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Abstract
Objective We systematically reviewed and meta-analyzed literature examining associations of vitamin D (dietary intake, circulating 25-hydroxy-vitamin-D (25(OH)D),
and 1,25-dihydroxy-vitamin-D (1,25(OH)2D) concentrations) with prostate cancer.
Methods We searched over 24,000 papers from seven
electronic databases (to October 2010) for exposures related to vitamin D. We conducted dose–response randomeffects meta-analyses pooling the log odds ratio (OR) and
95% confidence intervals (CI) per change in natural units
of each exposure. The I2 statistic quantified between-study
variation due to heterogeneity.

Electronic supplementary material The online version of this
article (doi:10.1007/s10552-010-9706-3) contains supplementary
material, which is available to authorized users.
R. Gilbert (&)  R. M. Martin  R. Beynon  J. Savovic 
L. Zuccolo  J. A. C. Sterne  C. Metcalfe
School of Social and Community Medicine, University of
Bristol, Canynge Hall, 39 Whatley Road, Bristol BS8 2PS, UK
e-mail: Becky.Gilbert@Bristol.ac.uk
R. Harris
Statistics Unit, Health Protection Agency, Centre for Infections,
London, UK
G. E. Bekkering
Department of General Practice, Katholieke Universiteit Leuven,
Leuven, Belgium
G. E. Bekkering
BeSyRe Bekkering Systematic Reviews, Geel, Belgium
W. D. Fraser
Unit of Clinical Chemistry, School of Clinical Sciences,
University of Liverpool, Liverpool, UK

Results Twenty-five papers were included. In prospective
studies, the OR per 1,000 IU increase in dietary intake was
1.14 (6 studies; CI: 0.99, 1.31; I2 = 0%) for total prostate
cancer and 0.93 (3 studies; 0.63, 1.39; I2 = 25%) for
aggressive prostate cancer. Five case–control studies
examined dietary intake, but there was a high degree of
inconsistency between studies (I2 = 49%). The OR per
10 ng/mL increase in 25(OH)D was 1.04 (14 studies; 0.99,
1.10; I2 = 0%) for total prostate cancer and 0.98 (6 studies;
0.84, 1.15; I2 = 32%) for aggressive prostate cancer. The
OR per 10 pg/mL increase in 1,25(OH)2D was 1.00 (7
studies; 0.87, 1.14; I2 = 41%) for total prostate cancer and
0.86 (2 studies; 0.72, 1.02; I2 = 0%) for aggressive prostate cancer.
Conclusion Published literature provides little evidence
to support a major role of vitamin D in preventing prostate
cancer or its progression.
Keywords Vitamin D  Prostatic neoplasms  Review 
Meta-analysis  Epidemiology

Introduction
In men, prostate cancer is the most common cancer in the
UK and USA, and the fifth most commonly diagnosed
cancer worldwide. There were 221,000 prostate cancer
deaths worldwide in 2002, and it was the second most
common cause of cancer death in UK men [1–3]. Older
age, family history of prostate cancer and ethnicity are the
only established risk factors and are not modifiable. There
is interest in identifying modifiable risk factors, and in this
regard, vitamin D has received considerable attention due
to its role, observed in vitro, in reducing cell proliferation
and promoting differentiation and apoptosis [4, 5]. Some
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research, however, has suggested that increased vitamin D
exposure may be associated with an increased risk of
advanced prostate cancer [6, 7]. It is therefore important to
stratify analyses by measures of cancer stage and grade in
order to maximize insights from observational epidemiological research.
The main source of vitamin D is via the reaction of the
skin to ultra-violet light from the sun [8] with a smaller
contribution via the diet. Vitamin D is metabolized by the
body to form two circulating vitamin D metabolites:
25(OH)D and 1,25(OH)2D. Of the two metabolites,
1,25(OH)2D is several hundred-fold more biologically
active than 25(OH)D, but the concentration of 25(OH)D is
one hundred to one thousand fold higher [9]. It is thought
that there are two different pathways by which vitamin D
may be involved in prostate cancer etiology. One pathway
is via the two circulating metabolites. The second pathway
may be via local action within the prostate. Biological
evidence indicates that the prostate produces its own
1,25(OH)2D [10, 11]. Thus, it may be locally produced, not
circulating vitamin D that is important. However, since
prostate cancers have reduced 1-alpha-hydroxylase activity
[12], and therefore reduced ability to locally convert
25(OH)D to 1,25(OH)2D, the main source of 1,25(OH)2D
to the prostate may be from the circulation [13]. Since
serum 1,25(OH)2D concentrations are tightly regulated,
even moderate differences in circulating 1,25(OH)2D
levels may have an important physiological influence on
prostate tissue [13]. In support of this idea, a randomized
trial demonstrated a 22% increase in serum 1,25(OH)2D
(from 43.3 to 52.9 ng/mL), following 1,25(OH)2D treatment, slowed biochemical progression in recurrent prostate
cancer [14]. Both metabolites therefore have chemopreventative potential [4, 5] and both warrant investigation.
The World Cancer Research Fund (WCRF) Expert
Report [15] presented a systematic review and meta-analyses of food, nutrition and physical activity in relation to
cancer, including prostate cancer. The WCRF review
searched the literature up to and including December 2005
and could not draw conclusions from the limited evidence
on the effects of vitamin D on prostate cancer. A recent
systematic review and meta-analysis [16] concluded that
circulating concentrations of 25(OH)D and 1,25(OH)2D
were not associated with incident prostate cancer, but
dietary intake of vitamin D was not assessed.
We updated the WCRF review, up to October 2010,
using the same methodology, an inclusive search strategy
and a wide range of search terms. We present a systematic
review and meta-analysis of all the published literature
investigating associations of vitamin D (dietary intake and
circulating concentrations of 25-hydroxy-vitamin-D and
1,25-dihydroxy-vitamin-D) with risk of all prostate cancers
and of aggressive prostate cancers. Compared with the
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most recent previously published review [16], our current
review includes 14 studies assessing dietary intake, five
additional studies assessing 25(OH)D and two additional
studies assessing 1,25(OH)2D.

Materials and methods
Literature search
A systematic review of all published literature, including
papers, letters, abstracts, reviews, and news articles was
carried out up to December 2005 as part of a larger review
for WCRF of the associations of food, nutrition, and
physical activity with prostate cancer [15]. We updated this
review up to June 2009 specifically for exposures related to
vitamin D, using identical methodology. The following
electronic databases were searched by a dedicated information specialist: Medline, Embase, BIOSIS, ISI, Cochrane Central, LILACS, and DARE. The search used a
comprehensive number of terms related to prostate cancer
and dietary intake, supplemental intake or circulating levels of all foods and nutrients to ensure high sensitivity (see
Supplemental Information for search terms). The searches
prior to 2009 also included search terms related to physical
activity and anthropometry, but since these were not relevant to vitamin D, they were excluded from the update
presented here. A weekly automated Medline alert (search
terms: Vitamins, Vitamin D, Dietary Supplements, prostate
cancer, prostatic neoplasms) was set up between June 2009
and October 2010 to identify any newly published studies
after the main search was completed.
Inclusion and exclusion criteria
Pre-specified inclusion and exclusion criteria were used to
determine whether to include papers. Only papers that had
been peer-reviewed were included, not abstracts or letters.
Papers were included if they presented primary epidemiological data reporting prostate cancer incidence and
either: (a) circulating blood plasma or serum concentrations of either of the two main vitamin D metabolites:
25-hydroxy-vitamin-D (25(OH)D) or 1,25-dihydroxy-vitamin-D
(1,25(OH)2D) or (b) dietary and/or supplementary intake of
vitamin D. Participants must have had the circulating blood
vitamin D measurement taken prior to the cancer diagnosis.
We excluded any paper that did not present primary data or
that were animal or case studies. Papers reporting benign
prostatic hyperplasia as the only outcome were excluded.
Studies that reported on vitamin D being given in conjunction with chemotherapy were excluded, as the men would
have pre-existing prostate cancer, whereas our interest was in
the etiological role of vitamin D in carcinogenesis. Similarly,
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studies that assessed the effect of vitamin D on prostate
cancer survival were excluded. There was no language
restriction.
In the first instance, titles and abstracts were assessed for
relevance based on the above criteria. Only papers that
were clearly ineligible were excluded at this stage. All
potentially relevant papers were retrieved in full. All
papers that mentioned general diet, vitamins or nutrients in
the abstract, not necessarily vitamin D, were retrieved to
ensure we did not miss studies that reported a vitamin D
result in the paper but not in the abstract. Studies were
included if they met the inclusion criteria listed earlier, and
presented original data in a format that allowed calculation
of the dose–response odds ratio for meta-analysis. Where
papers did not present the necessary data for inclusion,
authors were contacted requesting further information that
would enable us to include their data in our meta-analysis.
Data extraction
Data were extracted using standardized forms by one
reviewer and then double-checked by another. Information
was extracted on outcome, exposure, and study design.
Where data from one study were used in multiple papers,
the analysis most relevant to our research question or based
on the largest number of cases was used. Where results
from a number of multivariable models were presented, the
result adjusted for the greater number of potential confounders, but not over-adjusted for other variables potentially downstream of vitamin D exposure on the causal
pathway, was selected.
Statistical analysis
In order to combine the estimates from each study in the
systematic review, we carried out a dose–response metaanalysis that pools the log odds ratio per change in natural
units of each exposure across the studies. Since the outcome (prostate cancer) is relatively rare, log odds, log risk,
and log rate will be approximately equal, and effect-estimates are referred to as log odds from here on. This
analysis assumes a linear relationship between the exposure and the log odds of the disease. The limited evidencebase (the maximum number of studies that could be
included in any one meta-analysis was 14) meant that we
were unable to extend our approach to the assessment of
nonlinear relationships.
Our exposures were grouped into three categories: dietary intake, blood 25(OH)D, and blood 1,25(OH)2D. Units
were standardized across studies using the following conversions: a) dietary intake was measured in International
Units (IU/day), where 1 IU = 0.025mcg (mcg: micrograms); b) 25(OH)D was measured in nanograms per
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milliliter (ng/mL), where 1 ng/mL = 2.5 nmol/L (nmol/L:
nanomoles per liter); and c) 1,25(OH)2D was measured
in picograms per milliliter (pg/mL), where 1 pg/mL =
0.001 ng/mL (1 pg/mL = 0.0024 nmol/L). We examined a
dose–response per 1,000 IU increase in dietary intake and
per 10 ng/mL or 10 pg/mL for circulating vitamin D.
Since the main source of circulating vitamin D is via sun
exposure, vitamin D concentrations will be affected by
season of blood draw. Therefore, a record was made of
how season of blood draw was accommodated in each
study. Where papers used different quantile cut-off points
for 25(OH)D depending on season, the cut-offs for spring
or winter/spring are presented here. It was expected that the
range of exposure was likely to be wider in the summer but
potentially inflated compared to differences across the year
and narrower in the winter so less precise; thus, spring may
act as a compromise. In a sensitivity analysis, we investigated whether effect-estimates were altered when summer
or summer/autumn rather than spring or winter/spring
quantile cut-offs were used, since this impacts on the
calculation of the effect per one unit difference. For
1,25(OH)2D, the set of cut-offs that best reflected the
median split were presented, as 1,25(OH)2D is less variable
by season.
Studies presented their results in different ways. For
studies that presented the difference in means between men
with and without prostate cancer, the log odds ratio per unit
change was calculated using the Chene and Thompson
method, which assumes an approximately normal distribution [17]. Where studies presented results as a set of odds
ratios for ordinal exposure groups, the Greenland and
Longnecker method [18] was used to derive an overall
dose–response odds ratio. A detailed description of the
application of these methods is given in Rowlands et al.
[19].
We used Stata statistical software (StataCorp. 2009.
Stata Statistical Software: Release 11. College Station, TX:
StataCorp LP) and in particular the metan command [20] to
carry out fixed- and random-effects meta-analysis. As well
as pooling all studies regardless of study design, we separately analyzed results from cohort/nested case–control
studies, as cohort/nested studies are less prone to selection
bias or reverse causality so are regarded as stronger sources
of evidence than case–control studies. We calculated the I2
value as the percentage of between-study variation due to
heterogeneity [21], where 0% indicates no heterogeneity,
and larger percentages indicate increasing heterogeneity.
We investigated the contribution of study type (cohort/
nested case–control versus case–control) to any heterogeneity. We tested the null hypothesis of no heterogeneity
using a chi-squared p-value based on the Q-statistic. We
have included estimates of the median vitamin D level
from each study for comparison. Where we could not
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estimate the median, we present the mean level. We
assessed small study effects by inspecting funnel plots.
Separate meta-analyses were carried out for total prostate cancer and aggressive prostate cancer, with ‘aggressive’ prostate cancer defined as advanced stage and/or high
grade (as defined in individual papers). If both stage and
grade were presented in a paper, we prioritized stage when
identifying aggressive cancer. A sensitivity analysis was
carried out prioritizing grade instead of stage.

Results
Results of search strategy
The original literature search of all dietary exposures in
2005 identified 15,162 studies. After reviewing the titles
and abstracts, 1,038 papers were initially classified as
potentially relevant and the full papers retrieved, of which
557 papers were included in the meta-analysis of all
exposures and 14 contained information on vitamin D. The
update in June 2009 identified a further 9,236 papers, of
which 70 were retrieved for further assessment and five
contained information on vitamin D. A further two papers
were included after contacting the authors for extra information that enabled them to be included in meta-analyses.
Four further studies were identified via weekly automated
Medline alerts between June 2009 and October 2010. This
resulted in 25 studies overall for inclusion in the current
meta-analysis (Fig. 1).
Of the 25 included papers, 13 presented data on dietary
intake of vitamin D, 14 on 25(OH)D, and 7 on 1,25(OH)2D.
The characteristics of these studies are summarized in
Table 1. They range in publication date from 1993 to 2010,
and the earliest follow-up began in 1964. Seventeen were
based in USA. Nine were prospective cohort studies, ten
were case–control studies nested within prospective cohort
studies, and six were case–control studies. Four studies
were limited to white men, the rest were multi-ethnic or did
not state a particular ethnicity. Fifteen studies recorded
histologically confirmed prostate cancer. Only two studies
presented data on both dietary intake and circulating vitamin D concentrations. The key results included in the metaanalyses, as published, are shown in Table 2 arranged by
study type and year of publication.
Meta-analysis of dietary intake
There were eleven (six cohort/nested case–control) studies
that examined the association of dietary intake of vitamin
D (food and/or supplements) with total prostate cancer risk
[22–32] and three with aggressive prostate cancer [30, 33,
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34]. This gave a total of 8,722 total prostate cancer cases
and 3,046 aggressive prostate cancer cases.
Based on cohort/nested case–control studies, the pooled
random-effects odds ratio (OR) estimate per 1,000 IU
increase in vitamin D intake (95% confidence interval) was
1.14 (0.99, 1.31; p = 0.08); whereas for case–control
studies, the OR was 0.83 (0.28, 2.43; p = 0.73) (Fig. 2).
Pooling across all studies gave an OR of 1.07 (0.87, 1.32;
p = 0.51). There was evidence of between-study heterogeneity for the case–control studies (I2 = 49%, p for heterogeneity = 0.10) but not for the cohort/nested case–
control studies (I2 = 0%, p = 0.57). There were only three
studies that investigated aggressive prostate cancer as
defined in our methods section [30, 33, 34]. Comparing the
highest versus lowest intake group in Park [30] gave an OR
of 0.90 (0.69, 1.18), for Kristal [33] gave an OR of 1.13
(0.59, 2.15) and for Kristal [34] gave an OR of 0.82 (0.48,
1.41). Pooling these three studies gave an OR per 1,000 IU
increase in vitamin D intake of 0.93 (0.63, 1.39; p = 0.73)
(I2 = 25%, p = 0.27).
Meta-analysis of circulating 25(OH)D
There were 14 cohort/nested case–control studies that
investigated 25(OH) D and total prostate cancer [7, 27, 31,
35–45].This gave a total of 4,353 prostate cancer cases.
There were 6 studies [27, 31, 40, 43–45] that included 871
aggressive prostate cancer cases. Overall, the pooled random-effects OR estimate per 10 ng/mL increase in
25(OH)D was 1.04 (0.99, 1.10; p = 0.12) (Fig. 3). There
was no evidence of heterogeneity across studies (I2 = 0%,
p = 0.95). For aggressive prostate cancer, the pooled random-effects OR per 10 ng/mL increase in 25(OH)D was
0.98 (0.84, 1.15; p = 0.78), but there was evidence of
moderate heterogeneity (I2 = 32%, p = 0.19) (see Supplemental Figure 1).
Meta-analysis of circulating 1,25-dihydroxy-vitamin-D
There were 7 cohort/nested case–control studies that
investigated associations of 1,25(OH)2 D [27, 35–40] with
total prostate cancer and two with aggressive prostate
cancer [27, 40]. This gave a total of 1,361 prostate cancer
cases and 696 aggressive prostate cancer cases. Overall, the
pooled random-effects OR estimate per 10 pg/mL increase
in 1,25(OH)2D was 1.00 (0.87, 1.14; p = 0.96) (Fig. 4).
There was some evidence of moderate heterogeneity
(I2 = 41%, p = 0.12). The study by Corder [35] (the first
study published on the associations of 1,25(OH)2 D with
prostate cancer) accounts for all of the heterogeneity, and
removing this study from the analysis gives an OR of 1.02
(0.93, 1.12; p = 0.67). There were only two studies that
investigated aggressive prostate cancer [27, 40]. Comparing
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Fig. 1 Flow diagram showing the number of studies included and excluded

the highest versus the lowest level for Platz [27] gave an
OR of 0.80 (0.36, 1.82) and for Li [40] gave an OR of 0.73
(0.43, 1.23). The pooled random-effects OR per 10 pg/mL
increase in 1,25(OH)2D for these two studies was 0.86 (0.72,
1.02; p = 0.09) (I2 = 0%, p = 0.77).
The funnel plots (see Supplemental Figure 2) provide
little evidence of small study effects for dietary intake of
vitamin D, circulating 25(OH)D, and 1,25(OH)2 D. The
power to detect effects, however, is limited due to the small
number of studies. A sensitivity analysis using summer or
summer/autumn rather than spring or winter/spring quantile cut-offs gave the same effect-estimates. A sensitivity
analyses using grade instead of stage gave similar pooled
ORs.

Discussion
Summary
Our systematic review of more than 24,000 publications
identified 25 studies examining the association of prostate
cancer incidence with at least one of three indicators of
vitamin D: dietary intake and circulating 25(OH)D and
1,25(OH)2D. These studies involved 14,174 men with
prostate cancer for inclusion in our meta-analyses. There

was no evidence of an association between dietary intake
of vitamin D and aggressive prostate cancer risk. There was
weak statistical evidence of a positive association with total
prostate cancer risk if the meta-analysis was restricted to
cohort/nested case–control studies (OR per 1,000 IU
increase in vitamin D intake = 1.14; 95% CI: 0.99, 1.31;
p = 0.08). There was no evidence of an association
between 25(OH)D and total or aggressive prostate cancer
risk. The UK National Diet and Nutrition Survey found that
the median daily intake of vitamin D from food sources in
men aged 19–64 years was 112 IU (SD = 72; n = 181)
[46] and that the median concentration of plasma 25(OH)D
in men aged 50–64 years was 20.3 ng/mL (SD = 8.5;
n = 190) [47]. The median vitamin D levels are similar for
most studies, apart from for diet (Fig. 2), and there is no
discernable relationship between median vitamin D levels
and effect sizes (there are too few studies to formally assess
this).
There was no evidence of an association of 1,25(OH)2D
with total prostate cancer (p = 0.6). There was weak evidence of a possible small decreased risk of aggressive
prostate cancer with increasing 1,25(OH)2D (p = 0.09).
This result was based on only two studies, so confidence
intervals were wide (0.72, 1.02), but a potentially important
protective effect of 1,25(OH)2D cannot be excluded. Genes
related to the vitamin D pathway suggest a link with
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Study name and location

Baltimore Longitudinal Study of
Aging, Baltimore and Washington
DC regions, USA

Health Professionals Follow-up study,
USA

NHANES I, USA

Multethnic Cohort Study, California
and Hawaii, USA

PLCO Cancer Screening Trial,
Multicentre, USA

Prostate Cancer Prevention Trial,
USA and Canada

Berndt [15]

Platz [21]

Tseng [17]

Park [18]

Ahn [30]

Kristal [34]

Central Serbia

Oxfordshire, West Berkshire
and Leeds, UK

Montevideo, Uruguay

Washington State, USA

Greater Milan; Pordenone, Gorizia and
Latina provinces; urban Naples, Italy

NCI SEER, USA

Vlajinac [20]

Key [22]

DeneoPellegrini [19]

Kristal [24]

Tavani [22]

Holt [23]

Case–control

Alpha Tocopherol Beta Carotene Cancer
Prevention, South West Finland.
Characteristics: Smokers

Chan [16]

Prospective cohort/nested case–control

Dietary intake

Author

Table 1 Study characteristics

1994–2002. Mean follow-up
incident cases 1.1 year,
prevalent cases 3.5 years

1985–1988 to 1993

Follow-up (cohorts only)

Incidence of prostate cancer. Source:
cancer registry

Incidence of prostate cancer. Source:
incoming hospital patients

Incidence of prostate cancer. Source:
cancer registry

Incident prostatic adenocarcinomas
Source: incoming hospital patients

Risk of prostate cancer. Source:
histopathology records

Incidence of prostate cancer. Source:
incoming patients

Nested case–control

Incidence of prostate cancer. Source:
population-based study

Nested case–control

Incidence of prostate cancer. Source:
population-based study

Prospective cohort

Incidence of prostate cancer. Source:
cancer registry, mortality register,
death certificates

Incidence of prostate cancer. Source:
population-based study
Prospective cohort

Nested case–control

1994–2003

1993–July 2001 to October
2001

1993–1996 to 2002, average
8 years follow-up

1982–1984 to 1992

Death and incidence of prostate cancer. 1993–1995 to 1998
Source: population-based study

Prospective cohort

Incidence and prevalence of prostate
cancer. Source: population-based
study

Prospective cohort

Incidence of prostate cancer. Source:
population-based study

Outcome and source

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

N/S

Yes

No

Yes

Yes

Histologically
confirmed

Mixed

Nonhispanic

Mixed

Mixed

White

Mixed

N/S

Ethnicity

35–74 (cases 61.7
controls 61.1)

46–74 (cases 66
controls 63)

40–64 (57) (cases
57.35)

40–84 (cases 71.7
controls 69.6)

Cases 68.1 controls
68.1

Mixed

N/S

Mixed

N/S

White

(Cases 70.5 controls N/S
71.5)

C55 (cases 63.6
controls 62.6)

Cases 67.8 controls
67.6

45–75

25–74 (58)

40–75 (cases 66.5
controls 66.4)

46–92 (68)

50–69

Age range
(mean)
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Study name and location

Outcome and source

Nutritional Prevention Cancer Trial,
Eastern USA

Health Professionals Follow-up study,
USA

Helsinki Heart Study, Janus Project,
VIP or MONICA projects, Finland,
Norway, Sweden

Calcium Trial, USA

Alpha-tocopherol, Beta-Carotene
Prevention Study, South west Finland,
smokers

NHANES III, USA

Physicians Health Study, USA.
Male physicians

PLCO Cancer Screening Trial,
Multicentre, USA

Jacobs [27]

Platz [21]

Tuohimaa [7]

Baron [25]

FaupelBadger [29]

Freedman [42]

Li [28]

Ahn [30]

EPIC. Germany, Greece, Italy,
Netherlands, Spain, Sweden, UK

Honolulu Heart Program, Oahu, Hawaii

Nomura [33]

Travis [31]

Washington County, Maryland, USA

1983 and 1989 to 2002

1965–1968 to 1993

1974–1992

1964–1971 to Dec 1987

Follow-up (cohorts only)

Nested case–control

Incidence of prostate cancer. Source:
population-based study

Nested case–control

Incidence of prostate cancer. Source:
population-based study

Incidence of prostate cancer. Source:
population-based study
Nested case–control

Prospective cohort

Prostate cancer mortality. Source:
population-based study

Nested case–control

Incidence of prostate cancer. Source:
population-based study

Prospective cohort

Incidence of prostate cancer. Source:
clinical trial

Nested case–control

1994–2000

1993–July 2001 to October
2001

1982–2000. Mean length to
follow-up 18 years

1988–1994 to 2000

1985–1988 for 5–8 years

1988–1992 to Jan 2003

Death and incidence of prostate cancer. 1981–1982 and 1973 and 1986,
Source: population-based study
1990, 1994 to 1997

Death and incidence of prostate cancer. 1993–1995 to 1998
Source: population-based study
Nested case–control

Nested case–control

Incidence of prostate cancer. Source:
clinical trial

Nested case–control

Incidence of prostate cancer. Source:
population-based study

Prospective cohort

Incidence of prostate cancer. Source:
population-based study

Nested case–control

Kaiser Permanente Medical Care Program Incidence of prostate cancer. Source:
of Northern Carolina, USA
medical care screening plan

Braun [26]

Corder [32]

Circulating 25 hydroxy vitamin D and/or 1,25 dihydroxyvitamin Da
Prospective cohort/nested case–control

Author

Table 1 continued

No

Yes

No

No

Yes

Yes

N/S

No

N/S

Yes

No

Yes

Histologically
confirmed

JapaneseAmerican

White

White and
black

Ethnicity

Cases 61.0 controls
60.5

Cases 67.8 controls
67.6

40–84

[17 (44)

50–69

\80 (62)

Cases 48.4

40–75 (cases 66.5
controls 66.4)

N/S

Nonhispanic

Mixed

Mixed

N/S

Mixed

N/S

White

Cases 68(6.1)
White
controls 67.6 (7.4)
at blood draw

45–68

Cases 58.7 controls
58.7

White cases 61
Black cases 53

Age range
(mean)
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45–75 (cases 68.9
controls 68.7)

Strengths and limitations

There were no case–control studies for circulating vitamin D
a

N/S not stated

Studies ordered by year published

Prospective cohort

N/S
1993–1996 to 2002, average
8 years follow-up
Incidence of prostate cancer. Source:
cancer registry, mortality register,
death certificates

Prospective cohort

Multethnic Cohort Study, California
and Hawaii, USA
Park [45]
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advanced disease in particular. The actions of 1,25(OH)2D
are mediated via the vitamin D receptor gene (VDR) [10],
which is usually expressed in cells involved in calcium
homeostasis, but it is also expressed in other cells,
including the prostate [10]. A recent genetic association
study and meta-analysis of 13 studies found an association
between three VDR polymorphisms (BsmI, ApaI, and
TaqI) and prostate cancer grade [48]: ApaI-a and BsmIb increased the risk of a high grade, TaqI-t was protective.
These polymorphisms modulate the activity of the VDR
and therefore may modulate a protective effect of
1,25(OH)2D with aggressive prostate cancers. Further large
studies with aggressive prostate cancer as an outcome are
required to obtain more precise estimates of effect and to
mitigate against possible publication bias.

Mixed

Mixed
Cases 72.5 controls
73.6
No
2000–2002. Mean follow-up
5.3 years
Osteoporotic Fractures in Men (MrOS)
study, USA
Barnett [44]

Incident of prostate cancer. Source:
population-based study

Histologically
confirmed
Study name and location
Author

Table 1 continued

Outcome and source

Follow-up (cohorts only)

Age range
(mean)

Ethnicity
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Our systematic review and meta-analysis is the largest and
most up-to-date investigation of the worldwide evidence
on the association between vitamin D and prostate cancer,
updating the WCRF Expert Report [15] which included
dietary intake of vitamin D and blood 25(OH)D among the
nutritional exposures that were investigated. A dedicated
information specialist searched seven databases to ensure a
comprehensive search, we used specialist statistical methods to meta-analyze as many observational studies as
possible, not just those that reported results in a specific
way, and we contacted authors for additional data to
increase the number of included studies. These efforts
should have considerably reduced the potential for search
and inclusion bias in our meta-analysis.
Meta-analyses of observational studies must be interpreted carefully [49]. Results from individual studies that
show evidence of an association are more likely to be
reported in detail than results that find no evidence [50].
We attempted to minimize this problem by our comprehensive and highly sensitive search strategy and by
deriving or estimating missing data from alternative presentations wherever possible to maximize the number of
studies that were included. Five studies were excluded due
to unusable data. Two presented high versus low categories
only [51, 52], two presented p-values only [53, 54], and
one presented no quantifiable results [55]). Two of the
excluded studies present data from studies that were
already included in our meta-analysis, albeit on a smaller
sample (i.e., Ahn [31, 51] present data from the PLCO
Cancer Screening Trial; Platz [27] and Giovannucci [52]
present data from the Health Professionals Follow-up
study). The three studies that are not represented in our
meta-analysis included 4,373 men. Of these five excluded
studies, the majority found no evidence of an association
between vitamin D and prostate cancer. One excluded

Total N cases/
controls or
denominator

Measure (units)

460/460

131/3612
(27814 pyrs)

4404/82483

749/781

Platz [21]

Tseng [17]

Park [18]

Ahn, 2008 [30]

Vlajinac [20]

101/202

69/454

Berndt [15]

Case–control studies

184/27062

Chan [16]

FFQ

FFQ (IU)

FFQ (IU)

FFQ (IU/day)

FFQ (IU/day)

FFQ (IU/daya)

FFQ (IU/daya)

Prospective studies/nested case–control studies

Dietary intake

Author

Table 2 Key results

0.8 (0.5, 1.3)

Q5: 368

1.21 (0.64, 2.3)

30/120

Q3: mean 376

Controls 436 (271)

1.3 (0.8, 2.1)

56/9218

Q3: 239

1.06 (0.95, 1.19)
1.11 (1, 1.24)

910/NS
940/NS
977/NS

Q3: 136–256
Q4: 256–521
Q5: [521

1
0.81 (0.36, 1.81)
0.7 (0.39, 1.24)

32/NS
29/NS
40/NS

Q2:
Q3: (not stated)

OR:

p-value 0.67

Q1*:

High vs low:

Controls 418 (315)

Cases 416 (300)

Mean (SD):

1.15 (1.03, 1.28)

938/NS

1.09 (0.98, 1.22)

1

639/NS

Q1*: \66
Q2: 66–136

RR:

0.9 (0.6, 1.3)

41/9205

Q2: 149
High vs low:

1

RR:
34/9391

Q1*: mean 88

High vs low:

p-value 0.31

0.73 (0.37, 1.47)

18/134

Q2: mean 248
Mean (SD):
Cases 459 (268)

1

21/131

Q1*: mean 148

OR:

0.9 (0.6, 1.4)

Q4: 252
High vs low:

0.7 (0.5, 1.2)

Q3: 196

1

RR:

Key results

0.8 (0.5, 1.3)

NS

Number of cases/
controls by exposure
category

Q2: 148

Q1*: mean 96

High vs low:

Categories (mean
or range exposure
values)

Age, area of residence, hospital admittance, CHO,
sugar, retinol, alpha-tocopherol, folic acid, vitamin
B12, sodium, potassium, calcium, phosphorous,
iron

Total energy intake

Time since cohort entry, ethnicity, family history,
education, BMI, smoking, energy intake

Age, ethnicity, energy intake, area of residence,
educational level, sun exposure, physical activity,
smoking habits, alcohol consumption

Energy intake

Age, energy intake

All smokers

Age, educational level, BMI, supplement group,
smoking habits, energy intake.

Adjustments (including matching variables)

Cancer Causes Control (2011) 22:319–340
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123

123

328/328

175/233

1294/1451

827/787

Key (2293)c

Deneo-Pellegrini
[19]

Tavani [22]

Holt [23]

738/82483

605/592

Park [18]

Kristal [24]

Dietary intake (advanced/high stage)

Total N cases/
controls or
denominator

Author

Table 2 continued

FFQ (IU/daya)

Diet and
supplements
(IU)

FFQ and
supplements
(IU/daya)

FFQ (IU/daya)

FFQ (IU/day)

FFQ (IU/day)

Measure (units)

1.3 (0.7, 2.5)
0.9 (0.5, 1.8)

52/49
46/57
33/69

Q2: 75.3–148.4
Q3: 148.5–189.7
Q4: [189.8

1.22 (0.94, 1.59)
1.05 (0.8, 1.38)
1.27 (0.97, 1.66)

260/290
234/291
293/290
308/90

Q2: 79.2–105.2
Q3: 105.3–127.2
Q4: 127.3–162
Q5: [162

1.18 (0.92, 1.51)
0.88 (0.68, 1.15)
0.95 (0.73, 1.23)

179/NS
142/NS
150/NS
144/NS

Q2: 66–136
Q3: 136–256
Q4: 256–521
Q5: [521

0.98 (0.53, 1.83)
1.52 (0.84, 2.75)
1.13 (0.59, 2.15)

Q4: 388–568
Q5: [ 568

1
0.71 (0.37, 1.38)

Q1*: \156
Q2: 156–236
Q3: 236–388

OR:

High vs low:
NS

1

0.9 (0.69, 1.18)

RR:

0.95 (0.72, 1.27)

180/190

Q4: C696.1

123/NS

1.12 (0.85, 1.49)

211/189

Q3: 516.1–696

Q1*: \66

1.18 (0.89, 1.57)

220/189

Q2: 276.1–516

High vs low:

1

188/190

Q1*: B276

OR:

1.32 (1.01, 1.75)

1

199/290

Q1*: \79.2

High vs low:

OR:

High vs low:

0.7 (0.4, 1.2)

1

44/58

0.89 (0.57, 1.38)

80/82

Q4: 316
Q1*: \75.2

0.89 (0.56, 1.4)

79/82

Q3: 208
OR:

0.9 (0.58, 1.4)

80/82

Q2: 152

High vs low:

1

OR:

Key results

89/82

Number of cases/
controls by exposure
category

Q1*: mean 92

High vs lowa:

Categories (mean
or range exposure
values)

Age, ethnicity, family history, educational level,
BMI, number of PSA tests, vegetable intake,
supplemental vitamins E, C and zinc, energy
intake

Time since cohort entry, ethnicity, family history,
education, BMI, smoking, energy intake

Age

Age, year of interview, study center, educational
level, BMI, smoking habits, physical activity,
energy intake, family history

Hospital, age, area of residence, urban/rural status,
educational level, family history, BMI, energy
intake

Social class

Adjustments (including matching variables)
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Total N cases/
controls or
denominator

1703/9559

Kristal [34]

1.13 (0.89, 1.44)
0.89 (0.69, 1.15)
1.04 (0.81, 1.33)

183/NS
155/NS
175/NS
184/NS

Q2: 66–136
Q3: 136–256
Q4: 256–521
Q5: [521

83/166

Plasma (ng/mL)
RIA

17/24

Q5: [41.3

33/49
24/59

Q3: 32.8–59.7

0.75 (0.29, 1.91)

1.71 (0.68, 4.34)

1
26/58

Q2: 25.4–32.7

0.8 (0.4, 1.7)
0.8 (0.4, 1.8)
30/32
33/34

Q3: 41–47
Q4: [47
Q1*: 8.1–25.3

0.8 (0.4, 1.8)
35/36

Q2: 34–40

OR:

1
38/34

Q1*: \34

High vs low:

OR:

High vs low:

2.4 (0.8, 8.2)

0.6 (0.1, 2.5)

4/25

Q4: 35.5–41.3

Jacobs [27]

Serum (ng/mL)
RIA

2.3 (0.7, 7.7)

16/24

Q3: 29.6–35.4

136/136

2.3 (0.7, 7.8)

17/25

Nomura [33]

1

7/24

Age, treatment group, clinic site, BMI, smoking
habits

Age, month and year of examination

Age, ethnicity
OR:

Q1*: \24.1

Age, race, screened on or near same day of the year

Age, race, treatment arm, BMI

Time since cohort entry, ethnicity, family history,
education, BMI, smoking, energy intake.

Adjustments (including matching variables)

p-value 0.41

Q2: 24.1–29.5

High vs low:

Serum (ng/mL)
RIA

61/122

26/1943

Q4: [584

Braun [26]

1.06 (0.66, 1.72)

36/2017

Q3: 324–584

59/59

0.83 (1.49, 1.39)

28/2032
0.82 (0.48, 1.41)

1

37/1991

Q1*: \168
Q2: 168–324

OR:

1.04 (0.81, 1.35)

1

High vs low:

RR:
126/NS

Key results

Q1*: \66

Number of cases/
controls by exposure
category

High vs low:

Categories (mean
or range exposure
values)

Mean difference
1.12

FFQ and
supplements
(IU/daya)

Diet and
supplements
(IU)

Measure (units)

Prospective cohort studies/nested case–control studies
Corder [32]
59/59
Serum (ng/mL)
RIA

25 Hydroxy vitamin D

823/82483

Park [18]

Dietary intake (high grade)

Author

Table 2 continued
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123

123

70/672

296/297

Baron [25]

Faupel-Badger
[29]

492/664

749/781

Li [28]

Ahn [30]

47/146578 pyrs

622/1451

Tuohimaa [7]

Freedman [42]

460/460

Platz [21]

c

Total N cases/
controls or
denominator

Author

Table 2 continued

Serum (ng/mLa)
RIA

Plasma (ng/mL)
RIA

Serum (ng/mL)
RIA

Serum (ng/mL)
EIA

Serum (ng/mL)
RIA

Serum (ng/mLa)
RIA

Plasma (ng/mL)
RIA

Measure (units)

1.3 (0.98, 1.6)
1
1.2 (0.9, 1.5)

169/NS
229/NS
138/NS
67/NS

Q2: 7.6–15.6
Q3*: 15.6–23.6
Q4: 23.6–31.6
Q5: [31.6

0.88 (0.48, 1.61)
0.59 (0.31, 1.11)

69/73
57/74
87/75

Q2: 14.8–18.82
Q3: 18.83–23.98
Q4: [23.98

25/NS

Q2: 36.72

1
0.92 (0.66, 1.30)
1.39 (1.00, 1.92)
1.41 (1.02, 1.94)
1.14 (0.81, 1.60)

118/158
175/154
178/154
147/154

Q2: 15.4–18.8
Q3: 18.8–22.1
Q4: 22.1–26.6
Q5: 26.6–55.2

1
OR:
131/161

1 (0.71, 1.41)

Q4*: [31.1
High vs lowb:
Q1*: 3.2–15.4

1.26 (0.89, 1.8)

Q3: 24.4–31.1

1.01 (0.71, 1.44)

Q1: \18.3
Q2: 18.3–24.4

OR:

Low vs highb:
NS

1

Q1*: mean 19.12

0.91 (0.39, 2.14)

RR:
22/NS

High vs low :

0.89 (0.49, 1.62)

1

Q1*: \14.79

b

OR:
83/75

High vs low:

1.32 (0.72, 2.43)

1
1.22 (0.66, 2.26)

Q3: [34

OR:

Q1*: \25.2
Q2: 25.2–34
NS

High vs low:

1.7 (1.1, 2.4)

1.5 (0.8, 2.7)

19/NS

1.19 (0.79, 1.79)

142/113

Q4: 29.9
Q1: \7.6

0.77 (0.51, 1.15)

94/120

Q3: 24
OR:

1 (0.67, 1.49)

115/113

Q2: 19.7

High or low vs middle:

1

OR:

Key results

109/114

Number of cases/
controls by exposure
category

Q1*: mean 13.9

High vs lowb:

Categories (mean
or range exposure
values)

Age, time since initial screening, year of entry,
calendar year of cohort entry, study center, history
of diabetes

Age, smoking status, race, exercise, mutually
adjusted for levels of 25(OH)D and 1,25(OH)2D

Age, ethnicity, smoking history

Age, BMI, pack-yrs smoking

Age, treatment group

Age, date, area of residence (country and region),
season

Age, PSA test prior to blood draw, timing of blood
draw, year of test, 1,25(OH)2D, family history,
height, physical activity, diabetes, vasectomy,
smoking habits, energy intake, red meat, fructose,
linolenic acid, vitamin E supplements, selenium
supplements, fish, lycopene

Adjustments (including matching variables)
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652/752

297/1648

329/656

Travis [31]

Barnett [44]

Park [45]

Plasma (ng/mL)
RIA

Mass
spectrometry

163/163

236/332

137/781

Platz [21]

Li [28]

Ahn [30]

Serum (ng/mLa)
RIA

Plasma (ng/mL)
RIA

Plasma (ng/mL)
RIA

1.23 (0.85, 1.76)
1.06 (0.73, 1.55)
1.28 (0.88, 1.88)

128/151
114/150
142/150

Q3: 20.2–23.6
Q4: 23.6–28.3
Q5: 28.3–65.5

1.35 (0.91, 2.01)
0.64 (0.41, 1.00)
1.20 (0.81, 1.78)

91/415
53/406
85/416

Q2: 20–24.9
Q3: 25–29.9
Q4: 30–75.6

41/59

Q4: [50

1
1
1.16 (0.57, 2.35)
2.09 (1.11, 3.93)
1.98 (1.05, 3.74)
1.83 (0.95, 3.5)

17/157
18/156
37/157
34/156
31/155

Q1*: 5.12–17
Q2: 17–20.5
Q3: 20.5–24.2
Q4: 24.2–28.7
Q5: 28.7–51.8

OR:

0.97 (0.58, 1.6)

Q4*: [31.1
High vs low:

1.33 (0.8, 2.2)

Q3: 24.4–31.1

1.27 (0.76, 2.13)

Q2: 18.3–24.4

OR:

0.78 (0.35, 1.73)

44/42

Q4: 29.9
NS

0.55 (0.28, 1.12)

31/44

Q3: 24

Q1: \18.3

1.14 (0.54, 2.41)

46/37

Q2: 19.7

Low vs highb:

1

OR:
42/40

Q1*: mean 13.9

High vs lowb:

1.04 (0.73, 1.48)
1

98/204
137/287

Q2: 20–30
Q3*: 30–50

1.52 (0.92, 2.51)

1.10 (0.68, 1.78)

53/106

Q1: \20

OR:

1

68/411

Q1*: 3.1–19.9

HR:

1.27 (0.89, 1.81)

143/150

Q2: 16.2–20.2

High vs low:

1

OR:

Key results

125/151

High vs low:

Serum (ng/mLa)
EIA

Number of cases/
controls by exposure
category

Q1*: 1–16.2

Categories (mean
or range exposure
values)

Measure (units)

25 Hydroxy vitamin D (advanced/high stage)

Total N cases/
controls or
denominator

Author

Table 2 continued

Age, time since initial screening, year of entry, study
center, history of diabetes, BMI, physical activity,
total calcium intake

Age, smoking status, race, exercise, mutually
adjusted for levels of 25(OH)D and 1,25(OH)2D

Age, PSA test prior to blood draw, timing of blood
draw, year of test, 1,25(OH)2D, family history,
height, physical activity, diabetes, vasectomy,
smoking habits, energy intake, red meat, fructose,
linolenic acid, vitamin E supplements, selenium
supplements, fish, lycopene

Age at blood draw, fasting hours prior to blood
draw, season, family history, BMI, education,
physical activity, location, race, birth year, date of
blood draw, time

Age, site, PASE score, family history, statin use,
NSAID use

Age, study center, time of day of blood collection,
time between collection and last consumption of
food and drink, BMI, smoking, alcohol intake,
education, marital status, physical activity

Adjustments (including matching variables)
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123

123

122/752

62/123

Travis [31]

Park [45]c

419/781

170/752

151/1502

Ahn [30]

Travis [31]

Barnett [44]

25 Hydroxy vitamin D (high grade)

Total N cases/
controls or
denominator

Author

Table 2 continued

Serum (ng/mL)
mass
spectrometry

Serum (ng/mLa)
EIA

Serum (ng/ma)
RIA

Plasma (ng/mL)
RIA

1.61 (0.71, 3.65)
1.1 (0.4, 2.99)
0.83 (0.32, 2.12)
1.13 (0.37, 3.43)

NS/150
NS/151
NS/150
NS/150

Q2: 16.2–20.2
Q3: 20.2–23.6
Q4: 23.6–28.3
Q5: 28.3–65.5

1.28 (0.41, 3.98)

23/48
4/9

Q3:30–50
Q4: [50

1.51 (1.00, 2.26)
1.33 (0.88, 2.01)

91/156
81/155

Q4: 24.2–28.7
Q5: 28.7–51.8

0.63 (0.26, 1.49)
0.86 (0.36, 2.05)
0.83 (0.34, 2.07)

NS/151
NS/150
NS/150

Q3: 20.2–23.6
Q4: 23.6–28.3
Q5: 28.3–65.5

1
1.42 (0.82, 2.45)
0.75 (0.41, 1.39)
1.11 (0.64, 1.91)

34/377
48/372
28/381
41/372

Q1*: 3.1–19.9
Q2: 20–24.9
Q3: 25–29.9
Q4: 30–75.6

HR:

0.94 (0.42, 2.10)

NS/150

Q2: 16.2–20.2

High vs low:

1

NS/151

Q1*: 1–16.2

OR:

1.92 (1.30, 2.85)

117/157

Q3: 20.5–24.2

High vs low:

1
1.22 (0.79, 1.86)

OR:
63/157
67/156

Q1*: 5.12–17
Q2: 17–20.5

High vs low:

1.93 (0.62, 6.04)

23/37

Q2: 20–30
1.02 (0.19, 5.61)

1

12/29

Q1*: \20

OR:

1

OR:

Key results

NS/151

High vs low:

Serum (ng/mLa)
EIA

Number of cases/
controls by exposure
category

Q1*: 1–16.2

Categories (mean
or range exposure
values)

Measure (units)

Age, site, PASE score, family history, statin use,
NSAID use

Age, study center, time of day of blood collection,
time between collection and last consumption of
food and drink, BMI, smoking, alcohol intake,
education, marital status, physical activity

Age at cohort entry, time since initial screening, year
of entry, calendar year of cohort entry, study
center, history of diabetes, BMI, physical activity,
total calcium intake

Age at blood draw, fasting hours prior to blood
draw, season, family history, BMI, education,
physical activity, location, race, birth year, date of
blood draw, time

Age, study center, time of day of blood collection,
time between collection and last consumption of
food and drink, BMI, smoking, alcohol intake,
education, marital status, physical activity

Adjustments (including matching variables)
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Total N cases/
controls or
denominator

Measure (units)

61/122

59/59

136/136

83/166

460/460

492/664

Braun [26]

Corder [32]

Nomura [33]

Jacobs [27]

Platz [21]

Li [28]

Plasma (pg/mL)
RIA

Plasma (pg/mL)
RIA

Plasma (pg/mL)
RIA

Serum (pg/mL)
RIA

Serum (pg/mL)
RIA

Serum (pg/mL)
RIA

Prospective cohort studies/nested case–control studies

1,25 Dihydroxy vitamin D

Author

Table 2 continued

0.7 (0.2, 2.4)

7/25
16/24

Q4: 42.6–49.8
Q5: [49.8

34/32

Q4: [49

1.44 (0.59, 3.52)
1.06 (0.42, 2.66)

29/54
27/56

Q2: 27.6–32.9
Q3: 33–64.4

0.94 (0.66, 1.36)
1

Q4*: [39.5

0.91 (0.63, 1.33)
1.35 (0.95, 1.92)

Q3: 32.0–39.5

OR:

1.25 (0.82, 1.9)
135/113

Q4: 38.8

NS

1.04 (0.69, 1.56)

120/122

Q3: 34.3

Q1: \24.4
Q2: 24.4–32.0

0.93 (0.62, 1.39)

103/115

Q2: 30.0

Low vs highb:

1

102/110

Q1*: mean 25.0

High vs lowb:

1

27/56

Q1*: 13.7–27.5

OR:

1.0 (0.5, 2.1)

0.7 (0.3, 1.6)

28/34

Q3: 40–48
High vs low:

1.0 (0.5, 2.1)

32/30

Q2: 33–39

Age, smoking status, race, exercise, mutually
adjusted for levels of 25(OH)D and 1,25(OH)2D

Age, PSA test prior to blood draw, timing of blood
draw, year of test, 25(OH)D, family history,
height, physical activity, diabetes, vasectomy,
smoking habits, energy intake, red meat, fructose,
linolenic acid, vitamin E supplements, selenium
supplements, fish, lycopene

Age, treatment group, clinic site, BMI, smoking
habits

Age, month and year of examination

OR:
1

42/40

Age, race, screened on or near same day of the year

Age, ethnicity

Adjustments (including matching variables)

p-value 0.004

High vs low:
Q1*: \33

59/59

1.7 (0.6, 5.0)

17/24

Q3: 36.7–42.5

Mean difference
-2.76

1.1 (0.4, 3.5)

11/25

Q2: 30.7–36.6

1.5 (0.5, 4.5)

1

10/24

Q1: \ 30.7

Key results

OR:

Number of cases/
controls by exposure
category

High vs low:

Categories (mean
or range exposure
values)

Cancer Causes Control (2011) 22:319–340
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123

123

Total N cases/
controls or
denominator

Measure (units)

236/332

Li [28]

Plasma (pg/mL)
RIA

Plasma (pg/mL)
RIA

1.9 (1.14, 3.16)
1.19 (0.69, 2.05)
1

Q2: 24.4–32.0
Q3: 32.0–39.5
Q4*: [ 39.5

1.37 (0.81, 2.33)

NS

0.8 (0.36, 1.82)

48/47

Q4: 38.8
Q1: \ 24.4

0.77 (0.33, 1.76)

40/49

Q3: 34.3
OR:

1.24 (0.57, 2.73)

40/29

Q2: 30.0

Low vs highb:

1

OR:

Key results

35/38

Number of cases/
controls by exposure
category

Q1*: mean 25.0

High vs lowb:

Categories (mean
or range exposure
values)

Age, smoking status, race, exercise, mutually
adjusted for levels of 25(OH)D and 1,25(OH)2D

Age, PSA test prior to blood draw, timing of blood
draw, year of test, 25(OH)D, family history,
height, physical activity, diabetes, vasectomy,
smoking habits, energy intake, red meat, fructose,
linolenic acid, vitamin E supplements, selenium
supplements, fish, lycopene

Adjustments (including matching variables)

c

b

a

Author provided extra information not described in publication

Cutoffs differ by season. Spring is presented here

Units have been standardized. Original units were diet: mcg/day; 25(OH)D: nmol/L

*Reference category

NS not stated, OR odds ratio, RR rate ratio, FFQ food frequency questionnaire, RIA radioimmunoassay, EIA enzyme-linked immunoassay

460/460

Platz [21]

1,25 Dihydroxy vitamin D (advanced/high stage)

Author

Table 2 continued
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Fig. 2 Forest plot showing the association of dietary intake of
vitamin D with total prostate cancer (OR per 100 IU increase).
Studies ordered by study design and year of publication. Median
vitamin D level is estimated, for the control group only where

possible, from the available data. If median could not be estimated,
the mean in the control group is given (*). P is p-value for
heterogeneity. IV inverse variance, CI confidence interval

study found a 40% reduction in risk of prostate cancer
(RR = 0.61; 95% CI: 0.41–0.89; p for trend = 0.05) in
men who took [600 IU of supplemental vitamin D compared with men who did not take supplemental vitamin D
[51]. Another found that cases had lower mean 25(OH)D
than controls (p = 0.008), but there was no association
with 1,25(OH)2D [53]. Four studies were excluded as they
presented data that were used in multiple papers and were
therefore already included in our meta-analysis [56–59].
There was evidence of heterogeneity for certain outcomes, but we did not have enough studies to fully
investigate the sources of this (apart from stratifying by
study design), and therefore, we did not attempt metaregressions or a priori defined subgroup analyses. There
were too few studies to formally assess heterogeneity by
factors such as country, age, ethnicity, or dietary intake
stratified into diet alone versus diet plus supplements.
There were not enough studies to fully investigate associations of vitamin D with aggressive prostate cancer.

Case–control studies investigating dietary intake with
total prostate cancer gave variable results (I2 = 49%), but
the cohort studies gave similar results (I2 = 0%). All of the
studies investigating 25(OH)D and 1,25(OH)2D were either
cohort studies or prospective case–control studies nested
within cohort studies. There was no evidence of heterogeneity within cohort/nested case–control studies investigating 25(OH)D with total prostate cancer or 1,25(OH)2D
and aggressive prostate cancer. There was evidence of
heterogeneity between studies investigating 25(OH)D and
aggressive prostate cancer (I2 = 32%) and within studies
investigating 1,25(OH)2D with total prostate cancer
(I2 = 41%). The latter was explained by one study, Corder
[35], which was the only study that presented a mean difference and p-value rather than results by quantiles.
There are several limitations in the analysis of the
individual studies that could have influenced our pooled
estimates. There may have been too little variation in
vitamin D levels [8, 37, 60] to have generated an

123

336

Cancer Causes Control (2011) 22:319–340

Fig. 3 Forest plot showing the association of circulating 25-hydroxyvitamin-D with total prostate cancer (OR per 10 ng/mL increase).
Studies ordered by study design and year of publication. Median
vitamin D level is estimated, for the control group only where

possible, from the available data. If median could not be estimated,
the mean in the control group is given (*). P is p-value for
heterogeneity. IV inverse variance, CI confidence interval

observable association with prostate cancer. Only three
studies included only men with a dietary intake greater than
the recommended daily allowance of 400 IU in their
highest exposure group. If only extremely high or low
levels have an effect on prostate carcinogenesis, then
vitamin D is unlikely to be an important mechanism in the
population. A low intake of vitamin D from food may be
compensated for by a high circulating level due to sun
exposure. Only one of the included studies adjusted for sun
exposure [29], although this made no difference to effectestimates. Park et al. [30] stratified their analysis by ethnicity, but still found no evidence of association in any
ethnic group. Dairy intake may increase the risk of prostate
cancer via several mechanisms, including the effects of
calcium suppressing production of 1,25(OH)2D [13, 61].
Dairy foods, including milk and margarine, are fortified
with vitamin D in the USA and UK but not in the rest of
Europe [62]. Dairy intake may therefore be a confounder,
although few studies adjust for it. Alternatively, dairy
intake may modify the protective effects of vitamin D on

prostate cancer by suppressing 1,25(OH)2D synthesis.
Other metabolites may interact with the effects of vitamin
D on prostate cancer risk. For example, high circulating
concentrations of retinol (vitamin A) may increase prostate
cancer risk since retinol dominates the proteins required by
vitamin D to be active, thus, potentially interfering with
any anti-cancer properties of vitamin D [13, 63]. Margarine
is fortified with vitamins A and D in the USA and UK. The
evidence regarding the association between retinol and
prostate cancer is limited [15], but further research may
reveal retinol to confound or modify the association of
vitamin D and prostate cancer. Only one study adjusted for
retinol [23], but we found no studies that investigated an
interaction between retinol and vitamin D concentrations.
One of the studies included in the current meta-analysis
[7] found a positive association of prostate cancer with
both lowest intake of 25(OH)D (OR = 1.5; 95% CI:
0.8–2.7) and highest intake of 25(OH)D (OR = 1.7, 95%
CI: 1.1–2.4). Such a nonlinear relationship would be missed in a dose–response meta-analysis, which assumes a
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Fig. 4 Forest plot showing the association of circulating 1,25dihydroxy-vitamin-D with total prostate cancer (OR per 10 pg/mL
increase). Studies ordered by study design and year of publication.
Median vitamin D level is estimated, for the control group only where

possible, from the available data. If median could not be estimated,
the mean in the control group is given (*). P is p-value for
heterogeneity. IV inverse variance, CI confidence interval

linear relationship. As described in the methods, there were
too few studies to examine whether there was a nonlinear
relationship. A review by Yin et al. [16] concluded that
four of ten included studies showed a possible U-shaped
association [7, 27, 41, 59] but that overall there was no
consistent pattern.
Studies uniformly used only a single sample of vitamin
D assessed in adulthood. Platz et al. [27] reported an
intraclass correlation of 0.70 for measurements of
25(OH)D taken approximately 3 years apart, indicating
that a single measure has good validity for adulthood
exposure. However, it may be childhood or lifetime
exposure that is important. This is a limitation of both
individual study design and the attempt to investigate
vitamin D concentrations with prostate cancer at all. Serum
stored for over 40 years was found to have the same predictive power as serum stored for up to 2 years, indicating
that studies could explore associations of circulating vitamin D with adult disease risk using stored childhood serum
[64]. Vitamin D was measured using radioimmunoassay in

all but two studies that used enzyme-linked immunoassays
[41, 43], so we could not investigate whether assay type
was a source of heterogeneity across studies. Radioimmunoassay methods have differing sensitivities and specificities, which may render results incomparable. Most studies
were conducted in the PSA-testing era, during which
increasingly low volume, low-grade cancers are being
detected. The observed weak positive associations with
vitamin D intake or circulating concentrations may therefore reflect the fact that more affluent men tend to have
PSA tests and be diagnosed with prostate cancer, and such
men may have higher vitamin D exposure [65]. Thus, a true
protective effect of vitamin D on prostate cancer could be
masked by PSA detection bias related to socio-economic
differentials on PSA screening. More affluent men may
also be more healthy in general. Studies have suggested an
inverse association between vitamin D and PSA level [66,
67], so studies based on cases detected by PSA testing may
also generate biased results because of PSA-based misclassification of prostate cancer status that is related to the
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degree of exposure. Alternatively, associations may differ
for clinically relevant compared with screen-detected
cancers.

Cancer Causes Control (2011) 22:319–340

they investigate associations of vitamin D with aggressive
prostate cancer.

Conclusions
Previous reviews
Huncharek et al. [68] published a systematic review and
meta-analysis of 6 studies investigating dietary intake of
vitamin D which found that the pooled relative risk was
1.16 (0.98, 1.38; p = 0.37) when comparing the highest
intake category versus the lowest intake category. Of these
6 studies, 4 were included in our analysis of total prostate
cancer [23, 24, 28, 29]. One study [33] was included in our
analysis of aggressive prostate cancer only. One study
included in Huncharek et al. did not define the range of
exposure clearly so was not included in our meta-analysis
[54]. We additionally included seven studies [22, 25, 27,
30–32, 34]. For one remaining study [26], it is unclear
whether the study was included in Huncharek’s metaanalysis, although it was discussed in the paper. In line
with our previous publication [6] and the upper confidence
limit from our meta-analysis, the Huncharek review cannot
exclude the possibility that high intake of vitamin D
increases prostate cancer risk. The Huncharek review did
not investigate circulating concentrations of vitamin D.
Gupta et al. [69] published a review, without a formal
meta-analysis, of the epidemiological literature investigating vitamin D and prostate cancer risk. They concluded
that dietary intake of vitamin D did not appear to be protective, suggesting this null finding was due to intake not
being high enough and reported that studies investigating
25(OH)D and prostate cancer risk gave conflicting results.
These results are in line with our current study.
Yin et al. [16] published a systematic review and dose–
response meta-analysis of ten studies investigating associations of 25(OH)D and 1,25(OH)2D concentrations with
incidence of prostate cancer, finding a pooled OR per
10 ng/mL of 1.03 (0.96, 1.11; p = 0.36) for 25(OH)D and
a pooled OR per 10 pg/mL increase in circulating
1,25(OH)2D of 1.04 (0.94–1.16). These results are in line
with the current review and used similar methods. We
included five extra studies assessing 25(OH)D [35, 40, 42,
44, 45], two extra studies assessing 1,25(OH)2D [35, 40],
and excluded one study [59] as we used a result from
another paper that included the same cohort of men but
presented the results in greater detail [7]. The Yin review
did not investigate dietary intake, nor did they investigate
associations of vitamin D with aggressive prostate cancer.
A recent dose–response meta-analysis by Gandini et al.
[70] included only one extra study compared with the Yin
review [40]. The Gandini review did not investigate dietary
intake or circulating concentrations of 1,25(OH)2D, nor did
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There is little evidence from the current epidemiological
literature that increased dietary vitamin D or circulating
concentrations of 25(OH)D were importantly associated
with risk of prostate cancer. There was only weak evidence
that increased circulating concentrations of 1,25(OH)2D
were associated with a decreased risk of aggressive prostate cancer, based on two studies only and with wide
confidence intervals in the pooled estimate. More highquality large-scale prospective observational studies are
required, particularly including more aggressive prostate
cancers. We suggest that future studies should analyze
repeat measurements of vitamin D (to reduce exposure
measurement error), possibly from cohort studies with
long-term stored sera/plasma and ideally assess both dietary intake and circulating concentrations. Analyses need to
account for sun exposure and dairy intake. Possible effect
modifiers, such as vitamin D pathway genetic polymorphisms and retinol concentrations, should also be
investigated.
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