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Abstract
Previous studies suggested a protective effect of vitamin D against skin cancer develop-

ment. However, epidemiologic studies on orally taken vitamin D and risk of skin cancer

(basal cell carcinoma [BCC], squamous cell carcinoma [SCC], and melanoma) are few. We

prospectively evaluated whether total, dietary and supplemental vitamin D intake were

associated with skin cancer risk based on 63,760 women in the Nurses' Health Study

(1984–2010) and 41,530 men in the Health Professionals Follow-up Study (1986–2010).

Dietary information on vitamin D intake was assessed every 2 to 4 years during the follow-

up and cumulative averaged intake was used. We used Cox proportional hazard models to

compute the hazard ratios (HR) and 95% confidence intervals (CI). Pooled HR of cohort-

specific results were calculated using a random-effects model. During the follow-up, we

documented 20,840 BCC, 2,329 SCC and 1,320 melanoma cases. Vitamin D consumption

was not associated with the risk of SCC or melanoma but was modestly positively associ-

ated with BCC; the pooled HRs of BCC for extreme quintiles of vitamin D intake were

1.10 (95%CI = 1.05–1.15; Ptrend = 0.05) for total vitamin D and 1.13 (95% CI = 1.07 to 1.20;

Ptrend <0.01) for dietary vitamin D. Stratified analysis according to sun exposure related fac-

tors showed similar results. In conclusion, vitamin D intake was positively associated with

risk of BCC, while null associations were found with SCC and melanoma. Our data do not

support a beneficial role of orally taken vitamin D on skin cancer carcinogenesis.

Introduction
Vitamin D has been associated with decreased risk of several sites of cancers, including colorectal,
[1] breast,[2, 3] and kidney cancers,[4] but its association with risk of skin cancer including mela-
noma and keratinocyte carcinoma (KC, formerly known as non-melanoma skin cancer), the most
prevalent cancer in the United States (US)[5], is still unclear. Skin is one of the primary organ for
vitamin D synthesis and metabolism.[6] Previous experimental studies have shown a protective
effect of vitamin D against ultraviolet radiation–induced DNA damage and skin cancer
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development.[7, 8] Several researchers suggested that orally taken vitamin D could decrease the
risk of skin cancer. [9, 10] However, epidemiologic studies on the association between vitamin D
and skin cancer development have been limited and showed inconsistent results.[11–13] A recent
meta-analysis on vitamin D intake and skin cancer found no association between higher vitamin D
intake and melanoma and basal cell carcinoma (BCC).[14] To our knowledge no data exist on vita-
min D intake and squamous cell carcinoma (SCC) risk. Most previous epidemiologic studies had
focused on a single measurement of plasma 25(OH)D as a marker of vitamin D level[15–17], and a
recent meta-analysis found a statistically significant positive association between risk of KC and
serum 25(OH)D level.[14] As serum 25(OH)D levels may reflect the accumulative storage of bodily
vitamin D obtained from different resources[18] and the main source of vitamin D is the exposure
to sunlight (ultraviolet B; a risk factor for skin cancer) of the skin[19], the effect of ultraviolet radia-
tion exposure may have confounded the associations[20–22].

In our study, we prospectively examined the association between vitamin D intake including
intakes from both diet and supplements and risk of KC (including separate evaluation of SCC)
and melanoma based on data from two cohort studies: the Nurses’Health Study (NHS, 1984–
2010) and the Health Professionals Follow-up Study (HPFS, 1986–2010).

Methods

Study Population
Details of the two cohorts have been described elsewhere.[11, 23, 24] In brief, the NHS was
established in 1976, when 121,700 US female registered nurses, aged 30–55 years completed an
initial questionnaire regarding their lifestyle and medical history. The HPFS was initiated in
1986 when 51,529 male health professionals aged 40–75 years completed a questionnaire that
inquired about medical history and lifestyle practices in 1986. The questionnaire data was
updated biennially in both cohorts, with the follow-up rates generally exceeding 90%. The pres-
ent study was approved by the Institutional Review Boards of Brigham and Women’s Hospital
and Harvard School of Public Health.

Assessment of Vitamin D intake and other Dietary Consumption
To assess dietary intake, we used a food frequency questionnaire (FFQ) to collect dietary informa-
tion in 1984 in the NHS, and every four years since 1986 in the NHS and HPFS. Participants were
asked how often on average they had consumed each type of food during the previous year. Our
nutrient database was primarily based on data from the US Department of Agriculture. In addition,
information on current use and dose of multivitamins and specific supplements were collected
biennially. Total vitamin D intake was calculated by adding together intakes from dietary vitamin
D, vitamin D-specific supplements and multivitamins containing vitamin D. In validation studies,
dietary intake assessed by using the FFQ has been demonstrated to be a valid estimator of food
intake when compared with multiple diet records.[25, 26] The correlation coefficients ranged from
0.62–0.81 in the NHS and 0.58–0.88 in the HPFS between intakes of major dietary sources of vita-
min D (skimmilk, whole milk, fatty fish, and breakfast cereal) assessed on the FFQ and intakes
assessed on two 1-week dietary records.[25, 26] Data on other dietary factors, including intakes of
total energy, citrus, alcohol, and coffee consumption, was also collected by the FFQs.

Assessment of Covariates
Biennially, we collected information on body weight, physical activity, and smoking history in
both women and men and menopausal status and post-menopausal hormone use among
women. Height information was collected in 1976 in NHS and in 1986 in HPFS. We also
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collected major skin cancer associated factors[21, 27], including family history of melanoma;
natural hair color; number of moles; skin reaction to sun exposure as a child/adolescent; num-
ber of blistering sunburns; average time spent in direct sunlight since high school; and cumula-
tive UV flux at residence since baseline.

Assessment of Basal cell carcinoma (BCC), Squamous cell cancer
(SCC), and Melanoma Cases
Biennially, participants had reported diagnoses of BCC, SCC, or melanoma during the previous
2 years. Participants who reported SCC or melanoma were asked for permission to review their
medical and pathological reports. Study physicians reviewed their reports to confirm the diag-
noses. As for self-reported cases of BCC, we could not obtain medical records, but previous val-
idation studies in the two cohorts have demonstrated a high accuracy of self-reported BCC,
with around 90% confirmed by histopathology records.[12, 28, 29]

Statistical Analysis
We followed participants for incident BCC, SCC and melanoma starting from 1984 in the NHS
and 1986 in the HPFS. We excluded participants who had missing data on vitamin D intake at
baseline and 49,617 HPFS men and 81,685 NHS women served as the base population. Individ-
uals with a history of any cancer were excluded. Due to small cases of KC and melanoma in
non-white participants,[21] the analyses were restricted to Caucasians. After exclusions, 63,760
women and 41,530 men remained in the present study.

Person-years of follow-up were calculated from the return month of the baseline survey to
the date of the first report of any cancer, date of death, or end of follow-up (June 1, 2010 for
women; January 1, 2010 for men), whichever came first.

To better estimate long-term dietary intake and to minimize within-person variation, we used
cumulative averages of vitamin D intake derived throughout the entire follow-up period. Energy-
adjusted vitamin D intake calculated from regression-residual method was used to minimize the
variation due to energy intake and its related measurement error.[30] Total and dietary vitamin
D intakes were categorized into quintiles with the lowest quintile as a reference. Supplementary
vitamin D intakes were categorized as following: none, 1–99, 100–199, 200–399,� 400 IU/d.

Cox proportional hazard models were used to assess the hazard ratios (HR) and 95% confi-
dence intervals (CI) of BCC, SCC and melanoma associated with total, dietary and supplementary
vitamin D intake. In multivariate analyses of vitamin D intake, we adjusted for following possible
confounders [31, 32] and other skin cancer risk factors [21, 27]: family history of melanoma (yes
vs. no), natural hair color (red, blonde, light brown, dark brown, black), number of armmoles (0,
1–2, 3–9,�10), sunburn susceptibility as a child/adolescent (none/some redness, burn, painful
burn/blisters), number of lifetime blistering sunburns (0, 1–4, 5–9,�10), average time spent in
direct sunlight since high school (<2, 2–5, 6–9,�10 hrs/wk), cumulative UV flux since baseline
(quintiles), body mass index (<25.0, 25.0–29.9, 30.0–34.9,�35.0 kg/m2), physical activity (quin-
tiles), smoking status (never, past, current with 1–14, 15–24, or�25 cigarettes/d), intakes of total
energy (quintiles), alcohol (0, 0.1–4.9, 5.0–9.9, 10.0–19.9,�20.0 g/d), coffee (0,<1, 1–2,�3 cup/d)
and citrus intake (quintiles). Among women analyses were additionally adjusted for menopausal
status and postmenopausal hormone use. Trend tests were conducted by assigning median values
for each category and analyzing this value as a continuous variable in the models. We performed
separately analyses for the HPFS and the NHS, and then calculated pooled HRs using a random-
effects model. P values for heterogeneity were calculated using Q statistics.

We performed several sensitivity analyses. First, we calculated the HRs of KC or melanoma
in association with consumption of major vitamin D-rich food items such as fish, dairy, milk
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(skimmed and whole), breakfast cereal and egg.[25, 26] Second, if the number of skin cancer
cases is enough, we further categorized total and dietary vitamin D intakes into deciles. Second,
we performed stratified analysis according to major sun exposure variables, including annual
UV flux at residence, history of blistering sunburns, and average time spent in direct sunlight
since high school. Statistical tests were performed using SAS software version 9.2 (SAS Institute
Inc., Cary, North Carolina). All statistical tests were two-sided, and the significance level was
set at P less than 0.05.

Results
Age-adjusted characteristics of participants (63,760 women and 41,530 men) according to the
vitamin D intake are shown in Table 1. Participants with higher intake of total vitamin D
tended to be older and to have higher levels of physical activity and higher proportion of sun-
screen use. Both men and women with lower total vitamin D intake were more likely to smoke,
and consumed higher amount of alcohol intake.

During 24–26 years of follow-up, we documented 20,840 incident BCCs 2,329 incident
SCCs and 1,320 melanomas. The medians of total vitamin D intake for extreme quintiles were
124.8 and 638.2 IU/d for women and 156.0 and 775.3 IU/d for men, respectively. Contrary to
hypothesis, total vitamin D intake was significantly associated with increased risk of BCC, even
after multivariable adjustment (Table 2). The HRs of BCC for the extreme quintiles were 1.12
(95% CI = 1.05 to 1.19; Ptrend<0.01) in women and 1.07 (95% CI = 1.00 to 1.15; Ptrend = 0.14)
in men; the pooled HR was 1.10 (95% CI = 1.05 to 1.15; Ptrend = 0.05). The multivariable pooled
HRs of BCC for top versus bottom deciles were 1.14 (95% CI = 1.07 to 1.22; Ptrend <0.01) for
total vitamin D intake and 1.16 (95% CI = 1.09 to 1.24; Ptrend <0.001) for dietary vitamin D
intake. Total vitamin D intake was also positively associated with risk of SCC and melanoma in
age-adjusted analysis. However, after adjustment for other risk factors, total vitamin D con-
sumption was not significantly associated with the risk of SCC or melanoma.

Higher intakes of vitamin D from food and from supplements were also each associated
with increased risk of BCC. The multivariable pooled HR of BCC for top versus bottom quin-
tiles of dietary vitamin D intake was 1.13 (95% CI = 1.07 to 1.20; Ptrend<0.01) in a dose-depen-
dent manner (Table 3). Participants who took supplementary vitamin D� 400 IU/d also had a
higher risk of BCC (pooled HR = 1.07, 95% CI = 1.03 to 1.12; Ptrend = 0.03) than non-users
(Table 4). In a sensitivity analysis adjusting for both dietary vitamin D intake and supplemental
vitamin D intake in the model simultaneously, no substantial differences in trends were found.
In multivariate analysis, dietary or supplemental vitamin D consumption did not show any
protective effects on SCC or melanoma incidence (Tables 3 and 4), while a non-significant
increased risk was found with higher intake of vitamin D from food for SCC (pooled
HR = 1.14, 95% CI = 0.95 to 1.36; Ptrend = 0.41) and melanoma (pooled HR = 1.06, 95%
CI = 0.88 to 1.28; Ptrend = 0.55).

Stratified analysis according to sun exposure related factors showed similar trends between
vitamin D intake and skin cancers (S1 Table).

Among the major vitamin D-contributing food items, dietary intakes of total fish, low fat/skim
milk, and cereal showed significant positive associations with risk of BCC (Table 5). The pooled
multivariable HRs of BCC for top versus bottom quintiles was 1.11 (95% CI: 1.06 to 1.17;
Ptrend<0.01) for fish intake, 1.12 (95% CI: 1.06 to 1.17; Ptrend<0.01) for low fat/skimmedmilk
intake, and 1.13 (95% CI: 1.01 to 1.27; Ptrend<0.01) for breakfast cereal intake, respectively. Nei-
ther total dairy food intake nor egg consumption were significantly associated with risk of BCC.
Dietary intakes of vitamin D-rich food items were not significantly associated with the risk of
SCC or melanoma in a dose-dependent manner (S2 Table). Marginal increased risks for
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melanoma were found with higher intake of total fish (pooled HR for top versus bottom quin-
tiles = 1.17, 95% CI = 0.98 to 1.41; Ptrend = 0.12), white fish (pooled HR = 1.27, 95% CI = 1.05 to
1.54; Ptrend = 0.07) and breakfast cereal (pooled HR = 1.19, 95% CI = 0.98 to 1.45; Ptrend = 0.10).

Discussion
In these large population-based cohort studies, we found that orally taken vitamin D did not
exert any protective effect against skin cancer development. Higher intakes of vitamin D from

Table 1. Baseline Characteristics of Study Participants According to Quintile of Total Vitamin D intake in the Nurses’ Health Study and Health Pro-
fessionals Follow-Up Study.

Quintile of Total Vitamin D intake

Q1 Q2 Q3 Q4 Q5

Women (1984)

Number of participants 12,582 12,734 12,779 12,871 12,794

Age (year) 48.9(7.0) 49.5(7.1) 50.2(7.2) 50.3(7.2) 51.5(7.1)

Family history of melanoma, % 6.5 6.8 7.1 7.4 7.1

Red/blonde hair, % 15.5 15.6 15.4 15.3 16.6

Painful burn/blisters reaction as a child/adolescent, % 14.1 14.3 14.6 14.7 15.6

No. of blistering sunburns 8.5(7.0) 8.7(6.9) 8.7(6.9) 8.9(6.9) 8.8(7.0)

Use of sunscreen, % 20.2 22.2 23.9 25.8 28.3

Annual UV flux at residence (×10−4 RB count) 121.8(24.5) 121.6(24.2) 120.1(23.2) 121.4(24.1) 123.6(25.4)

Body mass index (kg/m2) 25.0(4.9) 25.2(4.8) 25.3(4.8) 25.0(4.7) 24.7(4.6)

Physical activity level (MET hrs/wk) 12.3(19.2) 12.7(18.2) 13.9(20.2) 14.5(19.4) 16.6(23.9)

Current smoking, % 30.1 24.5 22.8 22.1 21.1

Menopause status, % 46.2 45.8 45.8 46.2 46.8

Current hormones use in postmenopausal women,a % 20.6 21.5 22.9 26.0 30.4

Total Vit D intake, IU/d 92.5(23.1) 159.0(17.3) 231.0(27.8) 382.0(62.8) 714.5(243.3)

Dietary Vit D intake, IU/d 92.6(23.7) 154.0(23.7) 216.3(42.4) 236.7(110.4) 235.7(124.3)

Supplemental Vit D intake, IU/d 0.5(5.2) 3.0(13.3) 13.3(43.2) 159.7(159.9) 455.6(223.3)

Total energy intake (kcal/d) 1644.1(539.9) 1787.8(513.5) 1806.1(544.5) 1896.6(515.3) 1611.7(473.1)

Alcohol intake (g/d) 8.7(13.7) 7.4(11.7) 6.3(10.4) 6.8(11.7) 6.3(10.2)

Men (1986)

Number of participants 8,462 8,353 8,339 8,295 8,081

Age (year) 51.5(9.2) 52.6(9.5) 53.4(9.7) 53.8(9.7) 55.5(9.6)

Family history of melanoma, % 3.5 3.9 4.2 4.2 4.3

Red/blonde hair, % 12.9 12.8 13.9 13.7 13.3

Painful burn/blisters reaction as a child/adolescent, % 23.7 22.6 23.8 24.6 23.2

No. of blistering sunburns 12.8(12.1) 12.6(12.1) 13.0(12.0) 13.1(12.1) 12.7(12.1)

Annual UV flux at residence (×10−4 RB count) 131.0(27.2) 128.7(26.5) 128.1(26.4) 128.4(26.9) 129.3(27.3)

Body mass index (kg/m2) 25.2(5.2) 25.2(5.0) 25.1(4.9) 24.8(5.0) 24.7(5.0)

Physical activity level (MET hrs/wk) 18.6(30.7) 20.2(26.9) 21.3(31.3) 21.3(28.1) 24.0(32.1)

Current smoking, % 11.5 9.6 9.2 9.2 8.4

Total Vit D intake, IU/d 123.7(36.0) 214.2(22.7) 309.6(34.6) 489.0(70.0) 907.8(315.4)

Dietary Vit D intake, IU/d 122.6(36.9) 209.3(32.6) 289.2(62.3) 317.5(148.5) 369.9(217.0)

Supplemental Vit D intake, IU/d 2.7(12.1) 7.1(21.5) 23.7(59.7) 174.9(171.3) 493.1(311.0)

Total energy intake (kcal/d) 1,929.1(617.6) 1,997.9(619.0) 2,038.7(627.7) 2,126.1(616.7) 1,855.5(573.4)

Alcohol intake (g/d) 14.0(19.0) 12.2(16.0) 10.9(14.8) 11.6(16.1) 10.0(13.5)

NOTE: Except for data on age and number of participants, all data are standardized to the age distribution of the study population.

doi:10.1371/journal.pone.0160308.t001
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Table 2. Hazard ratios (and 95% confidence intervals) of keratinocyte carcinoma andmelanoma by total vitamin D intake in the Nurses’ Health
Study (NHS), and Health Professionals Follow-Up Study (HPFS).

Quintile of total vitamin D intake P for trend

1 2 3 4 5

Basal cell carcinoma

NHS

Median total vitamin D, IU/d 124.8 210.9 304.5 437.4 638.2

No. of cases 1862 2245 2530 2677 2493

Person-years 249295 267002 268627 262065 234592

Age-adjusted 1 (referent) 1.08 (1.01, 1.14) 1.18 (1.11, 1.25) 1.26 (1.18, 1.33) 1.27 (1.19, 1.34) <0.0001

Multivariate-adjusted * 1 (referent) 1.02 (0.95, 1.08) 1.08 (1.02, 1.15) 1.13 (1.06, 1.20) 1.12 (1.05, 1.19) <0.0001

HPFS

Median total vitamin D, IU/d 156.0 253.5 363.2 519.9 775.3

No. of cases 1552 1792 1926 1915 1848

Person-years 146434 143684 141854 137579 127496

Age-adjusted 1 (referent) 1.13 (1.05, 1.20) 1.19 (1.12, 1.28) 1.19 (1.12, 1.28) 1.18 (1.11, 1.27) <0.0001

Multivariate-adjusted * 1 (referent) 1.05 (0.98, 1.13) 1.08 (1.01, 1.16) 1.06 (0.99, 1.14) 1.07 (1.00, 1.15) 0.14

Pooled†

Age-adjusted 1 (referent) 1.10 (1.05, 1.15) 1.19 (1.13, 1.24) 1.23 (1.17, 1.29) 1.23 (1.15, 1.31) <0.001

Multivariate-adjusted * 1 (referent) 1.03 (0.99, 1.08) 1.08 (1.04, 1.13) 1.10 (1.04, 1.16) 1.10 (1.05, 1.15) 0.05

Squamous cell cancer

NHS

No. of cases 198 254 273 222 245

Person-years 250275 268142 269897 263488 235873

Age-adjusted 1 (referent) 1.13 (0.94, 1.36) 1.18 (0.98, 1.41) 0.96 (0.79, 1.17) 1.18 (0.97, 1.42) 0.47

Multivariate-adjusted * 1 (referent) 1.04 (0.86, 1.25) 1.04 (0.87, 1.26) 0.83 (0.68, 1.01) 1.00 (0.82, 1.21) 0.33

HPFS

No. of cases 195 234 264 210 234

Person-years 147775 145240 143482 139252 129070

Age-adjusted 1 (referent) 1.14 (0.94, 1.38) 1.27 (1.05, 1.53) 0.99 (0.82, 1.21) 1.14 (0.94, 1.38) 0.71

Multivariate-adjusted * 1 (referent) 1.04 (0.86, 1.25) 1.11 (0.92, 1.34) 0.85 (0.70, 1.04) 1.04 (0.85, 1.26) 0.61

Pooled†

Age-adjusted 1 (referent) 1.13 (0.99, 1.29) 1.22 (1.07, 1.39) 0.98 (0.85, 1.12) 1.16 (1.01, 1.33) 0.45

Multivariate-adjusted * 1 (referent) 1.04 (0.91, 1.19) 1.07 (0.94, 1.23) 0.84 (0.73, 0.96) 1.02 (0.89, 1.17) 0.30

Melanoma

NHS

No. of cases 114 170 158 153 144

Person-years 250335 268208 269995 263538 235957

Age-adjusted 1 (referent) 1.36 (1.07, 1.73) 1.25 (0.98, 1.59) 1.25 (0.98, 1.59) 1.33 (1.04, 1.71) 0.14

Multivariate-adjusted * 1 (referent) 1.24 (0.98, 1.58) 1.10 (0.86, 1.40) 1.09 (0.85, 1.39) 1.15 (0.90, 1.49) 0.74

HPFS

No. of cases 105 115 122 122 117

Person-years 147859 145335 143613 139301 129155

Age-adjusted 1 (referent) 1.09 (0.84, 1.42) 1.16 (0.89, 1.50) 1.17 (0.90, 1.52) 1.19 (0.91, 1.55) 0.21

Multivariate-adjusted * 1 (referent) 0.99 (0.76, 1.30) 1.01 (0.77, 1.31) 0.99 (0.76, 1.29) 1.03 (0.78, 1.35) 0.85

Pooled†

Age-adjusted 1 (referent) 1.23 (0.99, 1.52) 1.21 (1.01, 1.44) 1.21 (1.01, 1.45) 1.27 (1.06, 1.52) 0.05

Multivariate-adjusted * 1 (referent) 1.12 (0.90, 1.39) 1.05 (0.88, 1.26) 1.04 (0.87, 1.24) 1.09 (0.91, 1.31) 0.71

* Adjusted for family history of melanoma, natural hair color, number of arm moles, sunburn susceptibility as a child/adolescent, number of lifetime blistering

sunburns, average time spent in direct sunlight since high school, cumulative UV flux since baseline, body mass index, physical activity, smoking status,

intakes of total energy, alcohol, coffee and citrus intake. Among women analyses were additionally adjusted for menopausal status and postmenopausal

hormone use.
† The multivariate-adjusted hazard ratios from each cohort were pooled using random effects model.

doi:10.1371/journal.pone.0160308.t002

Vitamin D Intake and Risk of Skin Cancer

PLOS ONE | DOI:10.1371/journal.pone.0160308 August 24, 2016 6 / 14



Table 3. Hazard ratios (and 95% confidence intervals) of skin cancer by dietary vitamin D intake in the Nurses’ Health Study (NHS), and Health Pro-
fessionals Follow-Up Study (HPFS).

Quintile of dietary vitamin D intake P for trend

1 2 3 4 5

Basal cell carcinoma

NHS

Median dietary vitamin D, IU/d 97.6 145.0 185.2 233.6 314.4

No. of cases 1963 2274 2583 2542 2445

Person-years 253052 264672 265341 259109 239408

Age-adjusted 1 (referent) 1.07 (1.01, 1.14) 1.18 (1.11, 1.25) 1.16 (1.09, 1.23) 1.18 (1.11, 1.25) <0.0001

Multivariate-adjusted * 1 (referent) 1.03 (0.97, 1.10) 1.13 (1.06, 1.20) 1.11 (1.04, 1.18) 1.13 (1.07, 1.20) <0.001

HPFS

Median dietary vitamin D, IU/d 126.3 192.3 245.8 311.0 433.8

No. of cases 1619 1843 1829 1895 1847

Person-years 148149 144004 139649 136953 128294

Age-adjusted 1 (referent) 1.13 (1.05, 1.20) 1.13 (1.06, 1.21) 1.17 (1.10, 1.25) 1.16 (1.09, 1.25) <0.0001

Multivariate-adjusted * 1 (referent) 1.09 (1.02, 1.16) 1.07 (1.00, 1.15) 1.10 (1.03, 1.18) 1.12 (1.04, 1.20) <0.01

Pooled†

Age-adjusted 1 (referent) 1.10 (1.04, 1.15) 1.16 (1.11, 1.21) 1.17 (1.12, 1.22) 1.17 (1.12, 1.23) <0.0001

Multivariate-adjusted * 1 (referent) 1.06 (1.01, 1.11) 1.10 (1.05, 1.16) 1.10 (1.06, 1.15) 1.13 (1.08, 1.18) <0.001

Squamous cell cancer

NHS

No. of cases 173 284 251 249 235

Person-years 254082 265801 266686 260457 240649

Age-adjusted 1 (referent) 1.51 (1.25, 1.82 1.29 (1.06, 1.56) 1.28 (1.06, 1.56) 1.29 (1.06, 1.57) 0.28

Multivariate-adjusted * 1 (referent) 1.45 (1.20, 1.76) 1.23 (1.01, 1.49) 1.23 (1.01, 1.50) 1.25 (1.02, 1.52) 0.43

HPFS

No. of cases 222 237 213 231 234

Person-years 149546 145599 141188 138588 129897

Age-adjusted 1 (referent) 1.05 (0.87, 1.26) 0.94 (0.78, 1.13) 1.02 (0.85, 1.22) 1.06 (0.87, 1.27) 0.65

Multivariate-adjusted * 1 (referent) 1.00 (0.83, 1.21) 0.89 (0.73, 1.07) 0.97 (0.80, 1.17) 1.04 (0.86, 1.26) 0.66

Pooled†

Age-adjusted 1 (referent) 1.26 (0.88, 1.79) 1.10 (0.81, 1.50) 1.14 (0.91, 1.43) 1.16 (0.95, 1.41) 0.31

Multivariate-adjusted * 1 (referent) 1.21 (0.84, 1.73) 1.04 (0.76, 1.43) 1.09 (0.86, 1.38) 1.14 (0.95, 1.36) 0.41

Melanoma

NHS

No. of cases 113 151 169 184 122

Person-years 254140 265923 266738 260503 240729

Age-adjusted 1 (referent) 1.27 (0.99, 1.61) 1.40 (1.11, 1.78) 1.56 (1.23, 1.97) 1.13 (0.87, 1.46) 0.25

Multivariate-adjusted * 1 (referent) 1.18 (0.93, 1.51) 1.29 (1.01, 1.64) 1.43 (1.12, 1.81) 1.05 (0.81, 1.36) 0.56

HPFS

No. of cases 105 125 115 122 114

Person-years 149652 145686 141264 138675 129987

Age-adjusted 1 (referent) 1.19 (0.92, 1.55) 1.13 (0.87, 1.48) 1.22 (0.94, 1.58) 1.18 (0.90, 1.54) 0.29

Multivariate-adjusted * 1 (referent) 1.14 (0.87, 1.47) 1.04 (0.80, 1.36) 1.10 (0.84, 1.43) 1.08 (0.82, 1.41) 0.76

Pooled†

Age-adjusted 1 (referent) 1.23 (1.03, 1.47) 1.27 (1.03, 1.57) 1.39 (1.09, 1.77) 1.15 (0.96, 1.39) 0.12

Multivariate-adjusted * 1 (referent) 1.16 (0.97, 1.39) 1.17 (0.95, 1.43) 1.26 (0.98, 1.62) 1.06 (0.88, 1.28) 0.55

* Adjusted for family history of melanoma, natural hair color, number of arm moles, sunburn susceptibility as a child/adolescent, number of lifetime blistering

sunburns, average time spent in direct sunlight since high school, cumulative UV flux since baseline, body mass index, physical activity, smoking status,

intakes of total energy, alcohol, coffee and citrus intake. Among women analyses were additionally adjusted for menopausal status and postmenopausal

hormone use.
† The multivariate-adjusted hazard ratios from each cohort were pooled using random effects model.

doi:10.1371/journal.pone.0160308.t003
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Table 4. Hazard ratios (and 95% confidence intervals) of skin cancer by supplemental vitamin D intake in the Nurses’ Health Study (NHS), and
Health Professionals Follow-Up Study (HPFS).

Category of supplemental vitamin D intake P for trend

None 1–99 IU/d 100–199 IU/d 200–399 IU/d � 400 IU/d

Basal cell carcinoma

NHS

Median supplemental vitamin D, IU/d 0 57.1 133.3 266.2 400.0

No. of cases 3461 1879 2046 2916 1505

Person-years 473758 198597 205885 265126 138215

Age-adjusted 1 (referent) 1.07 (1.00, 1.13) 1.12 (1.05, 1.18) 1.22 (1.16, 1.28) 1.26 (1.19, 1.34) <0.0001

Multivariate-adjusted * 1 (referent) 1.02 (0.96, 1.08) 1.03 (0.97, 1.09) 1.07 (1.02, 1.13) 1.09 (1.03, 1.16) <0.001

HPFS

Median supplemental vitamin D, IU/d 0 56.0 133.3 251.2 400.0

No. of cases 3584 1243 1221 1712 1273

Person-years 321957 91928 79240 116545 87379

Age-adjusted 1 (referent) 1.09 (1.02, 1.17) 1.19 (1.11, 1.27) 1.14 (1.08, 1.21) 1.19 (1.12, 1.27) <0.0001

Multivariate-adjusted * 1 (referent) 1.05 (0.99, 1.13) 1.10 (1.02, 1.17) 1.02 (0.96, 1.08) 1.05 (0.98, 1.12) 0.27

Pooled†

Age-adjusted 1 (referent) 1.08 (1.03, 1.13) 1.15 (1.08, 1.22) 1.18 (1.11, 1.26) 1.23 (1.16, 1.30) <0.0001

Multivariate-adjusted * 1 (referent) 1.03 (0.99, 1.08) 1.06 (0.99, 1.13) 1.05 (0.99, 1.10) 1.07 (1.03, 1.12) 0.03

Squamous cell cancer

NHS

No. of cases 264 238 232 319 139

Person-years 475608 199572 206913 266604 138978

Age-adjusted 1 (referent) 1.14 (0.95, 1.38) 1.13 (0.94, 1.36) 1.22 (1.03, 1.45) 1.31 (1.06, 1.61) 0.01

Multivariate-adjusted * 1 (referent) 1.04 (0.86, 1.26) 0.96 (0.79, 1.16) 0.98 (0.82, 1.17) 1.00 (0.80, 1.23) 0.70

HPFS

No. of cases 427 160 165 235 150

Person-years 325089 92992 80290 117993 88455

Age-adjusted 1 (referent) 0.96 (0.80, 1.16) 1.05 (0.87, 1.26) 1.07 (0.91, 1.26) 1.13 (0.93, 1.36) 0.13

Multivariate-adjusted * 1 (referent) 0.91 (0.76, 1.10) 0.92 (0.76, 1.11) 0.88 (0.75, 1.04) 0.92 (0.76, 1.11) 0.24

Pooled†

Age-adjusted 1 (referent) 1.05 (0.88, 1.24) 1.09 (0.95, 1.24) 1.14 (1.01, 1.29) 1.20 (1.04, 1.40) <0.01

Multivariate-adjusted * 1 (referent) 0.98 (0.85, 1.11) 0.94 (0.82, 1.07) 0.92 (0.82, 1.04) 0.95 (0.82, 1.09) 0.26

Melanoma

NHS

No. of cases 204 140 130 176 89

Person-years 475624 199644 207017 266724 139024

Age-adjusted 1 (referent) 1.04 (0.83, 1.31) 1.01 (0.80, 1.27) 1.09 (0.88, 1.35) 1.28 (1.00, 1.65) 0.07

Multivariate-adjusted * 1 (referent) 0.97 (0.77, 1.22) 0.89 (0.70, 1.12) 0.93 (0.74, 1.15) 1.08 (0.83, 1.40) 0.83

HPFS

No. of cases 221 94 77 113 76

Person-years 325265 93044 80356 118100 88498

Age-adjusted 1 (referent) 1.21 (0.94, 1.55) 1.09 (0.83, 1.42) 1.16 (0.92, 1.46) 1.20 (0.92, 1.55) 0.18

Multivariate-adjusted * 1 (referent) 1.15 (0.89, 1.48) 0.97 (0.74, 1.28) 0.98 (0.77, 1.24) 1.01 (0.78, 1.32) 0.78

Pooled†

Age-adjusted 1 (referent) 1.12 (0.94, 1.32) 1.04 (0.87, 1.24) 1.12 (0.96, 1.31) 1.24 (1.03, 1.49) 0.02

Multivariate-adjusted * 1 (referent) 1.05 (0.88, 1.24) 0.93 (0.78, 1.11) 0.95 (0.81, 1.12) 1.04 (0.87, 1.26) 0.97

* Adjusted for family history of melanoma, natural hair color, number of arm moles, sunburn susceptibility as a child/adolescent, number of lifetime blistering

sunburns, average time spent in direct sunlight since high school, cumulative UV flux since baseline, body mass index, physical activity, smoking status,

intakes of total energy, alcohol, coffee and citrus intake. Among women analyses were additionally adjusted for menopausal status and postmenopausal

hormone use.
† The multivariate-adjusted hazard ratios from each cohort were pooled using random effects model.

doi:10.1371/journal.pone.0160308.t004
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food and from supplements were associated with increased risk of BCC of the skin, while a
non-significant increased risk was found with SCC and melanoma. These trends remained
despite strategies to minimize confounding by sun exposure. When we examined individual
vitamin D-rich foods, intakes of fish, cereal and skim milk were significantly associated with
risk of BCC in both cohorts.

Most previous studies on vitamin D and risk of skin cancer used a single measurement of
plasma 25(OH)D as a marker of vitamin D level. [9, 14, 16, 17, 33] In a recent meta-analysis,

Table 5. Multivariate-adjusted Hazard ratios* (and 95% confidence intervals) of Basal Cell Carcinoma by intake of vitamin D rich food in the
Nurses’ Health Study (NHS), and Health Professionals Follow-Up Study (HPFS).

Quintile of vitamin D rich food intake P for trend

1 2 3 4 5

Total Fish

NHS 1 (referent) 1.07 (1.01, 1.13) 1.08 (1.02, 1.15) 1.12 (1.05, 1.19) 1.10 (1.03, 1.17) <0.01

HPFS 1 (referent) 1.03 (0.96, 1.10) 1.02 (0.94, 1.09) 1.07 (0.99, 1.14) 1.14 (1.06, 1.23) <0.01

Pooled† 1 (referent) 1.05 (1.00, 1.10) 1.06 (0.99, 1.13) 1.10 (1.04, 1.16) 1.12 (1.07, 1.17) <0.01

White Fish

NHS 1 (referent) 1.02 (0.95, 1.08) 1.01 (0.95, 1.07) 1.05 (0.99, 1.11) 1.04 (0.97, 1.11) 0.14

HPFS 1 (referent) 1.00 (0.94, 1.07) 1.10 (1.01, 1.20) 1.05 (0.98, 1.12) 1.07 (1.00, 1.15) 0.07

Pooled† 1 (referent) 1.01 (0.96, 1.06) 1.04 (0.97, 1.11) 1.05 (1.00, 1.09) 1.05 (1.00, 1.10) <0.01

Tuna

NHS 1 (referent) 1.03 (0.97, 1.09) 1.08 (1.02, 1.14) 1.08 (1.02, 1.14) 1.08 (1.01, 1.14) 0.01

HPFS 1 (referent) 0.99 (0.92, 1.05) 1.03 (0.95, 1.12) 1.08 (1.00, 1.15) 1.12 (1.04, 1.19) <0.01

Pooled† 1 (referent) 1.01 (0.96, 1.06) 1.06 (1.02, 1.12) 1.08 (1.03, 1.13) 1.09 (1.05, 1.14) <0.01

Total Dairy Food

NHS 1 (referent) 0.99 (0.93, 1.05) 1.01 (0.95, 1.08) 1.01 (0.94, 1.07) 1.04 (0.97, 1.11) 0.27

HPFS 1 (referent) 1.04 (0.97, 1.11) 1.05 (0.98, 1.13) 1.02 (0.95, 1.10) 1.01 (0.93, 1.09) 0.97

Pooled† 1 (referent) 1.01 (0.96, 1.06) 1.03 (0.99, 1.08) 1.01 (0.97, 1.06) 1.02 (0.97, 1.08) 0.41

Total Milk

NHS 1 (referent) 1.06 (1.00, 1.12) 1.07 (1.00, 1.13) 1.07 (1.01, 1.14) 1.09 (1.02, 1.16) 0.02

HPFS 1 (referent) 1.06 (0.99, 1.14) 1.04 (0.98, 1.11) 1.10 (1.03, 1.18) 1.00 (0.93, 1.07) 0.58

Pooled† 1 (referent) 1.06 (1.01, 1.11) 1.05 (1.01, 1.10) 1.08 (1.04, 1.13) 1.04 (0.96, 1.13) 0.14

Skim or low fat Milk

NHS 1 (referent) 1.11 (1.04, 1.18) 1.11 (1.04, 1.18) 1.11 (1.04, 1.18) 1.14 (1.07, 1.22) <0.01

HPFS 1 (referent) 1.16 (1.08, 1.24) 1.11 (1.03, 1.19) 1.16 (1.08, 1.24) 1.09 (1.01, 1.17) 0.06

Pooled† 1 (referent) 1.13 (1.08, 1.19) 1.11 (1.06, 1.16) 1.13 (1.08, 1.18) 1.12 (1.06, 1.17) <0.01

Breakfast Cereal

NHS 1 (referent) 1.01 (0.95, 1.07) 1.01 (0.94, 1.07) 1.09 (1.03, 1.16) 1.07 (1.01, 1.14) <0.01

HPFS 1 (referent) 1.03 (0.96, 1.11) 1.11 (1.04, 1.19) 1.16 (1.08, 1.25) 1.20 (1.12, 1.29) <0.01

Pooled† 1 (referent) 1.02 (0.97, 1.07) 1.06 (0.96, 1.17) 1.12 (1.06, 1.19) 1.13 (1.01, 1.27) <0.01

Egg

NHS 1 (referent) 0.98 (0.93, 1.04) 1.01 (0.95, 1.07) 0.98 (0.93, 1.04) 0.95 (0.88, 1.02) 0.15

HPFS 1 (referent) 0.96 (0.89, 1.02) 1.03 (0.96, 1.10) 1.02 (0.96, 1.09) 0.97 (0.89, 1.05) 0.66

Pooled† 1 (referent) 0.97 (0.93, 1.01) 1.02 (0.98, 1.06) 1.00 (0.96, 1.04) 0.96 (0.91, 1.01) 0.60

* Adjusted for family history of melanoma, natural hair color, number of arm moles, sunburn susceptibility as a child/adolescent, number of lifetime blistering

sunburns, average time spent in direct sunlight since high school, cumulative UV flux since baseline, body mass index, physical activity, smoking status,

intakes of total energy, alcohol, coffee and citrus intake. Among women analyses were additionally adjusted for menopausal status and postmenopausal

hormone use.
† The multivariate-adjusted hazard ratios from each cohort were pooled using random effects model.

doi:10.1371/journal.pone.0160308.t005
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the summary relative risks for the association of highest versus lowest quintile of serum vitamin
D levels was 1.64 (95% CI 1.02–2.65) for KC and 1.46 (95% CI 0.60–3.53) for melanoma.[14]
However, one-time measurement of plasma vitamin D levels is known to mainly reflect sun
exposure,[18] and may not reflect longer-term vitamin D status. Also, many of the studies in
the meta-analysis lacked adjustment for sun exposure related factors and pigmentary traits.
Thus, the positive association might be confounded by these factors, especially sun exposure
related factors. While sun exposure is a known risk factor for skin cancer development, a
potential protective effect of orally taken vitamin D against skin cancer development has been
raised based on the evidence from experimental studies. Several animal studies have demon-
strated that vitamin D treatment decreases cell growth and metastasis of skin cancer.[34, 35]
Other studies have suggested that vitamin D may protect the skin against ultraviolet radiation–
induced DNA damage.[7, 8][36] However, in our study, orally taken vitamin D from diet and
supplements did not appear to exert any protective effect against KC or melanoma develop-
ment. Vitamin D intake was rather positively associated with BCC risk. A meta-analysis of
cohort/case-control studies and a randomized clinical trial of vitamin D intake and risks of
melanoma and KC (largely BCC) found null associations of vitamin D intake with skin cancer.
[14] The meta-analysis included 5 studies of melanoma and 4 studies of BCC and KC (without
separate evaluation of BCC and SCC). The study included earlier follow-up of NHS and HPFS.
[11, 12] The sample size of our study was much larger than the meta-analysis, especially for
BCC. Thus, we had a better statistical power to detect an association. Furthermore, to our
knowledge, our study was the first evaluating vitamin D intake in relation to SCC risk.

Our findings suggest that even intake of vitamin D from diet and/or supplements may be
associated with increased risk of BCC. Earlier studies from our group that examined the associ-
ation of risk of BCC and intakes of multiple nutrients in the NHS (4-years of follow-up)[11]
and HPFS (8-years of follow-up)[12] did not find any significant association for intakes of vita-
min D. However, the number of cases was much smaller in the previous investigations (female
771 cases; male 3190 cases) than the present updated analysis. A previous clinical trial did not
find a protective effect of calcium/vitamin D supplements on risk of skin cancer either. In the
Women's Health Initiative calcium/vitamin D clinical trial, daily supplementation with 1,000
mg of calcium and 400 IU of vitamin D for a mean follow-up period of 7.0 years had no effect
on KC incidence.[37] Also, since the study evaluated calcium and vitamin D together at one
dose, it was unknown whether vitamin D per se or vitamin D at different doses would be
effective.

The discrepancy between our results and experimental data in animals might be hard to
interpret. Besides orally consumed vitamin D, large amount of vitamin D would be synthesized
by sunlight exposure.[19] However, because sunlight exposure also elevates the risk of skin
cancer,[20–22] the beneficial effect of vitamin D might be canceled out. Based on our data, it
appears that orally taken vitamin D per se is not associated with a reduced risk of skin cancer.
In animal models of cutaneous carcinogenesis, high-dose vitamin D treatment in short time
periods prior to irradiation with UV was used,[7] [36] while orally taken vitamin D in the epi-
demiologic studies may represent chronic low-dose exposure. These differences in the timing
and the dose of the exposure may lead to different effects on skin cancer development, but little
is known about these associations and further research will be needed.

Although we found a modest positive association between vitamin D intake and BCC risk,
the major differences in BCC risk were largely found in lower vitamin D intake quintiles, while
the risks were similar among higher quintiles of vitamin D intake. Therefore, the positive asso-
ciation was largely driven by the effect of low vitamin D intake. We cannot exclude the possibil-
ity of reporting bias and misclassification of BCC, because the identification of BCC cases in
this study was based on self-report. Although previous studied have shown a high accuracy of
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self-reported BCC (high sensitivity of self-reporting) [12, 28] it is unclear whether self-report-
ing is highly specific as well. Our participants in the highest quintile of vitamin D intake were
less likely to smoke and drink alcohol, which seemed that they were more health-conscious. It
is possible that those in the highest quintile of vitamin D intake might be more likely to get
skin examination and diagnosis of BCC, which could lead to a HR biased towards positive val-
ues. In addition, participants in the highest quintile of vitamin D intake were most likely to be
physically active, which could be associated with getting more sun exposure.

On the other hand, other components in vitamin D-rich foods may be responsible for the
positive association between vitamin D intake and BCC. Among vitamin D-rich food items,
dietary consumptions of fish and cereal were significantly associated with risk of BCC in both
cohorts. In the United States, fish and breakfast cereals including rice are important dietary
sources of arsenic,[38, 39] which is a possible environmental risk factor of skin cancer by caus-
ing oxidative stress, impairing immune function and increasing genotoxicity.[40, 41] A cohort
study in Europe suggested that workplace co-exposure to arsenic and sunlight might be associ-
ated with an increased risk of KC.[42] Another case-control study also showed a positive asso-
ciation between BCC and arsenic exposure in drinking water.[43] However, there are few
epidemiologic studies to assess the association between dietary arsenic exposure and skin can-
cer. We also found that intake of low fat/skim milk was associated with increased risk of BCC,
while total dairy intake did not show any association. These findings disagree with a previous
study that showed a positive association between consumption of unmodified dairy foods with
high fat and KC risk.[44] Although higher milk intake has been associated with risk of cancer
of several organs including liver [45], ovary[46] and prostate[47], little is known about the
underlying mechanism of the potential milk-KC association. Further studies are needed to rep-
licate this association in other populations and to explore the underlying mechanisms.

Our study had several limitations. First, our study population consisted of whites, well-edu-
cated health professionals, which may limit the generalizability of our results. Second, although
we controlled for several strong predictors of skin cancer risk including the cumulative UV flux
at residence, average time spent in direct sunlight since high school, number of moles on arms,
skin reaction to sun exposure, and number of blistering sunburns, we cannot exclude residual
confounding by sun-exposure, which is the primary risk factor for KC and melanoma and diffi-
cult to measure accurately. Third, the case numbers of SCC and melanoma were not as high as
that of BCC, and we could not exclude the possibility of limited statistical power for those
cancers.

In conclusion, we found no evidence that orally taken vitamin D plays an important protec-
tive role against the incidence of KC and cutaneous melanoma. Vitamin D intake was signifi-
cantly and positively associated with risk of BCC. Further research is warranted to confirm our
findings and identify the potential mechanisms underlying these associations.

Supporting Information
S1 Table. Pooled hazard ratios� (and 95% confidence intervals) of skin cancer by vitamin D
intake stratified by sun exposure related factors in the Nurses’Health Study (NHS), and
Health Professionals Follow-Up Study (HPFS).
(DOC)

S2 Table. Pooled hazard ratios� (and 95% confidence intervals) of Squamous Cell Carci-
noma and Melanoma by intake of vitamin D rich food in the Nurses’Health Study (NHS),
and Health Professionals Follow-Up Study (HPFS).
(DOC)

Vitamin D Intake and Risk of Skin Cancer

PLOS ONE | DOI:10.1371/journal.pone.0160308 August 24, 2016 11 / 14

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0160308.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0160308.s002


Acknowledgments
We would like to thank the participants and staff of the Nurses’Health Study, Nurses’Health
Study II, and Health Professionals Follow-up Study for their valuable contributions as well as
the following state cancer registries for their help: AL, AZ, AR, CA, CO, CT, DE, FL, GA, ID,
IL, IN, IA, KY, LA, ME, MD, MA, MI, NE, NH, NJ, NY, NC, ND, OH, OK, OR, PA, RI, SC,
TN, TX, VA, WA, WY. The authors assume full responsibility for analyses and interpretation
of these data.

Author Contributions

Conceptualization: SMP EYC.

Formal analysis: SMP TL.

Funding acquisition: SMP EYC.

Investigation: SMP EYC.

Methodology: SMP SWWQL EYC.

Project administration: AAQ EYC.

Resources: AAQ EYC.

Supervision: EYC.

Writing – original draft: SMP EYC.

Writing – review & editing: SMP TL SWWQL AAQ EYC.

References
1. Weinstein SJ, Purdue MP, Smith-Warner SA, Mondul AM, Black A, Ahn J, et al. Serum 25-hydroxyvita-

min D, vitamin D binding protein and risk of colorectal cancer in the Prostate, Lung, Colorectal and
Ovarian Cancer Screening Trial. International journal of cancer Journal international du cancer. 2015;
136(6):E654–64. doi: 10.1002/ijc.29157 PMID: 25156182; PubMed Central PMCID: PMC4289432.

2. Grant WB. Relation between prediagnostic serum 25-hydroxyvitamin D level and incidence of breast,
colorectal, and other cancers. Journal of photochemistry and photobiology B, Biology. 2010; 101
(2):130–6. doi: 10.1016/j.jphotobiol.2010.04.008 PMID: 20570169.

3. Abbas S, Chang-Claude J, Linseisen J. Plasma 25-hydroxyvitamin D and premenopausal breast can-
cer risk in a German case-control study. International journal of cancer Journal international du cancer.
2009; 124(1):250–5. doi: 10.1002/ijc.23904 PMID: 18839430.

4. Joh HK, Giovannucci EL, Bertrand KA, Lim S, Cho E. Predicted plasma 25-hydroxyvitamin D and risk
of renal cell cancer. Journal of the National Cancer Institute. 2013; 105(10):726–32. doi: 10.1093/jnci/
djt082 PMID: 23568327; PubMed Central PMCID: PMC3653824.

5. Rogers HW,Weinstock MA, Harris AR, Hinckley MR, Feldman SR, Fleischer AB, et al. Incidence esti-
mate of nonmelanoma skin cancer in the United States, 2006. Archives of dermatology. 2010; 146
(3):283–7. doi: 10.1001/archdermatol.2010.19 PMID: 20231499.

6. Bikle DD. Vitamin D and the skin. Journal of bone and mineral metabolism. 2010; 28(2):117–30. doi:
10.1007/s00774-009-0153-8 PMID: 20107849.

7. Bikle DD. Vitamin D receptor, UVR, and skin cancer: a potential protective mechanism. The Journal of
investigative dermatology. 2008; 128(10):2357–61. doi: 10.1038/jid.2008.249 PMID: 18787544.

8. Dixon KM, Norman AW, Sequeira VB, Mohan R, Rybchyn MS, Reeve VE, et al. 1alpha,25(OH)(2)-vita-
min D and a nongenomic vitamin D analogue inhibit ultraviolet radiation-induced skin carcinogenesis.
Cancer prevention research. 2011; 4(9):1485–94. doi: 10.1158/1940-6207.CAPR-11-0165 PMID:
21733837.

9. Reddy KK. Vitamin D level and basal cell carcinoma, squamous cell carcinoma, and melanoma risk.
The Journal of investigative dermatology. 2013; 133(3):589–92. doi: 10.1038/jid.2012.427 PMID:
23399821.

Vitamin D Intake and Risk of Skin Cancer

PLOS ONE | DOI:10.1371/journal.pone.0160308 August 24, 2016 12 / 14

http://dx.doi.org/10.1002/ijc.29157
http://www.ncbi.nlm.nih.gov/pubmed/25156182
http://dx.doi.org/10.1016/j.jphotobiol.2010.04.008
http://www.ncbi.nlm.nih.gov/pubmed/20570169
http://dx.doi.org/10.1002/ijc.23904
http://www.ncbi.nlm.nih.gov/pubmed/18839430
http://dx.doi.org/10.1093/jnci/djt082
http://dx.doi.org/10.1093/jnci/djt082
http://www.ncbi.nlm.nih.gov/pubmed/23568327
http://dx.doi.org/10.1001/archdermatol.2010.19
http://www.ncbi.nlm.nih.gov/pubmed/20231499
http://dx.doi.org/10.1007/s00774-009-0153-8
http://www.ncbi.nlm.nih.gov/pubmed/20107849
http://dx.doi.org/10.1038/jid.2008.249
http://www.ncbi.nlm.nih.gov/pubmed/18787544
http://dx.doi.org/10.1158/1940-6207.CAPR-11-0165
http://www.ncbi.nlm.nih.gov/pubmed/21733837
http://dx.doi.org/10.1038/jid.2012.427
http://www.ncbi.nlm.nih.gov/pubmed/23399821


10. Burns EM, Elmets CA, Yusuf N. Vitamin D and skin cancer. Photochemistry and photobiology. 2015;
91(1):201–9. doi: 10.1111/php.12382 PMID: 25378147; PubMed Central PMCID: PMC4295013.

11. Hunter DJ, Colditz GA, Stampfer MJ, Rosner B, Willett WC, Speizer FE. Diet and risk of basal cell carci-
noma of the skin in a prospective cohort of women. Annals of epidemiology. 1992; 2(3):231–9. PMID:
1342273.

12. van DamRM, Huang Z, Giovannucci E, Rimm EB, Hunter DJ, Colditz GA, et al. Diet and basal cell car-
cinoma of the skin in a prospective cohort of men. The American journal of clinical nutrition. 2000; 71
(1):135–41. PMID: 10617958.

13. Asgari MM, Maruti SS, Kushi LH, White E. A cohort study of vitamin D intake and melanoma risk. The
Journal of investigative dermatology. 2009; 129(7):1675–80. doi: 10.1038/jid.2008.451 PMID:
19194478; PubMed Central PMCID: PMCPMC2695831.

14. Caini S, Boniol M, Tosti G, Magi S, Medri M, Stanganelli I, et al. Vitamin D and melanoma and non-mel-
anoma skin cancer risk and prognosis: a comprehensive review and meta-analysis. European journal
of cancer. 2014; 50(15):2649–58. doi: 10.1016/j.ejca.2014.06.024 PMID: 25087185.

15. van der Pols JC, Russell A, Bauer U, Neale RE, Kimlin MG, Green AC. Vitamin D status and skin can-
cer risk independent of time outdoors: 11-year prospective study in an Australian community. The Jour-
nal of investigative dermatology. 2013; 133(3):637–41. doi: 10.1038/jid.2012.346 PMID: 23076499.

16. Liang G, Nan H, Qureshi AA, Han J. Pre-diagnostic plasma 25-hydroxyvitamin D levels and risk of non-
melanoma skin cancer in women. PloS one. 2012; 7(4):e35211. doi: 10.1371/journal.pone.0035211
PMID: 22493740; PubMed Central PMCID: PMC3320875.

17. Eide MJ, Johnson DA, Jacobsen GR, Krajenta RJ, Rao DS, Lim HW, et al. Vitamin D and nonmela-
noma skin cancer in a health maintenance organization cohort. Archives of dermatology. 2011; 147
(12):1379–84. doi: 10.1001/archdermatol.2011.231 PMID: 21844426.

18. Hollis BW. Assessment of vitamin D nutritional and hormonal status: what to measure and how to do it.
Calcified tissue international. 1996; 58(1):4–5. PMID: 8825231.

19. Holick MF. High prevalence of vitamin D inadequacy and implications for health. Mayo Clinic proceed-
ings. 2006; 81(3):353–73. doi: 10.4065/81.3.353 PMID: 16529140.

20. Armstrong BK, Kricker A. Epidemiology of sun exposure and skin cancer. Cancer surveys. 1996;
26:133–53. PMID: 8783571.

21. Wu S, Han J, Li WQ, Li T, Qureshi AA. Basal-cell carcinoma incidence and associated risk factors in U.
S. women and men. American journal of epidemiology. 2013; 178(6):890–7. doi: 10.1093/aje/kwt073
PMID: 23828250; PubMed Central PMCID: PMC3775544.

22. Fartasch M, Diepgen TL, Schmitt J, Drexler H. The relationship between occupational sun exposure
and non-melanoma skin cancer: clinical basics, epidemiology, occupational disease evaluation, and
prevention. Deutsches Arzteblatt international. 2012; 109(43):715–20. doi: 10.3238/arztebl.2012.0715
PMID: 23181135; PubMed Central PMCID: PMC3498471.

23. Fung TT, Hunter DJ, Spiegelman D, Colditz GA, Speizer FE, Willett WC. Vitamins and carotenoids
intake and the risk of basal cell carcinoma of the skin in women (United States). Cancer causes & con-
trol: CCC. 2002; 13(3):221–30. PMID: 12020103.

24. Fung TT, Spiegelman D, Egan KM, Giovannucci E, Hunter DJ, Willett WC. Vitamin and carotenoid
intake and risk of squamous cell carcinoma of the skin. International journal of cancer Journal interna-
tional du cancer. 2003; 103(1):110–5. doi: 10.1002/ijc.10798 PMID: 12455062.

25. Salvini S, Hunter DJ, Sampson L, Stampfer MJ, Colditz GA, Rosner B, et al. Food-based validation of a
dietary questionnaire: the effects of week-to-week variation in food consumption. International journal
of epidemiology. 1989; 18(4):858–67. PMID: 2621022.

26. Feskanich D, Rimm EB, Giovannucci EL, Colditz GA, Stampfer MJ, Litin LB, et al. Reproducibility and
validity of food intake measurements from a semiquantitative food frequency questionnaire. Journal of
the American Dietetic Association. 1993; 93(7):790–6. PMID: 8320406.

27. Cho E, Rosner BA, Feskanich D, Colditz GA. Risk factors and individual probabilities of melanoma for
whites. Journal of clinical oncology: official journal of the American Society of Clinical Oncology. 2005;
23(12):2669–75. doi: 10.1200/JCO.2005.11.108 PMID: 15837981.

28. Hunter DJ, Colditz GA, Stampfer MJ, Rosner B, Willett WC, Speizer FE. Risk factors for basal cell carci-
noma in a prospective cohort of women. Annals of epidemiology. 1990; 1(1):13–23. PMID: 1669486.

29. Colditz GA, Martin P, Stampfer MJ, Willett WC, Sampson L, Rosner B, et al. Validation of questionnaire
information on risk factors and disease outcomes in a prospective cohort study of women. American
journal of epidemiology. 1986; 123(5):894–900. PMID: 3962971.

30. Willett W, Stampfer MJ. Total energy intake: implications for epidemiologic analyses. American journal
of epidemiology. 1986; 124(1):17–27. PMID: 3521261.

Vitamin D Intake and Risk of Skin Cancer

PLOS ONE | DOI:10.1371/journal.pone.0160308 August 24, 2016 13 / 14

http://dx.doi.org/10.1111/php.12382
http://www.ncbi.nlm.nih.gov/pubmed/25378147
http://www.ncbi.nlm.nih.gov/pubmed/1342273
http://www.ncbi.nlm.nih.gov/pubmed/10617958
http://dx.doi.org/10.1038/jid.2008.451
http://www.ncbi.nlm.nih.gov/pubmed/19194478
http://dx.doi.org/10.1016/j.ejca.2014.06.024
http://www.ncbi.nlm.nih.gov/pubmed/25087185
http://dx.doi.org/10.1038/jid.2012.346
http://www.ncbi.nlm.nih.gov/pubmed/23076499
http://dx.doi.org/10.1371/journal.pone.0035211
http://www.ncbi.nlm.nih.gov/pubmed/22493740
http://dx.doi.org/10.1001/archdermatol.2011.231
http://www.ncbi.nlm.nih.gov/pubmed/21844426
http://www.ncbi.nlm.nih.gov/pubmed/8825231
http://dx.doi.org/10.4065/81.3.353
http://www.ncbi.nlm.nih.gov/pubmed/16529140
http://www.ncbi.nlm.nih.gov/pubmed/8783571
http://dx.doi.org/10.1093/aje/kwt073
http://www.ncbi.nlm.nih.gov/pubmed/23828250
http://dx.doi.org/10.3238/arztebl.2012.0715
http://www.ncbi.nlm.nih.gov/pubmed/23181135
http://www.ncbi.nlm.nih.gov/pubmed/12020103
http://dx.doi.org/10.1002/ijc.10798
http://www.ncbi.nlm.nih.gov/pubmed/12455062
http://www.ncbi.nlm.nih.gov/pubmed/2621022
http://www.ncbi.nlm.nih.gov/pubmed/8320406
http://dx.doi.org/10.1200/JCO.2005.11.108
http://www.ncbi.nlm.nih.gov/pubmed/15837981
http://www.ncbi.nlm.nih.gov/pubmed/1669486
http://www.ncbi.nlm.nih.gov/pubmed/3962971
http://www.ncbi.nlm.nih.gov/pubmed/3521261


31. Pothiawala S, Qureshi AA, Li Y, Han J. Obesity and the incidence of skin cancer in US Caucasians.
Cancer causes & control: CCC. 2012; 23(5):717–26. doi: 10.1007/s10552-012-9941-x PMID:
22450736; PubMed Central PMCID: PMC3704194.

32. Song F, Qureshi AA, Gao X, Li T, Han J. Smoking and risk of skin cancer: a prospective analysis and a
meta-analysis. International journal of epidemiology. 2012; 41(6):1694–705. doi: 10.1093/ije/dys146
PMID: 23064412; PubMed Central PMCID: PMC3535753.

33. Asgari MM, Tang J, Warton ME, Chren MM, Quesenberry CP Jr., Bikle D, et al. Association of prediag-
nostic serum vitamin D levels with the development of basal cell carcinoma. The Journal of investigative
dermatology. 2010; 130(5):1438–43. doi: 10.1038/jid.2009.402 PMID: 20043012; PubMed Central
PMCID: PMCPMC2855394.

34. Seifert M, Rech M, Meineke V, TilgenW, Reichrath J. Differential biological effects of 1,25-dihydroxyVi-
tamin D3 on melanoma cell lines in vitro. The Journal of steroid biochemistry and molecular biology.
2004; 89-90(1–5):375–9. doi: 10.1016/j.jsbmb.2004.03.002 PMID: 15225804.

35. Tang JY, Xiao TZ, Oda Y, Chang KS, Shpall E, Wu A, et al. Vitamin D3 inhibits hedgehog signaling and
proliferation in murine Basal cell carcinomas. Cancer prevention research. 2011; 4(5):744–51. doi: 10.
1158/1940-6207.CAPR-10-0285 PMID: 21436386; PubMed Central PMCID: PMC3088781.

36. Bikle DD. Protective actions of vitamin D in UVB induced skin cancer. Photochemical & photobiological
sciences: Official journal of the European Photochemistry Association and the European Society for
Photobiology. 2012; 11(12):1808–16. doi: 10.1039/c2pp25251a PMID: 22990497; PubMed Central
PMCID: PMC3501582.

37. Tang JY, Fu T, Leblanc E, Manson JE, Feldman D, Linos E, et al. Calcium plus vitamin D supplementa-
tion and the risk of nonmelanoma and melanoma skin cancer: post hoc analyses of the women's health
initiative randomized controlled trial. Journal of clinical oncology: official journal of the American Society
of Clinical Oncology. 2011; 29(22):3078–84. doi: 10.1200/JCO.2011.34.5967 PMID: 21709199;
PubMed Central PMCID: PMC3157967.

38. Cottingham KL, Karimi R, Gruber JF, Zens MS, Sayarath V, Folt CL, et al. Diet and toenail arsenic con-
centrations in a New Hampshire population with arsenic-containing water. Nutrition journal. 2013;
12:149. doi: 10.1186/1475-2891-12-149 PMID: 24237880; PubMed Central PMCID: PMC3907042.

39. deCastro BR, Caldwell KL, Jones RL, Blount BC, Pan Y,Ward C, et al. Dietary sources of methylated
arsenic species in urine of the United States population, NHANES 2003–2010. PloS one. 2014; 9(9):
e108098. doi: 10.1371/journal.pone.0108098 PMID: 25251890; PubMed Central PMCID: PMC4176478.

40. Hunt KM, Srivastava RK, Elmets CA, Athar M. The mechanistic basis of arsenicosis: pathogenesis of
skin cancer. Cancer letters. 2014; 354(2):211–9. doi: 10.1016/j.canlet.2014.08.016 PMID: 25173797;
PubMed Central PMCID: PMC4193806.

41. Pi J, He Y, Bortner C, Huang J, Liu J, Zhou T, et al. Low level, long-term inorganic arsenite exposure
causes generalized resistance to apoptosis in cultured human keratinocytes: potential role in skin co-
carcinogenesis. International journal of cancer Journal international du cancer. 2005; 116(1):20–6. doi:
10.1002/ijc.20990 PMID: 15756686.

42. Surdu S, Fitzgerald EF, BloomMS, Boscoe FP, Carpenter DO, Haase RF, et al. Occupational exposure to
arsenic and risk of nonmelanoma skin cancer in a multinational European study. International journal of
cancer Journal international du cancer. 2013; 133(9):2182–91. doi: 10.1002/ijc.28216 PMID: 23595521.

43. Leonardi G, Vahter M, Clemens F, Goessler W, Gurzau E, Hemminki K, et al. Inorganic arsenic and
basal cell carcinoma in areas of Hungary, Romania, and Slovakia: a case-control study. Environmental
health perspectives. 2012; 120(5):721–6. doi: 10.1289/ehp.1103534 PMID: 22436128; PubMed Cen-
tral PMCID: PMC3346769.

44. Hughes MC, van der Pols JC, Marks GC, Green AC. Food intake and risk of squamous cell carcinoma
of the skin in a community: the Nambour skin cancer cohort study. International journal of cancer Jour-
nal international du cancer. 2006; 119(8):1953–60. doi: 10.1002/ijc.22061 PMID: 16721782.

45. Duarte-Salles T, Fedirko V, Stepien M, Trichopoulou A, Bamia C, Lagiou P, et al. Dairy products and
risk of hepatocellular carcinoma: the European Prospective Investigation into Cancer and Nutrition.
International journal of cancer Journal international du cancer. 2014; 135(7):1662–72. doi: 10.1002/ijc.
28812 PMID: 24615266.

46. Faber MT, Jensen A, Sogaard M, Hogdall E, Hogdall C, Blaakaer J, et al. Use of dairy products, lactose,
and calcium and risk of ovarian cancer—results from a Danish case-control study. Acta oncologica.
2012; 51(4):454–64. doi: 10.3109/0284186X.2011.636754 PMID: 22397392.

47. Torniainen S, Hedelin M, Autio V, Rasinpera H, Balter KA, Klint A, et al. Lactase persistence, dietary
intake of milk, and the risk for prostate cancer in Sweden and Finland. Cancer epidemiology, biomark-
ers & prevention: a publication of the American Association for Cancer Research, cosponsored by the
American Society of Preventive Oncology. 2007; 16(5):956–61. doi: 10.1158/1055-9965.EPI-06-0985
PMID: 17507622.

Vitamin D Intake and Risk of Skin Cancer

PLOS ONE | DOI:10.1371/journal.pone.0160308 August 24, 2016 14 / 14

http://dx.doi.org/10.1007/s10552-012-9941-x
http://www.ncbi.nlm.nih.gov/pubmed/22450736
http://dx.doi.org/10.1093/ije/dys146
http://www.ncbi.nlm.nih.gov/pubmed/23064412
http://dx.doi.org/10.1038/jid.2009.402
http://www.ncbi.nlm.nih.gov/pubmed/20043012
http://dx.doi.org/10.1016/j.jsbmb.2004.03.002
http://www.ncbi.nlm.nih.gov/pubmed/15225804
http://dx.doi.org/10.1158/1940-6207.CAPR-10-0285
http://dx.doi.org/10.1158/1940-6207.CAPR-10-0285
http://www.ncbi.nlm.nih.gov/pubmed/21436386
http://dx.doi.org/10.1039/c2pp25251a
http://www.ncbi.nlm.nih.gov/pubmed/22990497
http://dx.doi.org/10.1200/JCO.2011.34.5967
http://www.ncbi.nlm.nih.gov/pubmed/21709199
http://dx.doi.org/10.1186/1475-2891-12-149
http://www.ncbi.nlm.nih.gov/pubmed/24237880
http://dx.doi.org/10.1371/journal.pone.0108098
http://www.ncbi.nlm.nih.gov/pubmed/25251890
http://dx.doi.org/10.1016/j.canlet.2014.08.016
http://www.ncbi.nlm.nih.gov/pubmed/25173797
http://dx.doi.org/10.1002/ijc.20990
http://www.ncbi.nlm.nih.gov/pubmed/15756686
http://dx.doi.org/10.1002/ijc.28216
http://www.ncbi.nlm.nih.gov/pubmed/23595521
http://dx.doi.org/10.1289/ehp.1103534
http://www.ncbi.nlm.nih.gov/pubmed/22436128
http://dx.doi.org/10.1002/ijc.22061
http://www.ncbi.nlm.nih.gov/pubmed/16721782
http://dx.doi.org/10.1002/ijc.28812
http://dx.doi.org/10.1002/ijc.28812
http://www.ncbi.nlm.nih.gov/pubmed/24615266
http://dx.doi.org/10.3109/0284186X.2011.636754
http://www.ncbi.nlm.nih.gov/pubmed/22397392
http://dx.doi.org/10.1158/1055-9965.EPI-06-0985
http://www.ncbi.nlm.nih.gov/pubmed/17507622

