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Background: Although vitamin D deficiency has been noted in cross-sectional studies of chronic liver disease and laboratory
studies suggest possible benefits of vitamin D in preventing liver cancer, little epidemiologic data are available.

Methods: We performed a nested case—control study in the Linxian Nutrition Intervention Trials on participants developing
incident liver cancer or dying from chronic liver disease over 22 years of follow-up. Baseline serum 25(OH) vitamin D was measured
for 226 incident liver cancer cases, 282 chronic liver disease deaths and 1063 age-, sex- and trial-matched controls. Unconditional
logistical regression models were used to estimate odds ratios (ORs) and 95% confidence intervals (Cls).

Results: The median serum vitamin D level in controls was low (20 nmol I7). Compared with the lowest quartile, subjects in the
fourth quartile had lower risk of chronic liver disease death (OR=0.34, 95% Cl=0.21-0.55). For liver cancer incidence, risk
estimates were below one, but were not statistically significant. Associations, however, were significant among participants with
higher serum calcium levels (Q4 vs Q1, OR=0.43, 95% Cl=0.21-0.89). Results for chronic liver disease did not vary by serum
calcium level.

Conclusion: In a low vitamin D population, higher serum 25(OH) vitamin D concentrations were associated with significantly lower
risk of chronic liver disease deaths, and among those with higher serum calcium, incident liver cancer. Our results suggest a
possible protective role for vitamin D in these diseases.

Liver cancer is the fifth most common cancer in men and the combined (Ferlay et al, 2010). Nearly 85% of liver cancers occur in
seventh most common cancer in women worldwide, and it is the  developing countries. In China, the incidence rate of liver cancer is
third most common cause of cancer mortality in both sexes 37.4 per 100000 in men and 13.7 per 100000 in women (Ferlay

*Correspondence: Professor Y-L Qiao; E-mail: giaoy@cicams.ac.cn or Dr ND Freedman; E-mail: freedmanne@mail.nih.gov
Received 11 June 2013; revised 31 July 2013; accepted 14 August 2013; published online 5 September 2013
© 2013 Cancer Research UK. All rights reserved 0007 — 0920/13

www.bjcancer.com | DOI:10.1038/bjc.2013.546 1997


mailto:qiaoy@cicams.ac.cn
mailto:freedmanne@mail.nih.gov
http://www.bjcancer.com

BRITISH JOURNAL OF CANCER

Vitamin D, liver cancer and chronic liver disease

et al, 2010) and liver cancer ranks as the second most common
cause of cancer deaths (Ministry of Health of the People’s Republic
of China, 2008). China has the greatest burden of liver cancer in
the world (half of global new liver cancer cases in 2008 occurred in
China), largely reflecting the elevated prevalence of chronic
hepatitis B virus (HBV) infection, which affects approximately
7.2% of the general population (Liang et al, 2009).

Vitamin D, a hormone, can be obtained from the diet and from
the sunlight, and it may be an important regulator of inflammation
(Vanoirbeek et al, 2011). The circulating form, 25(OH) vitamin D,
is made in the liver and is a best marker of vitamin D status
(Rosen, 2011). 1o, 25(OH), vitamin D is the most active form and
mostly generated in the kidney, although can be made in many
other organs as well. Growing evidence suggests that vitamin D
may be important for bone health and other diseases, including
those of the liver. In liver cell lines, vitamin D inhibits cellular
proliferation and suppresses DNA damage (Pourgholami et al,
2000; Saha et al, 2001; Caputo et al, 2003; Ghous et al, 2008).
Vitamin D also has been protective in several mouse models of
liver cancer (Pourgholami et al, 2000; Saha et al, 2001; Ghous ef al,
2008). In humans, several, but not all, studies have suggested that
patients with fibrosis or cirrhosis have lower vitamin D levels than
the general population (Masuda et al, 1989; Bonkovsky et al, 1990;
Chen et al, 1996; Gallego-Rojo et al, 1998; Fisher and Fisher, 2007;
Chiang et al, 2011; Putz-Bankuti et al, 2012; Kitson et al, 2013).
Although previous epidemiologic studies have examined the
association between vitamin D and cancers of the colorectum
(Jenab et al, 2010), oesophagus (Chen et al, 2007; Abnet et al,
2010), stomach (Chen et al, 2007; Abnet et al, 2010), prostate
(Li ef al, 2007; Ahn et al, 2008) and pancreas (Stolzenberg-Solomon
et al, 2010) among others, no studies have evaluated associations
between serum vitamin D levels and subsequent risk of liver
cancer.

To examine the association between serum 25(OH) vitamin D
concentrations and subsequent risk of primary liver cancer
incidence and chronic liver disease mortality, we performed a
nested case—control study in the Linxian Nutrition Intervention
Trial (NIT) cohorts in China.

MATERIALS AND METHODS

Study population and data collection. Subjects were participants
in the Linxian NITs, including the Dysplasia Trial and the General
Population Trial. The design and conduct of Linxian NITs have
been described elsewhere (Blot et al, 1993; Li et al, 1993a,b). In
brief, the Dysplasia Trial enrolled individuals between the ages of
40 and 69 years with cytologically diagnosed oesophageal dysplasia
in three communes in northern Linxian. A total of 3318 residents
were randomised and received either a multiple vitamin/mineral
supplement (14 vitamins and 12 minerals), including 800IU
vitamin D, or matching placebo for 6 years, beginning in May 1985.

The General Population Trial enrolled individuals between 40
and 69 years old from the general population of four communes in
the high-risk Linxian cancer area. In all, a total of 29 584 healthy
adults were randomised and received up to four daily vitamin/
mineral supplement combinations for 5.25 years in a one-half
replicate fractional factorial experimental design, beginning in
March 1986; vitamin D was not among the supplemented vitamins
in this trial. Individuals who had cancer, debilitating disease or
required daily medications were excluded from both trials.

At the baseline exams, conducted between August 1984 and
May 1985, the NIT subjects were interviewed providing data on
age, alcohol, smoking and other variables, given a physical
examination, and had a 10 ml blood sample drawn. Blood samples
were drawn before either intervention started. Blood samples were

stored on ice for 3-6h during transport to the field station lab,
where the serum was separated, frozen and stored at — 85°C until
2011 when it was thawed for the current vitamin D measurements.
Human subject protection procedures were approved by the
Institutional Review Boards of US National Institutes of Health
and the Chinese Academy of Medical Science, and all participants
gave informed consent.

Follow-up for cancer and vital status. During the trial (1985-1991)
and post-trial follow-up periods (after 1991), incident cancer
cases and deaths were identified by several methods that ensured
essentially complete ascertainment of events. During the trial
period, village doctors visited all participants monthly, and trial
staff monthly reviewed local and regional hospital records and the
local cancer registry. New cancer diagnoses and all causes of death
were confirmed by a panel of American and Chinese experts.
During the post-trial follow-up period, village health workers
continued to visit the participants monthly and a panel of Chinese
experts verified new cancer diagnoses and all causes of death. Only
six incident liver cancer cases were diagnosed by pathology; most
were diagnosed by combined evidence from biochemical assays,
clinical examination, ultrasound and computed tomography scan.
Chronic liver disease deaths included cirrhosis and its complica-
tions, and were diagnosed by the symptoms (jaundice, ascites,
bruising and bleeding, palmar erythema, gynaecomastia and
hypogonadism), biochemical assays, and, in more recent years,
computed tomography scan. No participants were diagnosed with
incident liver cancer and then subsequently recorded as dying from
chronic liver disease.

Nested case-control design and subject selection. A nested case—
control design was used for this study. We identified a total of 255
incident primary liver cancer cases and 310 chronic liver disease
deaths occurring from baseline through the end of 2007, and
frequency-matched controls (2:1) to both case groups by age at
baseline ( % 3 years), sex and trial. Controls were NIT participants
who were alive and free of cancer at time of case diagnosis.
Vitamin D was then measured in all of the selected participants
who had available serum (Dysplasia Trial: incident liver cancers:
29, chronic liver disease deaths: 29, controls: 131; General
Population Trial: incident liver cancers: 197, chronic liver disease
deaths: 253, controls: 932). For analyses, we used the entire set of
controls (1063 subjects) for evaluation of each outcome.

Serum 25(OH) vitamin D and calcium measurements. Serum
25(0OH) vitamin D was measured using a commercial enzyme
immunoassay kit (IDS Inc., Fountain Hills, AZ, USA) at the
laboratory of the Cancer Institute, Chinese Academy of Medical
Sciences in 2011. Vitamin D measurements were performed in 42
batches. Each of the 42 batches included 39 samples (36 samples
from cases or controls, and three quality control (QC) samples).
Each sample was individually measured in duplicate. The three QC
samples in each batch were aliquots of a single pooled sample. The
overall mean coefficient of variation (CV) of these 126 blinded
replicate QC samples was 8.0% (range 0.8-56.8%). In a sensitivity
analysis, we excluded results from the eight batches with CVs
>10%. As this did not alter results, we present the full results from
all all 42 batches here. For all analyses, the laboratory technicians
were blinded to the case—control status of the samples. We
calculated the vitamin D concentration from a standard curve
based on the mean values of standard samples in the 42 batches.
Total serum calcium was measured using electrochemilumines-
cence assayed on the Automatic Biochemistry Analyzer (Roche
Cobas C501, Ichige, Hitachinaka-shi, Japan). The CV of 126
blinded QC samples for calcium measurements was 3.9%.

Statistical analysis. Medians and quartiles of serum 25(OH)
vitamin D concentration were calculated by age at baseline (<50,
>50 to <60, =60 sex, smoking status, drinking status, body
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mass index (BMI), season of blood draw, and HBV seropositivity
and hepatitis C virus (HCV) infection seropositivity. We tested the
differences of serum 25(OH) vitamin D concentrations between
groups using the nonparametric Kruskal-Wallis Test. Uncondi-
tional logistical regression models were used to estimate odds ratios
(ORs) and 95% confidence intervals (CIs). We also used two
different metrics of serum 25(OH) vitamin D to evaluate the
association between serum 25(OH) vitamin D concentrations and
risk of liver cancer incidence and chronic liver disease mortality:
(1) as a continuous variable, scaled to one-half the interquartile
range (7.9 nmoll™"); and (2) as quartiles based on sex-specific
cutoff values in the control population. Potential confounders
included exposures associated with either vitamin D or the liver
end points and included age at baseline (continuous variable), sex
(male or female), tobacco smoking (yes or no), alcohol drinking
(yes or no), BMI (continuous variable), season of blood draw
(grouped by months with similar serum vitamin D levels in
controls: summer (August-September) or winter (January-May)),

HBYV seropositivity (either HBsAg positive or HBcAg positive), and
HCV seropositivity (HCsAg positive or negative). Finer adjustment
for month of blood draw had no effect on our risk estimates.
Stratified analyses were conducted by age at baseline (<55 and
>55, based on the median value in the controls), sex, season of
blood draw (summer or winter), tertiles of follow-up (<7 years,
>7 to <14 years or >14 years), HBV or HCV infection (HBV
positive, HCV positive and both negative), trial, baseline self-
reported cirrhosis and baseline serum calcium (<1.485 and
>1.485mmoll™", based on the median value in the controls).
Models restricted to women excluded the smoking variable because
of the small number of women smokers. We also evaluated
possible non-linear associations by comparing the fit of continuous
models with and without vitamin D quadratic terms using a
likelihood ratio test. We found a borderline significant quadratic
association for chronic liver disease, but graphing the results
showed only a modest deviation from linearity (data not shown).
The quartile analysis adequately demonstrates the shape of the

Table 1. Baseline demographic characteristics by case and control groups in the Linxian Nutrition Intervention Trial cohort

\ Case (N=508) |
Controls Liver cancer incidence Chronic liver disease death

(N=1063) (n=226) P-value (n=282) P-value
Age at baseline (years), median (IQR) 55.0 (50.0, 61.0) 55.0 (49.0, 61.0) 0.717 55.0 (49.0, 61.0) 0.710
Sex (%)
Women 490 (46.1) 91 (40.3) 0.110 142 (50.4) 0.203
Men 573 (53.9) 135 (59.7) 140 (49.6)
Smoking (%)
No 683 (64.3) 138 (61.1) 0.356 186 (66.2) 0.558
Yes 379 (35.7) 88 (38.9) 95 (33.8)
Alcohol drinking
No 807 (76.0) 171 (75.7) 219 (77.9)
A few times per year 223 (21.0) 46 (20.4) 0.625 57 (20.3) 0.338
A few times per month 24 (2.2) 6 (2.6) 3(1.1)
A few times per week 5 (0.5) 2 (0.9 2(0.7)
Daily 3(0.3) 1(0.4) 0 (0.0)
BMI (kg m™), median (IQR) 21.6 (20.2, 23.1) 21.8 (20.1, 23.1) 0.871 21.7 (20.5, 23.4) 0.107
Blood draw season(%)
January-May 932 (87.8) 197 (87.2) 0.806 252 (89.7) 0.376
August-September 130 (12.2) 29 (12.8) 29 (10.3)
HBsAg(%)
No 1004 (94.5) 173 (76.6) <0.001 198 (70.2) <0.001
Yes 58 (5.4) 53 (23.4) 84 (29.8)
HBcAg (%)
No 441 (41.5) 69 (30.5) 0.002 84 (29.8) <0.001
Yes 621 (58.5) 157(69.5) 198 (70.2)
HCsAg (%)
No 985 (92.8) 202 (89.4) 0.087 231 (81.9) <0.001
Yes 77 (7.2) 24 (10.6) 51 (18.1)
Calcium, median (IQR) 1.5(1.0, 2.2) 1.5(1.0, 2.5) 0.390 1.7 (1.1, 2.5) 0.011
Serum 25(OH) vitamin D (nmol I7"), 20.1 (13.7, 30.3) 20.0 (14.0, 28.6) 0.973 15.3 (11.6, 25.4) <0.001
median (IQR)
Abbreviations: BMI =body mass index; HBcAg = hepatitis B core antigen; HBsAg = hepatitis B surface antigen; HCsAg = hepatitis C surface antigen; IQR = interquartile range. The bold entries
are considered statistically significant.
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association with chronic liver disease death. Tests of trend were
conducted by assigning participants their vitamin D category and
entering this variable into the regression models. All statistical
analyses were conducted using SAS software (version 9.2, SAS
Institute Inc., Cary, NC, USA). All tests were two sided and
P<0.05 was considered statistically significant.

RESULTS

Demographic characteristics of the 226 incident liver cancer and
282 chronic liver disease deaths and controls are presented in
Table 1. There were no statistically significant differences between
the case and control groups for age at baseline, sex, smoking,
drinking, BMI or season of blood draw. As expected, the
prevalence of HBsAg, HBcAg and HCsAg positivity was sig-
nificantly higher in the liver cancer and chronic liver disease
groups than that in the control group. The median of serum
25(0OH) vitamin D level was lower in those who later died from
chronic liver disease than that in the control group, but was similar
in the control and liver cancer groups (Table 1).

Table 2 summarises the serum 25(OH) vitamin D levels by
baseline characteristics. Serum 25(OH) vitamin D levels varied
significantly by age at baseline, sex, male smoking, BMI and
season, but were unrelated to male drinking or HBsAg, HBcAg or
HCsAg seropositivity.

Tables 3 and 4 present associations between serum 25(OH)
vitamin D concentrations and risks of liver cancer incidence and
chronic liver disease mortality. We found a significant association
between higher serum 25(OH) vitamin D and lower risk of chronic
liver disease mortality. Compared with the lowest quartile, subjects
in the fourth quartile had a 66% lower risk of chronic liver disease
deaths (OR=0.34, 95% CI=0.21-0.55), with evidence of a
statistically significant monotonic trend (Pyenq<0.001). This
inverse association was present in both sexes, but was stronger
among women (OR = 0.26; 95% CI=0.12-0.52) than among men
(OR=0.41; 95% CI=0.21-0.80), although this difference was not
statistically significant. There were no significant associations
between serum 25(OH) vitamin D and risk of liver cancer
incidence. Although risk estimates decreased across increasing
quartiles of vitamin D, (1.00 (ref); 0.91 (95% CI=0.60-1.37); 0.87
(95% CI=0.57-1.31); 0.74 (95% CI=0.47-1.18), none of the risk
estimates or the P-trend (0.208) were statistically significant.

In subgroup analyses, we observed comparable results in serum
collected in the summer and the winter (Tables 3 and 4).
Compared with the lowest quartile, subjects in the fourth quartile
of serum 25(OH) vitamin D levels had ORs for chronic liver
disease mortality of 0.40 (95% CI = 0.24-0.66) in winter and 0.10
(95% CI=0.02-0.65) in summer (P for interaction=0.124). We
also examined the associations by duration of follow-up. In
general, results were similar across the three strata of follow-up
time, although associations were strongest in events occurring >7
years after baseline. No differences were observed by age at
baseline. Results were also similar across strata of HBV and HCV
seropositivity, although weaker in HCV-positive cases. Exclusion of
eight cases with reported cirrhosis at baseline did not change any of
our findings. When stratifying by the median serum calcium
concentration among controls, the results for vitamin D appeared
different across the strata for liver cancer incidence (P for
interaction = 0.047), but similar for chronic liver disease mortality
(P for interaction = 0.365). Serum 25(OH) vitamin D levels were
significantly inversely associated with liver cancer incidence (Q4 vs
Q1, OR=0.43, 95% CI=0.21-0.89) among those with baseline
levels of serum calcium higher than >1.485) mmoll™, but the
association was not significant among those with lower levels (Q4
vs Ql, OR=1.14, 95% CI=0.61-2.13). The effect of serum

Table 2. Serum 25(0OH) vitamin D concentration percentiles in controls
from the Linxian Nutrition Intervention Trial cohorts, overall and by

baseline characteristics

25th 50th 75th

Percentile | Percentile | Percentile | P-value®
Overall 13.7 20.1 30.3
Age at baseline 0.021
<50 14.7 222 33.0
>50to <60 131 18.9 28.1
>60 13.3 20.6 32.3
Sex <0.001
Women 1.2 14.9 21.8
Men 18.1 253 38.8
Smoking (male)b 0.001
No 20.2 28.1 43.5
Yes 171 24.2 36.4
Alcohol drinking (male)* 0.071
No 17.3 24.8 39.2
A few times per year 19.7 27.6 40.3
A few times per month 20.7 25.0 34.2
More than once per week 135 16.9 21.4
BMI (kgm™) 0.011
<25 13.7 20.3 31.0
>25to <30 12.9 18.3 251
>30 7.9 8.3 11.2
Blood draw season <0.001
January-May 12.9 18.8 27.7
August-September 24.7 41.2 65.3
HBsAg 0.399
No 13.7 20.1 30.4
Yes 12.5 18.2 28.8
HBcAg 0.495
No 14.1 20.2 30.0
Yes 13.3 20.0 30.4
HCsAg 0.817
No 13.7 20.1 30.4
Yes 13.0 19.9 29.9
Abbreviations:  BMl=body mass index. HBcAg=hepatitis B core antigen;
HBsAg = hepatitis B surface antigen; HCsAg = hepatitis C surface antigen.
We tested for serum 25(OH) D concentration differences between groups using the
Kruskal-Wallis test.
b o )

Smoking in males; only one smoker was female.

€Alcohol drinking in males; only 54 of 255 drinkers were female. The bold entries are
considered statistically significant.

25(OH) vitamin D on chronic liver disease mortality was similar
across these two strata of serum calcium (OR for Q4 vs Q1: 0.28
and 0.43, respectively). We also stratified our results by trial,
finding similar results for each outcome in both (Tables 3 and 4).
Within each trial, results were also similar across each stratification
arm (data not shown).

DISCUSSION

This is the first study to prospectively examine the association
between serum 25(OH) vitamin D concentrations and risk of liver
cancer incidence, and one of the first prospective studies of
vitamin D and chronic liver disease mortality. In a population with
low serum vitamin D levels, we observed a significant association
between higher serum 25(OH) vitamin D concentrations and lower
risk of chronic liver disease mortality. Compared with the lowest
quartile, subjects in the fourth quartile of serum 25(OH) vitamin D
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Table 3. Crude and adjusted OR and 95% Cl for the associations between serum 25(OH) vitamin D concentration and risk of incident liver cancer in the

case—control set nested in the Nutrition Intervention Trials cohort

\ Continuous?® H Quartile® \
Q1 (n=266)° Q2 (n=265)° Q3 (n=266)° Q4 (n=265)°
OR
OR | 95% Cl | n | (Reference) |n | OR [95%Cl |n |OR | 95%Cl | n | OR | 95% Cl | Piend | Pinteraction
Crude 1.00 | 0.94-1.06 | 63 1.00 55| 0.88 | 0.59-1.31 | 57 | 0.91 | 0.61-1.35 | 51 | 0.81 | 0.54-1.22 | 0.365 —
Age- and sex-adjusted 0.98 | 0.92-1.04 | — 1.00 — | 0.88 | 0.59-1.31 — | 090 | 0.61-1.35 | — | 0.81 | 0.54-1.21 | 0.352 —
Fully adjusted® 0.95 | 0.88-1.03 | — 1.00 — | 0.91 | 0.60-1.37 — [ 0.87 | 0.57-1.31 | — | 0.74 | 0.47-1.18 | 0.208 —
Women 0.95 | 0.81-1.11 | 28 1.00 19 | 0.75 | 0.39-1.42 | 26 | 0.94 | 0.51-1.73 | 18 | 0.69 | 0.34-1.39 | 0.421 0.617
Men 0.95 | 0.87-1.05 | 35 1.00 36 | 1.02 | 0.59-1.77 | 31| 0.81 | 0.46-1.44 | 33 | 0.79 | 0.42-1.48 | 0.338
Age at baseline
<55 0.94 | 0.84-1.05 | 31 1.00 231077 | 0.41-1.43 | 32 | 0.96 | 0.54-1.72 | 24 | 0.73 | 0.37-1.44 | 0.538 0.997
=55 0.97 | 0.88-1.08 | 32 1.00 32| 1.11 ] 0.63-1.93 | 25 | 0.79 | 0.44-1.44 | 27 | 0.80 | 0.42-1.53 | 0.349
Season of blood draw
January—May 0.97 | 0.89-1.06 | 62 1.00 53 | 0.90 | 0.60-1.37 | 50 | 0.85 | 0.56-1.30 | 32 | 0.81 | 0.50-1.31 | 0.345 0.703
August-September 0.88 | 0.75-1.04 1 1.00 2| 086 | 0.05-14.62 | 7 | 0.64 | 0.06-7.36 | 19 | 0.32 | 0.03-3.61 | 0.109
Follow-up years
<7 0.95 | 0.84-1.08 | 14 1.00 16 | 1.27 | 0.59-2.74 | 14 | 0.88 | 0.40-1.96 | 18 | 0.86 | 0.36-2.05 | 0.576 0.989
>7 to <14 0.96 | 0.85-1.09 | 22 1.00 18 | 0.90 | 0.47-1.75 16 | 0.78 | 0.39-1.54 | 15 | 0.79 | 0.37-1.67 | 0.447
=14 0.95 | 0.84-1.08 | 27 1.00 21| 0.77 | 0.42-1.43 | 27 | 0.93 | 0.52-1.67 | 18 | 0.64 | 0.32-1.28 | 0.327
HBV/HCV seroposivity
HBV + 0.97 | 0.89-1.05 | 43 1.00 37 | 0.85 | 0.53-1.36 | 40 | 0.90 | 0.56-1.44 | 37 | 0.79 | 0.47-1.32 | 0.425 0.442
HCV + 0.82 | 0.63-1.06 4 1.00 9 | 202 | 0.60-6.79 8 | 1.56 | 0.45-5.41 3039 | 0.07-2.15 | 0.331 0.634
Neither 0.98 | 0.86-1.12 | 18 1.00 17 | 0.97 | 0.49-1.93 15| 0.86 | 0.42-1.76 | 14 | 0.80 | 0.36-1.76 | 0.538 —
Calcium
<1.485mmol =" 1.02 | 0.93-1.13 | 26 1.00 24 |1 110 | 0.60-2.04 | 32 | 1.28 | 0.71-2.28 | 25 | 1.14 | 0.61-2.13 | 0.561 0.047
>1.485mmol |~ 0.88 | 0.78-0.98 | 37 1.00 3110.77 | 0.44-1.35 | 25 | 0.55 | 0.30-1.02 | 26 | 0.43 | 0.21-0.89 | 0.014
Trial
Dysplasia Trial 0.88 | 0.75-1.05 1 1.00 21082 | 0.05-14.06 | 7 | 0.64 | 0.06-7.30 | 19 | 0.32 | 0.03-3.63 | 0.119 0.414
General Population Trial 0.95 | 0.86-1.04 | 62 1.00 53 10.83 | 0.54-1.26 | 50 | 0.75 | 0.52-1.10 | 32 | 0.69 | 0.42-1.15 | 0.127
Abbreviations: BMI =body mass index; Cl= confidence interval; HBcAg = hepatitis B core antigen; HBsAg = hepatitis B surface antigen; HBV = hepatitis B virus; HCsAg = hepatitis C surface
antigen; HCV = hepatitis C virus; OR= odds ratio.
20ORs for continuous vitamin D were scaled to one-half the interquartile range (7.9 nmol .
We used sex-specific cutoff values to calculate relative risks. Quartile for women: <11.17, >11.17 to <14.86, >14.86 to <21.80, >21.80 (nmol I7"); and quartile for men: <18.14, >18.14 to
<2533, 22533 to <38.84, >38.84 (nmol ).
“Number of subjects in the control group.
dAdjusted for age at baseline, sex, smoking, drinking, BMI, season of blood draw, HBsAg, HBcAg and HCsAg. The bold entries are considered statistically significant.

had a lower risk of chronic liver disease deaths, with an OR of 0.34
(95% CI=0.21-0.55). Stratification by season of blood collection
did not alter the findings. In lag time analysis, we found a
significant association after excluding cases that occurred during
the first 7 years or the first 14 years of follow-up. Odd ratios for
chronic liver disease deaths also decreased with higher serum 25(OH)
vitamin D concentrations in participants with HBV seropositivity,
but were weaker for participants with HCV seropositivity.

In contrast to results from chronic liver disease, we did not
observe significant associations between serum 25(OH) vitamin D
concentrations and the risk of liver cancer incidence. When we
stratified by the median serum calcium concentrations in the
controls, however, a significant association between serum 25(OH)
vitamin D concentrations and risk of liver cancer incidence was
observed in the higher serum calcium subgroup, although the P-value
for interaction was only of borderline statistical significance.
A number of studies suggest that vitamin D signalling is attenuated
by low calcium levels in multiple organs (Peterlik and Cross, 2005).
However, it is unclear why we might observe interactions with
calcium for liver cancer but not for chronic liver disease mortality. As

differences by calcium status for liver cancer could be due to chance,
replication in future studies are needed to confirm these findings.
Although a number of studies have investigated associations
between serum vitamin D levels and various cancers (Garland and
Garland, 1980; Chen et al, 2007; Li et al, 2007; Abbas et al, 2008;
Ahn et al, 2008; Abnet et al, 2010; Jenab et al, 2010; Stolzenberg-
Solomon et al, 2010), little epidemiologic data for vitamin D and
liver cancer are available, despite the important role of the liver in
metabolising the circulating form of vitamin D. Supporting a
possible association, vitamin D has been shown to inhibit liver
carcinogenesis in cell lines and several animal models (Ghous et al,
2008), for example, vitamin D has been shown to reduce the
number of chromosomal aberrations and double-strand breaks
(Saha et al, 2001) as well as prevent cellular proliferation
(Pourgholami et al, 2000; Caputo et al, 2003). For liver disease,
results from existing epidemiologic studies, each modest in size, are
mixed. A recent study nested in the HALT-C trial found no effect
of baseline vitamin D levels on subsequent liver disease progression
among HCV-positive participants with existing fibrosis (Corey
et al, 2012). However, results from the two small European studies
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Table 4. Crude and adjusted OR and 95% ClI for the associations between serum 25(OH) vitamin D concentration and risk of death from chronic liver

disease in the case—control set nested in the Nutrition Intervention Trials cohort

\ Continuous?® H Quartile® \
Q1 (n=266)° Q2 (n=265)° Q3 (n=266)° Q4 (n=265)°
OR
OR | 95% Cl | n | (Reference) | n | OR | 95% Cl | n | OR | 95% Cl | n | OR | 95% Cl | Pyona | Pinteraction
Crude 0.88 | 0.82-0.94 | 106 1.00 79 | 0.75 | 0.53-1.05 | 56 | 0.53 | 0.37-0.76 | 41 | 0.39 | 0.26-0.58 | <0.001 —
Age- and sex-adjusted 0.88 | 0.81-0.95 | — 1.00 — 1 075 | 0.54-1.05 | — | 0.53 | 0.37-0.77 | — | 0.39 | 0.26-0.58 | <0.001 —
Fully adjusted® 0.86 | 0.78-0.93 | — 1.00 — | 0.79 | 0.55-1.14 | — | 0.50 | 0.34-0.75 | — | 0.34 | 0.21-0.55 | <0.001 —
Women 0.84 | 0.71-0.99 | 54 1.00 47 | 0.95 | 0.58-1.57 | 24 | 0.40 | 0.22-0.72 | 17 | 0.26 | 0.12-0.52 | <0.001 0.710
Men 0.86 | 0.77-0.96 | 52 1.00 32| 0.64 | 0.37-1.10 | 32 | 0.58 | 0.33-1.01 | 24 | 0.41 | 0.21-0.80 0.007
Age at baseline
<55 0.89 | 0.78-1.00 50 1.00 37 | 0.84 | 0.49-1.45 | 27 | 0.49 | 0.27-0.87 | 23 | 0.43 | 0.22-0.85 0.003 0.459
>55 0.84 | 0.74-0.96 | 56 1.00 42 1 0.78 | 0.48-1.29 | 29 | 0.55 | 0.32-0.94 | 18 | 0.29 | 0.15-0.58 | <0.001
Season of blood draw
January-May 0.81 | 0.72-0.91 | 103 1.00 75| 0.79 | 0.55-1.15 | 49 | 0.51 | 0.34-0.77 | 25 | 0.40 | 0.24-0.66 | <0.001 0.124
August-September 0.95 | 0.81-1.10 3 1.00 3| 047 | 0.05-4.42 | 7 | 0.23 | 0.04-1.53 | 16 | 0.10 | 0.02-0.65 0.004
Follow-up years
<7 0.93 | 0.81-1.08 24 1.00 18 | 0.75 | 0.38-1.47 | 12 | 0.46 | 0.22-0.98 | 17 | 0.70 | 0.32-1.53 0.141 0.167
>7to <14 0.77 | 0.65-0.90 | 42 1.00 29 | 0.77 | 0.45-1.30 | 25 | 0.54 | 0.31-0.95 | 8 | 0.13 | 0.05-0.32 | <0.001
=14 0.88 | 0.77-1.01 40 1.00 32 1083 | 049-139 | 19 | 0.43 | 0.24-0.79 | 16 | 0.35 | 0.17-0.70 | <0.001
HBV/HCV seroposivity
HBV + 0.87 | 0.78-0.95 | 74 1.00 53 | 0.68 | 0.46-1.02 | 44 | 0.56 | 0.37-0.86 | 30 | 0.34 | 0.20-0.57 | <0.001 0.189
HCV + 0.98 | 0.85-1.13 16 1.00 16 | 1.09 | 0.52-2.26 | 7 | 0.44 | 0.17-1.09 | 12 | 0.80 | 0.34-1.89 0.240 0.140
Neither 0.84 | 0.70-1.01 31 1.00 19 | 0.64 | 0.35-1.18 | 11 | 0.35 | 0.17-0.72 | 10 | 0.32 | 0.14-0.73 0.001 —
Calcium
<1.485mmol |~" 0.88 | 0.77-1.01 47 1.00 33| 0.84 | 0.49-1.44 | 29 | 0.67 | 0.38-1.16 | 17 | 0.43 | 0.22-0.83 0.009 0.365
>1.485mmol | ' 0.85 | 0.75-0.95 | 59 1.00 46 | 0.74 | 0.45-1.21 | 27 | 0.39 | 0.22-0.70 | 24 | 0.28 | 0.14-0.56 | <0.001
Trial
Dysplasia Trial 0.96 | 0.82-1.12 3 1.00 31045 | 005423 | 7023 | 0.04-1.50 | 16 | 0.10 | 0.02-0.65 0.004 0.155
General Population Trial 0.80 | 0.70-0.90 | 103 1.00 76 | 0.76 | 0.52-1.10 | 49 | 0.47 | 0.31-0.73 | 25 | 0.37 | 0.22-0.62 | <0.001
Abbreviations: BMI =body mass index; Cl = confidence interval; HBcAg = hepatitis B core antigen; HBsAg = hepatitis B surface antigen; HBV = hepatitis B virus; HCsAg = hepatitis C surface
antigen; HCV = hepatitis C virus; OR= odds ratio.
@ORs for continuous vitamin D were scaled to one-half the interquartile range (7.9 nmol I').
We used sex-specific cutoff values to calculate relative risks. Quartile for women: <11.17, >11.17 to <14.86, >14.86 to <21.80, >21.80 (nmol I7); and quartile for men: <18.14, >18.14 to
<25.33, >25.33 to <38.84, >38.84 (nmol I").
“Number of subjects in the control group.
dAdjusted for age at baseline, sex, smoking, drinking, BMI, season of blood draw, HBsAg, HBcAg and HCsAg. The bold entries are considered statistically significant.

did observe evidence for an inverse association between serum
vitamin D levels and liver disease progression (Baur et al, 2012;
Putz-Bankuti et al, 2012). It is not clear why differences occurred
across each of these studies, although chance and differences in
study design and study population may have contributed. We
could find no previous studies of vitamin D levels and liver cancer.

The association between sunlight exposure and vitamin D
synthesis has been known since 1890. As such, a number of
environmental factors influence vitamin D levels including season,
length of day, smog, cloud cover and sunscreen use (Mavroeidi
et al, 2010; Macdonald et al, 2011). In our study, season was a
strong predictor of vitamin D levels. In this population,
participants eat few vitamin D-rich foods (Zou et al, 2002), such
that nearly all vitamin D is obtained by participants from sunlight.
Therefore, potential confounding by season is a particular concern
in such studies. However, adjustment for season had little effect on
our risk estimates.

As mentioned earlier, vitamin D levels in our population were
low relative to most previously studied populations, perhaps
reflecting a diet poor in vitamin D-rich foods and a lack of vitamin
D supplementation. Genetic differences may also be important, as
previous studies have tended to observe lower vitamin D levels
among Asian populations (McCullough et al, 2010). As our
population had low vitamin D levels, it is not clear whether our
results are generalisable to other populations with higher vitamin
D levels. Future studies are needed to address this issue.

Our study was set within two nutritional intervention trials, which
were conducted in parallel in Linxian, China. Although we measured
vitamin D in baseline samples, which were collected before
supplementation occurred, we were concerned that supplementation
may have affected our results, particularly as the multivitamin used in
one arm of the Dysplasia Trial included 800IU of vitamin D. However,
we observed similar results in participants enrolled in the General
Population Trial (which was not supplemented for vitamin D) and the
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Dysplasia Trial (in which vitamin D was one of the included vitamins).
In addition, we observed similar associations among the Dysplasia
Trial among those who did and did not receive multivitamin
supplementation.

Another potential concern is reverse causality, as several
(Masuda et al, 1989; Bonkovsky et al, 1990; Chen et al, 1996;
Gallego-Rojo et al, 1998; Fisher and Fisher, 2007; Chiang et al,
2011; Putz-Bankuti et al, 2012), but not all (Duarte et al, 2001;
Kitson et al, 2013), studies have observed lower vitamin D levels
among those with chronic liver disease, and have found inverse
correlations between vitamin D levels and disease severity.
Hence, we examined the association of vitamin D level and
chronic liver disease death stratified by the number of follow-up
years (<7, =7 to <14 and > 14 years). A significant association
between higher serum 25(OH) vitamin D concentrations and
lower risk of chronic liver disease deaths persisted in cases
occurring even after 14 years of follow-up. In addition, although
several previous studies have observed lower vitamin D levels in
HBV and HCV-positive participants (Gutierrez et al, 2011;
Lange et al, 2011; Tang et al, 2011), we observed no such
association in our study. HBV and HCV-positive individuals
would be more likely to have fibrosis than unaffected individuals,
such that a lack of association between HBV or HCV positivity
and vitamin D levels argue against reverse causality as an
explanation for our results. Furthermore, exclusion of eight cases
who reported cirrhosis at study baseline did not alter our results.
However, we did not have an assessment of fibrosis at baseline.
Therefore, whether low baseline vitamin D levels simply reflected
early pre-existing liver disease or instead actively contributed to
the pathogenesis of chronic liver disease death or both cannot be
determined from our data.

This study has several strengths, including its prospective design
(serum vitamin D was measured in serum collected before the
onset of disease) and its long follow-up time (over 22 years). We
also adjusted for a number of important potential confounders in
the multivariate model including age at baseline, sex, smoking,
alcohol drinking, BMI, season of blood draw and HBV and HCV
seropositivity. As mentioned previously, one limitation was that we
lacked information about liver fibrosis at baseline. So we cannot
determine for certain whether low baseline vitamin D levels simply
reflected concurrent liver disease or contributed directly to the
pathogenesis of chronic liver disease, or both. Also, we only had a
single blood draw, possibly contributing to misclassification of
vitamin D status. In addition, our sample size was limited for
detecting modest associations and for examining stratifications,
particularly among those with blood collected during the summer
time. Another limitation was that most incident liver cancers and
chronic liver disease deaths were diagnosed by combined evidence
from biochemical assays, clinical examination, ultrasound and
computed tomography scan, and only a few were diagnosed by
pathology. Several lines of evidence argue that the methods used to
diagnose liver cancer in our study were appropriate, even in the
absence of pathology on every case. First, we observed the expected
associations with the known risk factors of HBV and HCV. Second,
we would expect that misclassification of the end point would not
vary by baseline vitamin D status; thus any potential misclassifica-
tion would bias our associations towards the null, and our observed
associations would be attenuated relative to the true associations.

In summary, in a low vitamin D population, our study provides
the first prospective evaluation between serum vitamin D concentra-
tions and risk of liver cancer incidence and is one of the first
prospective studies of vitamin D and chronic liver disease mortality.
We found a significant association between higher serum 25(OH)
vitamin D concentrations and lower risk of chronic liver disease
mortality, even among cases occurring >14 years after baseline
blood collection. We observed only modest evidence for associations
with incident liver cancer, which became statistically significant only

among participants with higher baseline serum calcium. Our results
suggest that vitamin D may be important in the aetiology of liver
cancer and chronic liver disease. However, additional studies are
needed to confirm these findings, particularly among populations
with a wider range of vitamin D, particularly at higher levels.

ACKNOWLEDGEMENTS

This work was supported in part by National Cancer Institute
contracts (N01-SC-91030 and NO1-RC-47701 to the Cancer
Institute, Chinese Academy of Medical Sciences); in part by the
Intramural Research Program of the Division of Cancer
Epidemiology and Genetics, National Cancer Institute, National
Institutes of Health; and in part by Cancer Institute, Chinese
Academy of Medical Sciences. This study was approved by the
Institutional Review Boards of US National Institutes of Health
and the Chinese Academy of Medical Science, and all NIT
participants gave informed consent for the use of their blood
samples and all data.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

AUTHOR CONTRIBUTIONS

NDF, CCA, SMD, PRT and Y-LQ: designed and conducted the
research; J-BW: analysed the data and wrote the manuscript; J-HF,
WG, L-YY and JY: provided essential reagents or provided essential
materials; JMM, CCA, NDF, SMD, PRT and Y-LQ: advised on the
analysis and preparation of the report, after which every author
participated in editing and finalisation; NDF and Y-LQ: had
primary responsibility for final content. All authors read and
approved the final manuscript.

REFERENCES

Abbas S, Linseisen ], Slanger T, Kropp S, Mutschelknauss EJ, Flesch-Janys D,
Chang-Claude J (2008) Serum 25-hydroxyvitamin D and risk of post-
menopausal breast cancer-results of a large case-control study.
Carcinogenesis 29: 93-99.

Abnet CC, Chen Y, Chow WH, Gao YT, Helzlsouer K], Le Marchand L,
McCullough ML, Shikany JM, Virtamo J, Weinstein SJ, Xiang YB, Yu K,
Zheng W, Albanes D, Arslan AA, Campbell DS, Campbell PT, Hayes RB,
Horst RL, Kolonel LN, Nomura AM, Purdue MP, Snyder K, Shu XO
(2010) Circulating 25-hydroxyvitamin D and risk of esophageal and
gastric cancer: cohort consortium vitamin D pooling project of rarer
cancers. Am ] Epidemiol 172: 94-106.

Ahn J, Peters U, Albanes D, Purdue MP, Abnet CC, Chatterjee N, Horst RL,
Hollis BW, Huang WY, Shikany JM, Hayes RB. Prostate, Lung, Colorectal,
and Ovarian Cancer Screening Trial Project Team (2008) Serum
vitamin D concentration and prostate cancer risk: a nested case-control
study. J Natl Cancer Inst 100: 796-804.

Baur K, Mertens JC, Schmitt J, Iwata R, Stieger B, Eloranta JJ, Frei P, Stickel F,
Dill MT, Seifert B, Ferrari HA, von Eckardstein A, Bochud PY,
Miillhaupt B, Geier A. Swiss Hepatitis C Cohort Study Group (2012)
Combined effect of 25-OH vitamin D plasma levels and genetic vitamin D
receptor (NR 1I1) variants on fibrosis progression rate in HCV patients.
Liver Int 32: 635-643.

Blot WJ, Li JY, Taylor PR, Guo W, Dawsey S, Wang GQ, Yang CS, Zheng SF,
Gail M, Li GY, Yu Y, Liu BQ, Tangrea J, Sun YH, Liu F, Fraumeni JF,
Zhang YH, Li B (1993) Nutrition intervention trials in Linxian, China:
supplementation with specific vitamin/mineral combinations, cancer
incidence, and disease-specific mortality in the general population. J Natl
Cancer Inst 85: 1483-1492.

www.bjcancer.com | DOI:10.1038/bjc.2013.546

2003


http://www.bjcancer.com

BRITISH JOURNAL OF CANCER

Vitamin D, liver cancer and chronic liver disease

Bonkovsky HL, Hawkins M, Steinberg K, Hersh T, Galambos JT, Henderson JM,
Millikan WJ, Galloway JR (1990) Prevalence and prediction of osteopenia
in chronic liver disease. Hepatology 12: 273-280.

Caputo A, Pourgholami MH, Akhter J, Morris DL (2003) 1, 25-
Dihydroxyvitamin D(3) induced cell cycle arrest in the human
primary liver cancer cell line HepG2. Hepatol Res 26: 34-39.

Chen CC, Wang SS, Jeng FS, Lee SD (1996) Metabolic bone disease of liver
cirrhosis: is it parallel to the clinical severity of cirrhosis? J Gastroenterol
Hepatol 11: 417-421.

Chen W, Dawsey SM, Qiao YL, Mark SD, Dong ZW, Taylor PR, Zhao P, Abnet CC
(2007) Prospective study of serum 25(OH)-vitamin D concentration and
risk of oesophageal and gastric cancers. Br ] Cancer 97: 123-128.

Chiang KC, Yeh CN, Chen MF, Chen TC (2011) Hepatocellular carcinoma
and vitamin D: a review. ] Gastroenterol Hepatol 26: 1597-1603.

Corey KE, Zheng H, Mendez-Navarro J, Delgado-Borrego A, Dienstag JL,
Chung RT. HALT-C Trial Group (2012) Serum vitamin D levels are not
predictive of the progression of chronic liver disease in hepatitis C patients
with advanced fibrosis. PLoS One 7: €27144.

Duarte MP, Farias ML, Coelho HS, Mendonga LM, Stabnov LM, do Carmo d
Oliveira M, Lamy RA, Oliveira DS (2001) Calcium-parathyroid hormone-
vitamin D axis and metabolic bone disease in chronic viral liver disease. J
Gastroenterol Hepatol 16: 1022-1027.

Ferlay J, Shin HR, Bray F, Forman D, Mathers C, Parkin DM (2010) Estimates
of worldwide burden of cancer in 2008: GLOBOCAN 2008. Int ] Cancer
127: 2893-2917.

Fisher L, Fisher A (2007) Vitamin D and parathyroid hormone in outpatients
with noncholestatic chronic liver disease. Clin Gastroenterol Hepatol 5:
513-520.

Gallego-Rojo FJ, Gonzalez-Calvin JL, Mufioz-Torres M, Mundi JL, Fernandez-
Perez R, Rodrigo-Moreno D (1998) Bone mineral density, serum insulin-
like growth factor I, and bone turnover markers in viral cirrhosis.
Hepatology 28: 695-699.

Garland CF, Garland FC (1980) Do sunlight and vitamin D reduce the
likelihood of colon cancer? Int J Epidemiol 9: 227-231.

Ghous Z, Akhter J, Pourgholami MH, Morris DL (2008) Inhibition of
hepatocellular cancer by EB1089: in vitro and in vivo study. Anticancer
Res 28: 3757-3761.

Gutierrez JA, Parikh N, Branch AD (2011) Classical and emerging roles
of vitamin D in hepatitis C virus infection. Semin Liver Dis 31: 387-398.

Jenab M, Bueno-de-Mesquita HB, Ferrari P, van Duijnhoven FJ, Norat T,
Pischon T, Jansen EH, Slimani N, Byrnes G, Rinaldi S, Tjenneland A,
Olsen A, Overvad K, Boutron-Ruault MC, Clavel-Chapelon F, Morois S,
Kaaks R, Linseisen J, Boeing H, Bergmann MM, Trichopoulou A,

Misirli G, Trichopoulos D, Berrino F, Vineis P, Panico S, Palli D, Tumino R,
Ros MM, van Gils CH, Peeters PH, Brustad M, Lund E, Tormo M],
Ardanaz E, Rodriguez L, Sanchez M]J, Dorronsoro M, Gonzalez CA,
Hallmans G, Palmgyvist R, Roddam A, Key TJ, Khaw KT, Autier P,
Hainaut P, Riboli E (2010) Association between pre-diagnostic circulating
vitamin D concentration and risk of colorectal cancer in European
populations: a nested case-control study. BMJ 340: b5500.

Kitson MT, Dore GJ, George J, Button P, McCaughan GW, Crawford DH,
Sievert W, Weltman MD, Cheng WS, Roberts SK (2013) Vitamin D status
does not predict sustained virologic response or fibrosis stage in chronic
hepatitis C genotype 1 infection. ] Hepatol 58: 467-472.

Lange CM, Bojunga J, Ramos-Lopez E, von Wagner M, Hassler A, Vermehren J,
Herrmann E, Badenhoop K, Zeuzem S, Sarrazin C (2011) Vitamin D
deficiency and a CYP27B1-1260 promoter polymorphism are associated
with chronic hepatitis C and poor response to interferon-alfa based
therapy. J Hepatol 54: 887-893.

Li B, Taylor PR, Li JY, Dawsey SM, Wang W, Tangrea JA, Liu BQ, Ershow AG,
Zheng SF, Fraumeni Jr JF, Yang QP, Yu Y, Sun Y, Li G, Zhang D,
Greenwald P, Lian GT, Yang CS, Blot W] (1993a) Linxian nutrition
intervention trials. Design, methods, participant characteristics, and
compliance. Ann Epidemiol 3: 577-585.

Li H, Stampfer MJ, Hollis JB, Mucci LA, Gaziano JM, Hunter D, Giovannucci EL,
Ma J (2007) A prospective study of plasma vitamin D metabolites, vitamin D
receptor polymorphisms, and prostate cancer. PLoS Med 4: e103.

Li JY, Taylor PR, Li B, Dawsey S, Wang GQ, Ershow AG, Guo W, Liu SF,
Yang CS, Shen Q, Wang W, Mark SD, Zou XN, Greenwald P, Wu YP, Blot
WJ (1993b) Nutrition intervention trials in Linxian, China: multiple
vitamin/mineral supplementation, cancer incidence, and disease-specific

mortality among adults with esophageal dysplasia. ] Natl Cancer Inst 85:
1492-1498.

Liang X, Bi S, Yang W, Wang L, Cui G, Cui F, Zhang Y, Liu J, Gong X,
Chen Y, Wang F, Zheng H, Wang F, Guo J, Jia Z, Ma ], Wang H, Luo H,
Li L, Jin S, Hadler SC, Wang Y (2009) Epidemiological serosurvey of
hepatitis B in China-declining HBV prevalence due to hepatitis B
vaccination. Vaccine 27: 6550-6557.

Macdonald HM, Mavroeidi A, Fraser WD, Darling AL, Black AJ, Aucott L,
O’Neill F, Hart K, Berry JL, Lanham-New SA, Reid DM (2011) Sunlight
and dietary contributions to the seasonal vitamin D status of cohorts of
healthy postmenopausal women living at northerly latitudes: a major
cause for concern? Osteoporos Int 22: 2461-2472.

Masuda S, Okano T, Osawa K, Shinjo M, Suematsu T, Kobayashi T (1989)
Concentrations of vitamin D-binding protein and vitamin D metabolites
in plasma of patients with liver cirrhosis. J Nutr Sci Vitaminol (Tokyo) 35:
225-234.

Mavroeidi A, O'Neill F, Lee PA, Darling AL, Fraser WD, Berry JL, Lee WT,
Reid DM, Lanham-New SA, Macdonald HM (2010) Seasonal
25-hydroxyvitamin D changes in British postmenopausal women at 57
degrees N and 51 degrees N: a longitudinal study. ] Steroid Biochem
Mol Biol 121: 459-461.

McCullough ML, Weinstein SJ, Freedman DM, Helzlsouer K, Flanders WD,
Koenig K, Kolonel L, Laden F, Le Marchand L, Purdue M, Snyder K,
Stevens VL, Stolzenberg-Solomon R, Virtamo J, Yang G, Yu K, Zheng W,
Albanes D, Ashby J, Bertrand K, Cai H, Chen Y, Gallicchio L, Giovannucci E,
Jacobs EJ, Hankinson SE, Hartge P, Hartmuller V, Harvey C, Hayes RB,
Horst RL, Shu XO (2010) Correlates of circulating 25-hydroxyvitamin D:
cohort consortium vitamin D pooling project of rarer cancers. Am |
Epidemiol 172: 21-35.

Ministry of Health of the people’s republic of China (2008) Report of the Third
national Retrospective Survey of Death causes in China. Chinese Academy
of Medical Sciences & Peking Union Medical College Press: Beijing.

Peterlik M, Cross HS (2005) Vitamin D and calcium deficits predispose for
multiple chronic diseases. Eur ] Clin Invest 35: 290-304.

Pourgholami MH, Akhter J, Lu Y, Morris DL (2000) In vitro and in vivo
inhibition of liver cancer cells by 1,25-dihydroxyvitamin D3. Cancer Lett
151: 97-102.

Putz-Bankuti C, Pilz S, Stojakovic T, Scharnagl H, Pieber TR, Trauner M,
Obermayer-Pietsch B, Stauber RE (2012) Association of 25-
hydroxyvitamin D levels with liver dysfunction and mortality in chronic
liver disease. Liver Int 32: 845-851.

Rosen CJ (2011) Clinical practice. Vitamin D insufficiency. N Engl ] Med 364:
248-254.

Saha BK, Bishayee A, Kanjilal NB, Chatterjee M (2001) 1Alpha, 25-
dihydroxyvitamin D3 inhibits hepatic chromosomal aberrations, DNA
strand breaks and specific DNA adducts during rat hepatocarcinogenesis.
Cell Mol Life Sci 58: 1141-1149.

Stolzenberg-Solomon RZ, Jacobs EJ, Arslan AA, Qi D, Patel AV, Helzlsouer KJ,
Weinstein SJ, McCullough ML, Purdue MP, Shu XO, Snyder K, Virtamo J,
Wilkins LR, Yu K, Zeleniuch-Jacquotte A, Zheng W, Albanes D, Cai Q,
Harvey C, Hayes R, Clipp S, Horst RL, Irish L, Koenig K, Le Marchand L,
Kolonel LN (2010) Circulating 25-hydroxyvitamin D and risk of
pancreatic cancer: cohort consortium vitamin D pooling project of rarer
cancers. Am ] Epidemiol 172: 81-93.

Tang SJ, Abraham R, Schulman A, Jacobson IM, Gambarin-Gelwan M (2011)
Prevalence of vitamin D deficiency in patients with chronic viral hepatitis
[Abstract]. Gastroenterology 140: S453-5454.

Vanoirbeek E, Krishnan A, Eelen G, Verlinden L, Bouillon R, Feldman D,
Verstuyf A (2011) The anti-cancer and anti-inflammatory actions of
1,25(OH)2D3. Best Pract Res Clin Endocrinol Metab 25: 593-604.

Zou XN, Taylor PR, Mark SD, Chao A, Wang W, Dawsey SM, Wu YP,
Qiao YL, Zheng SF (2002) Seasonal variation of food consumption and
selected nutrient intake in Linxian, a high risk area for esophageal cancer
in China. Int J Vitam Nutr Res 72: 375-382.

This work is published under the standard license to publish agree-
ment. After 12 months the work will become freely available and
the license terms will switch to a Creative Commons Attribution-
NonCommercial-Share Alike 3.0 Unported License.

2004

www.bjcancer.com | DOI:10.1038/bjc.2013.546


http://www.bjcancer.com

	title_link
	Materials and methods
	Study population and data collection
	Follow-up for cancer and vital status
	Nested case-control design and subject selection
	Serum 25(OH) vitamin D and calcium measurements
	Statistical analysis

	Table 1 
	Results
	Discussion
	Table 2 
	Table 3 
	Table 4 
	This work was supported in part by National Cancer Institute contracts (N01-SC-91030 and N01-RC-47701 to the Cancer Institute, Chinese Academy of Medical Sciences); in part by the Intramural Research Program of the Division of Cancer Epidemiology and Gene
	ACKNOWLEDGEMENTS
	This work is published under the standard license to publish agreement. After 12 months the work will become freely available and the license terms will switch to a Creative Commons Attribution-NonCommercial-Share Alike 3.0 Unported License.Author contrib
	Author contributions
	A7




