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ABSTRACT
Background: Liver cancer incidence and mortality are escalat-
ing globally. Magnesium intake has been studied extensively in
nonmalignant liver pathology, but the association between dietary
intake of magnesium and primary liver malignancy has not been
previously evaluated.
Objectives: We aimed to determine the association between total
magnesium intake and primary liver cancer risk.
Methods: Using the NIH-American Association of Retired Per-
sons (NIH-AARP) Diet and Health Study prospective cohort,
we estimated the association between magnesium intake and the
risk of incident primary liver cancer using Cox proportional
hazard modeling adjusted for relevant confounders. Comprehensive
stratified and sensitivity analyses were performed.
Results: During 6.4 million person-years of follow-up time, 1067
primary liver cancers occurred in 536,359 participants. Higher
magnesium intake was independently associated with a lower risk of
liver cancer (P-trend = 0.005), with intakes in the highest compared
with lowest quartile associated with 35% lower risk (HR: 0.65;
95% CI: 0.48, 0.87). The dose-related inverse association was more
pronounced in moderate and heavy alcohol users (HR: 0.54; 95% CI:
0.35, 0.82; P-trend = 0.006), and this interaction was statistically
significant (P-interaction = 0.04).
Conclusions: Based on a prospective cohort analysis, we demon-
strated that magnesium intake is associated with a lower risk of
primary liver cancer, which was more pronounced among moderate
and heavy alcohol users. Robust experimental and mechanistic data
provide a biological basis to support these findings. Am J Clin
Nutr 2021;113:630–638.
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Introduction
Liver cancer remains one of the most common and deadliest

cancers worldwide. Rates of primary liver cancer increased by
an estimated 75% between 1990 and 2015 and accounted for

>840,000 new cases and 781,000 related deaths globally in
2018 alone (1). Hepatocellular carcinoma (HCC) comprises the
vast majority of primary liver cancers. Although cirrhosis is the
strongest risk determinant, HCC also occurs in the absence of
cirrhosis. Globally, the most common etiologies for cirrhosis
and HCC are chronic viral hepatitis B and C, nonalcoholic fatty
liver disease (NAFLD), and alcohol-related liver disease (2).
The obesity epidemic has heralded a parallel rise in NAFLD
prevalence, which is now estimated to affect 20% of the global
population and >34% of the US population (3, 4). In many
industrialized countries, NAFLD is now the leading cause of
HCC and can even occur in individuals without cirrhosis. Despite
the observation that 70% of all liver cancers diagnosed in the US
are attributable to preventable factors (5) and despite established
HCC screening guidelines, the incidence and mortality rates of
liver cancer in the US since 1980 have nevertheless tripled and
doubled, respectively (6, 7). As such, there is clearly an unmet
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need to identify other adjunctive modifiable measures to reduce
the growing burden. Dietary factors are estimated to account for
∼30% of cancer mortality in Western countries, including the US,
second only to tobacco smoking and by a small margin (8, 9).

Magnesium, a divalent cation, is an essential micronutrient in
the human diet because of its fundamental role in maintaining
physiologic homeostasis through the regulation of several
biological processes and pathways, including DNA replication
and repair, maintenance of genomic stability and fidelity, signal
transduction, cell proliferation and differentiation, angiogenesis,
apoptosis, and inflammatory responses (8, 10). Previous studies
have consistently demonstrated that increased magnesium intake
is inversely associated with the risk of metabolic syndrome
and type 2 diabetes (11, 12). Based on randomized controlled
clinical trials, magnesium supplementation is associated with
improved insulin resistance among diabetics (13) and with
reduced systemic inflammatory markers (14). Relatedly, higher
magnesium intake is associated with not only a lower likelihood
of developing NAFLD (15) and, among alcohol users, alcohol-
related liver disease, but also lower risk of liver-related mortality,
irrespective of the etiology of liver disease. It is well recognized,
however, that several liver diseases, particularly alcohol-related
liver disease, are associated with magnesium deficiency and that
magnesium deficiency, in turn, exacerbates liver pathology and
disease progression (8, 10, 16, 17). The underlying mechanisms
are not completely defined, but they relate to altered magnesium
homeostasis in the liver and subsequent dysregulation of
immune, inflammatory, and, relatedly, potentially carcinogenic
pathways. In vitro data also demonstrate an inhibitory effect of
magnesium on experimental hepatoma and HCC development
(18, 19).

We therefore hypothesized that magnesium intake may be
inversely associated with incident primary liver cancer and that
this protective risk might be more pronounced among those who
use alcohol. We secondarily hypothesized that calcium intake
might confound or interact with these associations given the
close physiologic relation between these 2 divalent cations (10).
This interaction has been previously demonstrated in studies of
other gastrointestinal (GI) diseases, including GI neoplasia (20–
23). To evaluate these hypotheses, we conducted an analysis of
the NIH-American Association of Retired Persons (NIH-AARP)
Diet and Health Study prospective cohort with the primary
objective to define the association between magnesium and the
risk of incident primary liver cancer. Better defining the health
outcomes associated with altered magnesium intake could have
important public health implications because at least half of the
US population does not meet the daily RDA for magnesium (24–
26).

Methods

Data source and study population

The NIH-AARP Diet and Health Study cohort is one of the
largest prospective cohorts with dietary data and cancer outcomes
in the United States and is supported by the National Cancer
Institute (NCI). The NCI developed the baseline questionnaire,
which included a self-administered FFQ. Between 1995 and
1996, the questionnaire was mailed to ∼3.5 million AARP
members aged 50–71 y who primarily resided in 1 of 6 states

(California, Florida, Pennsylvania, New Jersey, North Carolina,
and Louisiana) or 2 metropolitan areas (Detroit, MI, and Atlanta,
GA). A total of 566,398 participants returned the questionnaires.
Additional details of this cohort as well as comparability of
respondents compared with nonrespondents have been previously
described and published, along with external validation of the
NIH-AARP Diet and Health Study cohort (23, 27). The cohort
was followed prospectively through December 2011. Figure 1
illustrates construction of the analytic cohort for this analysis
(n = 536,359 respondents).

Exposure and outcome assessment

Usual intake over the 12 mo prior to enrollment was assessed
using a self-administered 124-item semiquantitative baseline
FFQ (Supplemental Methods). The food items, standardized
frequency and portion categories, and the nutrient database were
adapted from the USDA’s 1994–1996 Continuing Survey of Food
Intake by Individuals, which reflected the most common food
intakes reported by the general US population at the time (28).
Additional details of the FFQ and conversions are previously
described (27, 29).

The primary exposure for this analysis was total magnesium
intake. Total intake in milligrams for both magnesium and
calcium was calculated as the sum of dietary intake from
food or beverages, plus intake from magnesium- or calcium-
containing supplements. Supplemental intake represented an
aggregate of single and multivitamin/mineral magnesium- or
calcium-containing supplements.

The primary outcome was incident diagnosis of liver cancer
as the first primary cancer. Incident cancer cases were identified
through cancer registry linkage, which included registries from
the initial 8 geographies listed previously and, starting in 2003,
also Arizona, Nevada, and Texas. Cancer registry linkage for
the NIH-AARP Diet and Health Study cohort is excellent, with
prior studies confirming ∼90% accuracy for diagnoses (30).
Throughout the study period, all registries maintained North
American Association of Central Cancer Registry certification
as being ≥90% complete within 2 y of cancer diagnosis.
Liver cancer cases were classified according to the Surveil-
lance, Epidemiology, and End Results program’s International
Classification of Disease for Oncology (third edition) site
codes C22.0–C22.1 (7). Death was ascertained by linkage to
the Social Security Administration Death Master file, linkage
with cancer registries, and by NIH-AARP study investigators’
follow-up searches of the National Death Index as well as
mailings.

The study follow-up time was defined as cohort entry, T0—
the time when the baseline questionnaire was received—until
the earliest occurrence of the following: liver cancer diagnosis,
any other cancer diagnosis except nonmelanomatous skin cancer,
censoring, or death. Censoring occurred with either loss to
follow-up due to relocation outside of any of the aforementioned
geographic cancer registry regions or with last date of follow-up
for the Diet and Health Study cohort (December 31, 2011).

Statistical analysis

Baseline cohort characteristics including demographics,
lifestyle factors, and nutritional intakes were compared according
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FIGURE 1 Flow diagram detailing the construction of the analytic cohort from the NIH-AARP Diet and Health Study prospective cohort. NIH-AARP,
NIH-American Association of Retired Persons.

to quartiles of magnesium intake. All nutritional intake values
were adjusted for age, sex, BMI (in kg/m2), and caloric intake
using generalized linear regression modeling.

Total magnesium (primary exposure) and calcium intakes
were categorized into quartiles for all analyses. There were no
substantive differences when we evaluated sex-specific compared
with common quartiles, so we elected to use the latter. Cox
proportional hazard models were used to estimate HRs and
95% CIs for risk of incident primary liver cancer. Schoenfeld
residuals were used to test the proportional hazards assumption.
The reference group was the lowest quartile of magnesium
or calcium intake for all analyses. Including the quantile as
a continuous variable in the model allowed evaluation for
any linear dose responses, which were presented as P-trend
values.

We evaluated covariates hypothesized or previously estab-
lished to be associated with the primary exposures or outcome as
potential confounders. Covariates associated with the exposure
and outcome (potential confounders) were adjusted for in the
models. Minimally adjusted models were adjusted for age (years,
continuous), sex (male/female), race/ethnicity (non-Hispanic
white compared with non-white), and energy (caloric) intake
(kilocalories per day, continuous). Fully adjusted models were
additionally adjusted for the following potential confounder co-
variates: obesity (BMI ≥30 compared with BMI <30), smoking
status (current/former or “ever smoker” compared with never
smoker), alcohol use by sex-specific standards (moderate/heavy
use, yes or no), highest level of education achieved (less
than high school degree, completed high school degree, some
post–high school training, completed college or higher degree),
self-reported health status (fair or poor, good, excellent or
very good), and the Healthy Eating Index (31). Models were
additionally adjusted for either magnesium or calcium depending
on the respective exposure of interest. All covariates had <5%

missing data, so multiple imputation for missing data was
not needed. Records with missing data were excluded from
analyses.

We conducted stratified analyses to evaluate for effect
modification by sex, race/ethnicity, alcohol use, obese status,
and smoking status. Our prior studies have suggested that
the calcium-to-magnesium ratio might modify the association
between magnesium (or calcium) and the outcome of interest,
and so we also evaluated effect modification by calcium-to-
magnesium ratio (22, 23, 32). Calcium-to-magnesium ratio
was calculated as the ratio of total calcium intake to total
magnesium intake. Thresholds for “high,” “normal,” and “low”
were based on our prior studies and were set at calcium-
to-magnesium ratios of >2.6, 1.7–2.6, and <1.7, respectively
(20, 21).

We lastly conducted 2 sensitivity analyses—1 excluding
cases of liver cancer within 12 mo of follow-up, because
these might more likely represent prevalent instead of incident
cases, and another evaluating the association between supple-
mental magnesium as the exposure and incident liver cancer.
Statistically significant interactions were tested for using the
–2 log(likelihood) test comparing models with and without
the interaction term. All analyses were performed using SAS
software (version 7.1; SAS Institute).

Ethics approval

The study was approved by the Special Studies Institutional
Review Board of the NCI. Original consent from participants was
obtained from investigators for the NIH-AARP Diet and Health
Study at enrollment. No new data collection or participant contact
occurred for the purposes of this study. Participants were not
involved in the study design, conduct, reporting, or dissemination
plans of our research.
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TABLE 1 Cohort characteristics stratified by quartiles of magnesium intake, NIH-AARP Diet and Health Study 1995–20111

Magnesium quartiles

Characteristic
Q1: 288 ± 58 mg

(n = 134,101)
Q2: 341 ± 65 mg

(n = 134,086)
Q3: 387 ± 74 mg

(n = 134,087)
Q4: 499 ± 131 mg

(n = 134,085)

Age at cohort entry, y 61.7 ± 5.4 61.7 ± 5.4 61.7 ± 5.3 61.5 ± 5.4
Men, % 48.5 55.5 61.6 70.2
Race/ethnicity, %

Non-Hispanic white 90.6 93.4 94.0 92.4
Non-Hispanic black 5.3 3.4 3.0 3.9
Hispanic 2.0 1.7 1.7 2.1
Asian 1.5 1.2 1.0 1.1
Other 0.5 0.3 0.3 0.5

BMI, m/kg2 27.2 ± 5.3 27.0 ± 5.0 27.0 ± 5.0 27.2 ± 5.1
Obese status (BMI > 30), % 25.3 23.3 22.7 24.5
Smoking status, %

Never smoker 39.0 37.0 35.4 33.7
Former smoker 47.8 51.0 53.0 53.6
Current smoker 13.2 12.0 11.7 12.7

Alcohol use, %
None (0 g/d) 28.2 23.8 22.6 23.6
≤1 drink/d 23.4 20.5 18.2 15.1
≤2 drinks/d 9.3 9.1 8.6 7.6
2–3 drinks/d 6.5 6.7 6.6 5.7
>3 drinks/d 32.6 39.8 44.1 48.0

Moderate/heavy alcohol use—sex-specific standards, % 43.3 50.3 53.9 56.0
Highest education achieved, %

Less than high school degree 30.3 25.9 24.3 24.7
Completed high school degree 10.1 10.3 10.0 10.1
Some post–high school training 24.6 24.0 23.6 23.9
Completed college or higher degree 35.0 39.8 42.1 39.7

Self-reported health, %
Excellent or very good 48.3 51.3 52.8 52.5
Good 35.8 34.9 33.9 33.2
Fair or poor 16.0 13.7 13.3 14.3

Daily energy intake,2 kcal/d 1801.5 ± 239.1 1830.0 ± 238.2 1856.9 ± 233.9 1900.5 ± 222.5
Healthy Eating Index3 68.9 ± 1.5 68.2 ± 1.6 67.6 ± 1.7 66.0 ± 2.2
Total calcium intake,3 mg 819.1 ± 186.8 933.8 ± 192.9 1032.9 ± 208.8 1291.4 ± 333.1

Dietary—total, mg 553.8 ± 144.6 683.5 ± 162.7 796.5 ± 186.3 1077.0 ± 330.4
Supplemental intake, mg 265.3 ± 123.9 250.3 ± 123.1 236.4 ± 120.5 214.4 ± 113.9

Total magnesium intake,3 mg 288.4 ± 58.0 341.0 ± 65.1 386.6 ± 74.3 498.7 ± 131.3
Dietary—total, mg 239.1 ± 57.9 291.6 ± 65.4 337.3 ± 74.6 449.5 ± 131.4
Supplemental intake, mg 49.4 ± 4.5 49.3 ± 4.4 49.2 ± 4.3 49.1 ± 4.3

1Values are means ± SDs or percentages. HEI, Healthy Eating Index; NIH-AARP, NIH-American Association of Retired Persons; Q, quartile.
2Using linear regression modeling, daily energy intake was adjusted for age, sex, and BMI.
3Using linear regression modeling, HEI and calcium and magnesium intakes were adjusted for energy intake, age, sex, and BMI.

Results
Among 536,359 participants meeting inclusion criteria, a

total of 1067 cases of primary liver cancer occurred over
6421,022 person-years of follow-up time. Table 1 details the
cohort characteristics according to quartile of magnesium intake.
The age at cohort entry was similar across quartiles. In the
cohort overall, there were more men (316,172; 58.9%) than
women (220,187; 41.1%). Except for the lowest quartile of
magnesium intake, there were more men than women in all
quartiles, with the greatest differential in the highest quartile
of magnesium intake. The majority of respondents across all
quartiles were non-Hispanic whites, with the largest percentage
in the middle quartiles (93.4–94.0%). Compared to individuals
in the highest quartile of magnesium intake, individuals in the
lowest quartile of magnesium intake were more frequently never

smokers and more often reported no alcohol intake; they also
more frequently reported less than a high school degree and
less frequently reported excellent or very good health. Given the
size of the cohort, some differences in baseline characteristics
were identified that likely have no biological significance (e.g.,
BMI).

The mean daily energy intake (adjusted for age, sex, and BMI)
was greatest among those in the highest quartile of magnesium
intake. Total calcium intake was also greatest among those
in the highest quartile of magnesium intake and was driven
by dietary intakes; indeed, supplemental calcium intake was
lowest among individuals in the highest quartile of magnesium
intake, but it was highest among those in the lowest quartile
of magnesium intake (214.4 mg compared with 265.3 mg,
respectively). The differences in total magnesium intake across
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magnesium quartiles were also primarily driven by dietary
intake, given that median supplemental magnesium intake for all
quartiles was similar.

Higher magnesium intake was associated with a lower risk
of incident liver cancer (P-trend = 0.005), with magnesium
intakes in the highest compared with lowest quartile associated
with an overall 35% lower risk of incident liver cancer (HR:
0.65; 95% CI: 0.48, 0.87) (Table 2). The association was
also present for men. Among women, although directionality
of the association was maintained, the association between
magnesium intake and incident liver cancer was not statistically
significant. After adjusting for confounders, the associations
between calcium and risk of liver cancer were overall null
(Supplemental Table 1). There was no significant interaction
between magnesium or calcium intake and sex on liver cancer
risk (P-interaction = 0.87 and 0.30, respectively). There was a
suggestive inverse association between calcium intake and liver
cancer risk among women (P = 0.06).

The amount of alcohol use modified the association between
magnesium and liver cancer risk (P-interaction = 0.04) (Table 3).
The inverse association between higher magnesium intake and
lower risk of liver cancer was more pronounced among partic-
ipants reporting moderate/heavy alcohol use (P-trend = 0.006)
but was null among participants with less or no alcohol intake;
among moderate/heavy alcohol users, magnesium intake in the
highest compared with lowest quartile was associated with a 46%
risk reduction (HR: 0.54; 95% CI: 0.35, 0.82) (Table 3). There
was no interaction between magnesium intake and smoking
on liver cancer risk (P-interaction = 0.14) (Table 3). There
was a statistically significant interaction between magnesium
and calcium-to-magnesium ratio on liver cancer risk when the
interaction was evaluated using the ratio as a continuous measure
(P-interaction = 0.005); the magnitude of the associations among
individuals with intakes in the highest quartile was similar,
however (Table 3). We did not observe effect modification
by race/ethnicity or obesity status (Table 3). Supplemental
magnesium intake alone was not associated with liver cancer (P-
trend = 0.64), irrespective of sex (data not shown).

The mean time to liver cancer occurrence ranged from 7.9
to 8.8 y, depending on the magnesium quartile (Supplemental
Table 2). Removing participants diagnosed with primary liver
cancer within 12 mo of follow-up (n = 40) did not change our
conclusions (Supplemental Table 3).

Discussion
We demonstrated a significant association between magne-

sium intake and risk of primary liver cancer. Based on a
cohort analysis of 536,359 NIH-AARP Diet and Health Study
participants with >6.4 million person-years of follow-up time,
we confirmed our hypothesis that higher magnesium intake is
associated with a lower risk of liver cancer. We demonstrated that
after adjusting for relevant confounders including calcium intake,
there was a dose-related overall 35% reduced risk of incident liver
cancer among participants with magnesium intake in the highest
compared with lowest quartile, with greater benefit among those
reporting moderate/heavy alcohol use. We confirmed interactions
between magnesium and alcohol intake on liver cancer risk.
Notably, the association between magnesium and reduced risk T
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of luminal GI cancers, including colorectal cancer and noncardia
gastric cancer, has also been reported (20, 21, 23).

The burden of liver cancer and related mortality is steadily
rising. This is compounded by a rapidly expanding pool of
at-risk individuals due to the obesity epidemic and rising
prevalence of NAFLD, adding to the more traditional etiologies
of chronic liver disease and cirrhosis in the United States, such as
alcohol use and chronic hepatitis C viral infection. When likewise
considering that dietary modifications, such as increasing total
dietary magnesium intake, are generally safe, inexpensive, and
achievable interventions, the potential public health implications
of these findings, if confirmed, are appealing. Indeed, only a
minority of participants in the NIH-AARP cohort met the age-
and gender-specific RDAs for magnesium (34.7% women and
25.2% men) or calcium (11.2% women and 24.7% men). This
high prevalence of inadequate intake is consistent with other
population-based analyses, including NHANES, which have
reported that, on average, 46–52.2% of US adults do not meet
the daily RDA for magnesium (24–26).

Our main findings are supported by prior clinical studies
demonstrating a protective effect of magnesium on nonmalignant
liver-related outcomes, as well as a large body of experimental
and translational data defining inflammatory and carcinogenic
pathways activated by or aggravated by magnesium deficiency
(10). Magnesium is a critical cofactor for enzymes involved
in DNA replication, repair, and gene expression, as well as
cell proliferation, differentiation, and migration, among other
biological processes implicated in carcinogenesis (8, 33). In
fact, magnesium administration inhibited experimentally induced
colon cancer, and other cancers, in rats (8, 34, 35). Furthermore,
in vivo studies demonstrate that magnesium administration might
improve liver cirrhosis and reduce fibrosis progression (10). Of
relevance, low hepatic magnesium stores, as might occur among
chronic alcohol users, lead to local activation of inflammatory
cells, recruitment, and significant increases in inflammatory
cytokines, which subsequently initiates a detrimental cycle of
damage–repair–fibrosis and progression to or worsening of
cirrhosis, the strongest risk factor for primary liver cancer (10, 16,
36). These data provide a biological basis for our observation that
the dose-related protective association between higher intakes
of magnesium and liver cancer was more pronounced among
participants reporting moderate/heavy alcohol use.

Our primary findings among moderate/heavy alcohol users
are also supported by a platform of clinical data. Two small
randomized controlled clinical trials from Finland and Norway
demonstrated improved liver chemistries among alcohol users
randomly assigned to short-term magnesium supplementation or
placebo after 6–8 wk, even after adjusting for age, BMI, and
amount of alcohol consumption (37, 38). The only randomized
controlled clinical trial of magnesium supplementation compared
with placebo conducted among patients with NAFLD, however,
found no difference in metabolic parameters or liver chemistries
at 12 wk follow-up; however, the authors note that all randomized
participants had normal magnesium concentrations at study entry
(39). Note, however, that serum magnesium (and calcium) do
not accurately reflect dietary intake or total body stores; in
fact, only 0.3% of total body magnesium is represented in the
serum (38). Instead, dietary intake is the major determinant
of total body stores (40, 41). In our cohort, respondents with
above median total magnesium intake more frequently reported

moderate/heavy alcohol use compared with those with below
median magnesium intakes. An analysis of 13,504 participants
in the NHANES III cohort who had undergone hepatic steatosis
assessment found that for every 100-mg increase in magnesium
intake, there was a 49% reduction in liver-related mortality—
presented as a composite of benign and malignant related
causes—with more pronounced effects among alcohol users
and those with hepatic steatosis (42). A more recent analysis
of this same cohort demonstrated that magnesium intake was
independently associated with a lower likelihood of hepatic
steatosis and prediabetes, which conceivably might translate
to reduced risk of NAFLD-associated liver neoplasia (15).
Furthermore, in the stratified analysis by alcohol use status in that
study, the inverse association between the intake of magnesium
and risk of NAFLD only appeared in former and current users,
but not never users. Similar to our study, both NHANES III
studies appropriately evaluated calcium intake as a potential
confounder or effect modifier in analyses involving magnesium.
In the NHANES III study cited previously, the inverse association
between magnesium intake and risk of NAFLD was observed
only in those with total daily calcium intake <1200 mg/d
(15). Although we did demonstrate an interaction between
magnesium and calcium-to-magnesium intake ratio in relation to
primary liver cancer risk, this was likely driven by the middle
quartiles (quartiles 2 and 3) given that the effect estimates
were similar among individuals with magnesium intake in the
highest quartile (quartile 4). Notably, calcium-to-magnesium
intake ratio modifies the association between magnesium intake
and other GI neoplasia, including colorectal adenomas and
Barrett’s esophagus (20, 22).

There are mixed data regarding dietary calcium intake and
risk of liver cancer, and none of the previously discussed studies
acknowledge magnesium intake as a potential confounder or
effect modifier (32, 43–45). The reasons for these differences
are unclear, but differences in the study populations are likely
relevant.

Our study has several strengths but also notable limitations.
Our use of the NIH-AARP Diet and Health Study, which is one of
the largest and longest prospective cohorts with dietary data and
cancer outcomes in the United States, ensured adequate power
for our primary analysis, particularly because liver cancer is a
rare diagnosis. The prospective design overcomes the potential
for recall bias and significantly minimizes the chance of reverse
causality, both of which are limitations of case–control studies
(27). We further limited the likelihood of reverse causality—
that is, altered magnesium or calcium intake due to an already
prevalent cancer—influencing our findings by removing all cases
diagnosed within 12 mo of the baseline assessment. In addition
to adjusting for other relevant factors, we accounted for the
relation between magnesium and calcium in maintaining normal
physiologic homeostasis, with disrupted balance associated with
initiating and propagating aberrant inflammatory and immune
stress response pathways (10, 46). Prior analyses of the NIH-
AARP Diet and Health Study reported 91–100% power to detect
an observed relative risk difference of 20–30% for certain dietary
intakes and risk of cancers with similar rarity as liver cancer at 10
y of follow-up; given that our median follow-up time exceeded
15 y, we can reasonably expect that our study was appropriately
powered for our primary analysis. For all groups analyzed, there
was a dose-related inverse relation between higher magnesium
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intake and risk of incident liver cancer. However, type II error
related to insufficient power for some strata in the subanalyses is
still possible. In addition to the very large cohort size, the Diet
and Health Study investigators’ rigorous process to develop, test,
and refine the 124-food item questionnaire might partly mitigate
expected error in dietary measurements (27, 29). Notably, in
the validation study comparing the FFQ performance to 24-h
diet recalls, magnesium was one of the best-performing nutrients
(29). In addition, we cannot rule out residual confounding, which
would have an unpredictable impact on the effect estimates.
We are unable to comment on generalization to other groups,
including non-US populations, where geographic and cultural
differences might also be relevant. Finally, because repeated
measurements over time are not available, we are unable to
comment on how any change from baseline parameters and
responses influenced our conclusions.

In conclusion, based on an analysis of the NIH-AARP Diet
and Health Study prospective cohort, we demonstrated that
higher magnesium intake is associated with a dose-related, lower
risk of liver cancer, which was particularly pronounced among
moderate/heavy alcohol users. These findings add clinical value
to the current expansive body of translational literature defining
the mechanisms through which this essential micronutrient
mediates inflammatory and antineoplastic pathways, particularly
within the liver.
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