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Abstract

Background

Higher serum 25-hydroxyvitamin D [25(OH)D] concentrations have been associated with a

lower risk of multiple cancer types across a range of 25(OH)D concentrations.

Objectives

To investigate whether the previously reported inverse association between 25(OH)D and

cancer risk could be replicated, and if a 25(OH)D response region could be identified

among women aged 55 years and older across a broad range of 25(OH)D concentrations.

Methods

Data from two cohorts representing different median 25(OH)D concentrations were pooled

to afford a broader range of 25(OH)D concentrations than either cohort alone: the Lappe

cohort (N = 1,169), a randomized clinical trial cohort (median 25(OH)D = 30 ng/ml) and the

GrassrootsHealth cohort (N = 1,135), a prospective cohort (median 25(OH)D = 48 ng/ml).

Cancer incidence over a multi-year period (median: 3.9 years) was compared according to

25(OH)D concentration. Kaplan-Meier plots were developed and the association between

25(OH)D and cancer risk was examined with multivariate Cox regression using multiple 25

(OH)D measurements and spline functions. The study included all invasive cancers exclud-

ing skin cancer.

Results

Age-adjusted cancer incidence across the combined cohort (N = 2,304) was 840 cases per

100,000 person-years (1,020 per 100,000 person-years in the Lappe cohort and 722 per

100,000 person-years in the GrassrootsHealth cohort). Incidence was lower at higher
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concentrations of 25(OH)D. Women with 25(OH)D concentrations�40 ng/ml had a 67%

lower risk of cancer than women with concentrations <20 ng/ml (HR = 0.33, 95% CI = 0.12–

0.90).

Conclusions

25(OH)D concentrations�40 ng/ml were associated with substantial reduction in risk of all

invasive cancers combined.

Introduction
There were 14 million new cases of cancer worldwide in 2012 and 8.2 million cancer-related
deaths [1]. Looking ahead, the annual number of new cases is projected to increase to 22 mil-
lion within the next two decades [1]. In the United States, it is estimated that over 1.68 million
new cases of cancer will be diagnosed in 2016 and almost 600,000 deaths due to cancer will
occur [1]. A total of $125 billion was spent on cancer care in the United States in 2010, and is
expected to grow to over $150 billion in 2020 [1]. A focus on primary prevention is imperative
to slow or reverse these upward trends in cancer incidence, treatment burden, mortality, and
associated costs.

Thirty-five years ago, Garland and Garland first proposed a link between cancer and vita-
min D from observations of higher colon cancer mortality in higher latitudes and areas with
less solar radiation [2]. Since then, multiple epidemiologic studies have found an inverse associ-
ation between serum 25-hydroxyvitamin D [25(OH)D] concentration and the risk of many
types of cancer including breast [3–10], colorectal [11–12], and prostate [13]. In a randomized
controlled trial by Lappe et al. [14], it was found that women assigned to a vitamin D and cal-
cium treatment group had a 60% reduction in incidence of all non-skin cancers compared to
women in the placebo group (RR = 0.40, 95% CI: 0.20–0.82, P = 0.01). For women free of can-
cer at one year into the trial, the reduction in incidence was 77% (RR = 0.23, 95% CI: 0.09–
0.60, P<0.005).

The objective of this analysis was to quantify more precisely the association between 25
(OH)D concentration and risk of non-skin cancer among women aged 55 years and older, and
to do so across a broader range of 25(OH)D concentrations than had been previously analyzed.
The present study used data from two cohorts representing different median 25(OH)D concen-
trations. The first was a cohort from a randomized controlled clinical trial performed by Lappe
et al. [14,15] in Nebraska (N = 1,169), with a median 25(OH)D of 30 ng/ml (Interquartile
Range (IQR): 25–37). The Lappe et al. cohort (hereafter termed Lappe cohort) provided a
majority of the data for the lower 25(OH)D concentrations. The second was a cohort from a
prospective cohort study consisting of volunteer participants residing in 52 countries world-
wide (90% in the United States or Canada) recruited by a non-profit public health research
organization, GrassrootsHealth of San Diego, California (N = 1,135), with a median 25(OH)D
of 48 ng/ml (IQR: 39–61). The GrassrootsHealth cohort provided a majority of the data for the
higher 25(OH)D concentrations. Because of the larger sample size, this pooled cohort has
improved statistical power. It also provided a broader range of 25(OH)D concentrations than
either cohort alone. This novel approach allowed for analysis of results across a wide range of
25(OH)D concentrations. This would otherwise not have been possible due to the paucity of
data in the higher concentrations of 25(OH)D in the Lappe and other similar treatment
cohorts. Serum 25(OH)D concentration was selected as the independent variable rather than
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treatment assignment or reported intake because it is a better indicator of vitamin D status,
capturing the effect of multiple input sources and making provision for inter-individual vari-
ability in dose response [16].

Materials and Methods

Lappe Cohort
The Lappe cohort participated in a four year, double-blind, placebo-controlled trial of vitamin
D and calcium supplementation. A detailed description of the participants and study design
can be found elsewhere [14,15]. Briefly, participants were recruited via random digit dialing
within a 9-county area in Eastern Nebraska as a population-based sample. Inclusion criteria
included women aged 55 years and older without known cancer at enrollment or within 10
years prior. All participants were non-Hispanic white. Participants who were lost to follow-up
before their second visit were excluded because of lack of prospective data for this analysis. All
participants provided written informed consent and this research study was approved by the
Creighton University Institutional Review Board (Omaha, NE).

Participants were randomly assigned to one of three groups: calcium (either 1400 mg/day of
calcium citrate or 1500 mg/day of calcium carbonate, plus vitamin D placebo), calcium plus
vitamin D (calcium as mentioned previously plus 1000 IU/day of vitamin D3), or control (cal-
cium and vitamin D placebos). The calcium group and the calcium plus vitamin D group each
comprised 40% of the total cohort, with 20% serving as the control group. Health status and
supplement intake according to bottle weight were assessed at 6-month interval visits. When a
diagnosis of cancer was reported, medical records were examined to confirm diagnosis and
ascertain diagnosis date. Serum 25(OH)D concentrations were measured at baseline and annu-
ally thereafter using radioimmunoassay after extraction with the use of the IDS Radioimmuno-
assay kit (Foundation Hills, AZ) at the Creighton University Osteoporosis Research Center
Laboratory (Omaha, NE). The laboratory participates in the Vitamin D Quality Assessment
Scheme (DEQAS), whose objective is to ensure the analytical reliability of 25(OH)D assays,
with findings on test samples collected during the course of the study regularly close to the
international mean.

GrassrootsHealth Cohort
GrassrootsHealth, a non-profit public health research organization, has been running a large
prospective population-based study allowing voluntary participants to reach and sustain a
serum 25(OH)D concentration of their choice, and tracking self-reported health status mea-
sures through a questionnaire. Participants were individuals who responded to an invitation to
attendees at a GrassrootsHealth seminar in 2008 and others recruited via internet. There were
no exclusion criteria for enrollment. Participation required submission of a home blood spot
25(OH)D test kit and completion of an online health questionnaire. All participants provided
informed consent and this research study was approved by the Western Institutional Review
Board (Olympia, WA).

This current analysis included all non-Hispanic white female participants aged 55 years and
older without known cancer at enrollment or within 10 years prior who completed at least two
health assessments and 25(OH)D measurements. These inclusion criteria were chosen to
match GrassrootsHealth members to features of the Lappe cohort. Between January 2009 and
December 2014, participants completed health questionnaires and home blood spot test kits at
approximately 6 month intervals. Cancer diagnosis dates and types were reported as well as
average daily calcium supplement intake, smoking status, and height and weight for calculation
of body mass index (BMI). Serum 25(OH)D concentrations were determined by blood spot

Serum 25(OH)D Concentration and Cancer Risk

PLOS ONE | DOI:10.1371/journal.pone.0152441 April 6, 2016 3 / 15



test kits analyzed using liquid chromatography-mass spectroscopy (LC-MS/MS) by ZRT Labo-
ratory (Beaverton, OR) or Purity Laboratory (Lake Oswego, OR). Both the ZRT and Purity
assays had been validated against the LC-MS/MS consensus group reporting to DEQAS, with
R2 values of 0.998 and 0.994 respectively. LC-MS/MS has been validated against the radioim-
munoassay method, with an R2 value of 0.91 and with a slope not different from 1.0 [17].

Overall, this analysis included 1,169 women from the Lappe cohort (median follow-up time,
4.0 years) and 1,135 women from the GrassrootsHealth cohort (median follow-up time, 1.2
years) (pooled cohort N = 2,304; median follow-up time, 3.9 years). The total person-time was
4,239 person-years in the Lappe cohort and 2,175 person-years in the GrassrootsHealth cohort
(6,414 person-years in the pooled cohort). The most common type of cancer diagnosed during
the study was breast cancer (43% of all cancers in the pooled cohort).

Statistical Methods
Demographic characteristics for the Lappe and GrassrootsHealth cohorts were summarized
and compared using Mann-Whitney tests for age, BMI, and baseline 25(OH)D, and the chi-
square test was used to compare smoking status. Mean 25(OH)D concentration was calculated
for each participant by taking the mean of all 25(OH)D measurements during the observation
period (for cases, only measurements before the date of diagnosis were used). The outcome of
interest was the diagnosis of any non-skin cancer during the period of observation. A previous
analysis of the Lappe cohort [14] included 2 cases of melanoma but these were considered skin
cancer and not identified as cases for this analysis. Age-adjusted incidence rates (standardized
to the 2010 US population) of non-skin cancer (hereafter termed cancer) were calculated for
the Lappe and GrassrootsHealth cohorts.

Cancer incidence rates and 95% confidence intervals were calculated for successive 20 ng/
ml groups of 25(OH)D concentration, using a moving average method [18–20] to assess inci-
dence trends across the range of 25(OH)D for both baseline 25(OH)D and mean 25(OH)D
(mean of all measurements for a given individual during the observation period as a single
measure of overall vitamin D status during the study). Using the curve fitting routine of Sigma-
Plot 12.3 (Systat Software Inc., San Jose, CA, USA), the relationship of serum 25(OH)D con-
centration to cancer incidence was fitted to an exponential equation (Y = A + B(e(-X/C)), where
Y = cancer incidence rate, X = serum 25(OH)D).

To estimate cancer-free survival over time and account for varying lengths of follow-up,
Kaplan-Meier cancer-free survival curves were developed (allowing for participants switching
groups). The proportion of cancer-free participants for 25(OH)D concentrations of<20 ng/
ml, 20–39 ng/ml, and�40 ng/ml were computed.

Multivariate Cox regression was used to determine the association between serum 25(OH)
D and the risk of developing cancer, adjusting for age, BMI, smoking status, and calcium sup-
plement intake. Hazard ratio (HR) estimates and 95% confidence intervals (CIs) were calcu-
lated for 25(OH)D concentration as a categorical variable divided into three a priori categories:
<20 ng/ml, 20–39 ng/ml,�40 ng/ml (the 20 ng/ml cut point is from the Institute of Medicine
(IOM) recommendation for bone health [21] and the 40 ng/ml cut point is from literature rec-
ommending at least this concentration for cancer prevention [22–26]). Calcium supplement
intake was also assessed as a categorical variable (<1000 mg/day vs.�1000 mg/day) based on
the IOM recommendation for bone health [21]. Since 25(OH)D concentration and calcium
supplement intake changed over the course of the study for most participants, multiple values
for each participant were entered in the model as time varying, with their mean values for the
prior year. Age and BMI were entered as baseline continuous variables and smoking status was
entered as a categorical variable (yes/no) for “current smoker” at baseline. The proportional
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hazards assumption was tested by assessing the interaction of each variable with log of time.
Effect modification was tested by including pair-wise product interaction terms. Modeling was
confined to participants with valid values for all of the involved variables.

The association between 25(OH)D concentration and cancer risk was assumed to be non-
linear, based on the typical nutrient physiological response which consists of a response region
where improved nutrient status produces significantly lower risk, and an upper region where
less benefit is observed with increasing status [27]. A multivariate Cox regression model with
restricted cubic splines with 3 knots in default locations was used to identify the nature of the
non-linear association between 25(OH)D and cancer risk. Analyses were performed using the
R software (www.r-project.org).

Results
The median baseline serum 25(OH)D concentration in the Lappe cohort was 28 ng/ml (IQR:
23–34) and in the GrassrootsHealth cohort was 43 ng/ml (IQR: 34–58) (P<0.0001). The base-
line characteristics of the Lappe and GrassrootsHealth cohorts are shown in Table 1. The
Lappe cohort had a higher median age and BMI and a higher proportion of participants who
were current smokers.

Mean 25(OH)D concentration was computed for each participant as the mean of all 25
(OH)D measurements during the observation period as a single measure of overall 25(OH)D
concentration status during the study. The median of the within-subject mean 25(OH)D val-
ues, calculated for each cohort, was 30 ng/ml (IQR: 25–37) in the Lappe cohort and 48 ng/ml
(IQR: 39–61) in the GrassrootsHealth cohort (P<0.0001). Corresponding values for the pooled
cohort were 37 ng/ml (IQR: 29–49). 55% of women in the Lappe cohort and 17% in the Grass-
rootsHealth cohort had a mean calcium supplement intake of�1000 mg/day (P<0.0001) (36%
in the pooled cohort). Those in the Lappe cohort with a mean calcium supplement intake of
<1000 mg/day were either assigned to the control group or took<70% of assigned calcium
doses.

Fifty-eight women in the pooled cohort were diagnosed with cancer during the observation
periods (48 from the Lappe cohort and 10 from the GrassrootsHealth cohort). The age-
adjusted incidence rate of cancer was 840 cases per 100,000 person-years in the pooled cohort,
1020 cases per 100,000 person-years in the Lappe cohort and 722 cases per 100,000 person-
years in the GrassrootsHealth cohort. Cancer types for each cohort are shown in S1 Table.

To assess cancer incidence trends across the range of 25(OH)D in the pooled cohort, inci-
dence rates were calculated according to categories of 25(OH)D for both baseline 25(OH)D
and mean 25(OH)D (mean of all measurements during the observation period as a measure of
overall 25(OH)D concentration during the study) (Fig 1). For both baseline and mean 25(OH)
D, when 25(OH)D was higher, incidence rates were lower. Specifically, there was a 77% lower
incidence rate of cancer for�40 ng/ml vs.<20 ng/ml for baseline 25(OH)D (Rate Ratio = 0.23,
95% CI: 0.09–0.59, P = 0.002) and a 71% lower incidence rate for mean 25(OH)D (Rate
Ratio = 0.29, 95% CI: 0.11–0.77, P = 0.02). Fig 2 shows plots of cancer incidence rates by base-
line and mean serum 25(OH)D with fitted exponential curves. Rates were lower in higher 25
(OH)D categories (�40 ng/ml). There was continued gradual decline with higher
concentrations.

To estimate cancer-free survival over time and account for varying lengths of follow-up,
Kaplan-Meier curves comparing the proportion of cancer-free participants for<20 ng/ml, 20–
39 ng/ml, and�40 ng/ml (allowing for participants switching groups) were computed for the
pooled cohort (Fig 3). These curves were significantly different, with the highest proportion
cancer-free at 4 years in the�40 ng/ml group (98%) and the lowest proportion cancer-free in
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the<20 ng/ml group (93%) (proportion with cancer was 71% lower for�40 ng/ml vs.<20 ng/
ml, P = 0.02). The�40 ng/ml group diverged early from the other groups and the 20–39 ng/ml
diverged from the<20 ng/ml group at approximately 2 years.

Multivariate Cox regression was used to quantify the association between 25(OH)D and
cancer risk, adjusting for other risk factors (allowing multiple 25(OH)D values per participant
to accommodate changes over the course of the study). Women in the pooled cohort with 25
(OH)D concentrations�40 ng/ml had a 67% lower risk of cancer compared to women with
concentrations<20 ng/ml, adjusting for age, BMI, smoking status, and calcium supplement
intake (HR = 0.33, 95% CI: 0.12–0.90, P = 0.03) (Table 2). Those with concentrations of 20–39
ng/ml had 43% lower risk of cancer compared to those with concentrations<20 ng/ml
(HR = 0.57, 95% CI: 0.25–1.30, P = 0.18). Women taking�1000 mg/day of calcium supple-
ments had a 19% lower risk of cancer, but this association was not significant (HR = 0.81, 95%
CI: 0.47–1.40, P = 0.45); also, the association of 25(OH)D with cancer risk did not vary based
on the level of calcium supplement intake. Age, BMI, and smoking status were also not signifi-
cant predictors of cancer risk.

Multivariate Cox regression with spline terms was used to identify the nature of the non-lin-
ear association between 25(OH)D and cancer risk. Spline regression revealed a sharp decrease
in the risk of cancer with increased 25(OH)D concentration in the lower range of 25(OH)D
and a gradual decline as serum concentrations neared 40 ng/ml and above, with no evidence of
increased risk in the upper 25(OH)D concentrations (Fig 4). The reduction in risk from 20 ng/
ml to 40 ng/ml was approximately 70%.

Findings were similar when we limited the analysis to just the Lappe cohort (S1–S3 Figs and
S2 Table) and when we excluded non-US residents in the GrassrootsHealth cohort. Addition-
ally, we conducted multivariate Cox regression analysis using tertiles of 25(OH)D concentra-
tion and the results were also similar. Specifically, women with 25(OH)D concentrations in the
highest tertile (�40 ng/ml) had a 65% lower risk of cancer compared to women with concen-
trations in the lowest tertile (<28 ng/ml) (HR = 0.35, 95% CI: 0.17–0.75, P = 0.007). In the
Lappe cohort, women in the highest tertile (�32 ng/ml) had a 61% lower risk of cancer com-
pared to women with concentrations in the lowest tertile (<25 ng/ml) (HR = 0.39, 95% CI:
0.18–0.84, P = 0.02).

Table 1. Demographic characteristics of the pooled, Lappe, and GrassrootsHealth cohorts.

Pooled Cohort
(N = 2304)

Lappe Cohort
(N = 1169)

GrassrootsHealth Cohort
(N = 1135)

P-valuea (comparing Lappe vs.
GrassrootsHealth)

Age (years): Median (IQR) 64 (60–69) 66 (60–71) 62 (59–66) <0.0001

BMI: Median (IQR) 26 (23–31) 28 (25–32) 24 (21–28) <0.0001

Smoking Status: N (%) <0.0001

Current 138 (6%) 107 (9%) 31 (3%)

Never/Former 2165 (94%) 1062 (91%) 1103 (97%)

Baseline 25(OH)D (ng/ml):
Median (IQR)

34 (26–44) 28 (23–34) 43 (34–58) <0.0001

Mean 25(OH)D (ng/ml)b:
Median (IQR)

37 (29–49) 30 (25–37) 48 (39–61) <0.0001

aStatistical comparison of characteristics between Lappe and GrassrootsHealth cohorts. Age, BMI, baseline 25(OH)D, and mean 25(OH)D were

compared using Mann-Whitney tests. Smoking status was compared using chi-square test.
bMean 25(OH)D concentration was computed for each participant as the mean of all 25(OH)D measurements during the observation period as a single

measure of overall 25(OH)D concentration status during the study.

doi:10.1371/journal.pone.0152441.t001
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Discussion
We found a clear association between 25(OH)D serum concentration and cancer risk, accord-
ing to multiple types of analyses. These results suggest the importance of vitamin D for the

Fig 1. Frequency distribution and cancer incidence rates by 25(OH)D concentration, pooled cohort (N = 2304). The bars represent the number of non-
cases by groupings of 10 ng/ml, white dots represent the 25(OH)D concentration for each cancer case, black dots represent cancer incidence rates per
100,000 person-years for indicated 25(OH)D groupings (plotted at the median 25(OH)D value for each grouping: baseline 25(OH)D groups at 17, 25, 30, 37,
46, and 63 ng/ml; mean 25(OH)D groups at 17, 25, 31, 38, 47, 58, and 69 ng/ml). Vertical error bars indicate the 95% confidence intervals.

doi:10.1371/journal.pone.0152441.g001
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Fig 2. Cancer incidence rates by 25(OH)D concentration with fitted curves, pooled cohort (N = 2304). Black dots represent cancer incidence rates per
100,000 person-years for indicated 25(OH)D groupings (rates are displayed at the median value for each grouping: baseline 25(OH)D groups at 17, 25, 30,
37, 46, and 63 ng/ml; mean 25(OH)D groups at 17, 25, 31, 38, 47, 58, 69 ng/ml), as seen in Fig 1. Solid black lines represent the best fit line to the exponential
equation: Y = A + B(e(-X/C)), where Y = cancer incidence rate, X = serum 25(OH)D (dashed lines represent the 95% confidence intervals).

doi:10.1371/journal.pone.0152441.g002
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Fig 3. Kaplan-Meier plot comparing the proportion of cancer-free participants by 25(OH)D concentration (allowing for participants switching
groups), pooled cohort (N = 2304). Four-year cumulative cancer-free proportion was 98% among participants with 25(OH)D concentrations�40 ng/ml
compared to 93% for those with 25(OH)D concentrations <20 ng/ml (proportion with cancer was 71% lower for�40 ng/ml vs. <20 ng/ml, P = 0.02).

doi:10.1371/journal.pone.0152441.g003

Table 2. Association between serum 25(OH)D and risk of cancer, pooled cohort (N = 2304).

Serum 25(OH)D (ng/ml) Unadjusted Hazard Ratio (95% CI) p-value Adjusteda Hazard Ratio (95% CI) p-value

<20 Reference Reference

20–39 0.61 (0.27,1.36) 0.22 0.57 (0.25,1.30) 0.18

�40 0.33 (0.13,0.85) 0.02 0.33 (0.12,0.90) 0.03

Bold values signify significant hazard ratios.
aAdjusted for age, BMI, smoking status, and calcium supplement intake.

doi:10.1371/journal.pone.0152441.t002
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prevention of cancer. Women with 25(OH)D concentrations�40 ng/ml had a significantly
lower risk of cancer (~70%) compared to women with concentrations<20 ng/ml. When look-
ing at the risk of cancer across the 25(OH)D continuum available in the pooled cohort, we
observed the greatest decrease in risk occurring between ~10–40 ng/ml, with additional benefit
also observed at�40 ng/ml. We would have preferred to have randomized clinical trial data in
the higher 25(OH)D ranges, but since these do not currently exist, using the GrassrootsHealth
prospective cohort data allowed us to observe results across a wider range of 25(OH)D concen-
trations than using the Lappe cohort alone.

Other studies have found a similar reduction in risk for individual cancers [3–13]. Lowe
et al. demonstrated in a hospital-based case control study that women with serum concentra-
tions of>60 ng/ml had an 83% reduction in breast cancer risk compared to women with con-
centrations<20 ng/ml (P<0.001) [3]. A population-based case control study found a 63%
lower risk of breast cancer for women with 25(OH)D concentrations�30 ng/ml compared to
women with concentrations<20 ng/ml (OR = 0.37, 95% CI: 0.27–0.51), with a 71% lower risk
among post-menopausal women (OR = 0.29, 95% CI: 0.19–0.45) [6]. A recent nested case-con-
trol study found a 55% lower risk of colorectal cancer in women with 25(OH)D concentrations
�29 ng/ml compared to women with concentrations<18 ng/ml (OR = 0.45, 95% CI: 0.25–
0.81) [12].

Two previous studies of the Women’s Health Initiative (WHI) randomized trial did not find
an association between vitamin D treatment group and colorectal or breast cancer risk [28,29].
That trial used vitamin D doses of 400 IU/day, an intake amount that is unlikely to raise basal
concentrations to a sufficient status, and experienced poor compliance (approximately 50%).
When the WHI data were analyzed by baseline 25(OH)D concentration, higher 25(OH)D was
associated with lower cancer risk (60% lower risk of colorectal cancer for�23 ng/ml vs.<12
[28] and 78% lower risk of colorectal cancer for�26 ng/ml vs.<13 ng/ml [29]). Also, studies

Fig 4. Association between serum 25(OH)D and risk of cancer adjusted for age, BMI, smoking status, and calcium supplement intake in the range
of�100 ng/ml, pooled cohort (N = 2304). Solid black line represents the estimated hazard ratio for the Cox regression model with restricted cubic splines
with 3 knots and dashed lines represent the 95% confidence interval of the estimate. The reduction in risk from 20 ng/ml to 40 ng/ml was approximately 70%.

doi:10.1371/journal.pone.0152441.g004

Serum 25(OH)D Concentration and Cancer Risk

PLOS ONE | DOI:10.1371/journal.pone.0152441 April 6, 2016 10 / 15



of other cancers from this trial found significant inverse relationships between vitamin D status
and lung and pancreatic cancer risk [30,31].

Future studies should base their study design on nutrient physiology, taking into account
the sigmoidal nature of nutrient response by assessing participants whose basal status was defi-
cient (<20 ng/ml) and using a vitamin D dose sufficient to raise 25(OH)D concentrations to
above the response range (~40 ng/ml as seen in Fig 4) [27]. Comparing 25(OH)D concentra-
tion groups outside of this response range or treating the relationship as linear, spread across
the entire 25(OH)D range instead of a sigmoidal response would dilute the effect. Further,
comparing 25(OH)D concentration groups over too narrow a region of the response range
may also yield non-significant results. Note in Fig 4 the smallness in the reduction in risk as 25
(OH)D exposure increases from 25 to 35 ng/ml. To the extent that Fig 4 adequately represents
the association of risk and vitamin D status, this small effect size in the mid exposure range
may explain why many treatment studies, particularly those that did not raise mean 25(OH)D
concentration into the range above 40 ng/ml, failed to detect an association of serum 25(OH)D
with cancer. This illustrates the importance of dosing in a manner calculated to span an appre-
ciable portion of the sigmoid response curve [27].

Of interest, several newly-identified, naturally occurring vitamin D3 metabolites have been
detected in human epidermis and serum that are products of CYP11A1-mediated metabolism
of vitamin D [32]. These vitamin D metabolites exert anti-proliferative, pro-differentiation,
and anti-inflammatory effects that are similar to, or greater than, the effects of 1,25(OH)2D3
[33,34]. Also, the major vitamin D metabolite from this pathway, 20(OH)D3, occurs in much
higher concentrations in human serum than 1,25(OH)2D3 (~60 times) [34]. This new research
shows that there are many active metabolites of vitamin D that may be contributing to the
influence of solar UVB and serum 25(OH)D3. These newly-identified metabolites should be
considered for inclusion in future studies of cancer prevention since their spectrum of action
may extend beyond that of 25(OH)D3 and 1,25(OH)2D3.

Calcium supplement intake was not a significant independent predictor of cancer risk in
this analysis. This finding is similar to the results of the previous analysis based on assigned
treatment group by Lappe et al., that found that women assigned to the calcium treatment
group did not have a significant reduction in cancer risk compared to women in the control
group (RR = 0.53, 95% CI: 0.27–1.03), including among the subgroup of women who were free
of cancer at one year (RR = 0.59, 95% CI: 0.29–1.21) [14]. Since information on dietary calcium
intake was unavailable, the present analysis was limited to the assessment of supplemental cal-
cium intake. It is possible that dietary calcium intake (or total calcium intake) may play a role
in cancer risk.

The median follow-up time for the Lappe cohort was 4.0 years, compared to 1.2 years for
the GrassrootsHealth cohort. All rates were calculated using person-time denominators, so the
difference in length of follow-up did not affect the rates. Also, Kaplan-Meier plots and Cox
regression were used because these analyses account for varying lengths of follow-up. Still,
there could be a difference between the two cohorts if a certain amount of time must pass for
the serum 25(OH)D to exert its influence. For example, in the original analysis of the Lappe
cohort [14], the effect of vitamin D on risk of all invasive cancers was greater if one year was
allowed to pass before starting the counting of cases. If we assume that participants of the
GrassrootsHealth cohort had started their self-intervention less than a year before follow-up
began, the true association might have been stronger if a longer time interval was available. The
impact of vitamin D on risk of cancer could be greater than the hazard ratio we report here
(HR = 0.33, 95% CI = 0.12–0.90) (Table 2). The GrassrootsHealth cohort is still under active
surveillance, and a future article will report on the effect of longer follow-up.
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There were three times as many cases of breast cancer in the Lappe cohort than in the Grass-
rootsHealth cohort; however, median follow-up time for the Lappe cohort was 3.3 times longer
than for the GrassrootsHealth cohort. Also, the GrassrootsHealth cohort had higher 25(OH)D
concentrations than the Lappe cohort, which has been associated with lower risk of breast can-
cer [3–10]. It is of some interest that there were seven cases of lung cancer in the Lappe cohort
compared to zero cases in the GrassrootsHealth cohort. Although the difference was only sta-
tistically significant at P = 0.11, and could be explained by alternative explanations, it is consis-
tent with the existence of an inverse relationship between vitamin D status and risk of lung
cancer [30,35]. Some of the differences may also have been due to the median age of the Lappe
cohort being 4 years older than that of the GrassrootsHealth cohort, the BMI of the Lappe
cohort being 28 compared to 24 in the GrassrootsHealth cohort, and the proportion of current
smokers in the Lappe cohort being 9% compared to 3% in the GrassrootsHealth cohort. How-
ever, this analysis took into account these cohort differences when assessing the association
between 25(OH)D and cancer risk by adjusting for these factors in multivariate Cox regression
analyses (Table 2). Further follow-up of the GrassrootsHealth cohort may result in larger num-
bers of cases for particular cancer types, allowing analysis for individual cancer types.

The strengths of this analysis include using serum 25(OH)D concentration, which is the
physiological measure of vitamin D status accounting for all input sources including cutaneous,
supplementation, and food. Using serum 25(OH)D concentration also overcomes the inherent
bias of treatment compliance and inter-individual variability in dose response which are fea-
tures of analyses based on assignment to treatment groups. Also, entering 25(OH)D concentra-
tion and calcium supplement intake as separate covariates allowed us to assess the independent
roles of vitamin D and calcium on cancer risk. This analysis also used multiple analysis tech-
niques, including comparing cancer incidence across 25(OH)D groups, computing Kapan-
Meier plots, and conducting adjusted Cox regression analyses with multiple 25(OH)D mea-
surements per participant to account for changes in vitamin D status, all of which found a
>65% lower risk or rate of cancer for those with 25(OH)D concentrations�40 ng/ml com-
pared to those with concentrations<20 ng/ml. Additionally, this analysis included individuals
with a wider range of serum 25(OH)D concentrations than other studies and identified the
response region of cancer risk related to 25(OH)D.

Limitations of this study include the use of self-report data for certain variables where recall
bias may have occurred. This analysis also was not able to control for some covariates related
to cancer risk such as family history of cancer, diet, physical activity, or alcohol use. Differences
in methods and demographics between the Lappe and GrassrootsHealth cohorts may have
affected pooled analyses, which is why results for the Lappe cohort were also presented sepa-
rately. The small proportion of current smokers in the study population did not allow for an
adequate assessment of the association between smoking status and cancer risk, a known risk
factor for cancer. However, this provided a unique opportunity to assess other risk factors with-
out the potentially overpowering influence of smoking. An additional limitation is that we did
not have sufficient power to assess associations for individual cancer types. While this analysis
did show a significant inverse association of 25(OH)D concentration and risk of cancer for
non-Hispanic white women aged 55 years and older, results may not be generalizable to other
ethnicities, age groups, or to males.

The findings from this analysis support the inverse association between 25(OH)D and risk
of cancer and highlight the importance for cancer prevention of achieving a concentration sub-
stantially above 20 ng/ml, the concentration recommended by the IOM for bone health [21].
Increasing 25(OH)D concentrations to a minimum of 40 ng/ml could substantially reduce can-
cer incidence and associated mortality in the population based on these findings as well as
other studies [22–26]. Primary prevention of cancer, rather than solely expanding early
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detection or improving treatment, will be essential for reversing the current upward trend of
cancer incidence worldwide; this analysis suggests that improving vitamin D status is a key pre-
vention tool.
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43 ng/ml; mean 25(OH)D groups at 17, 25, 30, 36, and 43 ng/ml). Vertical error bars indicate
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centrations�40 ng/ml compared to 93% for those with 25(OH)D concentrations<20 ng/ml
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S3 Fig. Association between serum 25(OH)D and risk of cancer adjusted for age, BMI,
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val of the estimate. The reduction in risk from 20 ng/ml to 40 ng/ml was approximately 80%.
(EPS)

S1 Table. Cancer types for pooled, Lappe, and GrassrootsHealth cohorts.
(DOCX)

S2 Table. Association between serum 25(OH)D and risk of cancer, Lappe cohort
(N = 1169).
(DOCX)

Acknowledgments
The authors wish to thank the participants who provided the information for this study.

Author Contributions
Conceived and designed the experiments: JML RPH CB LLB CBF CFG. Performed the experi-
ments: JML RPH CB CBF. Analyzed the data: RPH SLM LLB. Wrote the paper: SLM CB CBF
LLB CFG EDG RPH.

References
1. National Cancer Institute (NCI). Cancer Statistics. Available at: www.cancer.gov/about-cancer/what-is-

cancer/statistics. Accessed February 23, 2016.

2. Garland CF, Garland FC. Do sunlight and vitamin D reduce the likelihood of colon cancer? Int J Epide-
miol. 1980 Sep; 9(3):227–31. PMID: 7440046

Serum 25(OH)D Concentration and Cancer Risk

PLOS ONE | DOI:10.1371/journal.pone.0152441 April 6, 2016 13 / 15

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152441.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152441.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152441.s003
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152441.s004
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0152441.s005
http://www.cancer.gov/about-cancer/what-is-cancer/statistics
http://www.cancer.gov/about-cancer/what-is-cancer/statistics
http://www.ncbi.nlm.nih.gov/pubmed/7440046


3. Lowe LC, Guy M, Mansi JL, Peckitt C, Bliss J, Wilson RG, et al. Plasma 25-hydroxy vitamin D concen-
trations, vitamin D receptor genotype and breast cancer risk in a UK Caucasian population. Eur J Can-
cer. 2005 May; 41(8):1164–9. PMID: 15911240

4. Abbas S, Linseisen J, Slanger T, Kropp S, Mutschelknauss EJ, Flesch-Janys D, et al. Serum 25-hydro-
xyvitamin D and risk of post-menopausal breast cancer—results of a large case-control study. Carcino-
genesis. 2008 Jan; 29(1):93–9. PMID: 17974532

5. Bilinski K, Boyages J. Association between 25-hydroxyvitamin D concentration and breast cancer risk
in an Australian population: an observational case-control study. Breast Cancer Res Treat. 2013 Jan;
137(2):599–607. doi: 10.1007/s10549-012-2381-1 PMID: 23239153

6. Yao S, Sucheston LE, Millen AE, Johnson CS, Trump DL, Nesline MK, et al. Pretreatment serum con-
centrations of 25-hydroxyvitamin D and breast cancer prognostic characteristics: a case-control and a
case-series study. PLoS One. 2011 Feb 28; 6(2):e17251. doi: 10.1371/journal.pone.0017251 PMID:
21386992

7. Abbas S, Chang-Claude J, Linseisen J. Plasma 25-hydroxyvitamin D and premenopausal breast can-
cer risk in a German case-control study. Int J Cancer. 2009 Jan 1; 124(1):250–5. doi: 10.1002/ijc.23904
PMID: 18839430

8. Rejnmark L, Tietze A, Vestergaard P, Buhl L, Lehbrink M, Heickendorff L, et al. Reduced prediagnostic
25-hydroxyvitamin D levels in women with breast cancer: a nested case-control study. Cancer Epide-
miol Biomarkers Prev. 2009 Oct; 18(10):2655–60. doi: 10.1158/1055-9965.EPI-09-0531 PMID:
19789365

9. Crew KD, GammonMD, Steck SE, Hershman DL, Cremers S, Dworakowski E, et al. Association
between plasma 25-hydroxyvitamin D and breast cancer risk. Cancer Prev Res (Phila). 2009 Jun; 2
(6):598–604.

10. Peppone LJ, Rickles AS, Janelsins MC, Insalaco MR, Skinner KA. The association between breast
cancer prognostic indicators and serum 25-OH vitamin D levels. Ann Surg Oncol. 2012 Aug; 19
(8):2590–9. doi: 10.1245/s10434-012-2297-3 PMID: 22446898

11. Gorham ED, Garland CF, Garland FC, Grant WB, Mohr SB, Lipkin M, et al. Vitamin D and prevention of
colorectal cancer. J Steroid BiochemMol Biol. 2005 Oct; 97(1–2):179–94. PMID: 16236494

12. Chandler PD, Buring JE, Manson JE, Giovannucci EL, Moorthy MV, Zhang S, et al. Circulating Vitamin
D Levels and Risk of Colorectal Cancer in Women. Cancer Prev Res (Phila). 2015 Aug; 8(8):675–82.

13. Shui IM, Mucci LA, Kraft P, Tamimi RM, Lindstrom S, Penney KL, et al. Vitamin D-related genetic varia-
tion, plasma vitamin D, and risk of lethal prostate cancer: a prospective nested case-control study. J
Natl Cancer Inst. 2012 May 2; 104(9):690–9. doi: 10.1093/jnci/djs189 PMID: 22499501

14. Lappe JM, Travers-Gustafson D, Davies KM, Recker RR, Heaney RP. Vitamin D and calcium supple-
mentation reduces cancer risk: results of a randomized trial. Am J Clin Nutr. 2007 Jun; 85(6):1586–91.
PMID: 17556697

15. Lappe JM, Davies KM, Travers-Gustafson D, Heaney RP. Vitamin D status in a rural postmenopausal
female population. J Am Coll Nutr. 2006; 25:395–402. PMID: 17031008

16. Garland CF, French CB, Baggerly LL, Heaney RP. Vitamin D supplement doses and serum 25-hydro-
xyvitamin D in the range associated with cancer prevention. Anticancer research. 2011; 31(2):607–11.
PMID: 21378345

17. Eyles D, Anderson C, Ko P, Jones A, Thomas A, Burne T, et al. A sensitive LC/MS/MS assay of 25OH
vitamin D(3) and 25OH vitamin D(2) in dried blood spots. Clin Chim Acta. 2009; 403(1–2):145–151. doi:
10.1016/j.cca.2009.02.005 PMID: 19232332

18. Van den Broeck J, Brestoff JR. Epidemiology: Principles and Practical Guidelines (pp. 455). Dordrecht:
Springer, 2013.

19. Rothman KJ, Greenland S, Lash T.Modern Epidemiology: Third Edition (pp. 321). Philadelphia, PA:
Lippincott-Raven, 1998.

20. Selvin S. Statistical Tools for Epidemiologic Research (pp. 258–260). Oxford: Oxford University
Press, 2011.

21. National Academy of Sciences–Institute of Medicine–Food and Nutrition Board. Dietary reference
intakes for calcium and vitamin D. Washington (DC): National Academy Press; 2010.

22. Garland CF, Gorham ED, Mohr SB, Garland FC. Vitamin D for cancer prevention: global perspective.
Ann Epidemiol. 2009 Jul; 19(7):468–83. doi: 10.1016/j.annepidem.2009.03.021 PMID: 19523595

23. Holick MF. Vitamin D, sunlight and cancer connection. Anticancer Agents Med Chem. 2013 Jan; 13
(1):70–82. PMID: 23094923

24. Cannell JJ, Hollis BW, Zasloff M, Heaney RP. Diagnosis and treatment of vitamin D deficiency. Expert
Opin Pharmacother. 2008 Jan; 9(1):107–18. PMID: 18076342

Serum 25(OH)D Concentration and Cancer Risk

PLOS ONE | DOI:10.1371/journal.pone.0152441 April 6, 2016 14 / 15

http://www.ncbi.nlm.nih.gov/pubmed/15911240
http://www.ncbi.nlm.nih.gov/pubmed/17974532
http://dx.doi.org/10.1007/s10549-012-2381-1
http://www.ncbi.nlm.nih.gov/pubmed/23239153
http://dx.doi.org/10.1371/journal.pone.0017251
http://www.ncbi.nlm.nih.gov/pubmed/21386992
http://dx.doi.org/10.1002/ijc.23904
http://www.ncbi.nlm.nih.gov/pubmed/18839430
http://dx.doi.org/10.1158/1055-9965.EPI-09-0531
http://www.ncbi.nlm.nih.gov/pubmed/19789365
http://dx.doi.org/10.1245/s10434-012-2297-3
http://www.ncbi.nlm.nih.gov/pubmed/22446898
http://www.ncbi.nlm.nih.gov/pubmed/16236494
http://dx.doi.org/10.1093/jnci/djs189
http://www.ncbi.nlm.nih.gov/pubmed/22499501
http://www.ncbi.nlm.nih.gov/pubmed/17556697
http://www.ncbi.nlm.nih.gov/pubmed/17031008
http://www.ncbi.nlm.nih.gov/pubmed/21378345
http://dx.doi.org/10.1016/j.cca.2009.02.005
http://www.ncbi.nlm.nih.gov/pubmed/19232332
http://dx.doi.org/10.1016/j.annepidem.2009.03.021
http://www.ncbi.nlm.nih.gov/pubmed/19523595
http://www.ncbi.nlm.nih.gov/pubmed/23094923
http://www.ncbi.nlm.nih.gov/pubmed/18076342


25. Bischoff-Ferrari HA, Giovannucci E, Willett WC, Dietrich T, Dawson-Hughes B. Estimation of optimal
serum concentrations of 25-hydroxyvitamin D for multiple health outcomes. Am J Clin Nutr. 2006 Jul;
84(1):18–28. PMID: 16825677

26. Souberbielle JC, Body JJ, Lappe JM, Plebani M, Shoenfeld Y, Wang TJ, et al. Vitamin D and musculo-
skeletal health, cardiovascular disease, autoimmunity and cancer: Recommendations for clinical prac-
tice. Autoimmun Rev. 2010 Sep; 9(11):709–15. doi: 10.1016/j.autrev.2010.06.009 PMID: 20601202

27. Heaney RP. Guidelines for optimizing design and analysis of clinical studies of nutrient effects. Nutr
Rev. 2014 Jan; 72(1):48–54. doi: 10.1111/nure.12090 PMID: 24330136

28. Wactawski-Wende J, Kotchen JM, Anderson GL, Assaf AR, Brunner RL, O’Sullivan MJ, et al. Calcium
plus vitamin D supplementation and the risk of colorectal cancer. N Engl J Med. 2006; 354:684–696.
PMID: 16481636

29. Neuhouser ML, Manson JE, Millen A, Pettinger M, Margolis K, Jacobs ET, et al. The influence of health
and lifestyle characteristics on the relation of serum 25-hydroxyvitamin D with risk of colorectal and
breast cancer in postmenopausal women. Am J Epidemiol. 2012 Apr 1; 175(7):673–84. doi: 10.1093/
aje/kwr350 PMID: 22362582

30. Cheng TY, Lacroix AZ, Beresford SA, Goodman GE, Thornquist MD, Zheng Y, et al. Vitamin D intake
and lung cancer risk in the Women's Health Initiative. Am J Clin Nutr. 2013 Oct; 98(4):1002–11. doi: 10.
3945/ajcn.112.055905 PMID: 23966428

31. Wolpin BM, Ng K, Bao Y, Kraft P, Stampfer MJ, Michaud DS, et al. Plasma 25-hydroxyvitamin D and
risk of pancreatic cancer. Cancer Epidemiol Biomarkers Prev. 2012 Jan; 21(1):82–91. doi: 10.1158/
1055-9965.EPI-11-0836 PMID: 22086883

32. Slominski AT, Kim TK, Shehabi HZ, Semak I, Tang EK, Nguyen MN, et al. In vivo evidence for a novel
pathway of vitamin D3 metabolism initiated by P450scc and modified by CYP27B1. FASEB J. 2012
Sep; 26(9):3901–3915. doi: 10.1096/fj.12-208975 PMID: 22683847

33. Slominski AT, Li W, Kim TK, Semak I, Wang J, Zjawiony JK, et al. Novel activities of CYP11A1 and
their potential physiological significance. J Steroid BiochemMol Biol. 2015 Jul; 151:25–37. doi: 10.
1016/j.jsbmb.2014.11.010 PMID: 25448732

34. Slominski AT, Kim TK, Li W, Postlethwaite A, Tieu EW, Tang EK, et al. Detection of novel CYP11A1-
derived secosteroids in the human epidermis and serum and pig adrenal gland. Sci Rep. 2015 Oct;
5:14875. doi: 10.1038/srep14875 PMID: 26445902

35. Zhang L, Wang S, Che X, Li X. Vitamin D and lung cancer risk: a comprehensive review and meta-anal-
ysis. Cell Physiol Biochem. 2015; 36(1):299–305. doi: 10.1159/000374072 PMID: 25967968

Serum 25(OH)D Concentration and Cancer Risk

PLOS ONE | DOI:10.1371/journal.pone.0152441 April 6, 2016 15 / 15

http://www.ncbi.nlm.nih.gov/pubmed/16825677
http://dx.doi.org/10.1016/j.autrev.2010.06.009
http://www.ncbi.nlm.nih.gov/pubmed/20601202
http://dx.doi.org/10.1111/nure.12090
http://www.ncbi.nlm.nih.gov/pubmed/24330136
http://www.ncbi.nlm.nih.gov/pubmed/16481636
http://dx.doi.org/10.1093/aje/kwr350
http://dx.doi.org/10.1093/aje/kwr350
http://www.ncbi.nlm.nih.gov/pubmed/22362582
http://dx.doi.org/10.3945/ajcn.112.055905
http://dx.doi.org/10.3945/ajcn.112.055905
http://www.ncbi.nlm.nih.gov/pubmed/23966428
http://dx.doi.org/10.1158/1055-9965.EPI-11-0836
http://dx.doi.org/10.1158/1055-9965.EPI-11-0836
http://www.ncbi.nlm.nih.gov/pubmed/22086883
http://dx.doi.org/10.1096/fj.12-208975
http://www.ncbi.nlm.nih.gov/pubmed/22683847
http://dx.doi.org/10.1016/j.jsbmb.2014.11.010
http://dx.doi.org/10.1016/j.jsbmb.2014.11.010
http://www.ncbi.nlm.nih.gov/pubmed/25448732
http://dx.doi.org/10.1038/srep14875
http://www.ncbi.nlm.nih.gov/pubmed/26445902
http://dx.doi.org/10.1159/000374072
http://www.ncbi.nlm.nih.gov/pubmed/25967968

