
Effects of supplemental vitamin D and calcium on biomarkers of
inflammation in colorectal adenoma patients: A randomized,
controlled clinical trial

Myfanwy H. Hopkins1,2, Joy Owen1, Thomas Ahearn1,2, Veronika Fedirko1,3, W. Dana
Flanders1,4, Dean P. Jones2,5, and Roberd M. Bostick1,2,3

1 Department of Epidemiology, Rollins School of Public Health, Emory University, Atlanta, GA
30322
2 Department of Nutrition and Health Sciences, Emory University, Atlanta, GA 30322
3 Winship Cancer Institute, Emory University, Atlanta, GA 30322
4 Department of Statistics, Rollins School of Public Health, Emory University, Atlanta, GA 30322
5 Department of Medicine, Division of Pulmonary, Allergy and Critical Care Medicine, Emory
University, Atlanta, GA 30322

Abstract
Vitamin D and calcium affect several pathways involved in inflammation, tumor growth, and
immune surveillance relevant to carcinogenesis. Also, epidemiologic evidence indicates that
calcium and vitamin D may reduce risk for colorectal adenomas and cancer. To investigate the
effects of calcium and vitamin D on biomarkers of inflammation in colorectal adenoma patients,
we conducted a pilot, randomized, double-blind, placebo-controlled, 2×2 factorial clinical trial
(n=92), of 2 g/day calcium and/or 800 IU/day vitamin D3 supplementation vs. placebo over six
months. Plasma concentrations of pro-inflammatory markers (CRP, TNF-α, IL-6, IL-1β, and IL-8)
and an anti-inflammatory marker (IL-10) were measured using enzyme-linked immunoassays.
After six months of treatment, in the vitamin D3 supplementation group, CRP decreased 32%
overall (p=0.11), 37% in men (p=0.05), and 41% among non-NSAID users (p=0.05) relative to
placebo. In the vitamin D3 supplementation group, TNF-α decreased 13%, IL-6 32%, IL-1β 50%,
and IL-8 15%; in the calcium supplementation group, IL-6 decreased 37%, IL-8 11%, and IL-1β
27%. Although these changes were not statistically significant, a combined inflammatory markers
z-score decreased 77% (p=0.003) in the vitamin D3 treatment group overall, 83% (p=0.01) among
men, and 48% among non-NSAID users (p=0.01). There was no evidence of synergy between
vitamin D3 and calcium or effects on IL-10. These preliminary results are consistent with a pattern
of reduction in tumor-promoting inflammation biomarkers with vitamin D3 or calcium
supplementation alone, and support further investigation of vitamin D3 as a chemopreventive
agent against inflammation and colorectal neoplasms.
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Introduction
Colorectal cancer (CRC) is the second leading cause of cancer mortality in the United States
and is consistently inversely associated with calcium intake and serum vitamin D levels (1–
9). Inflammation is intricately linked to the etiology of colorectal cancer, and may also be a
key in understanding the mechanisms linking calcium and vitamin D to colorectal cancer
risk reduction. Inflammatory conditions such as Crohn’s disease and ulcerative colitis are
established risk factors for colorectal cancer, nonsteroidal anti-inflammatory drug (NSAID)
use reduced both polyposis in FAP patients and sporadic colorectal adenoma recurrence in
clinical trials, and specific pro-inflammatory markers, such as C-reactive protein (CRP),
tumor necrosis factor-α (TNF-α), and interleukin-6 (IL-6), are elevated in inflammatory
bowel disease patients (10–14). These inflammatory markers are also associated with
neoplastic growth, higher tumor grade, and increased risk of mortality in colorectal cancer
patients (11, 12, 15–19). In addition, in a case-control study, risk factors for colorectal
adenomas, such as old age, smoking, and adiposity, were found to be associated with higher
levels of these inflammatory markers (10).

The mechanisms by which calcium is proposed to reduce risk for colorectal cancer are
closely related to inflammation. Calcium binds to free fatty acids and bile acids,
precipitating them from solution in the colon, which is hypothesized to reduce oxidative
stress and inflammation in the colon (20). Calcium also activates the calcium sensing
receptor, which is involved in cell-cycle events and differentiation, and promotes cell-cell
and cell-matrix adhesion (21, 22). Vitamin D, along with increasing the absorption of
calcium and regulating calcium homeostasis, also regulates more than 200 genes through the
vitamin D receptor (VDR). Activation of the VDR is involved in bile acid degradation,
direct transcriptional regulation of several inflammatory cytokines, cell cycle regulation,
DNA repair, differentiation, and apoptosis (22, 23).

Despite the basic science evidence, there are no published trials of the effects of vitamin D
and/or calcium supplementation on blood markers of inflammation in patients at risk for
developing colorectal cancer. To address this, we conducted a pilot, randomized, double-
blind, placebo-controlled 2×2 factorial chemoprevention trial of calcium and vitamin D3
supplementation, alone or in combination, versus placebo over six months to estimate their
effects on a panel of circulating pro- and anti-inflammatory markers in patients with a
history of sporadic colorectal adenoma. We hypothesized that vitamin D3 and calcium, alone
or in combination, would decrease tumor-promoting pro-inflammatory markers, and
increase tumor-inhibiting, anti-inflammatory markers.

Materials and Methods
This study was approved by the Emory University Institutional Review Board. Written
informed consent was obtained from each study participant.

Study population
The detailed protocol of study recruitment and procedures was published previously (24).
Briefly, study participants were recruited from the patient population attending the Digestive
Diseases Clinic of Emory University. Eligibility included age 30 to 75 years, in good
general health, capable of informed consent, and at least one pathology-confirmed sporadic
colon or rectal adenoma in the past 36 months. Exclusions included contraindications to
calcium or vitamin D3 supplementation or rectal biopsy procedures, and medical conditions,
habits, or medication usage that would otherwise interfere with the study (24).
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Clinical trial protocol
Between April 2005 and January 2006, potential participants attended an eligibility visit
during which they were interviewed, signed a consent form, completed questionnaires,
provided a blood sample, and were entered into a 30-day placebo run-in trial (24). Diet was
assessed with a semi-quantitative food frequency questionnaire (25). After the 30-day
placebo run-in trial, 92 participants without significant perceived side effects who had taken
at least 80% of their capsules during the run-in trial were eligible for randomization. Eligible
participants then underwent a baseline blood draw and rectal biopsy and were randomly
assigned (stratified by sex and nonsteroidal anti-inflammatory drug use) to the following
four treatment groups: a placebo control group (n = 23), a 2.0 g elemental calcium (1 g twice
daily as calcium carbonate) group (n = 23), an 800 IU vitamin D3 (400 IU twice daily) group
(n = 23), and a 2.0 g elemental calcium plus 800 IU vitamin D3 group (n = 23).

Study tablets were custom manufactured by Tishcon Corp. (Westbury, New York). The
corresponding supplement and placebo pills were identical in size, appearance, and taste.
The placebo was free of calcium, magnesium, vitamin D, and chelating agents. Additional
details and rationale for the doses and forms of calcium and vitamin D supplementation
were described previously (24).

Over the 6-month treatment period, participants attended follow-up visits at 2 and 6 months
after randomization and were contacted by telephone at monthly intervals between the
second and final follow-up visits. At follow-up visits, pill-taking adherence was assessed by
questionnaire, interview, and pill count. Adverse events were monitored by interview at each
study visit, interim telephone call, and questionnaires and graded according to NIH
Common Toxicity Criteria 2.0 and the likelihood that they were study related. Participants
were instructed to remain on their usual diet and not take any nutritional supplements not in
use on entry into the study. At each follow-up visit, participants were interviewed and
completed questionnaires. At the first and last visits, all participants underwent venipuncture
and a rectal biopsy procedure. Participants were asked to abstain from aspirin (but not non-
aspirin NSAIDs) use for 7 days before each biopsy/blood draw visit. All visits for a given
participant were scheduled at the same time of day to control for possible circadian
variability in the outcome measures. Factors hypothesized to be related to inflammatory
cytokines (e.g., diet and NSAID use) were assessed at baseline, several were reassessed at
the first follow-up visit, and all were reassessed at the final follow-up visit.

Peripheral venous blood samples were taken after the subject sat upright with their legs
uncrossed for five minutes. Blood was drawn into red-coated, pre-chilled vacutainer tubes
for whole blood, plasma, and serum, and then immediately placed on ice and shielded from
light. Blood fractions were aliquotted into amber-colored cryopreservation tubes, the air was
displaced with argon gas, and then the aliquots were immediately placed in a −80° C freezer
until analysis.

Inflammation biomarker analyses
All samples were blinded to treatment group and treated identically. A single enzyme linked
immunoassay (ELISA) (R&D systems, Minneapolis, MN) was used to measure CRP, in
duplicate, according to the manufacturer’s protocol. The average intra-assay coefficient of
variation (CV) for CRP was 6.6%. A High Sensitivity Multiplex enzyme linked
immunoassay (R&D systems, Minneapolis, MN) was used to measure TNF-α, IL-6, IL-1β,
IL-8, IL-5, IL-4, VEGF, IL-2, IL-10, IL-12, GM-CSF, and IFN-γ, in duplicate, according to
the manufacturer’s protocol. The average intra-assay coefficient of variation (CV) for TNF-
α was 11.5%, for IL-6 11.7%, for IL-1β 10.6%, for IL-8 7.9%, for IL-5 34.1%, for IL-4
39.4%, for VEGF 21.0%, for IL-2 45.0%, for IL-10 11.5%, for IL-12 24.5%, and for GM-
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CSF 38.5%. Low plasma cytokine concentrations create very high variability, and the results
for cytokines with CVs above 15% were considered too variable and inaccurate to be
reported.

Statistical analysis
Treatment groups were assessed for comparability of characteristics at baseline and final
follow-up by the Fisher’s exact test for categorical variables and ANOVA for continuous
variables. ELISA reliability was assessed using coefficients of variation.

Primary analyses were based on assigned treatment at the time of randomization regardless
of adherence (intent-to-treat analysis). Biomarker levels below the limits of detection were
assigned a value equal to the lower limit of detection for that biomarker. Variables not
normally distributed were transformed, as appropriate, before statistical testing. Mean
biomarker concentrations were calculated for each treatment group for the baseline and six-
month follow-up visits. Treatment effects were evaluated by assessing the differences in
biomarker concentrations from baseline to 6-months follow-up between each active
treatment group and the placebo group by a repeated-measures linear mixed effects model,
as implemented using the Proc MIXED procedure of the Statistical Analysis System (SAS,
version 9.2 Copyright© 2002–2008 by SAS Institute Inc., Cary, NC, USA). The model
included the intercept, indicators for treatment group and visit (baseline and follow-up), and
a treatment by visit interaction term. Study participant was treated as a random effect, and
absolute treatment effects were calculated and reported. A cutoff level of P ≤ 0.05 (two-
sided) was used for assessing statistical significance. Since concentrations of the measured
biomarkers in plasma are not widely familiar, to provide perspective on the magnitude of
treatment effects, relative effects were also calculated, defined as (treatment group follow-
up/treatment group baseline)/(placebo follow-up/placebo baseline) (24, 26). The relative
effect provides a conservative estimate of the average proportional change in the treatment
group relative to that in the placebo group. The interpretation of the relative effect is
somewhat analogous to that of an odds ratio (e.g., a relative effect of 2.0 means that the
relative proportional change in the treatment group was twice as great as that in the placebo
group). Stratified analyses were conducted to investigate potential differential treatment
effects by sex, age, BMI, and NSAID use.

To assess the effects of vitamin D3 and/or calcium supplementation on a summary score of
all the pro- and anti-inflammatory markers combined, a summary inflammation z-score was
calculated. This score was calculated as follows: first, a normalized z-score for each
individual biomarker value, with a mean of zero and standard deviation of 1.0, was
calculated as z = (x − μ)/σ, where x is a participant’s biomarker value at a given visit, and μ
and σ are the study population mean and standard deviation, respectively, at baseline; and
then the combined inflammation z-score for each participant at each trial visit was created
by summing the z-scores of each inflammatory marker (IL-10 was included with a negative
sign, because it has been shown to protect against colonic inflammation (27)). This
inflammation z-score was then analyzed as for the individual biomarkers.

Results
Study participants

Treatment groups were quite similar on characteristics measured at baseline (Table 1) or at
final follow-up (data not shown; in particular, there was no change in NSAID use by
treatment group over the course of the trial). The mean age of participants was 61 years,
70% were men, 71% were white, and 20% had a family history of colorectal cancer in a
first-degree relative. Adherence to visit attendance averaged 92% and did not differ
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significantly among the four treatment groups. On average, at least 80% of pills were taken
by 93% of participants at the first follow-up visit and 84% at the final follow-up visit. There
were no complications attributed to study procedures or treatments. Seven participants (8%)
were lost to follow-up due to perceived drug intolerance (n = 2), unwillingness to continue
participation (n = 3), physician’s advice (n = 1), and death attributed to cardiovascular
disease (n = 1). Participant dropouts from the trial included one person from the vitamin D3
supplementation group and two persons from each of other three groups.

At baseline, there were no significant differences between the four study groups in serum
25-OH-vitamin D. By study end, serum 25-OH-vitamin D levels statistically significantly
(p<0.0001) increased by 60% to 29.5 ng/ml in the vitamin D3 group and by 56% to 28.5 ng/
ml in the calcium plus vitamin D3 group relative to placebo (24).

Changes in CRP, TNF-α, IL-6, IL-1β, IL-8, and IL-10 plasma concentrations relative to
placebo in the calcium, vitamin D3, or combined supplementation groups are shown in Table
2. After six months of treatment, in the vitamin D3 supplementation group, CRP decreased
by 32%, TNF-α by 13%, IL-6 by 32%, IL-1β by 50%, and IL-8 by 15%, relative to placebo,
although these changes were not statistically significant. In the calcium supplementation
group, relative to placebo, CRP decreased 8%, IL-6 decreased 37%, IL-8 by 11%, and IL-1β
by 27%, although these changes were also not statistically significant. In the vitamin D3 plus
calcium supplementation group, IL-6 decreased by 8%, IL-8 by 13%, and IL-1β by 35%,
relative to placebo, although these changes were not statistically significant. IL-10 decreased
a minor non-significant amount in all active treatment groups.

The effects of vitamin D3 and/or calcium on the combined “inflammation z-score” of all
reported inflammatory markers (CRP, TNF-α, IL-6, IL-8, IL-1β, and IL-10) are summarized
in Table 3. An individual’s inflammation z-score allows for the calculation of an aggregate
score of all biomarkers by converting them to a comparable score, a z-score, and then
totaling the values for each individual. The overall inflammation z-score significantly
dropped 77% (p=0.003) in the vitamin D3 treatment group, 48% (p=0.18) in the calcium
treatment group, and 33% (p=0.40) in the combined treatment group relative to placebo.

Men and women have differences in their biochemical makeup (such as estrogen levels) that
could lead to differences in response to vitamin D and calcium supplementation; therefore,
we investigated potential differences in response by sex (Table 4). In men, CRP decreased
37% (p=0.05) in the vitamin D3 treatment group relative to placebo, but did not change
substantially in women. Similar to the results for CRP, the inflammation z-score statistically
significantly dropped in men (83%, p=0.01) but not in women in the vitamin D3 treatment
group relative to placebo. Changes in TNF-α, IL-6, IL-8, IL-1β, and IL-10 did not differ
substantially by sex (data not shown).

Since NSAID use may overwhelmingly affect inflammation pathways, we investigated the
effects of vitamin D3 and calcium among study participants who were not currently taking
NSAIDs (Table 4). In non-NSAID users, the decrease in CRP (41%; p=0.05) was slightly
stronger than in all participants combined (32%; p=0.11) in the vitamin D3 treatment group
relative to placebo. The inflammation z-score also decreased significantly by 58% (p=0.01)
among non-NSAID users in the vitamin D3 treatment group. Changes in TNF-α, IL-6, IL-8,
IL-1β, and IL-10 among non-NSAID users did not differ substantially from changes among
all participants combined (data not shown).

Discussion
The results from this pilot, randomized, controlled clinical trial suggest that supplementation
with vitamin D3 or calcium alone may decrease tumor-promoting pro-inflammatory markers
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in the plasma of sporadic colorectal adenoma patients. These findings are consistent with the
hypothesis that vitamin D3 or calcium may decrease inflammation in the colon, and thus
reduce risk for colorectal neoplasms. Consistent with previous findings in this same study on
oxidative DNA damage in the normal colorectal mucosa (28), our findings also suggest that
vitamin D3 combined with calcium may have a lesser treatment effect on pro-inflammatory
markers than do vitamin D3 or calcium alone.

Inflammation is intricately linked to the etiology of CRC, as evidenced by inflammatory
conditions of the colon, such as Crohn’s disease and ulcerative colitis, which are established
risk factors for the disease (29). Several inflammatory molecules, including CRP, TNF-α,
IL-6, and IL-8, were found to be higher in the blood of CRC patients than in controls (11,
12, 19), and have been associated with other risk factors for CRC, such as age, smoking, and
high BMI (10). In addition, CRP, TNF-α, and IL-6 are associated with higher tumor grade
and poorer prognosis (15, 19), and higher levels of CRP and IL-6 are associated with
increased mortality among colorectal cancer patients (11). In a case-control study,
polymorphisms in the genes for IL-6, TNF-α, IL-1β, and IL-8 that are linked to increased
expression of their corresponding cytokines were associated with increased adenoma risk
(18, 30). IL-1β is involved in COX-2 activation and activates the Wnt cell cycle activation
pathway, the primary pathway of colon cell proliferation (31). Vitamin D3 inhibited this
pathway in vitro by decreasing IL-1β production by macrophages, thus decreasing colon
carcinoma cell proliferation (31).

Calcium and vitamin D have several mechanisms of action relevant to our hypothesis that
they may decrease inflammatory markers and risk for CRC. Only about 30% of calcium is
absorbed in the GI tract, with the other 70% free to bind with and precipitate bile acids,
which have been shown to cause damage to epithelial cell membranes and produce an
inflammatory response in these cells (32, 33). This inflammatory response, in turn, may
represent a large source of circulating cytokines. Vitamin D, acting through the vitamin D
receptor, also reduces bile acids in the colon by increasing the bile acid catabolizing enzyme
CYP3A4 (21, 34). 1-25-(OH)2-vitamin D binding of the vitamin D receptor acts as a
transcriptional regulator to enhance IL-10 transcription, and represses several pro-
inflammatory cytokines, including IL-6, IL-8, and TNF-α (26, 35). In addition, the vitamin
D receptor, when activated by vitamin D, suppresses the transcription of RelB, a component
of the global transcriptional regulator NF-κB (36), a key regulator of inflammation and
response to oxidative stress and a downstream target of TNF-α (37). NF-κB induces the
transcription of inflammatory cytokines and anti-apoptotic proteins that together promote
cellular transformation and tumor formation (38). Mice lacking IL-10 quickly develop
inflammatory bowel disease, but supplementation with vitamin D3 ameliorated symptoms
and blocked the progression of the disease (27). Combined with this biological evidence, the
results of our study support vitamin D3 and calcium as possible inflammation-reducing
agents in humans.

Contrary to our original hypothesis, and the findings of some epidemiological and clinical
studies, we found no evidence for a greater than additive effect of combined
supplementation of calcium and vitamin D3 (28, 39–42). Our estimated treatment effects in
the calcium plus vitamin D3 group tended to be less than those for the individual agents. In
this same population, we previously reported that combined calcium and vitamin D3
supplementation may have lesser effects on colorectal epithelial apoptosis, differentiation,
and oxidative DNA damage than do calcium or vitamin D3 alone (24, 28, 43). These
statistically non-significant findings of a smaller treatment effect in the combined treatment
group may simply be due to chance because of our small sample size. However, given the
consistency of this pattern, it is possible that calcium and vitamin D negatively regulate one
another. 1,25-(OH)2-vitamin D3 regulates calcium absorption, and calcium suppresses 1,25-
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(OH)2-vitamin D3 synthesis by 1α-hydroxylase (44). One animal study found that high
calcium supplementation led to lower circulating levels of 25-OH-vitamin D (34); however,
in humans, risk of adenoma recurrence was only decreased by calcium supplementation in
individuals with higher serum 25-OH-vitamin D levels (40). In human colon carcinoma
cells, calcium and vitamin D synergistically enhanced the expression of E-cadherin;
however, the enhanced expression of p21 and p27 by calcium and vitamin D separately was
not changed with a combined treatment (45). Another possible explanation for the less than
additive effects of calcium plus vitamin D3 is that too little vitamin D3 was given. Although
800 IU daily vitamin D3 supplementation in this population statistically significantly raised
serum 25-OH-vitamin D levels, the mean in all treatment and placebo groups was below 32
ng/ml, the suggested level to be considered sufficient for this vitamin (24, 46). Taken
together, the combined effect of calcium and vitamin D3 on biomarkers of colon
carcinogenesis and inflammation in humans is unclear, and requires further clarification
through larger studies.

Calcium and vitamin D have several known and likely unknown downstream targets
involved in inflammation regulation as discussed above, and, therefore, biological effects of
these agents may be best measured using a combined detection method. We developed an
inflammation z-score to assess the inflammation status of an individual more
comprehensively, and then analyzed the effects of calcium and/or vitamin D3 on this
inflammation z-score. We hypothesized that vitamin D3 and/or calcium would affect this
inflammation z-score more substantially than any single measure of inflammation. Vitamin
D3, but not calcium or the two combined, significantly reduced the inflammation z-score in
this study population by 77% (p=0.003) relative to placebo. This finding suggests that
vitamin D3 may reduce inflammation in multi-factorial ways. Inflammatory markers,
including CRP, IL-6, and TNF-α, were found to be significantly higher in colorectal cancer
patients than in controls (11, 12, 19); however, it is not known whether these individual
markers are also elevated in colorectal adenoma patients. We propose the use of this
inflammation z-score to measure sub-clinical inflammation or to detect small changes in
multiple cytokines that combined may produce clinically important changes in inflammation
and risk for disease. Further investigation is needed, however, and this score should be
explored in cohort and case-control studies to investigate whether it is associated with risk
for colorectal adenomas or cancer, as well as in larger chemoprevention trials to investigate
its usefulness as an intervention response marker.

In our analysis stratified by sex, there was a significant reduction in CRP and the
inflammation z-score with vitamin D3 supplementation in men but not in women. There are
several possible explanations for this, the most obvious one being chance related to the small
sample size, especially in women. Another possible explanation is that most women in this
study were post-menopausal and not taking hormone replacement therapy, and, therefore,
likely had low estrogen levels. Estrogen supplementation was found to increase 1-25-(OH)2-
vitamin D signaling and down-regulate inflammation pathways in the rectal epithelium of
postmenopausal women (47). The findings of our study support the hypothesis that low
estrogen levels may interfere with response to vitamin D supplementation, VDR signaling,
and inflammatory pathways; however, larger studies are needed to investigate these issues
more definitively.

When only non-NSAID users were considered, CRP and the inflammation z-score were
found to be statistically significantly reduced with vitamin D3 supplementation. Other than
chance due to the small sample size, a possible explanation is that NSAIDs have powerful
effects on inflammation pathways that could mask effects of vitamin D3 or calcium.
NSAIDs largely reduce risk for colorectal cancer by blocking a major colon carcinogenesis
and inflammatory pathway enzyme, COX-2 (48, 49). Vitamin D supplementation effects on
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inflammation may only be detectable and important in individuals not already using
NSAIDs, although more investigation is needed to clarify this issue.

Our pilot study has several limitations and strengths. First, the sample size was small,
limiting the statistical power for detecting treatment effects. A second potential limitation to
the study is that all of the blood biomarker analyses except for CRP were done using a high-
sensitivity multiplex ELISA. While the low limit of detection allowed for a higher number
of samples with detectable analytes, the measurements may have been less reliable and
accurate than would have been found with non-multiplex ELISA. We accounted for this
lower accuracy of the ELISA by calculating coefficients of variation (CV), and did not
report data for those cytokines with a CV > 20%. Third, with the relatively low dose of
vitamin D3 supplementation, although serum 25-OH-vitamin D levels increased
significantly, the average serum levels did not reach the “sufficiency” range of above 32 ng/
ml (24, 46). Therefore, higher doses of supplemental vitamin D3 may produce more
definitive changes in pro-inflammatory markers.

Strengths of this study included the randomized, double-blind, placebo-controlled clinical
trial design; the high protocol adherence by the study participants; investigation of both the
individual and combined effects of calcium and vitamin D3; and the balance in the treatment
groups on many potential confounding risk factors for colorectal cancer and inflammation.

In summary, our preliminary findings suggest vitamin D3 or calcium alone may decrease
tumor-promoting pro-inflammatory markers in the plasma of sporadic colorectal adenoma
patients. Also, taken together with previous literature, this study supports further
investigation of a) vitamin D3 or calcium supplementation for reducing inflammatory
biomarkers in sporadic colorectal adenoma patients, b) our investigated biomarkers of
inflammation or a combined inflammation z-score as potential treatable biomarkers of risk
for colorectal cancer, and c) a larger trial with higher doses of vitamin D3 on biomarkers of
inflammation and risk for colorectal neoplasms.

Acknowledgments
This study was funded in part by grants from the NIH, the Franklin Foundation, and a Georgia Cancer Coalition
Distinguished Scholar Award (to RMB). We thank Bill Liang for equipment management and advice, Jill
Woodward for managing the trial, and all study participants for their time and dedication to the study.

Grant support: R01 CA104637/CA/NCI NIH HHS/United States; R03 CA136113/CA/NCI NIH HHS/United
States; The Franklin Foundation; a Georgia Cancer Coalition Distinguished Scholar Award (to R.M.B.). The NIH,
the Georgia Cancer Coalition, and the Franklin Foundation had no influence on the design of the study; the
collection, analysis, and interpretation of the data; the decision to submit the manuscript for publication; or the
writing of the manuscript.

References
1. Peters U, Chatterjee N, McGlynn KA, Schoen RE, Church TR, Bresalier RS, et al. Calcium intake

and colorectal adenoma in a US colorectal cancer early detection program. Am J Clin Nutr. 2004;
80(5):1358–65. [PubMed: 15531687]

2. Baron J, Beach M, Mandel JS, van Stolk RU, Haile RW, Sandler RS, et al. Calcium Polyp
Prevention Study Group. Calcium supplements for the prevention of colorectal adenomas. N Engl J
Med. 1999; 340(2):101–7. [PubMed: 9887161]

3. Oh K, Willett WC, Wu K, Fuchs CS, Giovannucci EL. Calcium and vitamin D intakes in relation to
risk of distal colorectal adenoma in women. Am J Epidemiol. 2007; 165(10):1178–86. [PubMed:
17379616]

4. Kesse E, Boutron-Ruault MC, Norat T, Riboli E, Clavel-Chapelon F. Dietary calcium, phosphorus,
vitamin D, dairy products and the risk of colorectal adenoma and cancer among French women of
the E3N-EPIC prospective study. Int J Cancer. 2005; 117(1):137–44. [PubMed: 15880532]

Hopkins et al. Page 8

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



5. Cho E, Smith-Warner SA, Spiegelman D, Beeson WL, van den Brandt PA, Colditz GA, et al. Dairy
foods, calcium, and colorectal cancer: a pooled analysis of 10 cohort studies. J Natl Cancer Inst.
2004; 96(13):1015–22. [PubMed: 15240785]

6. Bostick, R.; Goodman, M.; Sidelnikov, E. Calcium and vitamin D. In: Potter, JD.; Lindor, NM.,
editors. Genetics of colorectal cancer. New York (NY): Springer Science + Business Media; 2009.
p. 277-96.

7. Weingarten M, Zalmanovici A, Yaphe J. Dietary calcium supplementation for preventing colorectal
cancer and adenomatous polyps. Cochrane Database Syst Rev. 2008; 23(1):CD003548. [PubMed:
18254022]

8. Wei M, Garland CF, Gorham ED, Mohr SB, Giovannucci E. Vitamin D and prevention of colorectal
adenoma: a meta-analysis. Cancer Epidemiol Biomarkers Prev. 2008; 17(11):2958–69. [PubMed:
18990737]

9. Jemal A, Siegel R, Ward E, Hao Y, Xu J, Thun MJ. Cancer statistics, 2009. CA Cancer J Clin. 2009;
59(4):225–49. [PubMed: 19474385]

10. Kim S, Keku TO, Martin C, Galanko J, Woosley JT, Schroeder JC, et al. Circulating levels of
inflammatory cytokines and risk of colorectal adenomas. Cancer Res. 2008; 68(1):323–8.
[PubMed: 18172326]

11. Groblewska M, Mroczko B, Wereszczynska-Siemiatkowska U, Kedra B, Lukaszewicz M,
Baniukiewicz A, et al. Serum interleukin 6 (IL-6) and C-reactive protein (CRP) levels in colorectal
adenoma and cancer patients. Clin Chem Lab Med. 2008; 46(10):1423–8. [PubMed: 18844497]

12. Nikiteas NI, Tzanakis N, Gazouli M, Rallis G, Daniilidis K, Theodoropoulos G, et al. Serum IL-6,
TNFalpha and CRP levels in Greek colorectal cancer patients: prognostic implications. World J
Gastroenterol. 2005; 11(11):1639–43. [PubMed: 15786541]

13. Chung YC, Chang YF. Serum interleukin-6 levels reflect the disease status of colorectal cancer. J
Surg Oncol. 2003; 83(4):222–6. [PubMed: 12884234]

14. Potter J. Colorectal cancer: molecules and populations. J Natl Cancer Inst. 1999; 91(11):916–32.
[PubMed: 10359544]

15. Szlosarek P, Balkwill FR. Tumour necrosis factor alpha: a potential target for the therapy of solid
tumours. Lancet Oncol. 2003; 4(9):565–73. [PubMed: 12965278]

16. Mumm JB, Oft M. Cytokine-based transformation of immune surveillance into tumor-promoting
inflammation. Oncogene. 2008; 27(45):5913–9. [PubMed: 18836472]

17. Heikkilä K, Ebrahim S, Lawlor DA. Systematic review of the association between circulating
interleukin-6 (IL-6) and cancer. Eur J cancer. 2008; 44(7):937–45. [PubMed: 18387296]

18. Landi S, Moreno V, Gioia-Patricola L, Guino E, Navarro M, de Oca J, Capella G, Canzian F.
Bellvitge Colorectal Cancer Study Group. Association of common polymorphisms in
inflammatory genes interleukin (IL)6, IL8, tumor necrosis factor alpha, NFKB1, and peroxisome
proliferator-activated receptor gamma with colorectal cancer. Cancer Res. 2003; 63(13):3560–6.
[PubMed: 12839942]

19. Kaminska J, Nowacki MP, Kowalska M, Rysinska A, Chwalinski M, Fuksiewicz M, et al. Clinical
significance of serum cytokine measurements in untreated colorectal cancer patients: soluble
tumor necrosis factor receptor type I--an independent prognostic factor. Tumour Biol. 2005; 26(4):
186–94. [PubMed: 16006772]

20. Newmark H, Lipkin M. Calcium, vitamin D, and colon cancer. Cancer Res. 1992; 52(7 Suppl):
2067s–70s. [PubMed: 1544142]

21. Lamprecht S, Lipkin M. Cellular mechanisms of calcium and vitamin D in the inhibition of
colorectal carcinogenesis. Ann N Y Acad Sci. 2001; 952:73–87. [PubMed: 11795445]

22. Lamprecht S, Lipkin M. Chemoprevention of colon cancer by calcium, vitamin D and folate:
molecular mechanisms. Nat Rev Cancer. 2003; 3(8):601–14. [PubMed: 12894248]

23. Ebert R, Schütze N, Adamski J, Jakob F. Vitamin D signaling is modulated on multiple levels in
health and disease. Mol Cell Endocrinol. 2006; 248(1–2):149–59. [PubMed: 16406653]

24. Fedirko V, Bostick RM, Flanders WD, Long Q, Shaukat A, Rutherford RE, et al. Effects of
vitamin D and calcium supplementation on markers of apoptosis in normal colon mucosa: a
randomized, double-blind, placebo-controlled clinical trial. Cancer Prev Res. 2009; 2(3):213–23.

Hopkins et al. Page 9

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



25. Willett WC, Sampson L, Browne ML, Stampfer MJ, Rosner B, Hennekens CH, et al. The use of a
self-administered questionnaire to assess diet four years in the past. Am J Epidemiol. 1988;
127(1):188–99. [PubMed: 3337073]

26. Bostick R, Fosdick L, Wood JR, Grambsch P, Grandits GA, Lillemoe TJ, et al. Calcium and
colorectal epithelial cell proliferation in sporadic adenoma patients: a randomized, double-blinded,
placebo-controlled clinical trial. J Natl Cancer Inst. 1995; 87(17):1307–15. [PubMed: 7658483]

27. Nagpal S, Na S, Rathnachalam R. Noncalcemic actions of vitamin D receptor ligands. Endocr Rev.
2005; 26(5):662–87. [PubMed: 15798098]

28. Fedirko V, Bostick RM, Long Q, Flanders WD, McCullough ML, Sidelnikov E, et al. Effects of
supplemental vitamin D and calcium on oxidative DNA damage marker in normal colorectal
mucosa: a randomized clinical trial. Cancer Epidemiol Biomarkers Prev. 2009; 19(1):280–91.
[PubMed: 20056649]

29. Potter J, Slattery ML, Bostick RM, Gapstur SM. Colon cancer: a review of the epidemiology.
Epidemiol Rev. 1993; 15(2):499–545. [PubMed: 8174669]

30. Gunter M, Canzian F, Landi S, Chanock SJ, Sinha R, Rothman N. Inflammation-related gene
polymorphisms and colorectal adenoma. Cancer Epidemiol Biomarkers Prev. 2006; 15(6):1126–
31. [PubMed: 16775170]

31. Kaler P, Godasi BN, Augenlicht L, Klampfer. The NF-kappaB/AKT-dependent Induction of Wnt
Signaling in Colon Cancer Cells by Macrophages and IL-1beta. Cancer Microenviron. 2009;
25:25.

32. Bernstein H, Bernstein C, Payne CM, Dvorakova K, Garewal H. Bile acids as carcinogens in
human gastrointestinal cancers. Mutat Res. 2005; 589(1):47–65. [PubMed: 15652226]

33. Drinkard CR, Sellers TA, Potter JD, Zheng W, Bostick RM, Nelson CL, et al. Association of body
mass index and body fat distribution with risk of lung cancer in older women. Am J Epidemiol.
1995; 142(6):600–7. [PubMed: 7653468]

34. Harris D, Go VL. Vitamin D and colon carcinogenesis. J Nutr. 2004; 134(12 Suppl):3463S–71S.
[PubMed: 15570055]

35. Müller K, Bendtzen K. 1,25-Dihydroxyvitamin D3 as a natural regulator of human immune
functions. J Investig Dermatol Symp Proc. 1996; 1(1):68–71.

36. Griffin M, Dong X, Kumar R. Vitamin D receptor-mediated suppression of RelB in antigen
presenting cells: a paradigm for ligand-augmented negative transcriptional regulation. Arch
Biochem Biophys. 2007; 460(2):218–26. [PubMed: 17367745]

37. Beg AA, Finco TS, Nantermet PV, Baldwin AS Jr. Tumor necrosis factor and interleukin-1 lead to
phosphorylation and loss of I kappa B alpha: a mechanism for NF-kappa B activation. Mol Cell
Biol. 1993; 13(6):3301–10. [PubMed: 8497253]

38. Mercurio F, Manning AM. NF-kappaB as a primary regulator of the stress response. Oncogene.
1999; 18(45):6163–71. [PubMed: 10557108]

39. Lappe J, Travers-Gustafson D, Davies KM, Recker RR, Heaney RP. Vitamin D and calcium
supplementation reduces cancer risk: results of a randomized trial. Am J Clin Nutr. 2007; 85(6):
1586–91. [PubMed: 17556697]

40. Grau M, Baron JA, Sandler RS, Haile RW, Beach ML, Church TR, et al. Vitamin D, calcium
supplementation, and colorectal adenomas: results of a randomized trial. J Natl Cancer Inst. 2003;
95(23):1765–71. [PubMed: 14652238]

41. Wu K, Willett WC, Fuchs CS, Colditz GA, Giovannucci EL. Calcium intake and risk of colon
cancer in women and men. J Natl Cancer Inst. 2002; 94(6):437–46. [PubMed: 11904316]

42. Zheng W, Anderson KE, Kushi LH, Sellers TA, Greenstein J, Hong CP, et al. A prospective cohort
study of intake of calcium, vitamin D, and other micronutrients in relation to incidence of rectal
cancer among postmenopausal women. Cancer Epidemiol Biomarkers Prev. 1998; 7(3):221–5.
[PubMed: 9521437]

43. Fedirko V, Bostick RM, Flanders WD, Long Q, Sidelnikov E, Shaukat A, et al. Effects of vitamin
D and calcium on proliferation and differentiation in normal colon mucosa: a randomized clinical
trial. Cancer Epidemiol Biomarkers Prev. 2009; 18(11):2933–41. [PubMed: 19861511]

44. Deeb K, Trump DL, Johnson CS. Vitamin D signalling pathways in cancer: potential for anticancer
therapeutics. Nat Rev Cancer. 2007; 7(9):684–700. [PubMed: 17721433]

Hopkins et al. Page 10

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



45. Chakrabarty S, Wang H, Canaff L, Hendy GN, Appelman H, Varani J. Calcium sensing receptor in
human colon carcinoma: interaction with Ca(2+) and 1,25-dihydroxyvitamin D(3). Cancer Res.
2005; 65(2):493–8. [PubMed: 15695391]

46. Hollis B. Circulating 25-hydroxyvitamin D levels indicative of vitamin D sufficiency: implications
for establishing a new effective dietary intake recommendation for vitamin D. J Nutr. 2005;
135(2):317–22. [PubMed: 15671234]

47. Protiva P, Cross HS, Hopkins ME, Kállay E, Bises G, Dreyhaupt E, et al. Chemoprevention of
colorectal neoplasia by estrogen: potential role of vitamin D activity. Cancer Prev Res. 2009; 2(1):
43–51.

48. Eisinger A, Prescott SM, Jones DA, Stafforini DM. The role of cyclooxygenase-2 and
prostaglandins in colon cancer. Prostaglandins Other Lipid Mediat. 2007; 82(1–4):147–54.
[PubMed: 17164142]

49. Müller-Decker K, Fürstenberger G. The cyclooxygenase-2-mediated prostaglandin signaling is
causally related to epithelial carcinogenesis. Mol Carcinog. 2007; 46(8):705–10. [PubMed:
17546626]

Hopkins et al. Page 11

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.

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

Hopkins et al. Page 12

Ta
bl

e 
1

Se
le

ct
ed

 b
as

el
in

e 
ch

ar
ac

te
ris

tic
s o

f t
he

 c
lin

ic
al

 tr
ia

l p
ar

tic
ip

an
ts

C
ha

ra
ct

er
is

tic
s

T
re

at
m

en
t g

ro
up

P*
Pl

ac
eb

o 
(n

 =
 2

3)
C

al
ci

um
 (n

 =
 2

3)
V

ita
m

in
 D

 (n
 =

 2
3)

C
al

ci
um

 +
 V

it.
 D

 (n
 =

 2
3)

D
em

og
ra

ph
ic

s

 
A

ge
 (y

)
58

.5
 (7

.9
)

61
.9

 (8
.0

)
60

.2
 (8

.1
)

61
.7

 (7
.4

)
0.

39

 
M

en
 (%

)
70

70
70

70
1.

00

 
W

hi
te

 (%
)

74
83

65
61

0.
39

 
C

ol
le

ge
 g

ra
du

at
e 

(%
)

65
61

57
44

0.
53

M
ed

ic
al

 h
is

to
ry

 
H

is
to

ry
 o

f c
ol

or
ec

ta
l c

an
ce

r i
n 

1°
 re

la
tiv

e 
(%

)
17

30
17

13
0.

60

 
Ta

ke
 N

SA
ID

 re
gu

la
rly

†  
(%

)
17

13
13

30
0.

26

 
If

 w
om

an
 (n

 =
 5

), 
ta

ki
ng

 e
st

ro
ge

ns
 (%

)
4

9
4

4
1.

00

H
ab

its

 
C

ur
re

nt
 sm

ok
er

 (%
)

9
4

0
0

0.
61

 
Ta

ke
 m

ul
tiv

ita
m

in
 (%

)
30

30
26

39
0.

86

M
ea

n 
di

et
ar

y 
in

ta
ke

s

 
To

ta
l e

ne
rg

y 
in

ta
ke

 (k
ca

l/d
)

1,
59

6 
(5

28
)

1,
78

8 
(6

91
)

1,
84

8 
(8

21
)

1,
84

5 
(7

52
)

0.
59

 
To

ta
l c

al
ci

um
‡  

(m
g/

d)
61

8 
(3

08
)

74
6 

(3
35

)
84

3 
(5

26
)

82
4 

(7
14

)
0.

41

 
To

ta
l v

ita
m

in
 D

‡  
(I

U
/d

)
27

7 
(2

30
)

33
6 

(2
02

)
36

0 
(3

17
)

41
5 

(3
16

)
0.

40

 
To

ta
l f

at
 (g

/d
)

67
 (3

2)
72

 (3
5)

70
 (3

2)
74

 (2
8)

0.
59

 
D

ie
ta

ry
 fi

be
r (

g/
d)

15
 (7

)
17

 (9
)

18
 (9

)
17

 (1
1)

0.
97

 
A

lc
oh

ol
 (g

/d
)

9 
(1

4)
11

 (1
5)

14
 (1

8)
10

 (2
0)

0.
84

A
nt

hr
op

om
et

ric
s

 
B

od
y 

m
as

s i
nd

ex
 (k

g/
m

2 )
30

.6
 (7

.2
)

29
.4

 (5
.5

)
29

.0
 (5

.5
6)

31
.6

 (6
.0

)
0.

44

 
W

ai
st

-to
-h

ip
 ra

tio
0.

9 
(0

.1
)

0.
9 

(0
.1

)
0.

9 
(0

.1
)

1.
0 

(0
.1

)
0.

17

25
-O

H
-v

ita
m

in
 D

 (n
g/

m
L)

20
.4

 (7
.6

)
25

.7
 (7

.6
)

21
.0

 (8
.3

)
20

.9
 (9

.7
)

0.
12

N
O

TE
: D

at
a 

ar
e 

gi
ve

n 
as

 m
ea

ns
 (S

D
) u

nl
es

s o
th

er
w

is
e 

sp
ec

ifi
ed

.

A
bb

re
vi

at
io

ns
: N

SA
ID

, n
on

st
er

oi
da

l a
nt

i-i
nf

la
m

m
at

or
y 

dr
ug

.

* B
y 

Fi
sh

er
’s

 e
xa

ct
 te

st
 fo

r c
at

eg
or

ic
al

 v
ar

ia
bl

es
 a

nd
 b

y 
A

N
O

V
A

 fo
r c

on
tin

uo
us

 v
ar

ia
bl

es
.

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hopkins et al. Page 13
† A

t l
ea

st
 o

nc
e 

a 
w

ee
k.

‡ D
ie

t p
lu

s s
up

pl
em

en
ts

.

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hopkins et al. Page 14

Ta
bl

e 
2

C
ha

ng
es

 in
 b

io
m

ar
ke

rs
 o

f i
nf

la
m

m
at

io
n 

in
 p

la
sm

a 
of

 c
ol

or
ec

ta
l a

de
no

m
a 

pa
tie

nt
s

B
io

m
ar

ke
rs

B
as

el
in

e
6-

m
on

th
 fo

llo
w

-u
p

A
bs

ol
ut

e 
tr

ea
tm

en
t e

ffe
ct

†
R

el
at

iv
e 

tr
ea

tm
en

t e
ffe

ct
‡

n
M

ea
n

SD
P*

n
M

ea
n

SD
P 

§
M

ea
n

95
%

 C
I

P*

Pr
o-

in
fla

m
m

at
or

y

C
R

P#
 (μ

g/
m

l)

 
Pl

ac
eb

o
22

1.
77

3.
80

N
/A

21
1.

88
4.

16
0.

77
N

/A
N

/A
N

/A
1.

00

 
C

al
ci

um
21

1.
13

3.
50

0.
21

21
1.

09
4.

32
0.

85
−
0.
09

(−
0.

40
, 0

.5
6)

0.
71

0.
92

 
V

ita
m

in
 D

22
1.

39
2.

79
0.

49
22

0.
99

1.
97

0.
05

−
0.
39

(−
0.

91
, 0

.8
6)

0.
11

0.
68

 
C

al
ci

um
 +

 V
it 

D
21

1.
93

2.
94

0.
82

21
2.

21
3.

06
0.

42
0.

08
(−

0.
40

, 0
.5

7)
0.

74
1.

09

TN
F-
α#

 (p
g/

m
l)

 
Pl

ac
eb

o
23

4.
13

1.
92

N
/A

21
4.

57
2.

05
0.

09
N

/A
N

/A
N

/A
1.

00

 
C

al
ci

um
23

3.
04

1.
94

0.
28

21
3.

35
1.

88
0.

67
0.

06
(−

0.
21

, 0
.3

3)
0.

66
1.

06

 
V

ita
m

in
 D

22
2.

92
1.

78
0.

09
22

2.
73

2.
52

0.
46

−
0.
14

(−
0.

40
, 0

.1
3)

0.
30

0.
87

 
C

al
ci

um
 +

 V
it 

D
23

3.
62

1.
75

0.
50

21
4.

00
1.

62
0.

28
0.

03
(−

0.
23

, 0
.3

0)
0.

81
1.

03

IL
-6

#  
(p

g/
m

l)

 
Pl

ac
eb

o
23

1.
13

4.
54

N
/A

21
1.

41
2.

67
0.

30
N

/A
N

/A
N

/A
1.

00

 
C

al
ci

um
23

1.
09

3.
65

0.
45

21
0.

85
3.

29
0.

27
−
0.
46

(−
1.

07
, 0

.1
4)

0.
13

0.
63

 
V

ita
m

in
 D

22
0.

78
4.

68
0.

42
22

0.
67

3.
76

0.
47

−
0.
38

(−
0.

98
, 0

.2
3)

0.
22

0.
68

 
C

al
ci

um
 +

 V
it 

D
23

1.
39

4.
49

0.
63

21
1.

62
3.

25
0.

50
−
0.
08

(−
0.

69
, 0

.5
3)

0.
80

0.
92

IL
-8

#  
(p

g/
m

l)

 
Pl

ac
eb

o
23

4.
74

1.
59

N
/A

21
5.

01
1.

78
0.

10
N

/A
N

/A
N

/A
1.

00

 
C

al
ci

um
23

5.
97

1.
72

0.
51

21
5.

34
1.

52
0.

56
−
0.
12

(−
0.

49
, 0

.2
2)

0.
45

0.
89

 
V

ita
m

in
 D

22
5.

60
1.

52
0.

30
22

5.
03

1.
79

0.
62

−
0.
15

(−
0.

62
, 0

.0
8)

0.
13

0.
85

 
C

al
ci

um
 +

 V
it 

D
23

5.
61

1.
68

0.
63

21
5.

09
1.

54
0.

60
−
0.
14

(−
0.

50
, 0

.2
1)

0.
42

0.
87

IL
-1
β#

 (p
g/

m
l)

 
Pl

ac
eb

o
23

0.
22

2.
03

N
/A

21
0.

23
2.

64
0.

56
N

/A
N

/A
N

/A
1.

00

 
C

al
ci

um
23

0.
27

3.
82

0.
56

21
0.

22
3.

06
0.

62
−
0.
32

(−
1.

16
, 0

.5
1)

0.
44

0.
73

 
V

ita
m

in
 D

22
0.

16
2.

04
0.

30
22

0.
13

2.
28

0.
07

−
0.
70

(−
1.

53
, 0

.1
2)

0.
09

0.
50

 
C

al
ci

um
 +

 V
it 

D
23

0.
27

2.
62

0.
59

21
0.

23
2.

24
0.

40
−
0.
43

(−
1.

27
, 0

.4
1)

0.
31

0.
65

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hopkins et al. Page 15

B
io

m
ar

ke
rs

B
as

el
in

e
6-

m
on

th
 fo

llo
w

-u
p

A
bs

ol
ut

e 
tr

ea
tm

en
t e

ffe
ct

†
R

el
at

iv
e 

tr
ea

tm
en

t e
ffe

ct
‡

n
M

ea
n

SD
P*

n
M

ea
n

SD
P 

§
M

ea
n

95
%

 C
I

P*

A
nt

i-i
nf

la
m

m
at

or
y

IL
-1

0#
 (p

g/
m

l)

 
Pl

ac
eb

o
23

0.
54

1.
57

N
/A

21
0.

53
1.

96
0.

63
N

/A
N

/A
N

/A
1.

00

 
C

al
ci

um
23

0.
58

1.
68

0.
63

21
0.

50
1.

56
0.

16
−
0.
07

(−
0.

29
, 0

.1
5)

0.
52

0.
93

 
V

ita
m

in
 D

22
0.

48
1.

53
0.

37
22

0.
43

1.
38

0.
23

−
0.
05

(−
0.

27
, 0

.1
6)

0.
62

0.
95

 
C

al
ci

um
 +

 V
it 

D
23

0.
26

1.
49

0.
66

21
0.

55
1.

55
0.

35
−
0.
04

(−
0.

26
, 0

.1
9)

0.
75

0.
96

A
bb

re
vi

at
io

ns
: C

-r
ea

ct
iv

e 
pr

ot
ei

n,
 C

R
P;

 T
um

or
 n

ec
ro

si
s f

ac
to

r a
lp

ha
, T

N
F-
α;

 In
te

rle
uk

in
-6

, I
L-

6;
 In

te
rle

uk
in

-8
, I

l-8
; I

nt
er

le
uk

in
-1

 b
et

a,
 IL

-1
β;

 In
te

rle
uk

in
-1

0,
 IL

-1
0.

† A
bs

ol
ut

e 
tre

at
m

en
t e

ff
ec

t i
s t

he
 a

bs
ol

ut
e 

ch
an

ge
 fr

om
 b

as
el

in
e 

to
 fo

llo
w

-u
p 

in
 th

e 
tre

at
m

en
t g

ro
up

 m
in

us
 th

e 
ab

so
lu

te
 c

ha
ng

e 
fr

om
 b

as
el

in
e 

to
 fo

llo
w

-u
p 

in
 th

e 
pl

ac
eb

o 
gr

ou
p 

fr
om

 m
ix

ed
 m

od
el

.

‡ R
el

at
iv

e 
tre

at
m

en
t e

ff
ec

t i
s d

ef
in

ed
 a

s:
 (t

re
at

m
en

t g
ro

up
 fo

llo
w

-u
p 

/tr
ea

tm
en

t g
ro

up
 b

as
el

in
e)

/(p
la

ce
bo

 fo
llo

w
-u

p 
/p

la
ce

bo
 b

as
el

in
e)

. T
he

 in
te

rp
re

ta
tio

n 
of

 th
e 

re
la

tiv
e 

ef
fe

ct
 is

 si
m

ila
r t

o 
th

at
 o

f a
n 

od
ds

ra
tio

 (e
.g

., 
a 

re
la

tiv
e 

ef
fe

ct
 o

f 2
.0

 w
ou

ld
 m

ea
n 

th
at

 th
e 

re
la

tiv
e 

pr
op

or
tio

na
l c

ha
ng

e 
in

 th
e 

tre
at

m
en

t g
ro

up
 w

as
 tw

ic
e 

as
 g

re
at

 a
s t

ha
t i

n 
th

e 
pl

ac
eb

o 
gr

ou
p)

.

* P 
va

lu
es

 fo
r d

iff
er

en
ce

 b
et

w
ee

n 
ea

ch
 tr

ea
tm

en
t g

ro
up

 a
nd

 p
la

ce
bo

 g
ro

up
 fr

om
 m

ix
ed

 m
od

el
.

§ P 
va

lu
es

 fo
r d

iff
er

en
ce

 b
et

w
ee

n 
fo

llo
w

-u
p 

vi
si

t a
nd

 b
as

el
in

e 
vi

si
t f

ro
m

 m
ix

ed
 m

od
el

.

# G
eo

m
et

ric
 m

ea
ns

 w
ith

 st
an

da
rd

 e
rr

or
s a

re
 re

po
rte

d,
 c

al
cu

la
te

d 
by

 e
xp

on
en

tia
tin

g 
th

e 
m

ea
n 

of
 th

e 
lo

g 
tra

ns
fo

rm
ed

 v
al

ue
s.

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hopkins et al. Page 16

Ta
bl

e 
3

C
ha

ng
es

 in
 in

fla
m

m
at

io
n 

Z-
sc

or
e 

in
 p

la
sm

a 
of

 c
ol

or
ec

ta
l a

de
no

m
a 

pa
tie

nt
s

B
as

el
in

e
6-

m
on

th
 fo

llo
w

-u
p

A
bs

ol
ut

e 
tr

ea
tm

en
t e

ffe
ct

†
R

el
at

iv
e 

tr
ea

tm
en

t e
ffe

ct
‡

In
fla

m
m

at
io

n 
z-

sc
or

e§
n

M
ea

n
SD

M
ea

n
SD

M
ea

n
95

%
 C

I
P*

Pl
ac

eb
o

23
0.

20
2.

96
0.

69
3.

48
N

/A
N

/A
N

/A
1.

00

C
al

ci
um

23
−
0.
35

2.
79

−
0.
50

2.
94

−
0.
65

(−
1.

62
, 0

.3
1)

0.
18

0.
52

V
ita

m
in

 D
22

−
0.
81

2.
66

−
1.
78

2.
74

−
1.
47

(−
2.

42
, −

0.
51

)
0.

00
3

0.
23

C
al

ci
um

 +
 V

it 
D

23
0.

60
3.

05
0.

69
2.

99
−
0.
41

(−
1.

37
, 0

.5
5)

0.
40

0.
67

† A
bs

ol
ut

e 
tre

at
m

en
t e

ff
ec

t i
s t

he
 a

bs
ol

ut
e 

ch
an

ge
 fr

om
 b

as
el

in
e 

to
 fo

llo
w

-u
p 

in
 th

e 
tre

at
m

en
t g

ro
up

 m
in

us
 th

e 
ab

so
lu

te
 c

ha
ng

e 
fr

om
 b

as
el

in
e 

to
 fo

llo
w

-u
p 

in
 th

e 
pl

ac
eb

o 
gr

ou
p 

fr
om

 m
ix

ed
 m

od
el

.

‡ R
el

at
iv

e 
tre

at
m

en
t e

ff
ec

t i
s d

ef
in

ed
 a

s:
 (t

re
at

m
en

t g
ro

up
 fo

llo
w

-u
p 

/tr
ea

tm
en

t g
ro

up
 b

as
el

in
e)

/(p
la

ce
bo

 fo
llo

w
-u

p 
/p

la
ce

bo
 b

as
el

in
e)

.

§ In
fla

m
m

at
io

n 
z-

sc
or

e:
 Z

-s
co

re
 o

f p
ro

- a
nd

 a
nt

i-i
nf

la
m

m
at

or
y 

m
ar

ke
rs

 (C
R

P,
 IL

6,
 IL

-1
β,

 T
N

F-
α,

 IL
-8

 a
nd

 IL
-1

0)
 c

al
cu

la
te

d 
by

 1
) s

ub
tra

ct
in

g 
th

e 
m

ea
n 

an
d 

di
vi

di
ng

 b
y 

th
e 

st
an

da
rd

 d
ev

ia
tio

n 
(th

us
 c

re
at

in
g

a 
m

ea
n 

of
 z

er
o 

an
d 

st
an

da
rd

 d
ev

ia
tio

n 
of

 1
.0

) f
or

 e
ac

h 
pa

rti
ci

pa
nt

s i
nd

iv
id

ua
l b

io
m

ar
ke

r v
al

ue
 a

t e
ac

h 
vi

si
t, 

an
d 

th
en

 2
) s

um
m

in
g 

th
e 

bi
om

ar
ke

r z
-s

co
re

 v
al

ue
s f

or
 e

ac
h 

pa
rti

ci
pa

nt
 a

t e
ac

h 
vi

si
t (

IL
-1

0 
w

as
in

cl
ud

ed
 w

ith
 a

 n
eg

at
iv

e 
si

gn
).

* P 
va

lu
es

 fo
r d

iff
er

en
ce

 b
et

w
ee

n 
ea

ch
 tr

ea
tm

en
t g

ro
up

 a
nd

 th
e 

pl
ac

eb
o 

gr
ou

p 
fr

om
 m

ix
ed

 m
od

el
.

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hopkins et al. Page 17

Ta
bl

e 
4

C
ha

ng
es

 in
 p

la
sm

a 
C

R
P 

an
d 

in
fla

m
m

at
io

n 
z-

sc
or

e 
le

ve
ls

 st
ra

tif
ie

d 
by

 se
x 

an
d 

N
SA

ID
 u

se
 in

 c
ol

or
ec

ta
l a

de
no

m
a 

pa
tie

nt
s

B
as

el
in

e
6-

m
on

th
 fo

llo
w

-u
p

A
bs

ol
ut

e 
tr

ea
tm

en
t e

ffe
ct

†
R

el
at

iv
e 

tr
ea

tm
en

t e
ffe

ct
‡

C
R

P 
(μ

g/
m

l)
n

M
ea

n
SD

M
ea

n
SD

M
ea

n
95

%
 C

I
P*

 
W

om
en

 
 

Pl
ac

eb
o

7
3.

55
3.

50
2.

99
2.

85
N

/A
N

/A
N

/A
1.

00

 
 

C
al

ci
um

7
1.

78
4.

51
2.

07
5.

66
0.

32
(−

0.
91

, 1
.5

5)
0.

60
1.

38

 
 

V
ita

m
in

 D
6

1.
52

3.
32

0.
98

1.
89

−
0.
27

(−
1.

55
, 1

.0
0)

0.
66

0.
76

 
 

C
al

ci
um

 +
 V

it 
D

7
2.

65
4.

13
2.

37
4.

06
−
0.
06

(−
1.

17
, 1

.2
8)

0.
92

0.
94

 
M

en

 
 

Pl
ac

eb
o

16
1.

28
3.

61
1.

48
4.

79
N

/A
N

/A
N

/A
1.

00

 
 

C
al

ci
um

16
0.

90
2.

98
0.

79
3.

51
−
0.
28

(−
0.

74
, 0

.1
9)

0.
24

0.
76

 
 

V
ita

m
in

 D
16

1.
34

2.
70

0.
99

2.
04

−
0.
45

(−
0.

90
, −

0.
01

)
0.

05
0.

63

 
 

C
al

ci
um

 +
 V

it 
D

16
1.

65
2.

42
2.

14
2.

74
0.

11
(−

0.
36

, 0
.5

7)
0.

64
1.

12

 
N

on
-N

SA
ID

 u
se

rs
#

 
 

Pl
ac

eb
o

19
1.

37
3.

59
1.

51
4.

13
N

/A
N

/A
N

/A
1.

00

 
 

C
al

ci
um

20
1.

13
3.

80
1.

07
4.

47
0.

22
(−

0.
70

, 0
.3

7)
0.

43
1.

25

 
 

V
ita

m
in

 D
20

1.
55

2.
64

1.
02

1.
90

−
0.
53

(−
1.

05
, −

0.
01

)
0.

05
0.

59

 
 

C
al

ci
um

 +
 V

it 
D

16
2.

19
2.

83
3.

05
2.

82
−
0.
17

(−
0.

34
, 0

.7
8)

0.
53

0.
84

In
fla

m
m

at
io

n 
Z

-S
co

re
§

 
W

om
en

 
 

Pl
ac

eb
o

7
2.

15
3.

91
2.

32
3.

94
N

/A
N

/A
N

/A
1.

00

 
 

C
al

ci
um

7
−
1.
39

2.
78

−
1.
45

3.
39

−
0.
23

(−
1.

91
, 1

.4
4)

0.
77

0.
79

 
 

V
ita

m
in

 D
6

−
1.
07

2.
50

−
1.
68

3.
70

−
0.
78

(−
2.

52
, 0

.9
6)

0.
36

0.
46

 
 

C
al

ci
um

 +
 V

it 
D

7
−
0.
06

3.
74

0.
37

3.
12

−
0.
14

(−
1.

54
, 1

.8
1)

0.
87

0.
87

 
M

en

 
 

Pl
ac

eb
o

16
−
0.
72

1.
94

−
0.
12

3.
05

N
/A

N
/A

N
/A

1.
00

 
 

C
al

ci
um

16
0.

17
2.

75
−
0.
03

2.
69

−
0.
85

(−
2.

09
, 0

.3
9)

0.
18

0.
42

 
 

V
ita

m
in

 D
16

−
0.
71

2.
79

−
1.
82

2.
44

−
1.
75

(−
2.

95
, −

0.
55

)
0.

01
0.

17

 
 

C
al

ci
um

 +
 V

it 
D

16
0.

88
2.

77
0.

86
3.

03
−
0.
67

(−
1.

91
, 0

.5
7)

0.
29

0.
51

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Hopkins et al. Page 18

B
as

el
in

e
6-

m
on

th
 fo

llo
w

-u
p

A
bs

ol
ut

e 
tr

ea
tm

en
t e

ffe
ct

†
R

el
at

iv
e 

tr
ea

tm
en

t e
ffe

ct
‡

C
R

P 
(μ

g/
m

l)
n

M
ea

n
SD

M
ea

n
SD

M
ea

n
95

%
 C

I
P*

 
N

on
-N

SA
ID

 u
se

rs
#

 
 

Pl
ac

eb
o

19
−
0.
10

2.
84

0.
20

3.
19

N
/A

N
/A

N
/A

1.
00

 
 

C
al

ci
um

20
−
0.
60

3.
57

−
0.
84

2.
88

−
0.
56

(−
1.

57
, 0

.4
6)

0.
28

0.
57

 
 

V
ita

m
in

 D
20

−
0.
80

2.
51

−
1.
89

2.
67

−
1.
42

(−
2.

41
, −

0.
45

)
0.

01
0.

42

 
 

C
al

ci
um

 +
 V

it 
D

16
0.

02
2.

42
1.

08
3.

01
−
0.
08

(−
1.

14
, 0

.9
8)

0.
89

0.
92

A
bb

re
vi

at
io

ns
: C

-r
ea

ct
iv

e 
pr

ot
ei

n,
 C

R
P;

 n
on

st
er

oi
da

l a
nt

i-i
nf

la
m

m
at

or
y 

dr
ug

, N
SA

ID
.

† A
bs

ol
ut

e 
tre

at
m

en
t e

ff
ec

t i
s t

he
 a

bs
ol

ut
e 

ch
an

ge
 fr

om
 b

as
el

in
e 

to
 fo

llo
w

-u
p 

in
 th

e 
tre

at
m

en
t g

ro
up

 m
in

us
 th

e 
ab

so
lu

te
 c

ha
ng

e 
fr

om
 b

as
el

in
e 

to
 fo

llo
w

-u
p 

in
 th

e 
pl

ac
eb

o 
gr

ou
p 

fr
om

 m
ix

ed
 m

od
el

.

‡ R
el

at
iv

e 
tre

at
m

en
t e

ff
ec

t i
s d

ef
in

ed
 a

s:
 (t

re
at

m
en

t g
ro

up
 fo

llo
w

-u
p 

/tr
ea

tm
en

t g
ro

up
 b

as
el

in
e)

/(p
la

ce
bo

 fo
llo

w
-u

p 
/p

la
ce

bo
 b

as
el

in
e)

.

* P 
va

lu
es

 fo
r d

iff
er

en
ce

 b
et

w
ee

n 
ea

ch
 tr

ea
tm

en
t g

ro
up

 a
nd

 th
e 

pl
ac

eb
o 

gr
ou

p 
fr

om
 m

ix
ed

 m
od

el
.

§ In
fla

m
m

at
io

n 
z-

sc
or

e:
 Z

-s
co

re
 o

f p
ro

- a
nd

 a
nt

i-i
nf

la
m

m
at

or
y 

m
ar

ke
rs

 (C
R

P,
 IL

6,
 IL

-1
β,

 T
N

F-
α,

 IL
-8

 a
nd

 IL
-1

0)
 c

al
cu

la
te

d 
by

 1
) s

ub
tra

ct
in

g 
th

e 
m

ea
n 

an
d 

di
vi

di
ng

 b
y 

th
e 

st
an

da
rd

 d
ev

ia
tio

n 
(th

us
 c

re
at

in
g

a 
m

ea
n 

of
 z

er
o 

an
d 

st
an

da
rd

 d
ev

ia
tio

n 
of

 1
.0

) f
or

 e
ac

h 
pa

rti
ci

pa
nt

s i
nd

iv
id

ua
l b

io
m

ar
ke

r v
al

ue
 a

t e
ac

h 
vi

si
t, 

an
d 

th
en

 2
) s

um
m

in
g 

th
e 

bi
om

ar
ke

r z
-s

co
re

 v
al

ue
s f

or
 e

ac
h 

pa
rti

ci
pa

nt
 a

t e
ac

h 
vi

si
t (

IL
-1

0 
w

as
in

cl
ud

ed
 w

ith
 a

 n
eg

at
iv

e 
si

gn
).

# N
SA

ID
 u

se
r s

ta
tu

s a
t b

as
el

in
e 

(N
SA

ID
 u

se
 b

y 
tre

at
m

en
t g

ro
up

 d
id

 n
ot

 c
ha

ng
e 

du
rin

g 
th

e 
co

ur
se

 o
f t

he
 tr

ia
l).

Cancer Prev Res (Phila). Author manuscript; available in PMC 2012 October 1.


