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Abstract

It has been hypothesized that levels of triglycerides,
glucose, and insulin are associated with risk of colon
cancer and that diets high in simple sugars increase risk
of colon cancer because of their impact on these factors.
Limited epidemiobogical evidence supports the association

between simple carbohydrates and risk of colon cancer.
Using data from a population-based case-control study
(n 1993 cases and 2410 controls), we examined the

associations between dietary sugars, foods containing high
levels of sugars, and dietary glycemic index (GI) and
colon cancer. A dietary GI was developed to estimate
metabolic response to a diet that may increase plasma
glucose levels. Dietary data were obtained using a
validated diet history questionnaire. High levels of
sucrose intake were associated with increased risk of
colon cancer among younger men [odds ratio (OR) for
highest quintile relative to lowest, 1.59; 95% confidence
interval (CI), 1.07-2.37]. There was also a trend of
increasing colon cancer risk associated with a higher
sucrose:dietary fiber ratio for proximal tumors in both
men and women. Individuals with proximal tumors who

consumed a diet ranked as having a high GI were at
increased risk (for men, comparing highest quintile to

lowest quintile: OR, 1.58; 95% CI, 1.06-2.36; P trend,
0.04; for women: OR, 1.72; 95% CI, 1.11-2.67; P trend,
0.04). Those at greatest risk from a high dietary GI were
those who were sedentary (for men, relative to those who
were most active and had a low-GI diet: OR, 3.46; 95%
CI, 1.78-6.70; for women: OR, 2.00; 95% CI, 0.98-4.07).
We also observed that people who had a high sucrose:
dietary fiber ratio and who also were sedentary and had
a large body mass index were at increased risk (OR, 4.58;
95% CI, 2.33-8.98) relative to those who had a low

Received 12/2/96; revised 3/1 8/97; accepted 3/21/97.

The costs of publication of this article were defrayed in part by the payment of

page charges. This article must therefore be hereby marked ads’ertiseme,tt in

accordance with 18 U.S.C. Section 1734 solely to indicate this fact.

I This study was funded by Grant RO1 CA48998 (to M. L. S.). Case identification

and verification was supported by the Utah Cancer Registry, the Northem Cali-

fomia Cancer Registry. the Sacramento Tumor Registry. and the Minnesota

Cancer Surveillance System.
2 To whom requests for reprints should be addressed. at Department of Onco-

logical Sciences, University of Utah, 546 Chipeta Way, Suite 1 100, Salt Lake

City. UT 84108.

sucrose:dietary fiber ratio, were active, and had low body
mass indices. These findings support previous reports

that dietary sugars, especially diets high in simple
carbohydrates relative to complex carbohydrates,
increase risk of colon cancer, possibly through their
impact on plasma glucose levels.

Introduction

As early as 1916, Higgins (1) concluded that there was a
“fundamental and distinct difference in the metabolism of the
various sugars in man.” Since then, controlled studies have
shown that glucose from sucrose is absorbed more rapidly than

galactose or fructose (2); that diets high in sucrose appear to
increase triglyceride levels to a greater extent than other forms
of dietary sugars (3); that sucrose is the only carbohydrate

associated with a significant increase in fasting triglyceride
levels (4); and that diets high in simple carbohydrates (mono-
and disaccharides) and low in fiber increase serum triglycerides

and plasma glucose. The associations between serum triglyc-

erides, plasma glucose, and insulin resistance and cancer are not
well understood, although McKeown-Eyssen (5) has hypothe-

sized that these metabolic characteristics might be risk factors
for coborectal cancer, thus providing a unifying biological link

for several previously identified risk factors, including the
following: intense physical activity, which reduces serum tri-
glycerides and improves glucose tolerance (6); obesity, which
increases serum triglycerides and blood glucose (7); a diet high
in plant foods, which tends to be associated with lower blood
glucose levels (8); and a diet high in energy, which tends to
increase triglyceride levels (9).

The purpose of this study was to evaluate dietary factors
that may influence triglycerides and blood glucose levels. As
reviewed by Bostick et a!. ( I 0), most studies that have at-

tempted to assess the association between sucrose and colon
cancer have studied isolated foods, such as desserts, as an

indicator of total sucrose intake (1 1-14), have been hospital-
based case-control studies (15-19), or have had few study

participants to examine associations by age at diagnosis or
tumor site in the colon in both men and women (10-21). In this
study, we examined colon cancer associations with sugars, with
sucrose:dietary fiber ratio, and with foods high in simple sugar
content in a large population-based study. To further test the
hypothesis that dietary sugars increase risk of colon cancer
through their systemic effect on blood glucose levels, we esti-
mated a dietary GI.3 The GI originally was developed to better

describe the plasma glucose response to consumption of various
foods and also describes the rates of digestion and absorption of
energy-providing nutrients, especially of carbohydrates (22,
23). Some foods, such as legumes, have a low GI, whereas
other foods, such as those high in simple carbohydrates, have a

3 The abbreviations used are: GI, glycemic index: BMI. body mass index;

NSAID. nonsteroidal anti-inflammatory drug; OR. odds ratio; CI, confidence

interval.
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Table I Description of dietary sugar and sugar-cont aining food s in the study population

Men Women

Cases, n = 1099, mean

(SD)

Controls, n - 1290, mean

(SD) ‘#{176}

Cases, a = 894, mean

(SD)

Controls, ,t = I I 20, mean

(SD) ‘#{176}

Nutrients (intake/day)

Total energy (kcal)

Totalcarbohydrates(g)

Carbohydrate (g/l000 kcal)

Sucrose (g)

Sucrose (g/l000 kcal)

Glucose (g)

Glucose (g/l000 kcal)

Fructose (g)

Fructose (g/l000 kcal)

Sucrose/dietaryfiber(g)

Foods (servings/week)

Added sugar

High-sugar dairy

Other high-sugar foods

High-sugar drinks

2752 (1218)

336(144)

124 (22)

54 (33)

20 (8.0)

37 (23)

14 (6.1)

37 (25)

14(7.1)

2.1(1.2)

9.3 (1 1)

4.6 (5.9)

7.8 (8.7)

5.0(8.3)

2651 (1 197)

330(139)

127 (22)

53 (33)

20 (8.6)

36 (20)

14 (5.6)

36 (22)

14 (6.6)

2.0(1.1)

8.9 (1 1)

4.4 (6.7)

7.3 (8.9)

4.5 (7.5)

0.04

0.35

<0.01

0.34

0.46

0.09

0.63

0.21

0.42

0.03

0.37

0.55

0.16

0.14

2066 (913)

270(117)

132 (22)

46 (29)

22 (8.7)

3 1 ( I 8)

15 (6.1)

31 (19)

16 (6.9)

2.1(1.2)

6.0 (7.0)

2.8 (3.7)

6.1 (8.0)

3.4 (5.9)

1991 (858)

263(111)

134 (22)

44 (28)

22 (8.8)

29 ( I 7)

15 (6.5)

30 (18)

16(7.1)

2.0(1.1)

5.3 (6.5)

2.7 (3.8)
5.8 (8.0)

3.1 (6.1)

0.06

0.22

0.09

0.16

0.92

0.07

0.92

0.10

0.94

0.14

0.04

0.51

0.49

0.16

food items. The GI for specific sugars was developed so that
dietary carbohydrates could be weighed by their metabolic
effect; this measure was very easy to calculate and was not

dependent on imputing values for specific food items. The GI

from food items was developed in an attempt to estimate a total
dietary GI, although there are limitations to the method, in that

the GI for a given food may vary because of other foods eaten

at the same time. Unfortunately, we did not have detailed meal
composition data from the diet history questionnaire.

Other Data. Other data obtained and used in these analyses
were age at the time of diagnosis or selection; BMI (weightl

height2 for men; weight/heighO5 for women) reported for the
referent year; presence or absence of first-degree relatives with

coborectal cancer; use of aspirin and/or other NSAIDs on a
regular basis; and bong-term vigorous leisure-time activity (26).
Physical activity, performed at home and at leisure, was ascer-

tamed using an adaptation of the validated CARDIA physical

activity history (37, 38). The BMI of weight/height’5 was used
for women because it has been shown to be more independent

of height than weight/height2 (39). A family history of cob-
rectal cancer was used rather than a family history of colon

cancer because there are data to suggest that recall of tumor site
within the large intestine is questionable (40). Tumor site
within the colon was classified as proximal (cecum through
transverse colon) or distal (spbenic flexure, descending, and

sigmoid colon).

Statistical Methods. Population demographics have been pre-
viously reported (26). The population is described in terms of
types and sources of sugar in the diet as well as a sucrose

(g):dietary fiber (g) ratio (5). Age-specific analyses used the
median age of the controls, 67 years, as the cutpoint. Dietary

data were categorized into quintiles based upon the distribution

of the control population for men and for women separately.
Sugars were evaluated using the density method, in which they
are expressed as the average grams of sugar per 1000 kcab per
day. We have shown that this method yields results similar to
those obtained from the residual method, and results appear to
be independent of energy (41). In addition, it is based on units
of measurement that are easy to interpret. To determine the

associations between sugars and colon cancer, ORs and 95%

CIs were calculated from unconditional logistic regression
models. In these analyses, energy intake was adjusted along

with other covariates that were associated with both dietary

energy and colon cancer in this study (41). These variables
include age at selection; BMI; family history of colorectal
cancer; bong-term vigorous physical activity; dietary choles-

terol, calcium, and fiber; and use of aspirin and/or other
NSAIDs. Sugars (g/l000 kcal per day) were categorized into

quintiles, and total energy and other covariates were entered
into the model as continuous variables. In models evaluating
the GI, we adjusted for noncarbohydrate energy in logistic

regression models to better evaluate the associations with GI,
taking into account other dietary components of fat and protein.
We evaluated associations of levels of dietary sugars with
family history of colorectab cancer, physicab activity, and BMI

by testing for the overall improved fit of the model with an
interaction term. This was calculated by taking -2 times the

difference in the log-likelihood of those models with and with-
out the cross-product term (42). Statistical testing for differ-
ences in effect by age at diagnosis and sex was estimated from

the cross-product term for each dietary sugar with age and with
sex in logistic regression models. To determine whether differ-
ences existed by tumor site within the colon, we conducted
polychotomous logistic regression.

Results

The mean bevel of sugar intake in the population is shown in
Table 1 . Of the sugars assessed, the mean sucrose:dietary

fiber ratio intake was significantly different between cases
and controls among men. Among women, mean levels of
dietary intake were not different between cases and controls.
For both men and women, cases consumed a higher mean

bevel of added sugars and of drinks containing high levels of

sugar, although the differences were not statistically signif-
icant.

There was a slight increase in risk of colon cancer asso-
ciated with higher sucrose intake and the ratio of sucrose:

dietary fiber ratio in the diet among younger men (OR, 1.59;

Table 2; P = 0.05 for interaction between age and sucrose:
dietary fiber ratio). The sucrose:dietary fiber ratio also was
associated significantly with colon cancer for all men, as well
as those with proximal tumors (P = 0.06 for difference in

association between proximal and distal tumor sites). High
bevels of fructose or glucose intake were not associated with
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Table 2 Associat ions between sugars and c olon cancer in men”

OR OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) P trend

Sucrose (g/l000 kcallday)

<13.1 13.1-17.2 17.3-20.6 20.7-26.0 >26.0

Ft. all cases 218 232 197 240 208

All subjects 1.00 1.13 (0.87-1.46) 1.00 (0.76-1.31) 1.26 (0.97-1.65) 1.14 (0.87-1.51) 0.21

<67 1 .00 1 .30 (0.92-1 .84) 0.89 (0.61-1 .29) 1 .33 (0.92-1 .92) 1 .59 ( I .07-2.37) 0.05

�67 1.00 0.95 (0.63-1.43) 1.06(0.71-1.58) 1.18 (0.80-1.76) 0.90(0.60-1.34) 0.96

Proximal 1.00 1.23 (0.88-1.72) 1.18 (0.84-1.67) 1.37 (0.98-1.92) 1.18 (0.83-1.69) 0.26

Distal 1.00 1.01 (0.73-1.40) 0.90 (0.64-1.26) 1.17 (0.84-1.61) 1.10 (0.78-1.54) 0.39

Sucrose:dietary-fiber ratio (g)

<1.2 1.2-1.6 1.7-2.0 2.1-2.7 >2.7

F’, all cases 180 204 238 230 243

All subjects 1.00 1.15 (0.87-1.51) 1.39 (1.06-1.82) 1.31 (1.00-1.72) 1.37 (1.04-1.79) 0.02

<67 years 1.00 0.99(0.68-1.44) 1.35 (0.92-1.96) 1.03 (0.71-1.51) 1.51 (1.05-2.19) 0.04

�67 years 1.00 1.35 (0.90-2.03) 1.46 (0.98-2.16) 1.63 (1.09-2.42) 1.28 (0.85-1.92) 0.19

Proximal 1.00 1.32(0.92-1.87) 1.66(1.18-2.35) 1.51 (1.07-2.15) 1.51 (1.06-2.14) 0.02

Distal I .00 0.99 (0.70-1 .39) 1 .20 (0.86-1 .68) 1 . I 8 (0.85-1 .65) 1.23 (0.88-1 .72) 0.12

Glucose (g/l000 kcal/day)

<9.0 9.0-11.8 11.9-14.6 14.7-18.1 >18.1

,t. all cases 218 239 259 173 206

All subjects 1.00 1.17 (0.90-1.52) 1.36 (1.05-1.76) 0.91 (0.69-1.20) 1.07 (0.82-1.41) 0.77

<67 1 .00 1 . I 2 (0.79-1 .59) 1 .06 (0.75-1 .5 1 ) 0.78 (0.52-1 . 15) 0.94 (0.64-1 .39) 0.32

�67 I .00 1 .28 (0.86-1 .89) 1 .86 ( I .26-2.76) 1 . 14 (0.76-1 .72) 1 .32 (0.89-1 .98) 0.44

Proximal 1.00 1.26 (0.90-1.76) 1.55 (1.1 1-2.16) 1.06 (0.74-1.51) 1.26 (0.89-1.79) 0.45

Distal 1.00 1.08 (0.79-1.48) 1.23 (0.90-1.68) 0.77 (0.54-1.09) 0.86 (0.61-1.22) 0.14

Fructose (g/l000 kcal/day)

<8.4 8.5-11.5 11.6-15.0 15.1-18.6 >18.6

,t, all cases 224 237 252 180 202

All subjects 1.00 1 .18 (0.91-1.53) 1.30 ( 1.00-1.70) 0.97 (0.73-1 .27) 1.06 (0.80-1 .41 ) 0.80

<67 1.00 1.13 (0.79-1.62) 1.07 (0.75-1.54) 0.86(0.58-1.27) 0.98 (0.66-1.46) 0.52

�67 1.00 1.22 (0.83-1.81) 1.64 (1.1 1-2.44) 1.12 (0.75-1.68) 1.22 (0.81-1.84) 0.66

Proximal 1.00 1.27 (0.91-1.77) 1.34 (0.96-1.88) 1.12 (0.79-1.60) 1.15 (0.80-1.64) 0.74

Distal 1.00 1.10 (0.80-1.51) 1.20 (0.87-1.66) 0.82 (0.60-1.16) 0.93 (0.66-1.32) 0.29

a OR and 95% CI estimated from logistic regression models that included age at diagnosis. BMI, long-term vigorous physical activity, use of aspirin and/or other NSAIDs.
family history of colorectal cancer. energy intake, dietary calcium, fiber, and cholesterol.

risk consistently across categories nor was there a significant

linear trend. Among women, the sucrose:dietary fiber ratio was

associated with a significant trend toward increased risk for
proximal tumors (Table 3; P = 0.07 for difference between
proximal and distal tumor sites). There were not significant

interactions between dietary sugar consumption and age among
women. Whereas the magnitude of the associations differed

slightly by sex, only dietary sucrose was of borderline signif-
icance when evaluating interaction between sex and sugar con-

sumption (P = 0.08).
There was no significant associations between colon can-

cer and consumption of high-sugar foods from all sources.
However, there was some variation in risk between various
types of high-sugar foods consumed (data not shown in Table
3). The strongest and most consistent associations for both men

and women were from high intakes of sugars that were added
at the table to other foods (OR for upper quintile of intake
relative to lowest quintile of intake for men was 1.30; 95% CI,
0.98-1.72; OR for women, 1.48; 95% CI, 1.09-1.99).

A high dietary GI was associated with increased risk of

colon cancer. Associations were generally stronger among
younger individuals (Table 4), although an increase in risk also
was observed with high-GI diets among older women (P =

0.06 for interaction between dietary GI and age in both men and
women). Proximal tumors were more consistently associated
with increased risk with increasing dietary GI than were distal

tumors. This difference in association by tumor site was statis-
tically significantly among men (P = 0.05) but not among

women.

We evaluated two-way associations between dietary sug-

ars and GI on the one hand and physical activity and BMI on
the other. We did not observe any significant two-way inter-
actions between dietary sugars and either physical activity or
BMI. However, individuals who were sedentary and had a high
GI were at higher risk than those who were active and had a
high GI or those who were sedentary and had a bow GI (Table
5). This association was most marked among younger men, in
whom risk estimates were 6.55 (OR, 2.39-18.0), 2.43 (95% CI,
1 .05-5.63), and 1 .00, respectively. Similar patterns were ob-
served for most subgroups except for individuals who were

older than 66 years of age at the time of diagnosis.
We further evabuated the three-way associations among

sucrose, sucrose:dietary fiber ratio, and GI with physical activ-
ity and BMI. Of these factors, the most marked associations

were observed for sucrose:dietary fiber ratio as it related to
physical activity and BMI. We observed that as the level of

physical activity decreased and the levels of BMI and sucrose:
dietary fiber-ratio increased, risk of colon cancer increased
(Table 6). Associations were seen for both men and women,
although associations were stronger for men (OR, 5.90; 95%

CI, 2.23-15.6 for the group with the highest sucrose:dietary
fiber ratio, lowest physical activity, and highest BMI relative to
the group with the lowest sucrose:dietary fiber ratio, highest
physical activity, and lowest BMI) than for women (OR, 3.45;

95% CI, 1.29-9.23).
We assessed the association between family history of

coborectal cancer and dietary sugar intake and GI (data not
shown). Only among older women did there appear to be a
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Table 3 Associatio ns between sugars and col on cancer in women”

OR OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) P trend

Sucrose (g/l000 kcal/day)

<15.0 15.0-19.1 19.2-22.8 22.9-28.5 >28.5

n, all cases 169 196 180 184 159

All subjects 1.00 1.19 (0.90-1.58) 1.10 (0.82-1.47) 1.14 (0.85-1.52) 1.02 (0.75-1.39) 0.99

<67 years 1.00 1.02 (0.69-1.49) 0.86 (0.58-1.28) 1.08 (0.72-1.62) 0.99 (0.63-1.55) 0.98

�67 years 1.00 1.48 (0.96-2.28) 1.47 (0.95-2.29) 1.32 (0.85-2.04) 1.18 (0.76-1.81 ) 0.85

Proximal 1 .00 1 .28 (0.89-1 .83) 1 .28 (0.89-1 .84) I . I 7 (0.8 1-1 .70) I . I I (0.76- 1.63) 0.79

Distal 1.00 1.15 (0.81-1.65) 0.98 (0.68-1.42) 1.14 (0.79-1.64) 0.97 (0.65-1.43) 0.87

Sucrose:dietary-fiber ratio (g)

<1.2 1.3-1.6 1.7-2.0 2.1-2.6 >2.6

n, all cases 142 174 184 205 183

All subjects 1.00 1.25 (0.93-1.68) 1.31 (0.98-1.76) 1.40(1.04-1.87) 1.24(0.92-1.68) 0.12

<67 years 1.00 1.13 (0.75-1.70) 1.10 (0.73-1.66) 1 .34 (0.89-2.02) 1 .32 (0.87-2.01 ) 0.13

�67 years 1.00 1.44 (0.94-2.22) 1.69 (1.10-2.59) 1.59 (1.04-2.44) 1.27 (0.82-1.97) 0.31

Proximal 1.00 1.25 (0.86-1.82) 1.28 (0.88-1.86) 1.53 (1.06-2.21) 1.38 (0.95-2.02) 0.05

Distal 1.00 1.23 (0.85-1.79) 1.32 (0.91-1.91) 1.27 (0.88-1.84) 1.1 1 (0.76-1.63) 0.59

Glucose (g/l000 kcal/day)

<10.0 10.0-12.7 12.8-15.7 15.8-19.8 >19.8

n, all cases 173 162 198 193 162

All subjects 1.00 1.00(0.74-1.34) 1.34(1.01-1.79) 1.25 (0.93-1.68) 1.15 (0.85-1.58) 0.15

<67 years 1.00 0.74 (0.50-1.09) 1.04 (0.71-1.55) 1.10 (0.73-1.66) 1.07 (0.69-1.69) 0.32

�67 years 1.00 1.55 (0.98-2.46) 1.97 (1.27-3.08) 1.57 (1.01-2.45) 1.45 (0.92-2.30) 0.27

Proximal 1.00 1.18 (0.82-1.70) 1.42 (0.98-2.05) 1.47 (1.02-2.13) 1.15 (0.77-1.71) 0.24

Distal 1.00 0.83 (0.57-1 .21 ) 1.26 (0.88-1 .81 ) I .09 (0.75-1 .59) 1 .20 (0.82-1 .78) 0.16

Fructose (g/1000 kcal/day)

<9.6 9.6-12.7 12.8-16.4 16.5-20.7 >20.7

7’, all cases 165 175 197 185 166

All subjects 1.00 1.13 (0.84-1.51) 1.40 (1.05-1.88) 1.34 (0.99-1.80) 1.26 (0.92-1.73) 0.08

<67 1.00 1.07 (0.73-1.58) 1.20 (0.80-1.80) 1.29 (0.84-l.96 1.09 (0.70-1.71 ) 0.43
�67 1.00 1.19 (0.76-1.87) 1.71 (1.1 1-2.63) 1.42 (0.91-2.21) 1.46 (0.93-2.31 ) ().l()

Proximal 1.00 1.59 (1.1 1-2.29) 1.47 (1.01-2.15) 1.59 (1.08-2.34) 1.39 (0.93-2.08) 0.18

Distal 1.00 0.77 (0.53-1.13) 1.31 (0.91-1.88) 1.21 (0.83-1.76) 1.21 (0.82-1.79) 0.09

a OR and 95% CI estimated from logistic regression models that included age at diagnosis, BMI. long-term vigorous physical activity. use of aspirin and/or other NSAIDs.

family history of colorectal cancer, energy intake. dietary calcium, fiber. and cholesterol.

significant interaction between the sucrose:dietary fiber ratio

and family history (P = 0.03 for overall improved fit of the
model). The subgroup of women with a family history of
colorectal cancer had over a 3-fold increase in risk (OR, 3.52;

95% CI, I .60-7.75) if they had a high sucrose:dietary fiber
ratio. This compares with a risk of 2.32 (95% CI, 1.08-4.99)
for family history only and an OR of 1 . 10 (95% CI, 0.82-I .49)
for high sucrose:dietary fiber ratio without a family history of

coborectab cancer. We observed no significant interactions be-
tween other dietary sugars or GI and a family history of cob-
rectal cancer.

Discussion

There is considerable evidence that diet is involved in the

etiology of colon cancer. Whereas research has focused on
components of a western-style diet, such as fat and protein, in

conjunction with colon cancer, dietary carbohydrates have re-
ceived much less attention. However, it is recognized that levels

of simple sugar consumption vary from country to country and
also may typify a western-style diet. It is possible that high
bevels of consumption of simple sugars result in increased

triglyceride and plasma glucose bevels, especially among those
who are insulin resistant; insulin resistance is a possible risk

factor for colon cancer that has generally been unexplored.
Many of the studies that have attempted to examine an

association with sugars have examined foods containing high
levels of sucrose (10-15). We observed that foods most dense

in simple sugar (such as sugars added to other foods, including

sugar, honey, and jam) were most consistently associated with

colon cancer. Bostick ci a!. ( I 0) observed that sucrose-contain-

ing foods showed stronger associations than sucrose itself; the

strongest associations were observed for non-dairy product

foods. Others have shown associations for specific foods ( 1 1,
14), although the association with foods containing high levels

of sugar is not universal (12, 13, 15), and food items with a

high-sugar content, such as desserts or dairy products, contain

fat and calcium which may account for observed associations

with colon cancer. Consistent with the findings by Bostick el a!.

( 10), we observed that the strongest associations were among

older women. Studies are mixed in their findings of an associ-

ation reported for sucrose itself (15-21). Of the studies re-

ported, only two found a significant association between su-
crose and colon or coborectal cancer ( 14, 16). Some of these

differences could be accounted for by the age of the study
participants. No previous studies have had an adequate sample

to examine tumor site-specific associations by sex.
Although studies have focused on sugars and foods high in

simple and complex carbohydrates, no attempts have been

made to estimate a metabolic response based on consumption of

foods. Variation in reported risk estimates between studies for

high-sugar foods and/or sugar may be the result of different

metabolic response to specific foods. The GI was developed to
provide an indication of plasma glucose response to diet (22,

23). However, the literature is unclear regarding the impact of
mixed meals on GI for a given food; some studies report no

difference in GI in a mixed-meal test situation, and others report
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Table 4 Association between estimated dietary GI and co lon cancer in men and women”

OR (Low rank) OR (95% Cl) (rank 2) OR (95% CI) (rank 3) OR (95% CI) (rank 4) OR (95% CI) (high rank) P trend

Men

GI from dietary sugars: sucrose, glucose, and fructose

All subjects 1.00 1.11 (0.85-1.46) 1.35 (1.03-1.78) 1.23 (0.93-1.65) 1.55 (1.12-2.13) 0.02

<67 1.00 1.10 (0.74-1.62) 1.39 (0.93-2.06) 1.16 (0.77-1.74) 1.87 (1.20-2.91) 0.02

�67 1.00 1.14(0.78-1.66) 1.32(0.90-1.93) 1.33(0.88-2.03) 1.26(0.78-2.02) 0.20

Proximal 1.00 1.16(0.83-1.62) 1.35 (0.95-1.90) 1.30(0.91-1.87) 1.58 (1.06-2.36) 0.04

Distal 1.00 1.04 (0.74-1.46) 1.29 (0.92-1.82) 1.10 (0.77-1.58) 1.48 (1.00-2.19) 0.08

GI from foods

All subjects 1.00 1.18 (0.90-1.56) 1.33 (1.02-1.75) 1.41 (1.07-1.85) 1.37 (1.04-1.82) 0.02

<67 1.00 1.34 (0.90-1.99) 1.19(0.80-1.78) 1.48 (1.01-2.18) 1.39 (0.93-2.07) 0.10

�67 1.00 1.08 (0.74-1.58) 1.49 (1.02-2.16) 1.35 (0.92-1.99) 1.33 (0.89-1.99) 0.08

Proximal 1.00 1.48 (1.04-2.10) 1.51 (1.06-2.14) 1.84 (1.30-2.60) 1.59 (1.10-2.29) 0.02

Distal 1.00 0.98 (0.70-1.38) 1.18 (0.85-1.65) 1.18 (0.84-1.65) 1.23 (0.88-1.74) 0.14

Women

GI from dietary sugars: sucrose. glucose. and fructose

All subjects 1.00 1.05 (0.79-1.40) 0.98 (0.73-1.33) 1.01 (0.73-1.38) 1.51 (1.06-2.14) 0.08

<67 1.00 1.05 (0.69-1.59) 1.06 (0.69-1.63) 1.15 (0.73-1.81) 1.69 (1.02-2.79) 0.06

�67 1.00 1.06 (0.70-1.59) 0.95 (0.62-1.45) 0.95 (0.60-1.49) 1.49 (0.90-2.47) 0.28

Proximal 1.00 1.07 (0.75-1.52) 0.92 (0.63-1.35) 1.18 (0.79-1.74) 1.72 (1.1 1-2.67) 0.04

Distal 1.00 1.08 (0.75-1.57) 1.07 (0.73-1.57) 0.90 (0.60-1.35) 1.42 (0.92-2.21) 0.06

GI from foods

All subjects 1.00 0.95 (0.71-1.27) 0.98 (0.73-1.31) 0.96 (0.71-1.29) 1.34 (1.00-1.81) 0.08

<67 1.00 1.04 (0.67-1.62) 0.87 (0.55-1.35) 0.95 (0.61-1.46) 1.16 (0.76-1.78) 0.60

�67 1.00 0.86 (0.58-1.29) 1.10(0.74-1.63) 1.00 (0.66-1.52) 1.66 (1.09-2.53) 0.04

Proximal 1.00 0.91 (0.63-1.32) 1.02 (0.71-1.47) 0.99 (0.68-1.43) 1.39 (0.96-2.01) 0.08

Distal 1.00 0.97 (0.68-1.41) 0.94 (0.65-1.37) 0.94 (0.65-1.37) 1.22 (0.84-1.78) 0.36

a OR and 95% CI estimated from logistic regression models that included age, BMI, long-term vigorous physical activity. use of aspirin and/or other NSAIDs, family history

of colorectal cancer, non-carbohydrate energy intake, dietary calcium and fiber.

differences in food-specific GI when consumed as part of a
meal (43, 44). A limitation of this study is our lack of detailed

information on meal composition because dietary data were
obtained primarily from a diet history questionnaire. We have

adjusted for energy from fat and protein in an attempt to correct
for the mixed meal situation, but the underlying assumption of

this analysis is that overall patterns of intake, whether measured
as GI or as fat and protein, are useful predictors of what may be
short-term meal-to-meal variability in true metabolic glycemic
response. It does seem likely, however, that deriving a GI for an

individual diet rather than a 24-h intrinsic study period is likely
to underestimate rather than overestimate the true metabolic

response and possibly smooth out the higher degree of varia-
bility that would be observed over shorter time periods.

Although we do not have information on meal pauerns, we
do have information from the diet history questionnaire on over

800 specific food items, such as types of cereal consumed, so
that we were able to give various GIs to individual food items
rather than to food items that represented groups of food (i.e.,

corn flakes and bran flakes instead of dry cereal). Additionally,
most estimates of GI for specific foods that are reported in the

literature have been based on estimates from small samples of
people with non-insulin-dependent diabetes and healthy popu-
lations. Thus, our GI is a very crude measure, which we used
to rank individuals rather than report any given GI that may be

associated with cancer. Despite the limitations of the GI, it does
suggest that the increased risk associated with diets high in
foods that have a high glycemic effect, many of which are also
high in sucrose and low in fiber, may be the result of metabolic

factors such as elevated plasma glucose levels.
Although dietary fats are thought to have their primary

effects on the lumen of the large intestine, associations between
colon cancer and dietary carbohydrates may be the result of

their metabolic properties and have a systemic effect. For
instance, it has been shown that rats given boluses of fat have

increased cobonic epithelial proliferation associated with the
columnar cells of normal epithebium being replaced with less

mature, cuboidal cells (45). On the other hand, boluses of
sucrose did not lead to histological changes to the surface

cobonic epithelium. It has been hypothesized that cell prolifer-
ation associated with sucrose is not the result of direct injury to
the colon but rather is the result of changes in carbohydrate

metabolic pathways that release gut hormones and stimulate

epithelial proliferation (46, 47). If the mode of action involves
hormones, a stronger association with proximal tumors could

be expected because it has been suggested that endogenous
factors may be associated with proximal rather than distal
tumors (48).

We believe that our data lend indirect support to the

hypothesis that increased serum triglycerides and plasma glu-
cose levels and insulin resistance, as seen in Syndrome X, are
associated with colon cancer. Those at highest risk were those
who were sedentary, had a high BMI, and consumed a diet with
a high ratio of simple to complex carbohydrates (sucrose:

dietary fiber ratio). This suggest a possible mechanistic inter-
action in that one’s bevel of physical activity, body size, and
dietary intake of sucrose and fiber may alter the individual

associations of the other factors in the expression of insulin
resistance. All of these factors have been shown to independ-
ently elevate serum triglycerides and plasma glucose (49-51).

The increased risk was present after adjusting for energy intake

and was not consistently observed for other components of
energy intake, such as protein or total carbohydrates; a similar
trend was observed for total fat intake, although the magnitude
of the association was less (OR, 3.26 and 95% CI, 1.75-6.07
for the highest percentage of calories from fat, low physical
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Table 5 Association between dietary sugar G I and physical activity”

GI for men GI for women

Low, OR Intermediate, OR High, OR Low, OR Intermediate, OR High. OR
Physical activity (95% CI) (95% Cl) (95% CI) (95% CI) (95% CI) (95% CI)

All Subjects”

High 29/58’ 137/233 158/90 21/28 79/128 45/68

Intermediate 118/139 379/415 141/137 86/129 226/343 107/104

Low 55/63 127/123 51/30 69/66 187/197 68/5 1

All Subjects

High 1.00 1.26 (0.75-2.10) 1.40(0.77-2.56) 1.00 0.88 (0.46-1.67) 1.08 (0.52-2.23)

Intermediate 1.57 (0.93-2.65) 1.84 (1.13-2.97) 2.13 (1.23-3.68) 0.89 (0.47-1.69) 0.95 (0.52-1.75) 1.56(0.80-3.04)

Low 1.54 (0.85-2.77) 1.90(1.12-3.22) 3.46(1.78-6.70) 1.38 (0.71-2.71) 1.35 (0.73-2.50) 2.00(0.98-4.07)

<67 yr

High 1.00 1.84 (0.88-3.86) 2.43 (1.05-5.63) 1.00 1.12 (0.50-2.50) 1.48 (0.59-3.70)

Intermediate 2.42 (1.14-5.15) 2.52 (1.25-5.08) 3.75 (1.73-8.13) 1.20 (0.54-2.67) 1.24 (0.58-2.64) 2.18 (0.92-5.13)

Low 2.19 (0.89-5.43) 2.55 (1.15-5.65) 6.55 (2.39-18.0) 1.58 (0.64-3.90) 1.80 (0.81-3.98) 2.45 (0.93-6.41)

�67 yr

High 1.00 0.83 (0.40-1.73) 0.74 (0.30-1.81) 1.00 0.52 (0.16-1.63) 0.58(0.16-2.07)

Intermediate 0.98 (0.46-2.06) 1.28 (0.64-2.54) 1.09 (0.49-2.44) 0.47 (0.16-1.44) 0.55 (0.19-1.61) 0.86 (0.27-2.69)

Low 1 .03 (0.46-2.29) 1 .3 1 (0.63-2.73) 1 .88 (0.76-4.65) 0.87 (0.28-2.66) 0.80 (0.27-2.32) 1 .36 (0.42-4.40)

Proximal

High 1.00 1.48 (0.74-2.97) 1.42 (0.62-3.23) 1.00 0.87 (0.39-1.96) 1.15 (0.45-2.92)

Intermediate 1.77 (0.87-3.59) 2.14 (1.10-4.15) 2.61 (1.25-5.44) 0.92 (0.42-2.02) 0.93 (0.44-1.96) 1.77 (0.78-4.04)

Low 2.05 (0.95-4.44) 2.26 (1.1 1-4.60) 3.96 (1.69-9.26) 1.28 (0.56-2.90) 1.44 (0.67-3.08) 2.00 (0.83-4.86)

Distal

High 1.00 1.03 (0.55-1.93) 1.35 (0.65-2.80) 1.00 0.96 (0.41-2.23) 1.1 1 (0.43-2.83)

Intermediate 1.40 (0.74-2.63) 1.51 (0.84-2.71) 1.68 (0.87-3.26) 0.92 (0.40-2.14) 1.03 (0.46-2.28) 1.50(0.63-3.60)

Low 1.17 (0.56-2.43) 1.58 (0.83-3.00) 3.02 (1.38-6.63) 1.51 (0.62-3.63) 1.38 (0.61-3.12) 2.22 (0.90-5.49)

a OR and 95% CI calculated from logistic regression models that adjusted for age, BMI, noncarbohydrate energy intake, calcium and dietary fiber intake, family history

of colorectal cancer, and use of aspirin and/or other NSAIDs.
b Numbers for cases and controls are for all subjects; approximately 1/2 of these numbers are in the cells for age and tumor site analysis.

� No. of cases/controls.

Table 6 Interaction of physical activity with BMI and sucrose:dietary fi her ratio (all subjects combined)

Sucrose:dietary fiber ratio Physical activity
BMI

Low Intermediate High

No. of cases/controls

Low High

Intermediate

Low

20/47

44/8 1

16/28

20/42

49/86

22/39

26/39

91/82

36/34

Intermediate High

Intermediate

Low

87/14 1

172/249

96/106

70/104

2 1 1/257

1 13/97

79/126

266/251

149/120

High High

Intermediate

Low

28/39

67/93

34/40

21/35

74/88

26/36

20/31

89/84

67/35

OR (95% C1)�

Low High

Intermediate

Low

1.00

I .26 (0.66-2.40)

1.33 (0.59-3.01)

1.06 (0.50-2.25)

I .29 (0.68-2.44)

1.34 (0.63-2.84)

1.55 (0.75-3.22)

2.57 ( I .40-4.74)

2.40(1.17-4.89)

Intermediate High

Intermediate

Low

1 .37 (0.76-2.48)

1 .55 (0.88-2.73)

2. 10 ( 1 . 15-3.83)

1 .5 1 (0.82-2.79)

1 .88 ( 1 .07-3.30)

2.65 ( 1 .45-4.82)

1 .40 (0.77-2.56)

2.50 ( I .43-4.37)

2.89 ( 1.61-5.19)

High High

Intermediate

Low

1.49 (0.72-3.07)

I .66 (0.89-3.08)

1.88 (0.93-3.80)

1.41 (0.66-3.01)

1 .79 (0.97-3.32)

1.55 (0.74-3.23)

1.55 (0.7 1-3.37)

2.45 ( I .33-4.51)

4.58 (2.33-8.98)

a Adjusted for age, presence or absence of a first degree relative with colorectal cancer, noncarbohydrate energy, calcium, and use of aspirin and/or other NSAIDs.

activity, and high BMI compared to people who consumed the
lowest percentage compared to OR, 4.58 and 95% CI, 2.33-
8.98 for sucrose:fiber ratio). This suggests that although total
energy intake is potentially an important contributor to risk,

associations may vary by the source of energy. Of the dietary
sources of energy evaluated, sucrose appears to have the great-

est impact on risk. Furthermore, the data suggest that diets bow
in fiber may contribute to a dietary pattern associated with
increased risk of colon cancer. These data also suggest that
physical activity may be working through metabolic pathways;

in controlled settings, vigorous physical activity has been
shown to improve insulin resistance (6).
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There are other possible mechanisms whereby sucrose
could be associated with colon cancer, beyond or in addition to

an association with Syndrome X. In rats, uncooked sucrose has

been shown to increase cobonic epithelial cell proliferation and
aberrant crypt foci formation (52). Cooked sucrose contains
compounds that can be genotoxic (53, 54) and can increase
microadenoma formation (55). In humans, high-sucrose diets
increase overall mouth-to-anus transit time, although mouth-

to-cecum transit time is decreased (56). Diets high in sucrose
also have been shown to increase fecal concentration of bile

acids (56).

In summary, we believe that our sucrose data corroborate

those reported elsewhere and that a diet that increases glycemic
response is involved in the etiology of colon cancer. These
associations appear to be more related to proximal tumors,
possibly because of their effect on hormonal regulation. Al-

though there are many possible explanations for our results, we

believe that they lend indirect support to the hypothesis that

insulin resistance is associated with colon cancer.

Acknowledgments

We acknowledge the contributions and support of Dr. Richard Kerber, Dr. Kristin

Anderson, and Khe-Ni Ma to the data collection, study supervision, and analysis.

References

I . Higgins. H. L. The rapidity with which alcohol and some sugars may serve as
nutriment. Am. J. Physiol., 41: 258-65, 1916.

2. Gray. G. M., and Ingelfinger. F. J. Intestinal absorption of sucrose in man:
interrelation of hydrolysis and monosaccharide product absorption. J. Clin. In-

vest., 45: 388-398, 1966.

3. Anderson, J. T. Dietary carbohydrate and serum triglycerides. Am. J. Clin.

Nutr., 10: 68-75. 1967.

4. McDonald, I. The effect of various dietary carbohydrates on the serum lipids

during a five day regimen. Clin. Sci. (Land.). 29: 193-197, 1965.

5. McKeown-Eyssen. G. Epidemiology of colorectal cancer revisited: are serum

triglycerides and/or plasma glucose associated with risk? Cancer Epidemiol..
Biomarkers & Prey., 3: 687-696. 1994.

6. Huttunen, J. K.. Lansimies, E., Voutilainen, E., Ehnholm, E., Hietanen, E.,

Pentilla, I.. Siltonen, B., and Rauramaa, R. Effect of moderate physical exercise

on serum lipoproteins: a controlled clinical trial with special reference to serum

high-density lipoproteins. Circulation, 60: 1220-1229. 1979.

7. Krotkiewski, M., Bjomtorp. P., Sjostrom. L., and Smith, U. Impact of obesity

on metabolism in men and women. Importance of regional adipose tissue distri-

bution. J. Clin. invest., 72: 1 150-1 162, 1983.

8. Coulston, A.. Lui, C. G., and Reaven, C. G. Plasma glucose, insulin, and lipid

responses to high-carbohydrate low-fat diets in normal humans. Metabolism, 32:

52-56. 1983.

9. Antonis, A., and Bersohn, 1. Influence of diet on serum triglycerides in white

and South African Bantu prisoners. Lancet. 1: 3-9. 1961.

10. Bostick. R. M.. Potter, J. D., Kushi, L. H., Sellers, T. A., Steinmetz, K. A.,

McKenzie, D. R., Gapstur. S. M., and Folsom, A. R. Sugar. meat, and fat intake,

and non-dietary risk factors for colon cancer incidence in Iowa women (United

States). Cancer Causes & Control, 5: 38-52, 1994.

I I . Philips. R. Role of life-style and dietary habits in risk of cancer among

Seventh-day Adventists. Cancer Res., 35: 3513-3522, 1975.

12. Manousos, 0.. Day. N. E.. Trichopoulos, D.. Gerovassilis, G., and Tzonou,

A. Diet and colorectal cancer: a case-control study in Greece. Int. J. Cancer, 32:

I-S. 1983.

13. Miller, A. B., Howe, G. R., Jam, M., Craib, K. J. P., and Harrison, L. Food
items and food groups as risk factors in a case-control study of diet and colorectal

cancer. Int. J. Cancer. 32: 155-161, 1983.

14. Tuyns. A. J.. Kaaks, R.. and Haelterman. M. Colorectal cancer and the

consumption of foods: a case-control study in Belgium. Nutr. Cancer, 11: 189-

204. 1988.

15. Pickle. L. W.. Greene, M. H., Ziegler. R. G.. Toledo. A., Hoover, R., Lynch,

H. T.. and Fraumeni, J. F., Jr. Colorectal cancer in rural Nebraska. Cancer Res.,
44: 363-369. 1984.

16. Bristol, J. B., Emmett. P. M.. Heaton, K. W., and Williamson, R. C. N. Sugar.

fat. and the risk of colorectal cancer. Br. Med. J., 291: 1467-70, 1985.

17. Macquart-Moulin, G., Riboli, E., Comee, J., Charnay, B., Berthezene, P., and

Day, N. Case-control study on colorectal cancer and diet in Marseilles. Int. J.

Cancer, 38: 1 83-19 1 , I 986.

18. LaVecchia, C., Negri, E., Decarli, A., D’Avanzo, B., Gallorti, L., Gentile, A.,

and Franceschi, S. A case-control study of diet and colorectal cancer in northem

Italy. mt. J. Cancer, 41: 492-498, 1988.

19. Bidoli, E., Franceschi, S., Talamini, R., Barra, S., and LaVecchia, C. Food
consumption and cancer of the colon and rectum in north-eastern Italy. mt. J.

Cancer, 50: 223-229, 1992.

20. Benito, E., Obrador, A., Stiggelbout, A., Bosch, F. X., Mulct, M., Munoz, N.,
and Kaldor, J. A population-based case-control study of colorectal cancer in

Majorca. I. Dietary factors. mt. J. Cancer, 45: 69-76, 1990.

21. Peters, R. K., Pike, M. C., Garabrant, D., and Mack, T. M. Diet and colon

cancer in Los Angeles County, California. Cancer Causes & Control 3: 456-473,

1992.

22. Crapo, P. A., Reaven, G., and Olefsky, J. Postprandial plasma-glucose and

-insulin responses to different complex carbohydrates. Diabetes, 26: 1 178-1 183.

1977.

23. Vaaler, S., Hanssen, K. F., and Aagenaes, 0. Plasma glucose and insulin

responses to orally administered carbohydrate-rich foodstuffs. Nutr. Metab., 24:

168-175, 1980.

24. Reaven, G. Role of insulin resistance in human disease. Diabetes, 37:

1595-1607, 1988.

25. Slattery. M. L., Edwards, S. L., Caan, B. J., Kerber, R. A., and Potter, J. D.

Response rates among control subjects in case-control studies. Ann. Epidemiol..

5: 245-249, 1995.

26. Slattery. M. L., Potter, J. D., Caan, B. J., Coates, A., Edwards, S., Ma, K. N.,

and Berry, T. D. Energy balance and colon cancer: beyond physical activity.

Cancer Res., 57: 75-80. 1997.

27. Edwards, S., Slattery, M. L., Moti, M., Berry, T. D., Caan, B. J., Palmer, P.,

and Potter, J. D. Objective system for interviewer performance evaluation for use

in epidemiologic studies. Am. J. Epidemiol., 140: 1020-1028, 1994.

28. Slattery. M. L., Caan, B. J., Duncan, D., Berry, T. D.. Coates, A., and Kerber,
R. A computerized diet history questionnaire for epidemiologic studies. J. Am.

Diet. Assoc., 94: 761-766, 1994.

29. McDonald, A., Van Horn, L., Slattery, M. L., Hilner. J., Bragg, C., Caan, B.,

Jacobs, D., Liu, K., Hubert, H., Gemhofer, N., Betz, E., and Havlik, D. The

CARDIA dietary history: development and implementation. J. Am. Diet. Assoc.,

91: 1104-1112, 1991.

30. Liu, K., Slattery, M. L., Jacobs, D., Jr., Cutter, G., McDonald, A., Van Hom,

L.. Hilner, J., Caan, B., Bragg, C., Dyer. A., and Havlik, R. A study of the
reliability and comparative validity of the CARDIA dietary history. Ethn. & Dis.,

4: 15-27, 1994.

3 1 . Dennis, B., Ernst, N., Hjortland, M., Tillotson, J., and Grambsch, V. The

NHLBI nutrition system. J. Am. Diet. Assoc., 77: 641-647, 1980.

32. Jenkins, D. J. A., Wolever, T. M. S., Kalmusky, J., Giudici, S., Giordano, C..
Wong, G. S.. Bird, J. N., Pattern, R., Hall, M., Buckley, G., and Little, A. L. Low

glycemic index carbohydrate foods in the management of hyperlipidemia. Am. J.

Clin. Nutr., 42: 604-617, 1985.

33. Jenkins, D. J. A., Wolever, T. M. S., Jenkins, A. L., Josse, R. G., and Wong,

G. S. The glycaemic response to carbohydrate foods. Lancet, 2: 388-391, 1984.

34. Wolever, T. M. S., Katzman-Relle, L., Jenkins, A. L., Vuksan, V., Josse,

R. G.. and Jenkins, D. J. A. Glycaemic index of 102 complex carbohydrate foods
in patients with diabetes. Nutr. Res., 14: 651-669, 1994.

35. Jenkins, D. J. A. Lente carbohydrate: a newer approach to the dietary

management of diabetes. Diabetes Care, 5: 634-641, 1982.

36. Jenkins, D. J. A., Wolever, T. M. S., Taylor. R. H.. Barker, H.. Fielden, H.,
Baldwin, J. M., Gowling, A. C., Newman, H. C., Jenkins, A. L., and Goff, D. V.

Glycemic index of foods: a physiological basis for carbohydrate exchange. Am. J.

Clin. Nutr., 34: 362-366, 1981.

37. Jacobs, D. R., Jr., Hahn, L. P., Haskell, W. L., Pine, P., and Sidney, S.

Validity and reliability of a short physical activity history: CARDIA and the

Minnesota Heart Health Program. J. Cardiopulmonary Rehabil.. 9: 448-458.
1989.

38. Slattery, M. L., and Jacobs, D. R., Jr. Assessment of ability to recall physical

activity of several years ago. Ann. Epidemiol., 5: 292-296, 1995.

39. Micozzi, M. S., Albanes, D., Jones, D. Y., and Chumlea, W. C. Correlations

of body mass indices with weight. stature. and body composition in men and
women in NHANES I and II. Am. J. Clin. Nutr., 44: 725-731. 1986.

40. Kerber, R. A., and Slattery, M. L. Comparison of self-reported and database

linked family history of cancer data in a case-control study. Am. J. Epidemiol., in

press, 1997.

41. Slattery, M. L., Caan, B. J., Potter, J. D., Berry, T. D., Coates, A., Duncan,

D., and Edwards, S. Energy intake and colon cancer risk: total energy and energy
source. Am. J. Epidemiol., 145: 199-210, 1997.

on October 31, 2019. © 1997 American Association for Cancer Research. cebp.aacrjournals.org Downloaded from 

http://cebp.aacrjournals.org/


1997;6:677-685. Cancer Epidemiol Biomarkers Prev 
  
M L Slattery, J Benson, T D Berry, et al. 
  
Dietary sugar and colon cancer.

  
Updated version

  
 http://cebp.aacrjournals.org/content/6/9/677

Access the most recent version of this article at:

  
  

  
  

  
  

  
E-mail alerts  related to this article or journal.Sign up to receive free email-alerts

  
Subscriptions

Reprints and 

  
.pubs@aacr.orgDepartment at

To order reprints of this article or to subscribe to the journal, contact the AACR Publications

  
Permissions

  
Rightslink site. 
Click on "Request Permissions" which will take you to the Copyright Clearance Center's (CCC)

.http://cebp.aacrjournals.org/content/6/9/677
To request permission to re-use all or part of this article, use this link

on October 31, 2019. © 1997 American Association for Cancer Research. cebp.aacrjournals.org Downloaded from 

http://cebp.aacrjournals.org/content/6/9/677
http://cebp.aacrjournals.org/cgi/alerts
mailto:pubs@aacr.org
http://cebp.aacrjournals.org/content/6/9/677
http://cebp.aacrjournals.org/



