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Abstract

:

Epidemiologic studies have revealed inconsistent evidence of gene-diet interaction in relation to colorectal cancer (CRC). The aim of this study was to analyze them in a sample of cases and controls from the population-based bowel cancer screening program of the Osakidetza/Basque Health Service. This study analyzed dietetic, genetic, demographic, socioeconomic factors and lifestyles. In the present manuscript, the survey design, sampling, instruments, measurements and related quality management were presented. Moreover, we analyze differences between cases and controls in some data, especially those related to diet. The participants were 308 cases and 308 age- and sex-matched subjects as controls. Cases were more likely than controls to have overweight/obesity (67.5% vs. 58.1%, p < 0.05), a lower intake of vitamin B2 (0.86 ± 0.23 vs. 0.92 ± 0.23 mg/1000 kcal, p < 0.01) and calcium:phosphorus ratio (0.62 ± 0.12 vs. 0.65 ± 0.13, p < 0.01). A higher proportion of cases than controls did not meet the Nutritional Objectives for saturated fatty acids (85.7% vs. 67.5%, p < 0.001) or cholesterol (35.4% vs. 25.0%, p < 0.01). In conclusion, the present study provides valuable data for analyzing the complexity of gene-diet interaction in relation to CRC. The results presented here suggest that overweight/obesity and a high intake of certain dietary components, especially saturated fatty acids and cholesterol, are more frequent in cases than in controls.
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1. Introduction


Colorectal cancer (CRC) is already the third leading cause of cancer death in the world, and its incidence is steadily rising in western countries [1]. According to GLOBOCAN 2018 data, CRCs are the third most commonly diagnosed form of cancer globally, comprising 11% of all cancer diagnoses [2]. Incidence varies geographically; more-developed regions have a higher incidence than less-developed ones [3]. Europe is among the seven world regions ranked according to increasing age-standardized incidence rate (ASRi) with an ASRi of 30.0 per 100,000 [4]. In particular, in Spain, the ASRi for CRC is 33.4 per 100,000 (21.1 per 100,000 in males and 12.4 per 100,000 in females) [5]. In the Basque Country, one of the autonomous regions of the North of Spain, this pathology is the most frequent type of cancer (taking into account the combined incidence of both sexes) [6].



During recent years, mortality rates for CRC have been decreasing due to early screening programs [7,8] and better treatment options [9]. However, the etiology of CRC is complex and still not fully understood. Both genetic and environmental factors play an important role in the etiology of this disease [10]. Large population studies with varying strength of evidence have found CRC-protective factors such as certain food groups (fruits and vegetables [11], fish [12]), specific foods (garlic [13] and coffee [14]) and dietary components (fiber, resistant starch, folate, vitamin B6, vitamin D, calcium and magnesium) [9,15]. In addition, physical activity (PA) [16] and certain drugs (aspirin, non-steroidal anti-inflammatory drugs [17] and hormonal replacement therapy (HRT) in postmenopause [18]) could decrease the CRC risk. However, red/processed meat [19], tobacco and alcohol consumption [20] and obesity [21] are considered risk factors for CRC.



In any case, protective and/or risk factors are not present in isolation, but coexist and interact with each other and with other factors; for example, both dietary and genetic factors affect CRC risk in an interactive manner [22]. The recognition of these gene–diet interactions as a driver in CRC may open up new areas of research in disease epidemiology, risk assessment and treatments. To date, epidemiologic studies have revealed inconsistent evidence of gene–diet interaction in relation to CRC. In order to better elucidate the role of these types of interactions in the etiology of CRC, the aim of this study was to analyze them in a sample of cases and controls from the population-based bowel cancer screening program (BCSP) of the Osakidetza/Basque Health Service. The main advantage of the present study compared to other similar research [23,24,25] is that we confirmed that controls were free of the disease through colonoscopy. Colonoscopy was used as the diagnosis criterion to identify the cases in order to avoid false positives and negatives.



In the present manuscript, the survey design, sampling, instruments, measurements and related quality management were presented. This detailed information will allow its replication in other populations for a comparison of the results. In addition, we analyze differences between cases and controls in some data, especially those related to diet, but also in demographic data, weight status, lifestyle (different from diet), quality of life and stress level and use of drugs related to decreasing CRC risk.




2. Materials and Methods


Overall, this epidemiologic study is an observational analytic case-control study designed to address possible gene–diet interaction in relation to CRC.



2.1. Sampling and Study Subjects


Participants in this study were recruited from among patients attending any of the three hospitals of the Osakidetza/Basque Health Service (Basurto, Galdakao and Donostia) members of the Basque Country’s BCSP. To be eligible for this BCSP, the patients had to be aged between 50 and 69, asymptomatic for colorectal symptoms and registered with the Osakidetza/Basque Health Service [26]. These inclusion criteria were applied to both case and control groups; that is, controls fulfilled the same eligibility criteria defined for the cases, with the exception of the disease (outcome). The sample size was estimated to be 286 in each group to detect an odds ratio (OR) of 2.0 with 80% power at a two-sided level of significance of 5%, under an exposure prevalence of 10%, using the Epidat 3.0 program (Dirección Xeral de Saúde Pública, Xunta de Galicia & Organización Panamericana de la Salud. Santiago de Compostela, A Coruña, Spain, 2004). Recruitment and data collection through questionnaires were conducted between 2014 and 2016. The start date of the study was 2014 because the BCSP in the Basque Country reached the whole target population (approximately 586,700 people) at the beginning of this year [26].



All the patients who were newly diagnosed with CRC (n = 601) were invited to participate in this study. Of those, 283 refused to participate in the study, and 10 were excluded due to missing information. Ultimately, 308 subjects (66.2% men) consented to participate in the survey and completed all the questionnaires. In addition, for each case, three age- (±9.0 years) and sex-matched control patients were randomly sought from the list of CRC-free subjects (n = 1836) who participated in the BCSP during the same period as the cases. The matched controls were patients with positive results (abnormal) for immunochemical fecal occult blood test (iFOBT) and negative colonoscopy results (normal). The participation rate of the controls was 37.6%, and 17 subjects were excluded due to missing information. Finally, the matched case-to-control ratio was 1:1, and the final data set included 308 cases who were diagnosed with CRC and 308 age- and sex-matched controls. In those cases for which there was more than one control per case, one was randomly selected for analysis. Further details on recruitment and data collection have been described elsewhere [27].



The characteristics of the cases (pathological staging, location of the cancer, tumor grade and treatments) have been also described before [28]. Briefly, 72% were diagnosed with early-stage (I/II) CRC, 76% had distal location of the cancer, 80.5% of tumors were well-/moderately differentiated and 73.7% had undergone surgical resection. The cases were invited to take part in this survey at least one month after finishing their last treatment (surgery, chemotherapy or radiotherapy) (median, 1.3 years; range, 0.1 to 4.2 years). No statistically significant differences were found in the time elapsed between participation in the BCSP and collaboration in this survey, between cases and controls (cases, 1.8 ± 1.0 years, controls 1.6 ± 1.5 years; p > 0.05). All these clinical data were obtained from the Basque Country’s population-based BCSP database, which links patient medical records and clinical databases and was reviewed by expert staff. This study was conducted according to the guidelines laid down in the Declaration of Helsinki, and all procedures involving patients were approved by the Clinical Research Ethics Committee of the Basque Country (reference numbers PI2011006 (approval date: 03/23/2012) and PI2014042 (approval date: 05/28/2014). Written informed consent was obtained from all the study participants.




2.2. Procedures and Survey Modules


The modules in this study were initially selected to cover the assessment of dietary intake, lifestyle, demographic and socioeconomic determinants and genetic factors. Table 1 provides an overview of the major study components. Consenting participants self-completed and returned one general questionnaire (GQ) and a short Food Frequency Questionnaire (SFFQ). The questions referred to behaviors before participating in the BCSP. Assistance from the study staff was available to help the patients to understand the items on the questionnaires.



2.2.1. General Questionnaire


The GQ was used to gather information on weight status (self-reported weight and height), environmental factors (demographic and socio-economic factors: age and sex, marital status and children, birthplace, place of residence, total number of co-residents per household, total number of rooms (excluding the kitchen and bathrooms), educational attainment, economic activity and last work; and lifestyle information: PA, physical exercise (PE) and smoking consumption). These questions were taken from the Spanish Health Questionnaire [25]. Body mass index (BMI), estimated from self-reported height and weight, was classified according to the WHO criteria for those under 65 years of age [29] and according to the criteria proposed by Silva Rodríguez et al. for those 65 and older [30].



The GQ included as well information about perceived quality of life (QoL) and stress, and the use of drugs related with decreasing CRC risk (antiplatelet (including non-steroidal anti-inflammatory drugs), anticoagulants and HRT in the case of women) [31,32,33,34]. To assess the QoL and perceived stress, an analog linear scale with a range from 0 to 100 was used [35].



The differences in general characteristics (age, BMI, educational attainment, economic activity, last employment, PE and smoking habit) between cases and controls were previously described (World Journal of Gastroenterology, in review process). Briefly, significant differences between cases and controls were found for educational level, smoking and weight status, with a higher percentage of cases with low–medium educational level, past or current smoking status and with overweight/obesity compared to controls (p < 0.01).




2.2.2. Dietary Habits Questionnaire


Diets were assessed using a self-reported SFFQ that was a modified version of the Rodríguez et al. [36] questionnaire. This adaptation was validated with multiple 24-h recalls in the Basque general population [37] and in CRC-diagnosed patients in a pilot of the present study [38]. It consisted of 67 items and requires the subjects to recall the number of times each food item was consumed either per week or per month. This SFFQ included specific questions about frequency of intake of alcoholic beverages. Moreover, the respondents could also record the consumption of other foods that were not included on the food list, as well as the use of dietetic products and nutritional supplements (generic and brand-name, dose and frequency). The SFFQ included additional items to ask about the consumption of fried foods, grilled or roast meat, added salt (cooking and at the table), as well as the average weekly consumption of some food types (cooked vegetables, salads, fruit/fruit products, fish/fish products and meat/meat products/meat dishes). These last questions were taken from the EPIC-Norfolk Food Frequency Questionnaire [39,40].



Once the completed SFFQ was received, it was reviewed by a dietitian. Consumption frequencies were standardized to “per day” and multiplied by standard serving sizes (grams) [41]. For items that included several foods, each food’s contribution was estimated with weighting coefficients that were obtained from the usual consumption data [42]. Food items were then regrouped according to nutritional characteristics [43] and considering the potential contribution of food to the pathogenesis of CRC [44,45]. All food items that were consumed were entered into DIAL 2.12 (2011 ALCE INGENIERIA) [46] a type of dietary assessment software, to estimate energy intake (kilocalories/day, kcal/d), nutrients and dietary compounds intakes that were expressed in absolute values, as a percentage of the total energy intake (TEI) and as daily consumption per 1000 kcal.



Some nutrients and dietary compounds intakes were estimated by other food composition databases as detailed below. Methyl donor compounds (methionine, choline and betaine), fatty acids (arachidonic, eicosapentaenoic and docosahexaenoic) and dietary antioxidants (pro-vitamin A carotenoids (α-carotene, β-carotene and β-cryptoxanthin) and lutein) were estimated using the US nutrients database [47]. In addition, flavonoids and lignans intakes were calculated using Phenol-Explorer [48].



Mean daily energy intake was compared with energy requirements derived from basal metabolic rate that was estimated using the Harris–Benedict formula [49] multiplied by activity factors [50]. The activity factor was based on self-reported main daily activity. Nutrient intake data (from diet and dietetic products and supplements) were compared with the Nutritional Objectives for the Spanish Population (NOSP) [51], the estimated energy requirements (EER), the estimated average requirements (EAR) or adequate intakes (AI) [52,53]. The EAR is the mean daily intake value, which is estimated to meet the requirement of half of healthy individuals in a life-stage and sex group for that nutrient, and the AI is established when there is insufficient scientific evidence to determine an EAR [52,53]. Results of energy and micronutrients were expressed as a percentage of the EER and EAR or AI, respectively. Micronutrient data were also compared with Tolerable Upper Intake Levels (UL) [54,55,56,57,58]. Moreover, caffeine consumption was compared to Denmark’s and the UK’s recommended limit for caffeine intake [59].



Additionally, in this survey, we calculated a mineral score, which is a modified version of the score proposed by Swaminath et al. [60] who have associated this score with CRC risk. In the present study, this mineral score included six minerals with possible colon anti-carcinogenic effects (calcium, magnesium, zinc, selenium, potassium and iodine) and four with pro-carcinogenic properties (iron, copper, phosphorus and sodium). We did not include intakes of manganese, even though it was part of the original score, due to the lack of data on this mineral in the food composition database used in the present study. Mineral intake was expressed as daily consumption per 1000 kcal, and then the intakes of each mineral were categorized into tertiles based on the distribution within the controls group (taking into account sex differences when they were significantly different).



We applied a similar score methodology to that developed by Swaminath et al. [60]. That is, for each mineral hypothesized to reduce CRC risk, each participant was assigned a value equal to their tertile rank (i.e., a value of 1–3, with lower ranks indicating lower mineral intakes and higher ranks indicating higher mineral intakes). For each mineral hypothesized to have predominantly pro-carcinogenic properties in the colon, the values assigned to the rankings were reversed (i.e., values of 3–1, with lower ranks indicating higher mineral intakes and higher ranks indicating lower mineral intakes). Finally, each participant’s values for each mineral were summed to represent his/her mineral score; thus, the range of possible scores was 10–30.



Regarding alcohol consumption, the SFFQ used in this study included specific questions about the frequency of intake of the following five major types of alcoholic beverages: beer, wine, cider, aperitif with alcohol and liquor. The alcohol consumption data were expressed as grams of alcohol and standard drink units (SDU) per week [61]. We used the SDU defined for Spain (one SDU is the equivalent to 10 g of alcohol). With this information, the participants were categorized into those who did and did not meet the recommendations [62]. Finally, adherence to the dietary recommendations was evaluated utilizing the Healthy Eating Index for Spanish Diet (HEISD) [63] and the MedDietScore (MDS) [64], as previously explained [38]. The theoretical range of the HEISD is 0–100 and of the MDS 0–55; higher values of these scores indicate greater adherence to the dietary recommendations for the Spanish population and the Mediterranean diet pattern, respectively. These results were previously described [28].




2.2.3. Adherence to Guidelines for CRC Prevention


Adherence to guidelines for CRC prevention was assessed using a modified version of the World Cancer Research Fund/American Institute for Cancer Research (WCRF/AICR) score [65]. Of the seven recommendations (components) (six in men) included in the original version of this score, we selected five with convincing evidence of an association with CRC risk [15]: PA/PE, dietary fiber, red meat and processed meat, alcoholic beverages and body fatness (as BMI). The recommendation on abdominal fatness and factors that lead to greater adult attained height were not included in this score because sufficient data were not available.



The score assigned for each component was 1 when the recommendation was met. An intermediate category (0.5 points) was created to appraise a higher proportion of the variability in the population. All other individuals received 0 points. The score was constructed using quantitative criteria laid down in the recommendations as cut-off points WCRF/AICR, and therefore, higher scores indicate a greater concordance with the recommendations of the WCRF/AICR [15]. Moreover, each component of the score was added to calculate a total score for each study participant. The theoretical range was between 0–5 points for both sexes.




2.2.4. Lifestyle Changes after Participating in the BCSP


A questionnaire developed ad hoc that included items related to the recommendations with convincing evidence of an association with CRC risk [15] was used to assess lifestyle changes after participating in the BCSP. This tool was applied to a subsample of 102 matched case-control pairs, randomly selected from the study sample through phone interviews by previously trained health professionals. The questionnaire included the following items: PA/PE, food consumption (vegetables, fruit, whole cereals, red meat, processed meat, alcoholic drinks) and smoking habits.



Possible answers were: “increase”, “decrease”, “the same” or “do not consume/practice”. If the answer was “increase” or “decrease”, additionally, subjects were asked about the reason/s for the change. Answers about the reasons were open and were analyzed manually and categorized as follows: “health promotion”, “food preference”, “changes in work, family or personal life”, “diagnostic and/or side effects of CRC treatment/s”, “other pathologies” and “do not know or missing”.




2.2.5. Data Obtained From Clinical Databases


Data about diagnosis and treatment of cases, as previously mentioned (pathological staging, location of the cancer, tumor grade and treatments), were obtained from clinical databases. Additionally, in both cases and controls, socio-economic level and health status (specifically health resource consumption) data were assessed with two indices that were obtained from the clinical databases developed by the Health Department of the Basque Government, namely the socioeconomic deprivation index (DI) and predictive risk modeling (PRM), respectively. The first one was estimated using the MEDEA project criteria [66], as has been described elsewhere [27], and was divided into quintiles (Q), with the first being the least disadvantaged and the fifth being the most disadvantaged. The DI was successfully assigned to 80.2% of participants, while the quality of the registered information did not permit the linking of the remaining 19.8%. The PRM is an index that is based on Adjusted Clinical Groups (ACG) [67], Diagnostic Cost Groups/Hierarchical Condition Categories (DCG-HCC) [68] and Clinical Risk Groups (CRG) [69]. This index combines information about diagnoses, prescriptions, previous costs and the use of specific procedures. It is capable of predicting the use of health resources [70], and it was stratified into four levels (L): the first included participants with a risk of high health resource consumption, and the fourth included those with low health resource consumption. The PRM was successfully assigned to 95.1% of participants, while the quality of the registered information did not permit the linking of the remaining 4.9%.



The differences in these two indices (DI and PRM) between cases and controls were previously described (World Journal of Gastroenterology, in review process). Briefly, significant differences between the cases and the controls were found for DI and PRM, with a higher percentage of controls than cases in Q1-3 (the least disadvantaged) for DI, and a higher percentage of cases than controls in L1-2 (these levels included those with a risk of high health resource consumption) for PRM (p < 0.001).




2.2.6. Biological Samples and Genotyping


In this survey, healthy tissues or saliva samples of 230 CRC patients and 230 controls were collected and genotyped. Samples were provided by the Basque Biobank for Research-OEHUN www.biobancovasco.org and were processed following standard operation procedures with appropriate ethical approval. DNA was extracted using AllPrep DNA/RNA kit (Qiagen, Hilden, Germany) for paraffin-embedded tissue samples and AutoGenFlex Tissue DNA Extraction kit (Autogen, Holliston, MA, USA) for mouthwash saliva samples, and then the extracted DNA was assessed with NanoDrop™ Spectrophotometer (ThermoFisher, Waltham, MA, USA).



Double-stranded DNA was quantified by fluorometry using Quant-iT™ PicoGreen1 dsDNA Assay Kit (Invitrogen, Paisley, UK) on a DTX 880 Multimode Detector (Beckman Coulter, Fullerton, CA, USA) to normalize DNA concentration. SNPs were selected for analysis on the basis of published studies concerning: (1) SNPs associated with susceptibility for development of CRC [71,72] and (2) associations between SNPs and food groups or dietary factors as well as gene–diet interactions in CRC. SNPs were organized in the context of the gene(s) at or near locus and chromosome locus. The allelic discrimination was assessed using the MassARRAY System (Agena Bioscience, San Diego, CA, USA) on CeGen-PRB2-ISCII (Nodo USC–Universidade de Santiago de Compostela, A Coruna, Spain) following the procedure provided by the manufacturer. Quality control samples were included in the genotyping assays.



Regarding the susceptibility SNPs for CRC, after an updated summary of the published SNPs [71,72], 48 previously reported CRC-susceptibility SNPs were selected and analyzed. The results of these SNPs were described in the manuscript of Alegria-Lertxundi et al. [27]. In summary, we have confirmed a CRC susceptibility locus and the existence of associations between modifiable factors and the rs6687758 SNP; moreover, the genetic risk score (GRS) was associated with CRC. In relation to the SNPs associated with food groups or dietary factors as well as gene–diet interactions in CRC, after a bibliographic review on the topic, 82 SNPs were selected and analyzed. A systematic bibliographic review was conducted from January 2000 to May 2015 on the following databases: PubMed/Medline, EMBASE, Scopus, Web of Science, ScienceDirect, Cochrane Library, Google Scholar and Conference Proceedings databases. The search strategy used combinations of the following terms: colorectal cancer, colon cancer, rectal cancer, gene, polymorphism, diet and nutrient. The following inclusion criteria were used for selecting the studies: (1) epidemiological study with a case-control or cohort study design, (2) measurement of CRC incidence, (3) measurement of dietary factors, and (4) assessment of the interaction effect of dietary factors and genetic variants on CRC risk. The identified studies were screened by two researchers independently. The genes included in the study were: MTRR (9 SNPs), MTHFR (8 SNPs), MTHFD1 (5 SNPs), NOS2A (15 SNPs), NOS3A (2 SNP), SEPP1 (8 SNPs), EPX (6 SNPs), CASR (10 SNPs), GATA3 (3 SNPs), NAT2 (3 SNPs), IL10 (2 SNPs), DNMT3B (10 SNPs) and MPO (1 SNP). These results are currently under review.





2.3. Quality Management


We applied a similar methodology of those used in the IDEFICS study [73]. A unique subject identification number was attached to each recording sheet, questionnaire and sample, as in other researches. The identification number had to be entered twice before the document could be entered into its respective database. All data were entered twice independently, and deviating entries were corrected. Inconsistencies that were identified by additional plausibility checks were rectified.




2.4. Timeline


Consenting participants self-completed and returned questionnaires between 2014 and 2016. Interviews to obtain data about lifestyle changes after participating in the BCSP were carried out between 2015 and 2016 in both cases and controls after self-reported questionnaires were returned. The collection of data from clinical databases, as well as the obtaining of biological samples, was done after receiving and reviewing the questionnaires.




2.5. Statistical Analysis


Statistical analyses for the present paper were performed using IBM SPSS Statistics for Windows, version 22.0 (IBM Corp., Armonk, NY, USA). Categorical variables are shown as a percentage, and continuous variables are shown as the means and standard deviation (SD). Normality was checked using the Kolmogorov–Smirnov–Lilliefors test. Paired t-test or the Wilcoxon rank-sum test was used to two related means comparison. The categorical variables were analyzed using the χ2 test or the Fisher exact test. The differences between cases and controls in the mineral score were assessed as a continuous variable using Wilcoxon rank-sum and a categorical variable according to tertiles using the χ2 test. All tests were two-sided, and p-values less than 0.05 were considered statistically significant. However, the threshold for statistical significance was set on the basis of Bonferroni correction for the number of variables related to diet (energy and nutrients intake) at p = 0.0016 (0.05 ÷ 31).





3. Results


Table 2 provides information regarding the demographic data, weight status, lifestyle (such as main daily activity, alcohol consumption, dietetic products and supplement use), drugs use, and quality of life and stress level. It should be noted that cases had a significantly higher prevalence of overweight/obesity than controls (p < 0.05). Although the percentage of controls whose main daily activity was sedentary (sitting or standing) was higher compared to cases, these differences were not statistically significant. In addition, the use of dietary products and dietary or nutritional supplements was similar in cases and controls, with vegetable drinks being the most common dietary product used and mineral supplements the most common nutritional supplement used. On the other hand, the use of antiplatelet agents was more frequent in cases than controls (p < 0.05).



With respect to the weekly consumption of some food types, there were no significant differences between cases and controls in intakes of cooked vegetables, salads, fruit/fruit products, fish/fish products and meat/meat products/meat dishes, neither in the consumption of fried foods or grilled or roast meat nor in the frequency of use of salt added at the table. However, a higher proportion of cases “always” or “often” used salt for cooking (76.8%) compared to controls (69.7%) (p < 0.05). In any case, the average intake of Na from SFFQ was similar in cases and controls (Table 3).



Table 3 shows the daily energy and nutrients intake from diet and dietary products and supplements. Both in cases and controls, the average intake of protein and fat, especially SFA, expressed in percentage of the total energy intake (TEI) was higher than NOSP, while the average consumption of carbohydrate and dietary fiber was lower than NOSP. The cholesterol intake was also lower than the NOSP. In particular, protein intake was higher than NOSP in 60.7% of the sample, and fat intake in 94.2%. Carbohydrate intake was lower than NOSP in 99.0%, and dietary fiber in 93.0%. There were no significant differences in any of these variables between cases and controls. Nevertheless, the percentage of cases whose consumption of SFA and cholesterol did not comply with NOSP was higher compared to controls (SFA: 85.7% vs. 67.5%, p < 0.001; cholesterol: 35.4% vs. 25.0%, p < 0.01). After Bonferroni adjustment for multiple testing (p = 0.05 ÷ 31), the percentage of cases whose consumption of SFA did not comply with NOSP was significantly higher than those of controls (p = 2.31 × 10−9).



The average intake of vitamin B1, B6/protein, cholesterol and caffeine was higher in cases than controls (p < 0.05), while vitamin B2 and the calcium:phosphorus ratio (Ca:P) were higher in controls than cases (p < 0.01). These differences between cases and controls did not withstand Bonferroni correction, even if they did meet nominal significance. The percentage of cases whose vitamin B2 intake did not comply with NOSP was higher than that of controls (7.1% vs. 2.9%, p < 0.05). Concerning the average consumption of caffeine, this was lower than the recommended limit in both cases and controls (400 mg/d).



On the other hand, the percentage of EAR (from diet and dietetic products and supplements) for calcium, iron and vitamin B2 was lower in cases than controls (p < 0.05), while the percentage of EAR for vitamin B1 and B6 was lower in controls than cases (p < 0.05) (Table 4). However, all these differences did not reach the Bonferroni corrected level of statistical significance. The nutrients with the lowest proportions of subjects with intakes below EAR were vitamin B3 (4.8%), iron (9.7%), vitamin B12 (21.4%) and phosphorus (23.7%), and there were no significant differences between cases and controls in these percentages. The percentage of the total sample (cases and controls) that exceeded the UL was 18.8% for magnesium (of which 1% used supplements and/or dietetic products), 37.4% for sodium and 47.7% for vitamin B3 (of which 1.6% used supplements and/or dietetic products), there were no significant differences between cases and controls. In the cases group, 0.9% exceeded the UL value for vitamin B6.



Finally, the average mineral score was 20.2 ± 3.4 with a range between 14 and 28, without significant differences between cases and controls. The distribution in tertiles of the mineral score showed a greater proportion of controls (76%) than cases (24%) in the second tertile (p < 0.001), and a greater proportion of cases than controls in the third tertile (59.6% vs. 40.0%, p < 0.001; respectively). These differences remained significant after Bonferroni adjustment for multiple testing (p = 0.05 ÷ 31); the first one was 4.98 × 10−38, and the second one 8.85 × 10−7.




4. Discussion


This study was successful in obtaining a sample of cases and controls from the population-based BCSP of the Basque Health Service (Osakidetza), all of whom agreed to participate in the full study protocol (self-reported data, clinical databases and genotyping). More men than women participated (1.96:1.0), and they were mostly elderly people (average age in cases = 61.5; and in controls = 61.1 years), which was consistent with previous literature on BCSP of the Osakidetza/Basque Health Service [74]. Although the average participation rate in this BCSP was higher in women than in men (70.9% vs. 65.6%), the proportion of CRC diagnosed was higher in men than in women (4.8% vs. 2.1%) [74].



With regard to the characteristics of the sample studied, the prevalence of overweight/obesity was higher in cases than controls. This result is in agreement with previous studies [75,76,77] that have confirmed that obesity is associated with an increased risk of CRC. Even though the biological mechanisms underlying the association between body-fat in excess and CRC remain unclear [78], evidence seems to support the important role of metabolic syndrome, insulin resistance [79], systemic inflammation and immunity [80], microbial dysbiosis [81], and certain genetic factors especially in early onset CRC [82,83]. Elucidating the mediating role of these factors in obesity-induced CRC should be very useful in the prevention and treatment of this type of cancer. In addition to the direct contribution of obesity to CRC risk, body-fat in excess, in turn, could be associated with other risk factors for CRC, such as unhealthy diet and sedentary lifestyle [84,85]. Notably, we also observed a slightly higher proportion of controls whose main daily activity was sedentary compared to cases, but this result could be influenced by a greater awareness of the associations between diseases and lifestyle factors among cases.



Regarding the diet, no significant differences were found for the food group studied, except for the frequency of use of salt added to cooking that was significantly higher in cases than controls. In other case-control studies, a positive association between sodium intake and CRC was also observed [86]. In any case, our average intake of sodium from SFFQ was similar in cases as controls, probably due to the difficulty to estimate this intake from self-reported data on salt added [87]. From the nutritional point of view, the diet of participants, both cases and controls, was characterized by high intakes of protein, fat and SFA, and low intakes of carbohydrates and dietary fiber. Thus, it was a western diet pattern. This dietary pattern has been associated before with an elevated CRC incidence [88,89].



Moreover, the percentage of cases whose consumption of SFA and cholesterol did not comply with NOSP was higher than controls. This result is in agreement with those reported by other authors that have observed a higher CRC risk among subjects with high intake of both SFA and cholesterol (highest vs. lowest) [90]. Arafa et al. [91] also reported a higher intake of saturated fats and cholesterol among CRC-diagnosed subjects as compared to controls. The mechanisms involved in the influence of fat on the colorectal carcinogenesis are complex and appear to be related to its effect on the insulin-signal pathway and the c-Hun N-terminal kinase pathway that promote the colonic cell proliferation [92].



On the other hand, in the present study, we have not found a higher intake in controls than in cases of protective factors associated with a decrease in CRC risk according to the scientific literature, such as calcium, magnesium, fiber diet, vitamin D, B6 or regular use of certain drugs [9]. However, the average intake of vitamin B2 and the Ca:P was higher in controls than cases, and neither reached the Bonferroni-corrected level of statistical significance. Some studies have indicated before that vitamin B2 intake is inversely associated with CRC risk [93]. Although this vitamin has received less attention than other ones as a protective factor of epithelial cancers (including CRC), the interest in vitamin B2 is increasing due to the role of flavins in folate metabolism and the possible synergistic protective effect between these two vitamins for cancer [94]. With respect to Ca:P, Boutron et al. [95] reported a case–control study in which they analyzed the possible association between this ratio and colorectal carcinogenesis and found positive associations, but they did not observe any modulation by P intake of the association between dietary Ca intake and CRC.



On the contrary, the hypothesis that higher intakes of minerals with colon anti-carcinogenic effects combined with lower intakes of those minerals with pro-carcinogenic effects may be associated with lower CRC risk was not supported. However, after Bonferroni correction for multiple comparisons, a greater proportion of controls than cases positioned in the second tertile of the minerals score, in contrast to what has been observed in the third tertile.



The main strength of this study is the fact that information is provided based on a standardised protocol including not only dietary and genetic factors but also other possible determinants of CRC such as health determinants and weight status among others. Another strength of this study compared to others [23,24,25] is that colonoscopy was used as a diagnosis criterion to identify the cases in order to avoid false positives and negatives. However, there are some limitations that should be mentioned. First, recall bias inherent in a case–control study design cannot be ruled out. Second, self-reported data could be subject to measurement errors and the problem of food omissions due to memory failure and under-reporting of unhealthy habits among disease subjects. However, previous validation studies indicate that the self-reported dietary information is reported with sufficient accuracy for use in epidemiology analysis [96]. Even though data on lifestyles (including diet) were recorded retrospectively—that is, the questions referred to behaviors before participating in the BCSP—it should be also noted that dietary changes are usually modest after participating in the BCSP due to a lack of information and personalized advice [97,98]. Finally, to avoid selection bias of controls, we obtained controls from the same BCSP and in the same period as cases; thus, it was confirmed that they did not suffer from CRC by colonoscopy.




5. Conclusions


This study provides valuable data for analyzing the complexity of gene–diet interaction in relation to CRC in a sample from a screening program. These data include not only lifestyle and genetic determinants of CRC risk but also demographic, socio-economic data, weight status, perceived quality of life and stress, use of drugs related to decreasing CRC risk and lifestyle changes after participating in the BCSP. Thus, this research provides valuable data for analyzing the determinants of this pathology and for designing prevention strategies. The authors hope that this report could help other researchers replicate this survey in other populations in order to easily and accurately compare their results. However, it is worth noting that some questionnaires include culturally sensitive topics such as dietary habits and should be adapted to and validated in the population of interest. In addition, the results presented in this manuscript allow us to conclude that cases were more likely than controls to have overweight/obesity, a higher frequency of consumption of salt added for cooking, a lower intake of vitamin B2 and Ca:P, and not to have adequate intakes of SFA and cholesterol. Thus, some environmental factors, such as weight status and dietary components, could influence the etiology of CRC in this population.







Author Contributions


Conceptualization: M.M.d.P., M.A.-I., C.A., L.B., F.J.F., F.P., M.C.E., I.Z., M.L., I.P., I.A.-L. and A.M.R. Data curation: M.A.-I., I.A.-L., C.A., L.B., F.J.F., F.P., M.C.E., I.Z., M.L. and I.P. Formal analysis: I.A.-L., M.A.-I., M.M.d.P. and L.P.-M. Funding acquisition: M.A.-I., L.B., M.M.d.P., C.A., F.J.F., F.P., M.C.E., I.Z., M.L., I.P., A.M.R. and I.A.-L. Investigation: M.A.-I., M.M.d.P., I.A.-L., C.A., L.B., F.J.F., F.P., J.M.O., M.C.E., I.Z., M.L., I.P., L.P.-M. and K.G.-E. Methodology: M.A.-I., I.A.-L., M.M.d.P., L.P.-M. and J.M.O. Project administration: M.A.-I. Supervision: M.A.-I. Writing—original draft: M.A.-I. and I.A.-L. Writing—review and editing: M.A.-I., I.A.-L., M.M.d.P., C.A., L.B., F.J.F., F.P., J.M.O., M.C.E., I.Z., M.L., I.P., L.P.-M., A.M.R. and K.G.-E. All authors have read and agreed to the published version of the manuscript.




Funding


This research was supported by the Department of Health and Consumer Affairs of the Basque Government (2011111153) and Saiotek program of the Basque Government (S-PE12UN058). I.A.-L. was founded by a pre-doctoral grant from the Basque Government (PRE_2014_1_161, PRE_2015_2_0084, EP_2016_1_0098, EP_2016_1_0098 and PRE_2017_2_0006). The U.S. Department of Agriculture—Agricultural Research Service (ARS), under Agreement No. 58-1950-4-003. CIBERehd is funded by the Instituto de Salud Carlos III.




Acknowledgments


The authors want to particularly acknowledge the patients who enrolled in this study for their participation and the Basque Biobank for Research-OEHUN for its collaboration. The genotyping service was carried out at CEGEN-PRB2-ISCIII, which is supported by grant PT13/0001, ISCIII-SGEFI/FEDER.




Conflicts of Interest


The sponsors had no role in the design, execution, interpretation, or writing of the study. The authors declare no conflict of interest.




Abbreviations


AI, adequate intake; ASRi, age-standardized incidence rate; BCSP, bowel cancer screening program; BMI, body mass index; Ca:P, calcium:phosphorus ratio; CRC, colorectal cancer; DI, deprivation index; EAR, estimated average requirements; EER, estimated energy requirement; GQ, general questionnaire; GRS, genetic risk score; HEISD, Healthy Eating Index for Spanish Diet; iFOBT, immunochemical quantitative test; L, level; MDS, MedDietScore; MUFA, monounsaturated fatty acids; NOSP, nutritional objectives for the Spanish population; PA, physical activity; PE, physical exercise; PRM, predictive risk modeling; PUFA, polyunsaturated fatty acids; SFFQ, short frequency questionnaire; SDU, standard drink unit; SFA, saturated fatty acids; SNP, single nucleotide polymorphism; Q, quintile; QoL, quality of life; TEI, total energy intake; WCRF/AICR, World Cancer Research Fund/American Institute for Cancer Research.




References


	



Rawla, P.; Sunkara, T.; Barsouk, A. Epidemiology of colorectal cancer: Incidence, mortality, survival, and risk factors. Prz. Gastroenterol. 2019, 14, 89–103. [Google Scholar] [CrossRef] [PubMed]

	



Bray, F.; Ferlay, J.; Soerjomataram, I.; Siegel, R.L.; Torre, L.A.; Jemal, A. Global cancer statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J. Clin. 2018, 68, 394–424. [Google Scholar] [CrossRef] [PubMed]

	



Ferlay, J.; Ervik, M.; Lam, F.; Colombet, M.; Mery, L.; Piñeros, M.; Znaor, A.; Soerjomataram, I.; Bray, F. Global Cancer Observatory: Cancer Today; International Agency for Research on Cancer: Lyon, France, 2018; Available online: https://gco.iarc.fr/today (accessed on 2 November 2018).

	



Globocan 2018. Available online: https://gco.iarc.fr/today/online-analysis-table?v=2018&mode=cancer&mode_population=continents&population=900&populations=908&key=asr&sex=0&cancer=39&type=0&statistic=5&prevalence=0&population_group=0&ages_group%5B%5D=0&ages_group%5B%5D=17&group_cancer=1&include_nmsc=1&include_nmsc_other=1#collapse-group-1-4-0 (accessed on 2 November 2018).

	



Globocan 2018. Available online: https://gco.iarc.fr/today/data/factsheets/populations/724-spain-fact-sheets.pdf) (accessed on 2 November 2018).

	



Lopez de Munain, A.; Audicana, C. Cáncer en la Comunidad Autónoma de Euskadi 2001–2017. Departamento de Salud de Gobierno Vasco/Eusko Jaurlaritza. 2019. Available online: https://www.euskadi.eus/contenidos/informacion/registros_cancer/es_def/adjuntos/Cancer-CAE-2001-2017.pdf (accessed on 2 November 2018).

	



Roquette, R.; Painho, M.; Nunes, B. Geographical patterns of the incidence and mortality of colorectal cancer in mainland Portugal municipalities (2007–2011). BMC Cancer 2019, 19, 512. [Google Scholar] [CrossRef] [PubMed]

	



Bosetti, C.; Levi, F.; Rosato, V.; Bertuccio, P.; Lucchini, F.; Negri, E.; La Vecchia, C. Recent trends in colorectal cancer mortality in Europe. Int. J. Cancer 2011, 129, 180–191. [Google Scholar] [CrossRef] [PubMed]

	



Thanikachalam, K.; Khan, G. Colorectal cancer and nutrition. Nutrients 2019, 11, 164. [Google Scholar] [CrossRef]

	



Kuipers, E.J.; Grady, W.M.; Lieberman, D.; Seufferlein, T.; Sung, J.J.; Boelens, P.G.; van de Velde, C.J.; Watanabe, T. Colorectal cancer. Nat. Rev. Dis. Primers 2015, 1, 15065. [Google Scholar] [CrossRef]

	



Kunzmann, A.T.; Coleman, H.G.; Huang, W.-Y.; Cantwell, M.M.; Kitahara, C.M.; Berndt, S.I. Fruit and vegetable intakes and risk of colorectal cancer and incident and recurrent adenomas in the PLCO cancer screening trial. Int. J. Cancer 2016, 138, 1851–1861. [Google Scholar] [CrossRef]

	



Xu, M.; Fang, Y.-J.; Chen, Y.-M.; Lu, M.-S.; Pan, Z.-Z.; Yan, B.; Zhong, X.; Zhang, C.-X. Higher freshwater fish and sea fish intake is inversely associated with colorectal cancer risk among Chinese population: A case-control study. Sci. Rep. 2015, 5, 12976. [Google Scholar] [CrossRef]

	



Zhou, X.; Qian, H.; Zhang, D.; Zeng, L. Garlic intake and the risk of colorectal cancer: A meta-analysis. Meta-Analysis. Medicine (Baltim.) 2020, 99, e18575. [Google Scholar] [CrossRef]

	



Sartini, M.; Bragazzi, N.L.; Spagnolo, A.M.; Schinca, E.; Ottria, G.; Dupont, C.; Cristina, M.L. Coffee consumption and risk of colorectal cancer: A systematic review and meta-analysis of prospective studies. Nutrients 2019, 11, 694. [Google Scholar] [CrossRef]

	



World Cancer Research Fund/American Institute for Cancer Research. Continuous Update Project Expert Report 2018. Diet, Nutrition, Physical Activity and Colorectal Cancer. 2017. Available online: https://www.wcrf.org/sites/default/files/Colorectal-cancer-report.pdf (accessed on 1 June 2019).

	



Shaw, E.; Farris, M.S.; Stone, C.R.; Derksen, J.W.G.; Johnson, R.; Hilsden, R.J.; Friedenreich, C.M.; Brenner, D.R. Effects of physical activity on colorectal cancer risk among family history and body mass index subgroups: A systematic review and meta-analysis. BMC Cancer 2018, 18, 71. [Google Scholar] [CrossRef] [PubMed]

	



Coyle, C.; Cafferty, F.H.; Elizabeth Langley, R. Aspirin and colorectal cancer prevention and treatment: Is it for everyone? Curr. Colorectal Cancer Rep. 2016, 12, 27–34. [Google Scholar] [CrossRef] [PubMed]

	



Botteri, E.; Støer, N.C.; Sakshaug, S.; Graff-Iversen, S.; Vangen, S.; Hofvind, S.; de Lange, T.; Bagnardi, V.; Ursin, G.; Weiderpass, E. Menopausal hormone therapy and colorectal cancer: A linkage between nationwide registries in Norway. BMJ Open 2017, 7, e017639. [Google Scholar] [CrossRef] [PubMed]

	



Chan, D.S.M.; Lau, R.; Aune, D.; Vieira, R.; Greenwood, D.C.; Kampman, E.; Norat, T. Red and processed meat and colorectal cancer incidence: Meta-analysis of prospective studies. PLoS ONE 2011, 6, e20456. [Google Scholar] [CrossRef] [PubMed]

	



Cho, S.; Shin, A.; Park, S.K.; Shin, H.-R.; Chang, S.-H.; Yoo, K.-Y. Alcohol drinking, cigarette smoking and risk of colorectal cancer in the korean multi-center cancer cohort. J. Cancer Prev. 2015, 20, 147–152. [Google Scholar] [CrossRef] [PubMed]

	



Ma, Y.; Yang, Y.; Wang, F.; Zhang, P.; Shi, C.; Zou, Y.; Qin, H. Obesity and risk of colorectal cancer: A systematic review of prospective studies. PLoS ONE 2013, 8, e53916. [Google Scholar] [CrossRef]

	



Kantor, E.D.; Giovannucci, E.L. Gene-diet interactions and their impact on colorectal cancer risk. Curr. Nutr. Rep. 2015, 4, 13–21. [Google Scholar] [CrossRef]

	



Banqué, M.; Raidó, B.; Masuet, C.; Ramon, J.M. Food groups and nutrient intake and risk of colorectal cancer: A hospital-based case-control study in Spain. Nutr. Cancer 2012, 64, 386–392. [Google Scholar] [CrossRef]

	



Castelló, A.; Amiano, P.; Fernández de Larrea, N.; Martín, V.; Alonso, M.H.; Castaño-Vinyals, G.; Pérez-Gómez, B.; Olmedo-Requena, R.; Guevara, M.; Fernandez-Tardon, G.; et al. Low adherence to the western and high adherence to the mediterranean dietary patterns could prevent colorectal cancer. Eur. J. Nutr. 2019, 58, 1495–1505. [Google Scholar] [CrossRef]

	



Rosato, V.; Guercio, V.; Bosetti, C.; Negri, E.; Serraino, D.; Giacosa, A.; Montella, M.; La Vecchia, C.; Tavani, A. Mediterranean diet and colorectal cancer risk: A pooled analysis of three Italian case-control studies. Br. J. Cancer 2016, 115, 862–865. [Google Scholar] [CrossRef]

	



Idigoras, I.; Arrospide, A.; Portillo, I.; Arana-Arri, E.; Martínez-Indart, L.; Mar, J.; de Koning, H.J.; Lastra, R.; Soto-Gordoa, M.; van der Meulen, M.; et al. Evaluation of the colorectal cancer screening Programme in the Basque Country (Spain) and its effectiveness based on the Miscan-colon model. BMC Public Health 2017, 18, 78. [Google Scholar] [CrossRef] [PubMed]

	



Alegria-Lertxundi, I.; Aguirre, C.; Bujanda, L.; Fernández, F.J.; Polo, F.; Ordovás, J.M.; Etxezarraga, M.C.; Zabalza, I.; Larzabal, M.; Portillo, I.; et al. Single nucleotide polymorphisms associated with susceptibility for development of colorectal cancer: Case-control study in a Basque population. PLoS ONE 2019, 14, e0225779. [Google Scholar] [CrossRef] [PubMed]

	



Alegria-Lertxundi, I.; Aguirre, C.; Bujanda, L.; Fernández, F.J.; Polo, F.; Ordovás, J.M.; Etxezarraga, M.C.; Zabalza, I.; Larzabal, M.; Portillo, I.; et al. Food groups, diet quality and colorectal cancer risk in the Basque Country. World J. Gastroenterol. 2020, 26, 4108–4125. [Google Scholar] [CrossRef]

	



World Health Organization (WHO). Report of WHO Consultation: Obesity: Preventing and Managing the-Global Epidemic; WHO: Geneva, Switzerland, 2000. [Google Scholar]

	



Silva Rodrigues, R.A.; Martinez Espinosa, M.; Duarte Melo, C.; Rodrigues Perracini, M.; Rezende Fett, W.C.; Fett, C.A. New values anthropometry for classification of nutritional status in the elderly. J. Nutr. Health Aging 2014, 18, 655–661. [Google Scholar] [CrossRef] [PubMed]

	



Iles-Shih, L.; Collins, J.F.; Holub, J.L.; Lieberman, D.A. Prevalence of significant neoplasia in FOBT-positive patients on warfarin compared with those not on warfarin. Am. J. Gastroenterol. 2010, 105, 2030–2035. [Google Scholar] [CrossRef] [PubMed]

	



Cook, N.R.; Lee, I.M.; Gaziano, J.M.; Gordon, D.; Ridker, P.M.; Manson, J.E.; Hennekens, C.H.; Buring, J.E. Low-dose aspirin in the primary prevention of cancer: The Women’s Health Study: A randomized controlled trial. J. Am. Med. Assoc. 2005, 294, 47–55. [Google Scholar] [CrossRef]

	



Serebruany, V.L. Aggressive chronic platelet inhibition with prasugrel and increased cancer risks: Revising oral antiplatelet regimens? Fundam. Clin. Pharmacol. 2009, 23, 411–417. [Google Scholar] [CrossRef]

	



Johnson, J.R.; Lacey, J.V.; Lazovich, D.; Geller, M.A.; Schairer, C.; Schatzkin, A.; Flood, A. Menopausal hormone therapy and risk of colorectal cancer. Cancer Epidemiol. Biomark. Prev. 2009, 18, 196–203. [Google Scholar] [CrossRef]

	



Zamora, P.; Espinosa, E.; Castelo, B. Valoración nutricional del paciente oncológico. In Valoración Clínica del Paciente con Cáncer, 1st ed.; González Barron, M., Lacasta, M.A., Ordoñez, A., Eds.; Médica Panamericana: Madrid, Spain, 2006; p. 83. [Google Scholar]

	



Rodríguez, I.T.; Ballart, J.F.; Pastor, G.C.; Jordà, E.B.; Val, V.A. Validation of a short questionnaire on frequency of dietary intake: Reproducibility and validity. Nutr. Hosp. 2008, 23, 242–252. [Google Scholar]

	



Telleria-Aramburu, N.; Alegria-Lertxundi, I.; Arroyo-Izaga, M. Adaptation, validation and reproducibility of a short food frequency questionnaire to assess food group intake in the population resident in the Basque Country (Spain). Public Health Nutr. 2020. [Google Scholar] [CrossRef]

	



Alegria-Lertxundi, I.; Alvarez, M.; Rocandio, A.M.; de Pancorbo, M.M.; Arroyo-Izaga, M. Nutritional adequacy and diet quality in colorectal cancer patients postsurgery: A pilot study. Nutr. Cancer 2016, 68, 577–588. [Google Scholar] [CrossRef] [PubMed]

	



Bingham, S.A.; Welch, A.A.; McTaggart, A.; Mulligan, A.A.; Runswick, S.A.; Luben, R.; Oakes, S.; Khaw, K.T.; Wareham, N.; Day, N.E. Nutritional methods in the European Prospective Investigation of Cancer in Norfolk. Public Health Nutr. 2001, 4, 847–858. [Google Scholar] [CrossRef] [PubMed]

	



Mulligan, A.A.; Luben, R.N.; Bhaniani, A.; Parry-Smith, D.J.; O’Connor, L.; Khawaja, A.P.; Forouhi, N.G.; Khaw, K.T. EPIC-Norfolk FFQ Study. A new tool for converting food frequency questionnaire data into nutrient and food group values: FETA research methods and availability. BMJ Open 2014, 4, e004503. [Google Scholar] [CrossRef] [PubMed]

	



Carbajal, A.; Sánchez-Muniz, F.J. Guía de prácticas. In Nutrición y Dietética; García-Arias, M.C., García-Fernández, L., Eds.; Secretariado de Publicaciones y Medios Audiovisuales, Universidad de León: Leon, Spain, 2003; pp. 1–3. [Google Scholar]

	



Elika. Estudio Cuantitativo del Consumo de Alimentos en la CAPV; Dpto. Agricultura, Pesca y Alimentación, Gobierno Vasco: Vitoria-Gasteiz, Spain, 2008; pp. 1–111. [Google Scholar]

	



Dapchich, V.; Salador Castell, G.; Ribas Barba, L.; Pérez Rodrigo, C.; Aranceta Bartrina, J.; Serra Majem, L. Guía de Alimentación Saludable, 1st ed.; Sociedad Española de Nutrición Comunitaria: Madrid, Spain, 2004; pp. 1–106. [Google Scholar]

	



Song, M.; Garrett, W.S.; Chan, A.T. Nutrients, foods, and colorectal cancer prevention. Gastroenterology 2015, 148, 1244–1260. [Google Scholar] [CrossRef]

	



Schwingshackl, L.; Hoffmann, G. Does a Mediterranean-type diet reduce cancer risk? Curr. Nutr. Rep. 2016, 5, 9–17. [Google Scholar] [CrossRef] [PubMed]

	



Ortega, R.M.; López-Sobaler, A.M.; Andrés, P.; Requejo, A.M.; Aparicio, A.; Molinero, L.M. DIAL Software for Assessing Diets and Food Calculations (for Windows, Version 8); Department of Nutrition (UCM) and Alce Ingeniería, S.L.: Madrid, Spain, 2016; Available online: http://www.alceingenieria.net/nutricion/descarga.htm (accessed on 20 October 2016).

	



U.S. Department of Agriculture; Agricultural Research Service. USDA Food and Nutrient Database for Dietary Studies 2015–2016. Food Surveys Research Group Home Page. 2018. Available online: http://www.ars.usda.gov/nea/bhnrc/fsrg (accessed on 15 December 2019).

	



Neveu, V.; Perez-Jimenez, J.; Vos, F.; Crespy, V.; du Chaffaut, L.; Mennen, L.; Knox, C.; Eisner, R.; Cruz, J.; Wishart, D.; et al. Phenol-explorer: An Online Comprehensive Database on Polyphenol Contents in Foods 2010. Database (Oxf.) 2010, 2010, bap024. Available online: www.phenol-explorer.eu (accessed on 15 December 2019).

	



Harris, J.A.; Benedict, F.G. A biometric study of human basal metabolism. Proc. Natl. Acad. Sci. USA 1918, 4, 370–373. [Google Scholar] [CrossRef]

	



Dwyer, J.T.; Melanson, K.J.; Sriprachyanunt, U.; Cross, P.; Wilson, M. Dietary Treatment of Obesity; Feingold, K.R., Anawalt, B., Boyce, A., Chrousos, G., Dungan, K., Eds.; 28 February 2015; MDText.com, Inc.: South Dartmouth, MA, USA, 2000. Available online: https://www.ncbi.nlm.nih.gov/books/NBK278991/ (accessed on 1 May 2020). [PubMed]

	



Carbajal, A. Manual de Nutrición y Dietética; Universidad Complutense de Madrid: Madrid, Spain, 2013; Available online: https://www.ucm.es/nutricioncarbajal/manual-de-nutricion (accessed on 1 May 2020).

	



Institute of Medicine of the National Academies. Dietary Reference Intakes. The Essential Guide to Nutrient Requirement; Otten, J.J., Hellwig, J.P., Meyers, L.D., Eds.; The National Academy Press: Washington, DC, USA, 2006; Available online: http://www.nap.edu/catalog/11537/dietary-reference-intakes-the-essential-guide-to-nutrient-requirements (accessed on 15 March 2014).

	



World Health Organization; Food and Agriculture Organization of the United Nations. Vitamin and Mineral Requirements in Human Nutrition, 2nd ed.; World Health Organization and Rome/Food and Agriculture Organization of the United Nations: Geneva, Switzerland, 2004; Available online: http://whqlibdoc.who.int/publications/2004/9241546123.pdf (accessed on 4 June 2014).

	



Institute of Medicine (US) Standing Committee on the Scientific Evaluation of Dietary Reference Intakes. Dietary Reference Intakes for Calcium, Phosphorus, Magnesium, Vitamin D, and Fluoride; National Academies Press: Washington, DC, USA, 1997. [Google Scholar]

	



Institute of Medicine (US) Standing Committee on the Scientific Evaluation of Dietary Reference Intakes and its Panel on Folate, Other B Vitamins, and Choline. Dietary Reference Intakes for Thiamin, Riboflavin, Niacin, Vitamin B6, Folate, Vitamin B12, Pantothenic Acid, Biotin, and Choline; National Academies Press: Washington, DC, USA, 1998. [Google Scholar]

	



Institute of Medicine (US) Panel on Dietary Antioxidants and Related Compounds. Dietary Reference Intakes for Vitamin C, Vitamin E, Selenium, and Carotenoids; National Academies Press: Washington, DC, USA, 2000. [Google Scholar]

	



Institute of Medicine (US) Panel on Micronutrients. Dietary Reference Intakes for Vitamin A, Vitamin K, Arsenic, Boron, Chromium, Copper, Iodine, Iron, Manganese, Molybdenum, Nickel, Silicon, Vanadium, and Zinc; National Academies Press: Washington, DC, USA, 2001. [Google Scholar]

	



Institute of Medicine (US) Committee to Review Dietary Reference Intakes for Vitamin D and Calcium. Reference Intakes for Calcium and Vitamin D; Ross, A.C., Taylor, C.L., Yaktine, A.L., Del Valle, H.B., Eds.; Dietary National Academies Press: Washington, DC, USA, 2011. [Google Scholar]

	



Reyes, C.M.; Cornelis, M.C. Caffeine in the Diet: Country-level consumption and guidelines. Nutrients 2018, 10, 1772. [Google Scholar] [CrossRef]

	



Swaminath, S.; Um, C.Y.; Prizment, A.E.; Lazovich, D.; Bostick, R.M. Combined mineral intakes and risk of colorectal cancer in postmenopausal women. Cancer Epidemiol. Biomark. Prev. 2019, 28, 392–399. [Google Scholar] [CrossRef]

	



Ministerio de Sanidad y Consumo. Informes de la Comisión Clínica 2017. Alcohol (Reports of the Clinical Commission. Alcohol). Available online: http://www.pnsd.msc.es/Categoria2/publica/pdf/InformeAlcohol.pdf (accessed on 10 December 2019).

	



Aranceta, J.; Serra Majem, L.; Arija, V.; Hernandez, G.A.; Martínez de Vitoria, E.; Ortega Anta, R.; Pena Quintana, L.; Perez Rodrigo, C.; Izquierdo, J.Q.; Salvado, J.S.; et al. Objetivos nutricionales para la población Española Consenso de la Sociedad Española de Nutrición Comunitaria 2011. Rev. Esp. Nutr. Comunitaria 2011, 17, 178–199. [Google Scholar]

	



Norte Navarro, A.I.; Ortiz Moncada, R. Spanish diet quality according to the healthy eating index. Nutr. Hosp. 2011, 26, 330–336. [Google Scholar] [CrossRef] [PubMed]

	



Panagiotakos, D.B.; Milias, G.A.; Pitsavos, C.; Stefanadis, C. MedDietScore: A computer programme that evaluates the adherence to the Mediterranean dietary pattern and its relation to cardiovascular disease risk. Comput. Methods Programs Biomed. 2006, 83, 73–77. [Google Scholar] [CrossRef] [PubMed]

	



Romaguera, D.; Vergnaud, A.C.; Peeters, P.H.; van Gils, C.H.; Chan, D.S.; Ferrari, P.; Romieu, I.; Jenab, M.; Slimani, N.; Clavel-Chapelon, F.; et al. Is concordance with World Cancer Research Fund/American Institute for Cancer Research guidelines for cancer prevention related to subsequent risk of cancer? Results from the EPIC study. Am. J. Clin. Nutr. 2012, 96, 150–163. [Google Scholar] [CrossRef] [PubMed]

	



Domínguez-Berjón, M.F.; Borrell, C.; Cano-Serral, G.; Esnaola, S.; Nolasco, A.; Pasarín, M.I.; Ramis, R.; Saurina, C.; Escolar-Pujolar, A. Constructing a deprivation index based on census data in large Spanish cities (the MEDEA project). Gac. Sanit. 2008, 22, 179–187. [Google Scholar] [CrossRef] [PubMed]

	



School of Public Health, Johns Hopkins University. The Johns Hopkins University ACG Case-Mix System. Available online: http://www.acg.jhsph.org/index.php?option=com_content&view=article&id=46&Itemid=61 (accessed on 10 August 2012).

	



Verisk Health’s DxCGDCG_Methodology. Available online: http://www.dxcg.com/resources/library (accessed on 10 August 2012).

	



3M™ Clinical Risk Grouping Software. Available online: http://solutions.3m.com/wps/portal/3M/en_US/3M_Health_Information_Systems/HIS/Products/CRG/ (accessed on 10 August 2012).

	



Orueta, J.F.; Nuño-Solinis, R.; Mateos, M.; Vergara, I.; Grandes, G.; Esnaola, S. Predictive risk modelling in the Spanish population: A cross-sectional study. BMC Health Serv. Res. 2013, 13, 269. [Google Scholar] [CrossRef]

	



Carethers, J.M.; Jung, B.H. Genetics and genetic biomarkers in sporadic colorectal cancer. Gastroenterology 2015, 149, 1177–1190. [Google Scholar] [CrossRef]

	



Real, L.M.; Ruiz, A.; Gayán, J.; González-Pérez, A.; Sáez, M.E.; Ramírez-Lorca, R.; Morón, F.J.; Velasco, J.; Marginet-Flinch, R.; Musulén, E.; et al. A colorectal cancer susceptibility new variant at 4q26 in the Spanish population identified by genome-wide association analysis. PLoS ONE 2014, 30, e101178. [Google Scholar] [CrossRef]

	



Ahrens, W.; Bammann, K.; Siani, A.; Buchecker, K.; De Henauw, S.; Iacoviello, L.; Hebestreit, A.; Krogh, V.; Lissner, L.; Marild, S.; et al. IDEFICS Consortium. The IDEFICS cohort: Design, characteristics and participation in the baseline survey. Int. J. Obes. (Lond.) 2011, 35. [Google Scholar] [CrossRef]

	



Arana-Arri, E.; Idigoras, I.; Uranga, B.; Pérez, R.; Irurzun, A.; Gutiérrez-Ibarluzea, I.; Fraser, C.G.; Portillo, I.; EUSKOLON Group. Population-based colorectal cancer screening programmes using a faecal immunochemical test: Should faecal haemoglobin cut-offs differ by age and sex? BMC Cancer 2017, 17, 577. [Google Scholar] [CrossRef]

	



Alsheridah, N.; Akhtar, S. Diet, obesity and colorectal carcinoma risk: Results from a national cancer registry-based middle eastern study. BMC Cancer 2018, 18, 1227. [Google Scholar] [CrossRef]

	



Ulaganathan, V.; Kandiah, M.; Shariff, Z.M. A case-control study on the association of abdominal obesity and hypercholesterolemia with the risk of colorectal cancer. J. Carcinog. 2018, 17, 4. [Google Scholar] [CrossRef] [PubMed]

	



Liu, P.H.; Wu, K.; Ng, K.; Zauber, A.G.; Nguyen, L.H.; Song, M.; He, X.; Fuchs, C.S.; Ogino, S.; Willett, W.C.; et al. Association of Obesity With Risk of Early-Onset Colorectal Cancer Among Women. Version 2. JAMA Oncol. 2019, 5, 37–44. [Google Scholar] [CrossRef] [PubMed]

	



Bardou, M.; Barkun, A.N.; Martel, M. Obesity and colorectal cancer. Gut 2013, 62, 933–947. [Google Scholar] [CrossRef] [PubMed]

	



Kahn, S.E.; Hull, R.L.; Utzschneider, K.M. Mechanisms linking obesity to insulin resistance and type 2 diabetes. Nature 2006, 444, 840–846. [Google Scholar] [CrossRef]

	



Hanyuda, A.; Cao, Y.; Hamada, T.; Nowak, J.A.; Qian, Z.R.; Masugi, Y.; da Silva, A.; Liu, L.; Kosumi, K.; Soong, T.R.; et al. Body mass index and risk of colorectal carcinoma subtypes classified by tumor differentiation status. Eur. J. Epidemiol. 2017, 32, 393–407. [Google Scholar] [CrossRef]

	



Feng, Q.; Liang, S.; Jia, H.; Stadlmayr, A.; Tang, L.; Lan, Z.; Zhang, D.; Xia, H.; Xu, X.; Jie, Z.; et al. Gut microbiome development along the colorectal adenoma-carcinoma sequence. Nat. Commun. 2015, 6, 6528. [Google Scholar] [CrossRef]

	



Kirzin, S.; Marisa, L.; Guimbaud, R.; De Reynies, A.; Legrain, M.; Laurent-Puig, P.; Cordelier, P.; Pradère, B.; Bonnet, D.; Meggetto, F.; et al. Sporadic early-onset colorectal cancer is a specific sub-type of cancer: A morphological, molecular and genetics study. PLoS ONE 2014, 9, e103159. [Google Scholar] [CrossRef]

	



Pearlman, R.; Frankel, W.L.; Swanson, B.; Zhao, W.; Yilmaz, A.; Miller, K.; Bacher, J.; Bigley, C.; Nelsen, L.; Goodfellow, P.J.; et al. Ohio colorectal cancer prevention initiative study group. Prevalence and spectrum of germline cancer susceptibility gene mutations among patients with early-onset colorectal cancer. J. Am. Med. Assoc. Oncol. 2017, 3, 464–471. [Google Scholar] [CrossRef]

	



Kerr, J.; Anderson, C.; Lippman, S.M. Physical activity, sedentary behaviour, diet, and cancer: An update and emerging new evidence. Lancet Oncol. 2017, 18, e457–e471. [Google Scholar] [CrossRef]

	



Keum, N.; Cao, Y.; Oh, H.; Smith-Warner, S.A.; Orav, J.; Wu, K.; Fuchs, C.S.; Cho, E.; Giovannucci, E.L. Sedentary behaviors and light-intensity activities in relation to colorectal cancer risk. Int. J. Cancer 2016, 138, 2109–2117. [Google Scholar] [CrossRef]

	



Yakoob, M.Y.; Baig-ansari, N. Dietary Sodium (salt) Intake and Risk of Colorectal Cancer: A Systematic Review (P05-039-19). Curr. Dev. Nutr. 2019, 3. [Google Scholar] [CrossRef]

	



Quader, Z.S.; Zhao, L.; Harnack, L.J.; Gardner, C.D.; Shikany, J.M.; Steffen, L.M.; Gillespie, C.; Moshfegh, A.; Cogswell, M.E. Self-reported measures of discretionary salt use accurately estimated sodium intake overall but not in certain subgroups of US adults from 3 geographic regions in the salt sources study. J. Nutr. 2019, 149, 1623–1632. [Google Scholar] [CrossRef] [PubMed]

	



Fung, T.; Hu, F.B.; Fuchs, C.; Giovannucci, E.; Hunter, D.J.; Stampfer, M.J.; Colditz, G.A.; Willett, W.C. Major dietary patterns and the risk of colorectal cancer in women. Arch. Intern. Med. 2003, 163, 309–314. [Google Scholar] [CrossRef] [PubMed]

	



Park, Y.; Lee, J.; Oh, J.H.; Shin, A.; Kim, J. Dietary patterns and colorectal cancer risk in a Korean population: A case-control study. Medicine (Baltim.) 2016, 95, e3759. [Google Scholar] [CrossRef] [PubMed]

	



Tayyem, R.F.; Bawadi, H.A.; Shehadah, I.N.; Abu-Mweis, S.S.; Agraib, L.M.; Bani-Hani, K.E.; Al-Jaberi, T.; Al-Nusairr, M.; Heath, D.D. Macro- and micronutrients consumption and the risk for colorectal cancer among Jordanians. Nutrients 2015, 7, 1769–1786. [Google Scholar] [CrossRef]

	



Arafa, M.A.; Waly, M.I.; Jriesat, S.; Al Khafajei, A.; Sallam, S. Dietary and lifestyle characteristics of colorectal cancer in Jordan: A case-control study. Asian Pac. J. Cancer Prev. 2011, 12, 1931–1936. [Google Scholar]

	



Endo, H.; Hosono, K.; Fujisawa, T.; Takahashi, H.; Sugiyama, M.; Yoneda, K.; Nozaki, Y.; Fujita, K.; Yoneda, M.; Inamori, M.; et al. Involvement of JNK pathway in the promotion of the early stage of colorectal carcinogenesis under high-fat dietary conditions. Gut 2009, 58, 1637–1643. [Google Scholar] [CrossRef]

	



Ben, S.; Du, M.; Ma, G.; Qu, J.; Zhu, L.; Chu, H.; Zhang, Z.; Wu, Y.; Gu, D.; Wang, M. Vitamin B2 intake reduces the risk for colorectal cancer: A dose-response analysis. Eur. J. Nutr. 2019, 58, 1591–1602. [Google Scholar] [CrossRef]

	



Powers, H.J. Interaction among folate, riboflavin, genotype, and cancer, with reference to colorectal and cervical cancer. J. Nutr. 2005, 135, 2960S–2966S. [Google Scholar] [CrossRef]

	



Boutron, M.C.; Faivre, J.; Marteau, P.; Couillault, C.; Senesse, P.; Quipourt, V. Calcium, phosphorus, vitamin D, dairy products and colorectal carcinogenesis: A French case control study. Br. J. Cancer 1996, 74, 145–151. [Google Scholar] [CrossRef]

	



Vereecken, C.A.; Covents, M.; Sichert-Hellert, W.; Alvira, J.M.; Le Donne, C.; De Henauw, S.; De Vriendt, T.; Phillipp, M.K.; Béghin, L.; Manios, Y.; et al. Development and evaluation of a self-administered computerized 24-h dietary recall method for adolescents in Europe. Int. J. Obes. (Lond.) 2008, 32, S26–S34. [Google Scholar] [CrossRef] [PubMed]

	



Anderson, A.S.; Steele, R.; Coyle, J. Lifestyle issues for colorectal cancer survivors--perceived needs, beliefs and opportunities. Support Care Cancer 2013, 21, 35–42. [Google Scholar] [CrossRef] [PubMed]

	



Berstad, P.; Løberg, M.; Larsen, I.K.; Kalager, M.; Holme, Ø.; Botteri, E.; Bretthauer, M.; Hoff, G. Long-term lifestyle changes after colorectal cancer screening: Randomised controlled trial. Gut 2015, 64, 1268–1276. [Google Scholar] [CrossRef] [PubMed]








[image: Table] 





Table 1. Overview of the measurements and variables collected in this survey.






Table 1. Overview of the measurements and variables collected in this survey.





	
Method

	
Measure of Interest

	
Variables a,b






	
Self-reported data

	
Weight status

	
Self-Reported Weight (kg) and Height (cm).

BMI




	
Demographic data

	
Age, sex.




	
Socio-economic data

	
Educational attainment, economic activity, last employment, total number of co-residents per household and total number of rooms, excluding the kitchen and bathrooms.

HCI.




	
Lifestyle

	
PA (main daily activity), PE (at least 20 minutes per session), smoking habit (yes or no, age at start, number of cigarettes per day, years without smoking), and alcohol consumption (frequency and type of alcohol, these items were included in the SFFQ).

Dietary habits: SFFQ, dietetic products and nutrient supplements consumption.

Energy intake, macro/micronutrients (based on food composition tables), adequacy of energy and nutrients intake (percentage of the EER, NOSP, AI and UL), mineral score and diet quality index (HEISD and MDS).

Adherence to guidelines for CRC prevention (PA/PE, dietary fiber, red meat and processed meat, alcoholic beverages and BMI) (subsample randomly selected).




	
Quality of life and stress

	
Perceived quality of life and stress.




	
Drugs

	
Antiplatelet, anticoagulants and HRT (females).




	
Clinical databases

	
Date of participation in the BCSP

	
Date of the iFOBT

Time spent between iFOBT and participation in this survey.




	
Diagnosis and treatment (cases)

	
Pathological staging, location of the cancer, differentiation, tumor grade and treatments (type and data of surgery, radiation therapy and/or chemotherapy).

Time spent between treatments and participation in this survey.




	
Socio-economic level

	
DI




	
Health status (specifically health resource consumption)

	
PRM




	
Phone interviews

	
Lifestyle changes after participating in the BCSP (subsample)

	
PA/PE, food consumption (vegetables, fruits, whole cereals, red meat, processed meat, alcoholic drinks) and smoking habits.




	
Genotyping

	
48 SNPs of susceptibility

82 SNPs that could be associated with food groups or dietary factors and gene–diet interactions








AI: adequate intakes; BCSP: bowel cancer screening program; BMI: body mass index; DI: deprivation index; EER: estimated energy requirements; HCI: household crowding index; HEISD: Healthy Eating Index for Spanish Diet; HRT: hormone replacement therapy; iFOBT: immunochemical fecal occult blood test; MDS, MedDietScore; NOSP: nutritional objectives for the Spanish population; PA: physical activity; PE: physical exercise; PRM: predictive risk modeling; SFFQ: short food frequency questionnaire; SNP: single nucleotide polymorphism; UL: daily tolerable upper limits. a Text in italics corresponds to data derived from direct measurements. b Results presented in this manuscript are highlighted in bold.
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Table 2. Demographic data, weight status, lifestyle, drugs use, quality of life and stress level in cases and controls studied.






Table 2. Demographic data, weight status, lifestyle, drugs use, quality of life and stress level in cases and controls studied.





	
Variables

	
Cases

(n = 308)

	
Controls

(n = 308)

	
pa






	
Sex, % of men

	
66.2

	
66.2

	




	
Age, y, mean ± SD

	
61.5 ± 5.2

	
61.1 ± 5.5

	
0.093




	
BMI, kg/m2, mean ± SD

	
27.5 ± 4.4

	
26.8 ± 4.4

	
0.049




	
Overweight/obesity, %

	
67.5

	
58.1

	
0.015




	
Main daily activity, %

	

	

	




	
Sitting

	
31.8

	
40.1

	




	
Standing

	
29.8

	
29.9

	




	
Walking

	
34.1

	
28.6

	




	
Activities that demanded great physical effort

	
4.3

	
1.3

	
0.079




	
Alcohol consumption, SDU, mean ± SD

	
0.9 ± 1.0

	
0.8 ± 0.9

	
0.682




	
Non-compliance with recommendations, %

	
13

	
12

	
0.715




	
Dietetic products and supplement use b, %

	
9.7

	
13

	
0.306




	
Among those who consumed dietetic products and/or supplements

	

	




	
Dietetic products use, %

	
26.1

	
21.7

	
0.249




	
Milk/dairy d

	
28.6

	
16.7

	




	
Vegetable drinks e

	
71.4

	
66.6

	




	
Iodized salt

	
-

	
16.7

	
1




	
Nutrient supplements, %

	
73.9

	
13

	
0.306




	
Vitamins

	
19.4

	
15.9

	




	
Minerals

	
29

	
27.3

	




	
Complex vitamin-mineral products

	
12.9

	
13.6

	




	
n-3 PUFA

	
16.1

	
22.7

	




	
n-6 PUFA

	
6.5

	
-

	




	
Fiber

	
16.1

	
20.5

	
0.701




	
Drugs, %

	

	

	




	
Antiplatelet

	
18.5

	
13.7

	
0.038




	
Anticoagulants

	
1.3

	
1.3

	
0.359




	
HRT (females) f

	
16

	
16.7

	
0.585




	
QoL g, mean ± SD

	
71.5 ± 14.0

	
69.8 ± 15.2

	
0.141




	
Stress level g, mean ± SD

	
40.4 ± 26.4

	
41.1 ± 24.8

	
0.846








BMI: body mass index; HRT: hormone replacement therapy; PUFA: polyunsaturated fatty acids; QoL: quality of life; SD: standard deviation; SDU: standard drink unit. a Differences between cases and controls. Significant results are highlighted in bold. b Percentage calculated on the number of cases and controls. c This question presented multiple answers. Percentage based on the number of answers obtained in each item. d Enriched with calcium, omega-3, lactose-free milk. e Rice, oat or soy drinks. fPercentage of females. g To assess the QoL and perceived stress an analog linear scale with a range from 0 to 100 was used.
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Table 3. Daily energy and nutrients intake (from diet and dietetic products and supplements) in cases and control studied.






Table 3. Daily energy and nutrients intake (from diet and dietetic products and supplements) in cases and control studied.





	
Daily Intake from Diet and Dietetic Products and Supplements

	
Cases (n = 308)

	
Control (n = 308)

	
pa




	
Mean ± SD

	
Mean ± SD






	
Energy, kcal/d

	
1774.3 ± 388.0

	
1743.1 ± 390.9

	
0.205




	
Macronutrients

	




	
Protein, % TEI

	
15.7 b ± 2.3

	
16.1 ± 7.1

	
0.681




	
NOSP, 10–15% TEI

	




	
Carbohydrates,% TEI

	
36.2 ± 4.9

	
36.7 ± 5.6

	
0.277




	
NOSP, 50–60% TEI

	




	
Fat, %TEI

	
42.5 ± 4.5

	
42.1 ± 5.1

	
0.256




	
NOSP, <30–35%

	




	
SFA, % TEI

	
12.7 ± 2.5

	
12.4 ± 2.8

	
0.179




	
NOSP, <7–8% TEI

	




	
MUFA, % TEI

	
19.6 ± 2.7

	
19.7 ± 2.8

	
0.631




	
NOSP, 20% TEI

	




	
PUFA, % TEI

	
6.6 ± 2.0

	
6.3 ± 1.7

	
0.183




	
NOSP, 5% TEI

	




	
Minerals and electrolytes

	




	
Calcium, mg

	
759.4 ± 238.0

	
780.6 ± 227.0

	
0.225




	
NOSP, 800–1000 mg

	




	
Phosphorus, mg

	
1220.2 ± 314.5

	
1207.9 ± 297.6

	
0.648




	
Ca:P c

	
0.6 ± 0.1 b

	
0.6 ± 0.1 b

	
0.009




	
NOSP, 1,3:1

	




	
Iron, mg

	
14.1 ± 3.9

	
14.4 ± 4.2

	
0.765




	
Magneisum, mg

	
263.1 b ± 73.7

	
263.8 ± 63.1 b

	
0.760




	
Potassium, mg

	
2616.0 ± 615.3

	
2627.7 ± 610.2

	
0.954




	
Iodine, µg

	
88.8 ± 39.9

	
87.3 ± 24.7

	
0.961




	
NOSP, 150 µg

	




	
Sodium d, mg

	
1950.8 ± 1041.4

	
1820.1 ± 1004.3

	
0.081




	
NOSP, <2000 mg/d

	




	
Selenium, µg

	
88.3 ± 24.3

	
87.3 ± 24.4

	
0.682




	
Copper, mg

	
1.0 ± 0.3

	
1.0 ± 0.3

	
0.568




	
Zinc, mg

	
9.4 ± 2.8

	
9.3 ± 2.9

	
0.375




	
Vitamins

	




	
Vitamin B1, mg/1000 kcal

	
1.0 ± 7.6 e

	
0.6 ± 0.2

	
0.003




	
NOSP, 0.4 mg/1000 kcal

	




	
Vitamin B2 f, mg/1000 kcal

	
0.9 ± 0.2

	
0.9 ± 0.2

	
0.002




	
NOSP, 0.6 mg/1000 kcal

	




	
Vitamin B3, mg/1000 kcal

	
17.1 ± 3.3

	
17.2 ± 3.3

	
0.117




	
NOSP, 6.6 mg/1000 kcal

	




	
Vitamin B6 (mg)/protein (g)

	
0.04 ± 0.2

	
0.03 ± 0.01

	
0.020




	
NOSP, >0.02 vitamin B6 (mg)/protein (g)

	




	
Folate, µg

	
267.2 ± 80.1

	
273.3 ± 76.5

	
0.406




	
NOSP, >300–400 µg

	

	




	
Vitamin B12, µg

	
6.7 ± 28.5 e

	
4.9 ± 1.7

	
0.094




	
Vitamin C, mg

	
149.3 ± 66.0

	
147.8 ± 59.9

	
0.611




	
Vitamin A, µg

	
532.4 ± 206.9

	
522.0 ± 181.4

	
0.420




	
Vitamin D, µg

	
2.1 ± 1.0

	
2.3 ± 1.9

	
0.799




	
NOSP (>50 y old), 10 µg

	

	




	
Vitamin E, mg

	
0.6 ± 0.1

	
0.6 ± 0.1

	
0.139




	
NOSP, >0.4 vitamin E (mg)/PUFA (g)

	




	
Others

	




	
Cholesterol, mg

	
274.7 b ± 96.7

	
256.2 ± 95.3

	
0.019




	
Fiber, g

	
19.9 ± 6.5

	
20.1 ± 6.0

	
0.459




	
Caffeine, mg

	
15.1 ± 9.7

	
13.8 ± 11.7

	
0.025








Ca:P: calcium:phosphorus ratio; MUFA: monounsaturated fatty acids; NOSP, Nutritional objectives for the Spanish population; PUFA: polyunsaturated fatty acids; SD, standard deviation; SFA: saturated fatty acids; TEI: total energy intake. a Differences between cases and controls. b This variable followed a normal distribution. c Ca:P was 0.62 ± 0.12 in cases and 0.65 ± 0.13 in controls. d Sodium from foods; does not include the amount of salt added. e This high SD is due to the use of nutritional supplements by one of the cases. f Vitamin B2 intake per 1000 kcal was 0.86 ± 0.23 in cases and 0.92 ± 0.23 in controls.
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Table 4. Energy and nutrients intake (from diet and dietetic products and supplements) expressed as a percentage of the estimated energy requirement (EER), the estimated average requirements (EAR) or adequate intakes (AI) in cases and controls studied.






Table 4. Energy and nutrients intake (from diet and dietetic products and supplements) expressed as a percentage of the estimated energy requirement (EER), the estimated average requirements (EAR) or adequate intakes (AI) in cases and controls studied.





	
% of Energy Requirement Estimated, EARs or AI

	
Cases

(n = 308)

	
Control

(n = 308)

	
pa




	
Mean ± SD

	
Mean ± SD






	
Energy

	
114.4 ± 32.7

	
107.0 ± 31.3

	
0.056




	
Minerals and electrolytes

	




	
Calcium

	
49.7 ± 11.1 b

	
52.7 ± 13.4 b

	
0.025




	
Phosphorus

	
118.9 ± 18.1

	
120.1 ± 18.5

	
0.469




	
Iron

	
142.5 ± 35.7

	
147.5 ± 36.4

	
0.044




	
Magnesium

	
47.5 ± 13.2

	
48.1 ± 12.0

	
0.094




	
Potassium

	
55.7 ± 13.1

	
55.9 ± 13.0

	
0.081




	
Iodine

	
53.2 ± 22.9

	
53.0 ± 10.5

	
0.236




	
Sodium

	
150.1 ± 80.1

	
140.0 ± 77.3

	
0.954




	
Selenium

	
111.9 ± 24.6

	
112.3 ± 24.6

	
0.598




	
Copper

	
80.6 ± 13.4

	
81.1 ± 13.1

	
0.360




	
Zinc

	
64.0 ± 19.5

	
64.1 ± 18.7

	
0.938




	
Vitamins

	




	
Vitamin B1 d

	
110.7 ± 847.4

	
66.5 ± 19.4

	
0.003




	
Vitamin B2

	
84.6 ± 25.5

	
89.9 ± 24.8

	
0.002




	
Vitamin B3

	
147.4 ± 30.5

	
150.5 ± 29.0

	
0.121




	
Vitamin B6

	
110.8 ± 73.6

	
81.2 ± 19.6

	
0.010




	
Folate

	
47.8 ± 13.7

	
49.8 ± 13.1

	
0.060




	
Vitamin B12

	
185.2 ± 763.1 d

	
139.2 ± 36.5

	
0.350




	
Vitamin C

	
124.0 ± 55.5

	
124.5 ± 51.7

	
0.865




	
Vitamin A

	
52.5 ± 19.9

	
52.4 ± 17.5

	
0.943




	
Vitamin D

	
11.9 ± 5.7

	
13.1 ± 11.9

	
0.956




	
Vitamin E

	
38.3 ± 16.3

	
35.7 ± 12.2

	
0.053








AI: adequate intakes; EAR: estimated average requirements; SD: standard deviation. a Differences between cases and controls. b This variable followed a normal distribution. c Nutrient intake expressed as a percentage of the AI (the rest of the nutrients were expressed as a percentage of the EAR). d This high SD is due to the use of nutritional supplements by one of the cases.
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