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Lena Diaw,5 Satu Männistö,6 Philip R Taylor,3 Demetrius Albanes,3 and Rachael Z Stolzenberg-Solomon3

3Division of Cancer Epidemiology and Genetics, National Cancer Institute, NIH, Department of Health and Human Services, Rockville, MD; 4Jean Mayer

USDA Human Nutrition Research Center on Aging at Tufts University, Boston, MA; 5Pulmonary and Vascular Medicine Branch, National Heart Lung and

Blood Institute, NIH, Department of Health and Human Services, Bethesda, MD; and 6Department of Chronic Disease Prevention, National Institute for

Health and Welfare, Helsinki, Finland

ABSTRACT
Background: The nonessential amino acid cysteine is known to be
involved in many antioxidant and anticarcinogenic pathways. Cys-
teinylglycine is a pro-oxidant metabolite of glutathione and a pre-
cursor of cysteine.
Objective: To examine the relation between serum cysteine and
cysteinylglycine and risk of gastric adenocarcinomas, esophageal
squamous cell carcinomas, and head and neck squamous cell car-
cinomas, we conducted a nested case-control study within the Alpha-
Tocopherol, Beta-Carotene Cancer Prevention study of male Finnish
smokers aged 50–69 y at baseline.
Design: In total, 170 gastric adenocarcinomas, 68 esophageal squa-
mous cell carcinomas, and 270 head and neck squamous cell car-
cinomas (identified from the Finnish Cancer Registry) were
matched one-to-one with cancer-free control subjects on age and
the date of serum collection. We calculated ORs and 95% CIs with
the use of a multivariate-adjusted conditional logistic regression.
Results: Cysteine had a U-shaped association with gastric adeno-
carcinomas; a model that included a linear and a squared term had
a significant global P-test (P = 0.036). Serum cysteinylglycine was
inversely associated with adenocarcinomas of the gastric cardia (OR
for above the median compared with below the median: 0.07; 95%
CI: 0.01, 0.70; n = 38 cases) but not for other sites. Both cysteine
and cysteinylglycine were not associated with esophageal squamous
cell carcinoma or head and neck squamous cell carcinoma.
Conclusions: We observed associations between serum cysteine
and cysteinylglycine with upper gastrointestinal cancer risk. Fu-
ture studies are needed to replicate these findings. This trial was
registered at clininicaltrials.gov as NCT00342992. Am J Clin Nutr
2016;104:686–93.

Keywords: cysteine, esophageal neoplasms, head and neck neo-
plasms, stomach neoplasms, upper gastrointestinal tract cancers

INTRODUCTION

Cancers of the head and neck and upper gastrointestinal (UGI)7

tract cause a major disease burden worldwide; gastric cancer is
the third most-common cause of cancer death worldwide, and

cancers of the head, neck, and esophagus collectively cause
w700,000 deaths/y (1). Certain risk factors for these cancers have
been well established including smoking for gastric adenocarci-
nomas, esophageal squamous cell carcinomas (ESCCs), and head
and neck squamous cell carcinomas (HNSCCs), alcohol for
ESCCs and HNSCCs, and Helicobacter pylori infection for
gastric adenocarcinoma (2–4). Mechanisms by which these risk
factors result in cancer remain an active area of investigation.

Cysteine could play an etiological role in head and neck or
UGI cancer risk through several different mechanisms. The
nonessential amino acid cysteine can be synthesized from me-
thionine and serine (5) as well as obtained via the diet from high-
protein foods. Cysteine serum concentrations are thought to be
tightly regulated (5) and lie at the intersection of a wide range of
important biologic pathways. For example, cysteine plays an
important role in the regulation of the extracellular redox
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environment (6) and is a rate-limiting precursor of glutathione
(7), which is an important intracellular antioxidant (8). Cysteine
is also a metabolite of homocysteine (9), which is part of the one-
carbon metabolism pathway, that is required for accurate DNA
replication and appropriate gene expression (10). However, at
high serum concentrations, cysteine may be cytotoxic (6) and
may act as a pro-oxidant (15, 16).

Relatively few studies have examined the association of serum
cysteine with cancer risk. One publication from the Nutritional
Intervention Trial, which was conducted in Linxian, China,
observed inverse associations between serum cysteine and in-
cident ESCCs and gastric cardia adenocarcinomas (11). How-
ever, studies that have investigated the association of serum
cysteine with other cancer sites have shown inconsistent results
(12–20).

Cysteinylglycine is a metabolite of glutathione and also serves
as a precursor to cysteine (7). The pro-oxidant cysteinylglycine
has been suggested to promote the reduction of Fe3+ to Fe2+ (21)
and also to lead to lipid peroxidation (22). Only a few studies
have investigated associations of cysteinylglycine with chronic
disease and have provided some evidence for increased risk of
heart disease (23) and breast cancer (24) with increased serum
cysteinylglycine. Because little is known about the association
between serologic cysteine or cysteinylglycine and risk of head
and neck or UGI cancer, we investigated these associations in
a nested case-control study within the ATBC (Alpha-Tocopherol,
Beta-Carotene Cancer Prevention) study cohort (25).

METHODS

Study cohort

The ATBC study was a randomized, double-blind, placebo-
controlled, primary prevention trial that was conducted to de-
termine whether daily supplementation with a-tocopherol,
b-carotene, or both would reduce the incidence of lung or other
cancers in male smokers. Between 1985 and 1988, 29,133
southwestern Finnish men between the ages of 50 and 69 y who
smoked $5 cigarettes/d were recruited and randomly assigned
to receive either a-tocopherol (50 mg/d), b-carotene (20 mg/d),
both supplements, or placebo capsules with the use of a 2 3
2-factorial design for 5–8 y (median: 6.1 y). Participants were ex-
cluded from the trial if they had a history of a malignancy other
than nonmelanoma skin cancer or carcinoma in situ, severe
angina on exertion, chronic renal insufficiency, liver cirrhosis,
alcoholism, or other medical conditions that could have limited
long-term participation. After the end of the trial, participants
were followed as a cohort. The ATBC Study was approved by
the institutional review boards of the National Cancer In-
stitute and the National Public Health Institute, and written
informed consent was obtained from each participant before
random assignment.

Data collection

During 2 clinic visits before random assignment, participants
completed questionnaires on general background characteristics,
educational attainment, medical histories, smoking intensity and
duration, and occupational histories. Height and weight were also
measured at this first baseline visit; participants who had been

fasting for 12 h before their first baseline clinic visit provided
a fasting blood sample. Serum samples were stored at2708C and
later analyzed. The food-frequency questionnaire assessed usual
food consumption over the previous year and included 276
common foods, mixed dishes, and beverages including alcohol
with the use of a picture booklet to aid in the estimation of
portion size (26). The food-frequency questionnaire was com-
pleted satisfactorily by 93% of study participants. Participants
who were missing dietary data were included in the analyses
with an indicator variable for missing. The exclusion of these
participants from the study did not affect risk estimates (data not
shown).

Case identification and control selection

Cases were defined as incident gastric adenocarcinomas (In-
ternational Classification of Diseases (ICD)-9 code 151), ESCCs
(ICD-9 code 150), or HNSCCs (ICD-9 codes 140–149 and 161)
that were diagnosed by 30 April 2002 with adequate serum for
measurements. ICD for Oncology codes were further used to
classify histology as an adenocarcinoma or squamous cell car-
cinoma. Cancer cases were identified through the Finnish Can-
cer Registry. For cases that were diagnosed through April 1999,
medical records were reviewed centrally by 1 or 2 physicians for
diagnostic confirmation and staging. Information on cases that
were diagnosed since May 1999 was derived from the Finnish
Cancer Registry, which provided almost 100% case ascertain-
ment (27). Controls were alive and cancer free at the time of
case diagnosis and matched to cases (1:1) for the age at random
assignment (65 y) and date of blood draw (630 d).

Serum nutrient determination

Fasting blood samples were collected from participants at the
time of their first baseline visit and stored at2708C. Cysteine and
cysteinylglycine were determined with the use of a modification
of an HPLC method (28, 29). Each batch contained blinded case
and matched controls that were placed consecutively within each
batch as well as 6 blinded quality-control (QC) samples that
were derived from a pool of serum. Within-batch CVs were 7.6%
for cysteine and 5.3% for cysteinylglycine, whereas between-
batch CVs were 10.8% for cysteine and 16.8% for cys-
teinylglycine. For cysteine, the QC samples were in a different
range from that of the case and control samples. Because of the
substantial batch-to-batch variation in the mean cysteine con-
centration of controls, we used locally weighted regression
models (PROC LOESS) to describe the deviation in each batch
from the mean of the controls and to calculate residuals from this
regression (29). We added the mean value of measured cysteine to
these residuals and assigned quartiles on the basis of the distri-
bution of these values in controls.

H. pylori seropositivity was measured with the use of com-
mercially available ELISAs (Biohit ELISA kit; Biohit Oyj) for
serum antibodies to H. pylori cell surface antigen according to
the manufacturer’s instructions. Each batch included 2 QC sam-
ples that were provided in the kit (a negative control and a posi-
tive control) and 3 blinded QC samples from a single serum pool
from the ATBC study. Cases, controls, and QC samples were all
measured in duplicate. A cutoff was used to define H. pylori
positivity. The concordance between QC samples was 100%.
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Statistical analysis

Statistical analyses were performed with the use of Stata
version 13.0 software (StataCorp LP) and SAS version 9.1.3
software (SAS Institute Inc.), and all P values were 2 sided. We
compared the distribution of selected characteristics for case and
1:1-matched control subjects with the use of Wilcoxon’s rank-
sum tests for continuous variables and chi-square tests for cat-
egorical variables. In controls, the associations between serum
cysteine and cysteinylglycine (in quartiles) and selected char-
acteristics were determined with the use of Cuzik’s non-
parametric tests for trend.

OR and 95% CIs for the association between serum cysteine or
cysteinylglycine concentrations and incident cancer were de-
termined with the use of conditional logistic regression. For
continuous estimates of cysteine and cysteinylglycine, ORs were
scaled to one-half the IQR, i.e.,

ðquartile 32 quartile 1ÞO2 ð1Þ

and were equivalent to 27 and 41 nmol/mL, respectively. We also
fit continuous models with the addition of a square term to inves-
tigate possible nonlinear associations.

The multivariate-adjusted conditional logistic regression
models were adjusted for age at random assignment, alcohol
consumption (ethanol; g/d), BMI (in kg/m2) calculated as weight
in divided by the square of height, energy intake (kcal/d), cig-
arettes smoked per day, years of cigarette smoking, pack-years
of cigarette smoking, education, fruit intake (g/d), and vegetable
intake (g/d). For gastric adenocarcinomas only, we also present
models that were further adjusted for H. pylori seropositivity
because H. pylori infection is a strong risk factor for gastric
cancer risk (30) but is not thought to increase ESCC or HNSCC

risk (31, 32). The intervention group and gastric atrophy as
measured by a low pepsinogen I status (33) were not con-
founders of the associations in our study (data not shown);
therefore, they were not included in the multivariable models.

We examined a possible effect modification by age, smoking
dose (,20 compared with $20 cigarettes/d), years of smoking
(,37 compared with$37 y), alcohol use (,13, 13–26, and$26
g/d), study intervention, baseline serum a-tocopherol (,11.9
and $11.9 mg/L) or b-carotene (,174.5 and $174.5 mg/L),
intake of total vitamin C (,96.3 and $96.3 mg/d) or vitamin E
(,10.8 and$10.8 mg/d), and H. pylori by stratification with the
use of a visual inspection of the data and formally tested for an
effect modification with the use of unconditional logistic re-
gression.

RESULTS

This investigation included 170 gastric adenocarcinoma cases,
68 ESCC cases, 270 HNSCC cases, and 508 1:1-matched con-
trols. H. pylori seropositivity was more common in gastric ad-
enocarcinoma cases than in matched controls (P , 0.001)
(Table 1). Concentrations of serum cysteine were significantly
lower in gastric adenocarcinoma cases than in matched controls
(P = 0.04), whereas concentrations of cysteinylglycine along
with other examined covariates were similar in gastric adeno-
carcinoma cases and in controls. ESCC cases had lower BMI
(P = 0.01) than controls. Other examined covariates were similar
in both cases and controls. Concentrations of serum cysteine (P =
0.13) and cysteinylglycine (P = 0.81) were not significantly
different between ESCC cases and controls. HNSCC cases
smoked more cigarettes per day, drank more alcohol, had higher
energy intake, and ate less fruit and vegetables than matched

TABLE 1

Study characteristics in cases and controls1

Controls

Gastric adenocarcinoma

Esophageal squamous cell

carcinoma

Head and neck squamous cell

carcinoma

Value P Value P Value P

Participants, n 508 170 — 68 — 270 —

Age at random assignment 57 (54, 61)2 58 (54, 62) 0.12 57 (54, 62) 0.76 57 (54, 61) 0.72

BMI, kg/m2 25.9 (23.9, 28.6) 25.6 (23.3, 28.3) 0.26 24.3 (22.6, 28.0) 0.01 25.4 (23.1, 28.1) 0.08

Age started smoking, y 19 (17, 20) 19 (17, 21) 0.56 18 (17, 21) 0.98 18 (16, 20) 0.30

Smoking, y 37 (32, 41) 37 (31, 43) 0.79 39 (34, 43) 0.49 38 (32, 43) 0.09

Cigarettes, n/d 20 (15, 20) 20 (15, 25) 0.10 20 (15, 25) 0.23 20 (17, 30) ,0.0001

Alcohol use, g/d 11.0 (2.8, 25.2) 10.7 (1.5, 22.9) 0.95 19.2 (7.6, 38.7) 0.06 15.6 (4.7, 30.1) 0.02

Energy intake, kcal/d 2693 (2205, 3244) 2493 (1996, 3246) 0.17 2510 (2152, 3286) 0.63 2535 (1873, 3224) 0.03

Vegetable intake, g/d 92.0 (52.2, 139.7) 80.5 (42.8, 132.1) 0.19 84.0 (35.1, 136.4) 0.43 73.7 (36.7, 126.8) 0.004

Fruit intake, g/d 102.3 (47.1, 160.5) 91.7 (33.8, 155.3) 0.26 74.5 (16.7, 137.7) 0.06 74.4 (29.5, 141.3) 0.002

Elementary education, % 78 86 0.09 87 0.12 81 0.52

a-Tocopherol intervention group, % 49 56 0.23 59 0.23 51 0.67

b-Carotene intervention group, % 46 51 0.33 47 0.73 50 0.26

Serum measures

Helicobacter pylori seropositivity,3 % 68 86 ,0.001 — — — —

Cysteine, nmol/mL 310.1 (282.5, 337.0) 298.0 (267.6, 329.5) 0.04 308.5 (279.6, 333.1) 0.13 305.1 (278.0, 333.8) 0.29

Cysteinylglycine, nmol/mL 223.0 (190.9, 279.0) 231.0 (186.4, 273.3) 0.51 230.9 (185.6, 274.9) 0.81 221.9 (184.8, 268.9) 0.82

1P values are for each cancer type and their 1:1-matched controls (matched for age and date of blood draw). Wilcoxon’s rank-sum test was used for

continuous variables, and the chi-square test was used for categorical variables.
2Median; IQR in parentheses (all such values).
3Restricted to adenocarcinoma cases and controls because H. pylori is a strong risk factor for gastric adenocarcinoma but is not generally considered

a risk factor for esophageal squamous cell carcinoma or head and neck squamous cell carcinoma.
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controls did (P, 0.05 for all). Concentrations of serum cysteine
and cysteinylglycine were not significantly different between
HNSCC cases and controls (P = 0.29 and P = 0.82, re-
spectively).

In controls, serum cysteinewas positively associated with BMI
and inversely associated with energy intake and H. pylori se-
ropositivity (Table 2), whereas serum cysteinylglycine was
positively associated with education (data not shown).

Table 3 presents ORs for the association between serum
cysteine and the following 3 cancer types: gastric adenocarci-
nomas, ESCCs, and HNSCCs, in analyses that divided serum
cysteine concentration into quartiles. Although NS, we noted
that, for gastric adenocarcinoma models that were adjusted for
H. pylori and other known and suspected risk factors, the point
estimate for ORs for quartiles 2 and 3 (compared with quartile
1) were ,1.0, whereas the point estimate for the OR for quar-
tile4 (compared with quartile 1) was .1.0. These results

prompted us to consider the possibility of a nonlinear associa-
tion between serum cysteine and gastric adenocarcinomas. We
investigated the possibility of a nonlinear association between
serum cysteine concentration and gastric adenocarcinomas by
including a square term in the models (Figure 1). Tests for
nonlinearity reached significance (Wald’s P values for the linear
term, square term, and the global 2-df test for a model including
the linear and the square term were as follows: P = 0.029, P =
0.037, and P = 0.036, respectively). The gastric cardia adeno-
carcinoma (n = 38) and noncardia adenocarcinoma (n = 132)
stratified analyses showed patterns of association that were
similar in each analysis (Supplemental Table 1). We again
investigated the possibility of a nonlinear association for each of
the 2 gastric adenocarcinoma subsites by including a square
term in the models. For gastric adenocarcinomas of the non-
cardia region, Wald’s P values f for the linear term, square term,
and the global 2-df test for a model including the linear and the

TABLE 3

Association of serum cysteine with risks of gastric adenocarcinoma, esophageal squamous cell carcinoma, and head and neck squamous cell carcinoma1

Serum cysteine

quartile (cutoff)

Gastric adenocarcinomas

(n = 170)

Esophageal squamous cell carcinomas

(n = 68)

Head and neck squamous cell carcinomas

(n = 270)

Controls/

cases, n Crude Multivariable

Controls/

cases, n Crude Multivariable

Controls/

cases, n Crude Multivariable

1 (#283 nmol/mL) 47/61 1.00 (reference)2 1.00 (reference) 12/18 1.00 (reference) 1.00 (reference) 69/82 1.00 (reference) 1.00 (reference)

2 (284–310 nmol/mL) 37/40 0.80 (0.43, 1.50) 0.77 (0.37, 1.61) 18/18 0.72 (0.27, 1.94) 1.08 (0.29, 4.06) 71/69 0.77 (0.46, 1.28) 0.81 (0.46, 1.42)

3 (311–337 nmol/mL) 46/31 0.44 (0.22, 0.87) 0.59 (0.26, 1.31) 15/16 0.75 (0.25, 2.28) 1.19 (0.32, 4.49) 64/57 0.67 (0.38, 1.17) 0.78 (0.42, 1.45)

4 ($338 nmol/mL) 40/38 0.64 (0.31, 1.30) 1.10 (0.46, 2.63) 23/16 0.45 (0.16, 1.23) 0.36 (0.08, 1.55) 66/62 0.70 (0.40, 1.24) 0.73 (0.38, 1.40)

P — 0.113 0.493 — 0.144 0.244 — 0.194 0.344

1Cutoffs for quartiles were defined by all of the controls used in the study. Crude ORs were calculated from conditional logistic regression models.

Multivariable-adjusted ORs for gastric adenocarcinomas were from conditional logistic regression models that were adjusted for age, alcohol intake, BMI,

energy intake, cigarettes smoked per day, years of cigarette smoking, education, fruit intake, vegetable intake, and Helicobacter pylori seropositivity. H. pylori

was included in these models because it is a strong risk factor for gastric adenocarcinoma. Multivariable-adjusted ORs for head and neck squamous cell

carcinomas and esophageal squamous cell carcinomas were from conditional logistic regression models that were adjusted for age, alcohol intake, BMI,

energy intake, cigarettes smoked per day, years of cigarette smoking, education, fruit intake, and vegetable intake. H. pylori was not included these models

because as H. pylori is not a risk factor for esophageal or head and neck squamous cell carcinomas.
2OR; 95% CIs in parentheses (all such values).
3Calculated from a 3-df likelihood ratio test. P-trend test was not used for gastric adenocarcinomas because of evidence of a nonlinear association.
4P-trend.

TABLE 2

Study characteristics by quartile of serum cysteine in controls1

Cutoffs for quartiles of serum cysteine, nmol/mL

1 (#283) 2 (284–310) 3 (311–337) 4 ($338) P

Age at random assignment, y 57 (53, 59.5)2 57 (54, 59) 59 (55, 62) 57 (54, 61) 0.061

BMI, kg/m2 25.1 (23.5, 26.8) 26.0 (23.7, 28.9) 25.5 (23.6, 28.0) 27.5 (25.3, 30.4) ,0.001

Age started smoking, y 20 (17, 21) 19 (16, 20) 18 (17, 20) 19 (17, 20) 0.23

Smoking, y 35 (31, 41) 37 (32, 41) 38 (34, 43) 37 (32, 43) 0.10

Cigarettes, n/d 20 (12, 20) 20 (15, 20) 20 (15, 24) 20 (15, 25) 0.45

Alcohol use, g/d 9.9 (2.5, 19.3) 13.0 (5.4, 26.7) 10.3 (2.5, 25.0) 11.8 (3.0, 26.5) 0.47

Energy intake, kcal/d 2878 (2383, 3292) 2768 (2172, 3229) 2986 (2315, 3470) 2597 (1905, 3144) 0.017

Vegetables, g/d 94.9 (54.8, 135.8) 93.9 (44.6, 136.7) 101.7 (51.3, 151.7) 95.9 (56.1, 129.3) 0.97

Fruit, g/d 124.1 (44.7, 170.6) 101.8 (42.8, 148.2) 115.6 (52.3, 155.5) 100.5 (50.7, 161.9) 0.96

Elementary education, % 84 70 77 81 0.84

Helicobacter pylori seropositivity,3 % 78 76 56 64 0.017

1P values were calculated from Cuzik’s nonparametric test for trend.
2Median; IQR in parentheses (all such values).
3Restricted to controls for adenocarcinoma cases because H. pylori is a strong risk factor for gastric adenocarcinoma but is not generally considered a risk

factor for esophageal squamous cell carcinoma or head and neck squamous cell carcinoma.
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square term were all borderline (P = 0.07, P = 0.09, and P =
0.05, respectively). For cardia gastric adenocarcinomas, the
Wald’s P values for the linear term, square term, and the global
2-df test for a model including the linear and the square term
were also all borderline (P = 0.06, P = 0.07, and P = 0.13, re-
spectively)

Table 3 presents results for the association between serum
cysteine and ESCCs and the association between serum cysteine
and HNSCCs. There was no association between serum cysteine
and either ESCCs or HNSCCs. In contrast to the results for gastric
adenocarcinomas, we showed no evidence for a nonlinear as-
sociation between serum cysteine and either ESCCs or HNSCCs
(Figure 1).

Table 4 displays associations between serum cysteinylglycine
and gastric adenocarcinomas, ESCCs, and HNSCCs. In contrast
to the results for cysteine, we showed no significant associations
between serum cysteinylglycine and risk of gastric adenocarci-
noma, ESCC, or HNSCC. In Supplemental Table 2, we strat-
ified gastric adenocarcinoma cases by anatomic subsite (cardia
or noncardia). We showed a borderline inverse association of
cysteinylglycine with adenocarcinomas of the gastric cardia
(P-trend from multivariate model = 0.05). Because case numbers
for this outcome were small (n = 38), and risk estimates from the
quartiles suggested a possible threshold effect, we collapsed
categories. The OR for greater than the median serum cys-
teinylglycine concentration (.223 nmol/mL) relative to that
below the median was 0.07 (95% CI: 0.01, 0.70). We observed
no evidence of an association between cysteinylglycine and
adenocarcinomas of the noncardia (P-trend from multivariate
model = 0.46).

We showed no evidence of an effect modification of any as-
sociation overall or for the cancer subtypes by alcohol use,
smoking history, a-tocopherol or b-carotene intervention group,
baseline serum a-tocopherol or b-carotene concentrations, vi-
tamin C or vitamin E intake, or H. pylori seropositivity by in-
spection or by formal hypothesis testing (data not shown).

DISCUSSION

In this nested case-control study within the ATBC study, we
observed a significant (P = 0.036) U-shaped association between
serum cysteine and gastric adenocarcinomas. Although case
numbers were low, serum cysteinylglycine was inversely asso-
ciated with adenocarcinomas of the gastric cardia. No associa-
tions were observed between serum cysteine or cysteinylglycine
and ESCCs or HNSCCs.

We observed a significant U-shaped association between se-
rum cysteine and gastric adenocarcinomas. Our findings differed
from the results of the only previous publication to our knowledge
to have investigated the association of cysteine with cancers of
the UGI tract, which was a study within the Nutritional In-
tervention Trial in Linxian, China. Murphy et al. (11) showed

FIGURE 1 OR (95% CIs) for the association between serum cysteine
and cancer risk relative to the median of the first quartile. We calculated
estimates from models with both linear and quadratic terms for serum cys-
teine with adjustment for age, alcohol intake, BMI, energy intake, cigarettes
smoked per day, years of cigarette smoking, education, fruit intake, vegeta-
ble intake, gastric adenocarcinomas, and Helicobacter pylori seropositivity.
For gastric adenocarcinomas, we observed evidence of a nonlinear associa-

tion with a P value for the quadratic term of 0.037 and the overall 2-df test
for an association of 0.036. For esophageal squamous tumors, we showed no
evidence of a deviation from linearity (for the quadratic term: P value= 0.46;
for the 2-df test: P = 0.19). For head and neck squamous tumors, we showed
no evidence of a deviation from linearity (for the quadratic term: P = 0.19;
for the 2-df test: P = 0.34). Q, quartile.
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evidence of an inverse linear association between serum cysteine
and gastric cardia adenocarcinomas. Several differences between
the studies should be noted. Although the previous publication
was restricted to cancers of the gastric cardia, the current pub-
lication included cases of both the cardia and noncardia, with
a majority of cases in the noncardia group. In addition, the range
of serum cysteine differed between the 2 studies. Cysteine serum
concentrations were substantially lower in the previous publi-
cation (median: 196 nmol/mL; IQR: 178–216 nmol/mL) than in
the current one (median: 310.1 nmol/mL; IQR: 282.5–337.0
nmol/mL). In the current study, the nadir of risk was seen at
a serum concentration of 320 nmol/mL, with risk trending to-
ward the null at higher concentrations. In the Linxian study, few
participants had cysteine serum concentrations in this higher
range. In the Linxian study, few participants had cysteine serum
concentrations in this higher range. The subjects of the previous
study also had lower BMI (mean 6 SE: 21.8 6 2.6) than in the
current study (median: 25.8; IQR: 23.9–28.6). Several studies
have shown an association between serum cysteine and obesity
and metabolic syndrome (34–37). Furthermore, the Linxian
population consisted mostly of subsistence farmers, whereas
members of the ATBC study population had a more-ample and
varied diet. Finally, the previous publication lacked adjustment
for H. pylori. In the current study, H. pylori seropositivity was
associated with lower serum cysteine concentrations in controls,
and the U-shape became somewhat more pronounced after ad-
justment for H. pylori (data not shown).

The U-shaped association between serum cysteine and UGI
adenocarcinomas is mechanistically plausible. Cysteine con-
centrations are thought to be tightly regulated, and high con-
centrations of cysteine have been shown to be cytotoxic in
laboratory studies (5). These findings suggest a detrimental effect
of either excessively high or excessively low cysteine serum
concentrations. Cysteine also may be able to act as both a pro-
oxidant and antioxidant depending on the physiological context.
In its antioxidant context, cysteine serves as the rate-limiting
precursor of the crucial antioxidant glutathione, and supple-
mentation of cysteine has been shown to increase glutathione
concentrations and decrease inflammatory markers in elderly

subjects (38). However, N-acetyl-cysteine supplements have also
been shown to increase serum concentrations of markers of
oxidative stress in humans after an acute muscle injury (39),
thereby suggesting a function of cysteine as a pro-oxidant.
U-shaped associations with serum cysteine have been reported
for one other disease outcome; in a previous study of vascular
disease, there was evidence of a U-shape association with serum
cysteine (40).

To our knowledge, only one previous study has investigated the
mechanistic link between N-acetyl-cysteine and gastric cancer in
vitro. The study reported that N-acetyl-cysteine inhibited human
gastric cancer SJ-89 cell growth by inducing DNA synthesis
arrest and apoptosis (41). The authors postulated that this pro-
cess may have functioned through the regulation of the tran-
scriptional checkpoint nuclear transcription factor kB; however,
to our knowledge, additional mechanistic details have not been
elucidated. N-acetylcysteine has also been investigated as
a chemopreventive agent in a rat model of esophageal adeno-
carcinoma in which tumors were induced by esophagogas-
troduodenal anastomosis. N-acetylcysteine alone had no effect
on tumor incidence, but N-acetylcysteine in combination with
a-tocopherol significantly reduced tumor incidence (42).

Alternatively, as in all observational studies, serum cysteine
could be a surrogate for another exposure. In our analysis, es-
timates were only slightly attenuated by adjustment for other risk
factors including alcohol use, BMI, energy intake, education, and
fruit and vegetable intake. Adjustment for H. pylori attenuated
the association of serum cysteine with gastric adenocarcinomas
overall, and adjustment for smoking attenuated associations for
serum cysteine and gastric adenocarcinomas, ESCCs, and
HNSCCs. Residual confounding may have been present.

In contrast with cysteine, only one study, to our knowledge, has
investigated the association of cysteinylglycine with risk of any
cancer type and showed null results for breast cancer overall but
elevated risks in certain subgroups (24). Cysteinylglycine is
a pro-oxidant such that it could be hypothesized that there is
a positive association with increased cancer risk particularly in
individuals with poor antioxidant status. Results in a previous
study of breast cancer followed this pattern (24). However, we

TABLE 4

Association of serum cysteinylglycine with risk of gastric adenocarcinoma, esophageal squamous cell carcinoma, and head and neck squamous cell

carcinoma1

Serum

cysteinylglycine

quartile (cutoff)

Gastric adenocarcinomas

(n = 170)

Esophageal squamous cell carcinomas

(n = 68)

Head and neck squamous cell carcinomas

(n = 270)

Controls/

cases, n Crude Multivariate

Controls/

cases, n Crude Multivariate

Controls/

cases, n Crude Multivariate

1 (,192 nmol/mL) 41/49 1.00 (reference)2 1.00 (reference) 19/19 1.00 (reference) 1.00 (reference) 71/79 1.00 (reference) 1.00 (reference)

2 (192–223 nmol/mL) 34/29 0.72 (0.38, 1.38) 0.68 (0.32, 1.46) 18/14 0.79 (0.28, 2.20) 1.31 (0.34, 5.09) 73/58 0.68 (0.41, 1.14) 0.75 (0.43, 1.30)

3 (224–273 nmol/mL) 44/50 0.92 (0.49, 1.72) 0.83 (0.39, 1.76) 15/16 1.13 (0.40, 3.19) 2.26 (0.53, 9.67) 62/75 1.03 (0.63, 1.70) 1.11 (0.65, 1.91)

4 (.273 nmol/mL) 51/42 0.64 (0.33, 1.24) 0.45 (0.20, 1.00) 16/19 1.47 (0.42, 5.20) 2.05 (0.41, 10.33) 64/58 0.74 (0.42, 1.32) 0.70 (0.37, 1.30)

P-trend — 0.28 0.08 — 0.76 0.65 — 0.49 0.28

1Cutoffs for quartiles were defined by all of the controls used in the study. Crude ORs were calculated from conditional logistic regression models.

Multivariate-adjusted ORs for gastric adenocarcinomas were from conditional logistic regression models that were adjusted for age, alcohol intake, BMI,

energy intake, cigarettes smoked per day, years of cigarette smoking, education, fruit intake, vegetable intake, and Helicobacter pylori seropositivity. H. pylori

was included in these models because it is a strong risk factor for gastric adenocarcinoma. Multivariate-adjusted ORs for head and neck squamous cell

carcinomas and esophageal squamous cell carcinomas were from conditional logistic regression models that were adjusted for age, alcohol intake, BMI,

energy intake, cigarettes smoked per day, years of cigarette smoking, education, fruit intake, and vegetable intake. H. pylori was not included these models

because H. pylori is not a risk factor for esophageal or head and neck squamous cell carcinomas.
2OR; 95% CIs in parentheses (all such values).
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observed no association of cysteinylglycine with any cancer site
overall and a borderline inverse association with adenocarci-
nomas of gastric cardia. We attempted to examine associations in
individuals with poor antioxidant status by examining results in
subjects with low dietary vitamin C and vitamin E intakes and
low serum a-tocopherol or low serum b-carotene concentra-
tions; however, the results in these strata were similar to those
overall (data not shown). With only 38 cases, the observed in-
verse association of cysteinylglycine with gastric cardia ade-
nocarcinomas could have been due to chance. Future studies are
needed to replicate this result.

This study has several notable strengths including the pro-
spective collection of cancer cases, a carefully matched study
design, the identification of cases and controls from the same pool
of ATBC trial participants (which limited the possibility of se-
lection bias), and adjustment for possible confounders including
H. pylori, alcohol, cigarette smoking, and education. However,
this study also has several limitations. Because the ATBC study
was a trial of male smokers, our results may not be generalizable
to nonsmokers. In contrast, smokers may be exposed to higher
levels of oxidative stress than other populations and, thus, are
a group well suited for a study of cysteine and cysteinylglycine.
Also, we had only a single measurement of cysteine and cys-
teinylglycine, which may or may not have reflected long-term
serum concentrations. Finally, the power was low for some
subsites and for examining a possible effect modification.

In conclusion, we observed evidence of a U-shaped association
between serum cysteine and gastric adenocarcinoma. This as-
sociation is biologically plausible and should be investigated in
subsequent studies.
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