00
-

1.
00

-

28
6/

38
0

0.
84

(0
.6

8-
1.

04
)

0.
81

(0
.6

5-
1.

02
)

27
2/

39
4

0.
77

(0
.6

2-
0.

96
)

0.
75

(0
.6

0-
0.

94
)

28
3/

38
3

0.
81

(0
.6

6-
1.

01
)

0.
81

(0
.6

5-
1.

02
)

P=
0.

06
8

P=
0.

08
8

O
m

eg
a-

3 
PU

FA
29

6/
37

0
1.

00
-

1.
00

-

29
5/

37
1

1.
02

(0
.8

2-
1.

27
)

0.
96

(0
.7

7-
1.

20
)

28
7/

37
9

0.
97

(0
.7

8-
1.

20
)

0.
90

(0
.7

2-
1.

12
)

28
5/

38
1

0.
96

(0
.7

7-
1.

19
)

0.
92

(0
.7

3-
1.

15
)

P=
0.

60
9

P=
0.

41
4

Tr
an

s f
at

ty
 a

ci
ds

27
1/

39
5

1.
00

-
1.

00
-

27
7/

38
9

1.
07

(0
.8

3-
1.

34
)

0.
99

(0
.7

9-
1.

25
)

Int J Cancer. Author manuscript; available in PMC 2011 August 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 14

D
ie

ta
ry

 fa
tty

 a
ci

ds
N

o 
of

ca
se

s/
co

nt
ro

ls
O

R
1

95
%

 C
I

O
R

2
95

%
 C

I

28
9/

37
7

1.
17

(0
.9

4-
1.

46
)

0.
99

(0
.7

9-
1.

25
)

32
6/

34
0

1.
46

(1
.1

7-
1.

59
)

1.
17

(0
.9

3-
1.

48
)

P<
0.

00
1

P=
0.

17
6

M
U

FA
:M

on
o 

un
sa

tu
ra

te
d 

fa
tty

 a
ci

ds
, P

U
FA

: p
ol

y 
un

sa
tu

ra
te

d 
fa

tty
 a

ci
ds

O
R

11
: a

dj
us

te
d 

fo
r g

en
de

r

O
R

2:
 a

dj
us

te
d 

fo
r a

ge
, g

en
de

r, 
sp

ec
im

en
 ty

pe
 (b

lo
od

 v
s. 

ot
he

rs
), 

to
ta

l c
al

ci
um

 a
nd

 d
ie

ta
ry

 fi
be

r i
nt

ak
e,

 p
hy

si
ca

l a
ct

iv
iti

es
 in

 th
ei

r 3
0s

, b
od

y 
m

as
s i

nd
ex

, f
am

ily
 h

is
to

ry
 o

f c
ol

or
ec

ta
l c

an
ce

r, 
pa

ck
-y

ea
rs

 o
f

ci
ga

re
tte

 sm
ok

in
g 

an
d 

po
st

m
en

op
au

sa
l h

or
m

on
e 

us
e 

(w
om

en
), 

hi
gh

es
t e

du
ca

tio
n 

ac
hi

ev
ed

 a
nd

 N
SA

ID
 u

se
.

P-
va

lu
es

 fo
r a

 li
ne

ar
 tr

en
d 

w
ith

 th
e 

m
ed

ia
n 

in
ta

ke
 o

f e
ac

h 
qu

ar
til

e 
le

ve
l

Int J Cancer. Author manuscript; available in PMC 2011 August 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 15

Ta
bl

e 
III

M
ul

tiv
ar

ia
bl

e 
od

ds
 ra

tio
s a

nd
 9

5%
 c

on
fid

en
ce

 in
te

rv
al

s (
C

I)
 fo

r c
ol

or
ec

ta
l c

an
ce

r a
cc

or
di

ng
 to

 q
ua

rti
le

 le
ve

ls
 o

f d
ie

ta
ry

 fa
tty

 a
ci

d 
in

ta
ke

 st
ra

tif
ie

d 
by

 to
ta

l
ca

lc
iu

m
 in

ta
ke

 a
t m

ed
ia

n

B
el

ow
 M

ed
ia

n
A

bo
ve

 m
ed

ia
n

D
ie

ta
ry

 fa
tty

 a
ci

ds
N

o 
of

ca
se

s/
co

nt
ro

ls
O

R
95

%
 C

I
N

o 
of

ca
se

s/
co

nt
ro

ls
O

R
95

%
 C

I

To
ta

l f
at

12
3/

13
1

1.
00

-
16

2/
25

0
1.

00
-

(P
=0

.6
86

)
14

7/
16

6
0.

92
(0

.6
5-

1.
29

)
13

3/
22

0
0.

89
(0

.6
5-

1.
20

)

19
2/

17
2

1.
18

(0
.8

5-
1.

64
)

12
5/

17
7

0.
97

(0
.7

1-
1.

34
)

17
5/

22
6

0.
80

(0
.5

8-
1.

11
)

10
6/

15
9

0.
92

(0
.6

5-
1.

29
)

P=
0.

26
8

P=
0.

69
8

Sa
tu

ra
te

d 
fa

tty
 a

ci
ds

14
3/

15
2

1.
00

-
12

4/
24

7
1.

00
-

(P
=0

.2
24

)
17

1/
18

1
0.

94
(0

.6
8-

1.
30

)
13

0/
18

4
1.

27
(0

.9
2-

1.
77

)

17
0/

18
9

0.
82

(0
.6

0-
1.

14
)

13
3/

17
4

1.
31

(0
.9

4-
1.

84
)

15
3/

17
3

0.
80

(0
.5

7-
1.

13
)

13
9/

20
1

1.
10

(0
.7

8-
1.

55
)

P=
0.

15
4

P=
0.

60
4

ci
s M

U
FA

11
6/

13
9

1.
00

-
16

5/
24

6
1.

00
-

(P
=0

.8
10

)
16

4/
15

0
1.

31
(0

.9
3-

1.
84

)
13

8/
21

4
0.

92
(0

.6
8-

1.
25

)

17
4/

19
0

1.
08

(0
.7

8-
1.

50
)

11
6/

18
6

0.
78

(0
.5

6-
1.

07
)

18
3/

21
6

1.
02

(0
.7

4-
1.

41
)

10
7/

16
0

0.
94

(0
.6

8-
1.

32
)

P=
0.

66
8

P=
0.

50
4

O
m

eg
a-

6 
PU

FA
15

1/
12

8
1.

00
-

17
1/

21
6

1.
00

-

(P
=0

.5
06

)
15

4/
16

8
0.

82
(0

.5
9-

1.
14

)
13

2/
21

2
0.

82
(0

.6
0-

1.
12

)

14
9/

19
7

0.
68

(0
.4

9-
0.

94
)

12
3/

19
7

0.
85

(0
.6

2-
1.

16
)

18
3/

20
2

0.
86

(0
.6

2-
1.

18
)

10
0/

18
1

0.
74

(0
.5

3-
1.

03
)

P=
0.

42
8

P=
0.

09
6

O
m

eg
a-

3 
PU

FA
14

6/
13

8
1.

00
-

15
0/

23
2

1.
00

-

(P
=0

.3
37

)
15

8/
16

8
0.

88
(0

.6
3-

1.
22

)
13

7/
20

3
1.

02
(0

.7
5-

1.
40

)

17
1/

18
8

0.
87

(0
.6

3-
1.

20
)

11
6/

19
1

0.
89

(0
.6

5-
1.

23
)

16
2/

20
1

0.
79

(0
.5

8-
1.

09
)

12
3/

18
0

1.
03

(0
.7

5-
1.

42
)

P=
0.

17
6

P=
0.

97
2

Tr
an

s f
at

ty
 a

ci
ds

12
1/

15
6

1.
00

-
15

0/
23

9
1.

00
-

Int J Cancer. Author manuscript; available in PMC 2011 August 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 16

B
el

ow
 M

ed
ia

n
A

bo
ve

 m
ed

ia
n

D
ie

ta
ry

 fa
tty

 a
ci

ds
N

o 
of

ca
se

s/
co

nt
ro

ls
O

R
95

%
 C

I
N

o 
of

ca
se

s/
co

nt
ro

ls
O

R
95

%
 C

I

(P
=0

.0
85

)
13

5/
17

2
1.

00
(0

.7
1-

1.
41

)
14

2/
21

7
1.

02
(0

.7
5-

1.
38

)

16
1/

17
6

1.
15

(0
.8

2-
1.

60
)

12
8/

20
1

0.
89

(0
.6

5-
1.

23
)

22
0/

19
1

1.
37

(0
.9

9-
1.

88
)

10
6/

14
9

1.
00

(0
.7

0-
1.

39
)

P=
0.

02
9

P=
0.

77
3

M
U

FA
:M

on
o 

un
sa

tu
ra

te
d 

fa
tty

 a
ci

ds
, P

U
FA

: p
ol

y 
un

sa
tu

ra
te

d 
fa

tty
 a

ci
ds

. M
ed

ia
n 

= 
89

9.
6 

g

O
R

: a
dj

us
te

d 
fo

r a
ge

, g
en

de
r, 

bi
os

pe
ci

m
en

 ty
pe

 (b
lo

od
 v

s. 
ot

he
rs

), 
di

et
ar

y 
fib

er
, p

hy
si

ca
l a

ct
iv

iti
es

 in
 th

ei
r 3

0s
, b

od
y 

m
as

s i
nd

ex
, f

am
ily

 h
is

to
ry

 o
f c

ol
or

ec
ta

l c
an

ce
r, 

pa
ck

-y
ea

rs
 o

f c
ig

ar
et

te
 sm

ok
in

g 
an

d
po

st
m

en
op

au
sa

l h
or

m
on

e 
us

e 
(w

om
en

), 
hi

gh
es

t e
du

ca
tio

n 
ac

hi
ev

ed
, a

nd
 N

SA
ID

 u
se

.

P-
va

lu
es

 fo
llo

w
in

g 
th

e 
la

st
 O

R
s f

or
 e

ac
h 

fa
tty

 a
ci

d 
ar

e 
fo

r a
 li

ne
ar

 tr
en

d 
w

ith
 th

e 
m

ed
ia

n 
in

ta
ke

 o
f q

ua
rti

le
s o

f e
ac

h 
fa

tty
 a

ci
d 

an
d 

p-
va

lu
es

 in
 th

e 
pa

re
nt

he
se

s a
re

 fo
r i

nt
er

ac
tio

n 
w

ith
 c

al
ci

um

Int J Cancer. Author manuscript; available in PMC 2011 August 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 17

Ta
bl

e 
IV

M
ul

tiv
ar

ia
bl

e 
od

ds
 ra

tio
s a

nd
 9

5%
 c

on
fid

en
ce

 in
te

rv
al

s (
C

I)
 fo

r c
ol

or
ec

ta
l c

an
ce

r a
cc

or
di

ng
 to

 q
ua

rti
le

 le
ve

ls
 o

f d
ie

ta
ry

 fa
tty

 a
ci

d 
in

ta
ke

 st
ra

tif
ie

d 
by

di
et

ar
y 

fib
er

 in
ta

ke
 a

t m
ed

ia
n

B
el

ow
 M

ed
ia

n
A

bo
ve

 m
ed

ia
n

D
ie

ta
ry

 fa
tty

 a
ci

ds
N

o 
of

 c
as

es
/c

on
tr

ol
s

O
R

95
%

 C
I

N
o 

of
 c

as
es

/c
on

tr
ol

s
O

R
95

%
 C

I

To
ta

l f
at

14
3/

13
5

1.
00

-
14

2/
24

6
1.

00
-

(P
=0

.2
00

)
13

5/
15

6
0.

77
(0

.5
5-

1.
08

)
14

5/
23

0
1.

04
(0

.7
7-

1.
41

)

17
9/

17
8

0.
95

(0
.6

9-
1.

32
)

13
8/

17
1

1.
28

(0
.9

3-
1.

77
)

17
9/

22
7

0.
75

(0
.5

5-
1.

03
)

10
2/

15
8

0.
98

(0
.7

0-
1.

39
)

P=
0.

15
8

P=
0.

74
5

Sa
tu

ra
te

d 
fa

tty
 a

ci
ds

10
7/

10
9

1.
00

-
16

0/
29

0
1.

00
-

(P
=0

.2
12

)
14

3/
13

7
1.

03
(0

.7
2-

1.
49

)
15

8/
22

8
1.

18
(0

.8
8-

1.
58

)

17
6/

20
2

0.
88

(0
.6

2-
1.

24
)

12
7/

16
1

1.
25

(0
.9

1-
1.

71
)

21
0/

24
8

0.
90

(0
.6

4-
1.

26
)

82
/1

26
1.

04
(0

.7
3-

1.
47

)

P=
0.

41
0

P=
0.

56
1

ci
s M

U
FA

13
9/

14
9

1.
00

-
14

2/
23

6
1.

00
-

(P
=0

.4
31

)
15

1/
15

0
1.

06
(0

.7
6-

1.
48

)
15

1/
21

4
1.

11
(0

.8
1-

1.
51

)

17
5/

18
7

0.
98

(0
.7

1-
1.

35
)

11
5/

18
9

0.
87

(0
.6

3-
1.

21
)

17
1/

21
0

0.
88

(0
.6

4-
1.

21
)

11
9/

16
6

1.
06

(0
.7

6-
1.

49
)

P=
0.

33
7

P=
0.

98
8

O
m

eg
a-

6 
PU

FA
19

6/
17

7
1.

00
-

12
6/

16
7

1.
00

-

(P
=0

.0
68

)
16

9/
16

6
0.

89
(0

.6
6-

1.
21

)
11

7/
21

4
0.

73
(0

.5
2-

1.
03

)

14
1/

18
2

0.
69

(0
.5

1-
0.

94
)

13
1/

21
2

0.
81

(0
.5

8-
1.

13
)

13
0/

17
1

0.
69

(0
.5

0-
0.

95
)

15
3/

21
2

0.
95

(0
.6

8-
1.

32
)

P=
0.

01
1

P=
0.

84
4

O
m

eg
a-

3 
PU

FA
16

8/
16

0
1.

00
-

12
8/

21
0

1.
00

-

(P
=0

.0
29

)
17

5/
17

2
0.

94
(0

.6
7-

1.
29

)
12

0/
19

9
0.

94
(0

.6
8-

1.
31

)

16
0/

18
3

0.
82

(0
.6

0-
1.

12
)

12
7/

19
6

0.
97

(0
.7

0-
1.

34
)

13
3/

18
1

0.
72

(0
.5

3-
1.

00
)

15
2/

20
0

1.
16

(0
.8

4-
1.

60
)

P=
0.

03
3

P=
0.

28
2

Tr
an

s f
at

ty
 a

ci
ds

13
1/

14
1

1.
00

-
14

0/
25

4
1.

00
-

(P
=0

.9
03

)
14

1/
17

9
0.

85
(0

.6
1-

1.
19

)
13

6/
21

0
1.

14
(0

.8
3-

1.
56

)

Int J Cancer. Author manuscript; available in PMC 2011 August 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kato et al. Page 18

B
el

ow
 M

ed
ia

n
A

bo
ve

 m
ed

ia
n

D
ie

ta
ry

 fa
tty

 a
ci

ds
N

o 
of

 c
as

es
/c

on
tr

ol
s

O
R

95
%

 C
I

N
o 

of
 c

as
es

/c
on

tr
ol

s
O

R
95

%
 C

I

15
5/

18
9

0.
86

(0
.6

2-
1.

20
)

13
4/

18
8

1.
17

(0
.8

5-
1.

61
)

20
9/

18
7

1.
14

(0
.8

3-
1.

57
)

11
7/

15
3

1.
16

(0
.8

3-
1.

64
)

P=
0.

28
2

P=
0.

35
4

M
U

FA
:M

on
o 

un
sa

tu
ra

te
d 

fa
tty

 a
ci

ds
, P

U
FA

: p
ol

y 
un

sa
tu

ra
te

d 
fa

tty
 a

ci
ds

., 
M

ed
ia

n=
18

.6
g

O
R

: a
dj

us
te

d 
fo

r a
ge

, g
en

de
r, 

bi
os

pe
ci

m
en

 ty
pe

 (b
lo

od
 v

s. 
ot

he
rs

), 
to

ta
l c

al
ci

um
 in

ta
ke

, p
hy

si
ca

l a
ct

iv
iti

es
 in

 th
ei

r 3
0s

, b
od

y 
m

as
s i

nd
ex

, f
am

ily
 h

is
to

ry
 o

f c
ol

or
ec

ta
l c

an
ce

r, 
pa

ck
-y

ea
rs

 o
f c

ig
ar

et
te

 sm
ok

in
g

an
d 

po
st

m
en

op
au

sa
l h

or
m

on
e 

us
e 

(w
om

en
), 

hi
gh

es
t e

du
ca

tio
n 

ac
hi

ev
ed

, a
nd

 N
SA

ID
 u

se
.

P-
va

lu
es

 fo
llo

w
in

g 
th

e 
la

st
 O

R
s f

or
 e

ac
h 

fa
tty

 a
ci

d 
ar

e 
fo

r a
 li

ne
ar

 tr
en

d 
w

ith
 th

e 
m

ed
ia

n 
in

ta
ke

 o
f q

ua
rti

le
s o

f e
ac

h 
fa

tty
 a

ci
d 

an
d 

p-
va

lu
es

 in
 th

e 
pa

re
nt

he
se

s a
re

 fo
r i

nt
er

ac
tio

n 
w

ith
 fi

be
r

Int J Cancer. Author manuscript; available in PMC 2011 August 15.


