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Abstract
Background: Folates, including folic acid, may play a dual role in colorectal cancer development. Folate is suggested to be
protective in early carcinogenesis but could accelerate growth of premalignant lesions or micrometastases. Whether
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Folates have been hypothesized to play a dual role in relation to
colorectal cancer risk (1-3). Epidemiologic evidence suggests
that sufficient folate may protect against colorectal cancer development (1,4), which is supported by in vitro and animal studies (2,5-7). However, high circulating concentrations of folate,
including folic acid, may facilitate the growth of premalignant
lesions or micrometastases once they have been established
(2,8-11).
Circulating concentrations of folates originate from dietary
folate naturally occurring in, for example, green leafy vegetables, legumes, or liver products (12); are formed by microbiota
present in the gut (13); or originate from the ingestion of the
synthetic form of folate (ie, folic acid) present in dietary supplements and fortified foods (6,14). Dietary supplements are regularly consumed by cancer patients (15), and fortification is
mandatory in countries such as the United States (16). Folic acid
is converted to the active form of folate by the enzyme dihydrofolate reductase (DHFR) (6). Whenever folic acid cannot be converted to folate by DHFR - this conversion is the rate-limiting
step in folate-mediated one-carbon metabolism (FOCM) (17) as a
result of low DHFR activity or excessive intake of folic acid unmetabolized folic acid may be detected in the circulation (6).
Some folate is degraded, mainly in the liver, to the catabolite
p-aminobenzoylglutamate (pABG) (18), and approximately 80%
is converted to p-acetamidobenzoylglutamate (apABG) in the
kidneys (19,20). Both catabolites are thought to reflect folate
turnover (21,22) and provide useful insights into the role of folate in health (20). Folate is crucial in FOCM for nucleotide synthesis as well as DNA repair and, indirectly, for the formation of
the methyl donor S-adenosylmethionine involved in DNA
methylation (23-25). Low concentrations of folate may result in
aberrant DNA methylation patterns and impaired DNA stability
and synthesis, which are defects that may contribute to colorectal carcinogenesis (26,27).
Although the role of folate in colorectal cancer etiology has
been studied extensively, research investigating the association
between different folates and colorectal cancer prognosis is
scarce. Folic acid not only has different bioavailability but also
may possess different biochemical effects compared with natural folates. Folic acid and natural folates differ with respect to
affinity for the folate receptors and, therefore, transport and utilization in FOCM (28). We hypothesize that specifically unmetabolized folic acid may foster growth of remaining cancerous
cells after treatment, and therefore higher concentrations of folic acid could lead to more recurrences.

Initial studies among colorectal cancer survivors observed
no statistically significant associations between serum folate
concentrations and recurrence or survival (29-31). A study
among 78 stage II-IV colorectal cancer patients receiving chemotherapy showed nonstatistically significantly fewer colorectal cancer recurrences and deaths with high compared with low
serum folate concentrations at diagnosis (29). Serum folate concentrations at colorectal cancer diagnosis in 93 patients with
stage IV disease yielded no association with overall survival
(30). These studies were, however, limited by a modest sample
size (29-31) and the relatively small number of events (29,30). To
the best of our knowledge, no studies have been conducted investigating the association between the different forms of circulating folate and folate catabolites and colorectal cancer
recurrence or survival.
Therefore, the aim of this study was to investigate the association of circulating concentrations of folate, folic acid, and folate catabolites at diagnosis, with recurrence, overall survival,
and disease-free survival in 2024 stage I-III colorectal cancer
patients originating from 6 European and US patient cohorts.

Methods
Study Population and Data Collection
A total of 2024 stage I-III colorectal cancer patients from 6 patient cohorts were included in the current study as part of the
international, prospective FOCUS consortium. The FOCUS consortium comprises patients from the COLON study (n ¼ 1094,
Wageningen University & Research, the Netherlands)
(ClinicalTrials.gov identifier: NCT03191110) (32), the EnCoRe
study (n ¼ 297, Maastricht University, the Netherlands) (33)
(Netherlands Trial Register: 7099), the CORSA study (n ¼ 209,
Medical University of Vienna, Austria), and 3 sites of the
ColoCare study (n ¼ 260, University of Heidelberg and the
German Cancer Research Center and National Center for Tumor
Diseases, Germany; n ¼ 46, Huntsman Cancer Institute, United
States; and n ¼ 118, Fred Hutchinson Cancer Research Center,
United States) (ClinicalTrials.gov identifier: NCT02328677) (34).
Clinical, demographic, and lifestyle-related characteristics were
collected for all participants and harmonized across all cohorts
within the FOCUS consortium. All studies were approved by local medical ethics committees, and the current study was performed in accordance with the Declaration of Helsinki. All
participants had histologically confirmed stage I-III colorectal
cancer and provided written informed consent. Brief details on
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circulating concentrations of folate and folic acid, measured around time of diagnosis, are associated with recurrence and
survival in colorectal cancer patients is largely unknown. Methods: Circulating concentrations of folate, folic acid, and folate
catabolites p-aminobenzoylglutamate and p-acetamidobenzoylglutamate were measured by liquid chromatography-tandem
mass spectrometry at diagnosis in 2024 stage I-III colorectal cancer patients from European and US patient cohort studies.
Multivariable-adjusted Cox proportional hazard models were used to assess associations between folate, folic acid, and folate
catabolites concentrations with recurrence, overall survival, and disease-free survival. Results: No statistically significant
associations were observed between folate, p-aminobenzoylglutamate, and p-acetamidobenzoylglutamate concentrations
and recurrence, overall survival, and disease-free survival, with hazard ratios ranging from 0.92 to 1.16. The detection of folic
acid in the circulation (yes or no) was not associated with any outcome. However, among patients with detectable folic acid
concentrations (n ¼ 296), a higher risk of recurrence was observed for each twofold increase in folic acid (hazard ratio ¼ 1.31,
95% confidence interval ¼ 1.02 to 1.58). No statistically significant associations were found between folic acid concentrations
and overall and disease-free survival. Conclusions: Circulating folate and folate catabolite concentrations at colorectal cancer
diagnosis were not associated with recurrence and survival. However, caution is warranted for high blood concentrations of
folic acid because they may increase the risk of colorectal cancer recurrence.
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cohorts and data collection can be found in the Supplementary
Methods (available online).

Biochemical Analysis

Results
Study Endpoints
Study endpoints included recurrence, overall survival, and disease-free survival. Recurrence was defined as locoregional or
distant recurrence after complete tumor resection. Overall survival events were investigated by using death from any cause in
the analysis. Disease-free survival was investigated by using a
recurrence or death from any cause as events in the analysis.
For all outcomes, follow-up time was calculated starting from
the date of blood collection. Further details are provided in the
Supplementary Methods (available online).

Statistical Analysis
Multivariable Cox proportional hazard models were used to investigate the associations of circulating concentrations of folate, folic acid, and folate catabolites with recurrence, overall
survival, and disease-free survival. The proportional hazard assumption for Cox proportional hazard models was assessed by
using Schoenfeld residuals with no evidence of nonproportionality being detected. Folate concentrations were analyzed continuously (log2 transformed) as well as in tertiles in which the
lowest tertile was used as the reference. Tertiles were defined
based on the total study population. Ptrend values were computed for folate concentration tertiles using the medians of the
corresponding tertiles. Folic acid, pABG, and apABG were investigated in 2 ways. First, concentrations were categorized into a
dichotomous variable to compare patients with a detectable
concentration with patients with concentration equal to or below the level of detection. Second, for patients with detectable
concentrations, we also performed analyses similar to those for
folate. The associations of tertiles of circulating concentrations
of folate, folic acid, pABG, and apABG with recurrence, overall
survival, and disease-free survival were also investigated using
cohort-specific tertiles. The tertile values of the cohort-specific
tertiles were used continuously to compute the P value for linear trend.
Crude hazard ratios (HRs) and hazard ratios adjusted for age
at diagnosis, sex, cohort, and chemotherapy status (receiving
no chemotherapy, only neoadjuvant chemotherapy, only adjuvant chemotherapy, or both neoadjuvant and adjuvant chemotherapy) were calculated for folates. Log2-transformed

Study Population
Baseline characteristics of the total study population (n ¼ 2024)
and by cohort are displayed in Table 1. The majority of the participants were men (64%), overweight (43%), and former or never
smokers (53% and 34%). The median (interquartile range [IQR])
age was 66 (60-73) years, and 27%, 30%, and 41% of the participants presented with stage I, II, and III, respectively. Colon cancer was diagnosed among 62% of participants and 38% had
rectal cancer. Dietary supplement use was reported by 41% of
the total study population, and 20% of the participants reported
to use dietary supplements containing folic acid.
The median (IQR) circulating concentration of folate (ie, the
sum of 5-mTHF and hmTHF) was 15.0 (9.8-24.5) nmol/L. Among
participants with a detectable folic acid (n ¼ 301), pABG
(n ¼ 1946), and apABG (n ¼ 1801) concentration, median (IQR)
concentrations were 1.0 (0.7-1.9) nmol/L, 2.5 (1.0-5.4) nmol/L,
and 0.7 (0.5-1.0) nmol/L, respectively. There was a substantial
difference in folate and folic acid concentrations between
cohorts; the US cohorts (ie, ColoCare HCI and ColoCare FHCRC)
showed higher concentrations compared with the European
cohorts (ie, COLON, EnCoRe, CORSA, and ColoCare HD), which is
consistent with folic acid fortification being present in the
United States (16). Concentrations of pABG were higher in
COLON and EnCoRe compared with CORSA and the ColoCare
cohorts, and ApABG showed comparable concentrations for all
cohorts.
The median follow-up time for the study population was
3.7 years. During follow-up, 288 participants died from any
cause and 258 participants experienced a recurrence.
Recurrence cases consisted of locoregional (n ¼ 66) and distant
recurrences (n ¼ 217); 21 participants had both a locoregional
and distant recurrence. Recurrence before death was experienced by 113 of the 288 participants who died during the study.
Baseline characteristics by tertiles of folate and comparing
participants with (n ¼ 301) and without (n ¼ 1723) detectable folic acid concentrations and by tertiles of folic acid concentrations are described in Supplementary Tables 1 and 2 (available
online), respectively. As expected, the most dietary supplement
use was reported in the highest folate and folic acid tertile.
Baseline characteristics by tertiles of pABG and apABG
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Plasma or serum samples were collected at colorectal cancer diagnosis and shipped on dry ice for analysis at the laboratory of
BEVITAL AS (Bergen, Norway; www.bevital.no). Plasma samples
were used for COLON (Ethylenediaminetetraacetic acid [EDTA]),
EnCoRe (EDTA), and CORSA (EDTA and heparin), and serum
samples were used for the ColoCare sites. Folate concentrations
were measured as the sum of the folate species 5-methyl-tetrahydrofolate (5-mTHF) and 4-alpha-hydroxy-5-methyl-tetrahydrofolate (hmTHF) (35). In addition, we assessed the
concentration of unmetabolized folic acid and folate catabolites
pABG and apABG (36). Concentrations of 5-mTHF, hmTHF, folic
acid, pABG, and apABG were quantified by liquid chromatography–tandem mass spectrometry (36). Details on sample preparation are provided in the Supplementary Methods (available
online).

creatinine concentrations were additionally added as a covariate for pABG and apABG analyses because these have high renal
clearance, and it is thus important to take kidney function into
account (37). Adjustment for other known potential confounding factors, that is, disease stage, body mass index (38), alcohol
intake (39), smoking (40), analytical plate, and batch, did not
markedly influence the estimates (<10%) and were therefore
not included in the final model.
Subgroup analyses were conducted and presented by forest
plots to assess potential effect measure modification by cohort,
disease stage, tumor location, sex, neo- and/or adjuvant treatment, and dietary supplement use.
Cox proportional hazard models were computed in SAS version 9.4 software (Cary, NC) using 2-sided tests. Forest plots, including heterogeneity tests using the package metafor (41), were
prepared in R, version 3.3.6. A P value less than .05 was considered statistically significant. Sensitivity analyses and further
details concerning statistical methods are described in the
Supplementary Methods (available online).
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Men, No. (%)
Age at diagnosis, median (IQR), y
Body mass index (2), median (IQR), kg/m
Underweight, <18.5, No. (%)
Normal weight, 18.5-24.9, No. (%)
Overweight, 25-29.9, No. (%)
Obese, 30, No. (%)
Unknown or missing, No.
Smoking, No. (%)
Current
Former
Never
Unknown or missing, No.
Stage of disease, No. (%)
I
II
III
Unspecified or unknown, No. (%)
Tumor locationa, No. (%)
Colon
Rectal
Unknown or missing, No.
Neoadjuvant treatment, No. (%)
Yes
No
Unknown or missing, No.
Surgery, No. (%)
Yes
No
Unknown or missing, No.
Adjuvant treatment, No. (%)
Yes
No
Unknown/missing, No.
Adherence to physical activity guidelinesb, No. (%)
Yes
No
Unknown or missing, No.
Dietary supplement usec, No. (%)
Any
Containing folic acid

Characteristics

Table 1. Baseline characteristics of the total study population and stratified by cohort
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34
12.5 (8.6-18.3)
154 (14.1)
0.9 (0.6-1.3)
1087 (99.4)
4.2 (2.0-8.3)
950 (86.8)
0.6 (0.5-0.9)
1807 (1501-2160)
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8.5 (1.0-20.7)
48
4.1 y (25 d-8.4 y)
138 (12.6)
144 (13.2)
4
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0 (0.0)
215 (19.7)
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7 (0.4)
428 (21.7)
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(n ¼ 1094)

341
15.0 (9.8-24.5)
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0.7 (0.5-1.0)
1880 (1550-2278)
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8.1 (0.9-20.9)
393
3.7 y (4 d-15.4 y)
288 (14.2)

Total population
(n ¼ 2024)

49 (16.5)

7 (2.4)
26 (8.8)
0 (0.0)

31 (10.4)
0

0
13.8 (9.8-19.0)
47 (15.8)
0.7 (0.6-1.2)
297 (100)
2.3 (1.3-3.9)
271 (91.2)
0.7 (0.5-0.9)
2158 (1777-2639)
12
7.0 (0.6-20.6)
12
2.9 y (23 d-5.8 y)
28 (9.4)

EnCoRe
(n ¼ 297)

77 (36.8)

7 (3.4)
21 (10.1)
0 (0.0)

26 (12.4)
0

209
17.5 (11.7-24.2)
35 (16.7)
0.9 (0.7-3.6)
194 (92.8)
0.7 (0.4-1.5)
195 (93.3)
0.6 (0.4-0.8)
—
209
—
209
5.7 y (23 d-15.4 y)
66 (31.6)

CORSA
(n ¼ 209)

49 (21.8)

8 (3.6)
18 (8.0)
4 (1.8)

30 (13.3)
35

23
22.0 (15.3-31.6)
14 (5.3)
1.4 (1.3-1.7)
213 (81.9)
0.9 (0.6-1.6)
229 (88.1)
0.9 (0.7-1.3)
—
180
10.4 (3.1-27.6)
28
2.1 y (4 d-5.5 y)
28 (10.8)

ColoCare HD
(n ¼ 260)

Cohorts

7 (17.1)

0 (0.0)
5 (12.2)
1 (2.4)

31 (26.7)

3 (2.6)
16 (13.8)
2 (1.7)

21 (18.1)
2

71
47.9 (33.3-74.5)
39 (33.1)
2.0 (1.3-4.0)
114 (96.6)
1.0 (0.6-1.5)
111 (94.1)
1.1 (0.7-1.5)
—
64
—
64
5.1 y (0.3 y-10.1 y)
24 (20.3)

4
65.1 (41.6-92.7)
12 (26.1)
2.1 (1.4-6.8)
41 (89.1)
0.9 (0.6-1.6)
45 (97.8)
1.2 (1.0-1.6)
—
32
—
32
2.2 y (37 d-3.7 y)
4 (8.7)
6 (14.6)
5

ColoCare FHCRC
(n ¼ 118)

ColoCare HCI
(n ¼ 46)

At least 150 min/wk of moderate to vigorous physical activity.

Dietary supplement use is defined as the use of single micronutrients and/or the use of multivitamins in the last year for COLON and EnCoRe and in the last month for the ColoCare sites. Dietary supplement use was not collected

Detectable pABG concentrations greater than 0.08 nmol/L.

Disease-free survival was investigated by using a recurrence or death from any cause as events in the analysis, n ¼ 112 of the 288 deceased patients experienced a recurrence before death.

Recurrence is defined as colorectal cancer recurrence (event) after complete tumor resection; n ¼ 29 have a locoregional and distant recurrence simultaneously, n ¼ 46 with missing or incomplete recurrence data.

j

Downloaded from https://academic.oup.com/jncics/article/4/5/pkaa051/5868413 by Radboud University Nijmegen user on 02 February 2021

k

Overall survival events were investigated by using death from any cause in the analysis.

i

h

Total energy and alcohol intake at diagnosis; data not shown for cohorts in which more than 50% of participants had missing FFQ data.
Follow-up time calculated using overall survival.

Detectable apABG concentrations greater than 0.13 nmol/L.

g

f

e

d

in the CORSA study.
Detectable folic acid concentrations greater than 0.52 nmol/L.

c

b

a
Tumor location is defined as colon (cecum, appendix and ascending colon, hepatic flexure, transverse colon, splenic flexure, descending colon, and sigmoid colon) and rectal (rectosigmoid junction and rectum) cancer. apABG ¼
p-acetamidobenzoylglutamate; IQR ¼ interquartile range; pABG ¼ p-aminobenzoylglutamate.

Unknown supplement use, No.
Total folate concentration (nmol/L), median (IQR)
Participants with detectable folic acid concentrationsd, No. (%)
Detectable folic acid concentrations (nmol/L), median (IQR)
Participants with detectable pABG concentrationse, No. (%)
Detectable pABG concentrations (nmol/L), median (IQR)
Participants with detectable apABG concentrationsf, No. (%)
Detectable apABG concentrations (nmol/L), median (IQR)
Total energy intakeg, median (IQR), kcal/d
Unknown or missing, No.
Alcohol intakeg, median (IQR), g/d
Unknown or missing, No.
Follow-up timeh, median (range)
Deceasedi, No. (%)
Recurrencej, No. (%)
Yes
Unknown or missing, No.
Location of the recurrence, No. (%)
Locoregional
Distant
Unknown location
Disease-free survivalk, No. (%)
Participants with at least 1 event

Characteristics

Table 1. (continued)
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26/215
232/1758
232/1758
73/587
86/585
73/586

apABG (nmol/L)
Undetectable
Detectableg
Continuoush
T1i
T2i
T3i
Ptrend
1.00 (Referent)
1.19 (0.79 to 1.78)
1.04 (0.89 to 1.22)
1.00 (Referent)
1.25 (0.91 to 1.71)
1.12 (0.81 to 1.55)
.60

1.00 (Referent)
0.99 (0.51 to 1.92)
1.01 (0.94 to 1.09)
1.00 (Referent)
0.89 (0.65 to 1.21)
1.00 (0.74 to 1.34)
.83

1.00 (Referent)
1.10 (0.80 to 1.54)
1.23 (1.05 to 1.44)
1.00 (Referent)
1.78 (0.75 to 4.24)
2.59 (1.14 to 5.89)
.03

1.06 (0.94 to 1.20)
1.00 (Referent)
1.02 (0.75 to 1.38)
1.14 (0.85 to 1.54)
.35

Crude HR
(95% CI)

1.00 (Referent)
1.24 (0.82 to 1.88)
1.02 (0.85 to 1.22)
1.00 (Referent)
1.23 (0.90 to 1.70)
1.08 (0.76 to 1.55)
.80

1.00 (Referent)
1.06 (0.63 to 2.14)
1.03 (0.94 to 1.13)
1.00 (Referent)
0.95 (0.67 to 1.33)
1.03 (0.72 to 1.47)
.73

1.00 (Referent)
1.18 (0.84 to 1.66)
1.31 (1.02 to 1.58)
1.00 (Referent)
1.86 (0.76 to 4.56)
3.12 (1.22 to 8.00)
.03

1.05 (0.91 to 1.21)
1.00 (Referent)
1.01 (0.74 to 1.37)
1.14 (0.81 to 1.60)
.40

Adj. HR
(95% CI)d

27/223
261/1801
261/1801
79/600
89/600
93/601

13/78
275/1946
275/1946
104/647
86/649
85/650

237/1723
51/301
51/301
10/100
18/101
23/100

288/2024
98/675
100/675
90/674

No. of deaths/
at risk

Adj. HR
(95% CI)d

1.00 (Referent)
1.33 (0.90 to 1.98)
1.28 (1.11 to 1.47)
1.00 (Referent)
1.35 (1.00 to 1.83)
1.61 (1.19 to 2.19)
.002

1.00 (Referent)
0.69 (0.40 to 1.21)
0.92 (0.86 to 0.99)
1.00 (Referent)
0.91 (0.68 to 1.21)
0.74 (0.55 to 0.98)
.04

1.00 (Referent)
1.16 (0.85 to 1.57)
1.21 (1.03 to 1.42)
1.00 (Referent)
1.67 (0.77 to 3.61)
2.20 (1.05 to 4.63)
.06

1.00 (Referent)
1.11 (0.94 to 1.31)
1.16 (0.99 to 1.36)
1.00 (Referent)
1.25 (0.91 to 1.70)
1.31 (0.93 to 1.83)
.15

1.00 (Referent)
0.90 (0.50 to 1.63)
1.01 (0.93 to 1.11)
1.00 (Referent)
1.16 (0.84 to 1.59)
1.08 (0.76 to 1.53)
.90

1.00 (Referent)
1.14 (0.83 to 1.56)
1.12 (0.94 to 1.34)
1.00 (Referent)
1.26 (0.56 to 2.84)
1.57 (0.70 to 3.55)
.29

0.99 (0.88 to 1.11) 0.92 (0.80 to 1.05)
1.00 (Referent)
1.00 (Referent)
1.01 (0.76 to 1.34) 0.94 (0.70 to 1.24)
0.91 (0.68 to 1.21) 0.77 (0.56 to 1.07)
.45
.11

Crude HR
(95% CI)

Death from any cause (overall survival)b

41/215
387/1758
387/1758
120/587
135/585
132/586

18/69
410/1904
410/1904
159/634
122/635
129/635

354/1677
74/296
74/296
15/98
27/99
32/99

428/1973
138/672
150/659
140/642

No. of events/
at risk

Adj. HR
(95% CI)d

0.98 (0.88 to 1.10)
1.00 (Referent)
1.02 (0.81 to 1.30)
0.94 (0.72 to 1.23)
.58

1.00 (Referent)
1.19 (0.92 to 1.54)
1.13 (0.97 to 1.32)
1.00 (Referent)
1.58 (0.82 to 3.04)
2.01 (1.01 to 3.97)
.09

1.00 (Referent)
0.98 (0.60 to 1.62)
0.99 (0.92 to 1.06)
1.00 (Referent)
0.95 (0.74 to 1.24)
0.94 (0.71 to 1.25)
.71

1.00 (Referent)
1.20 (0.87 to 1.67)
1.05 (0.91 to 1.20)
1.00 (Referent)
1.21 (0.94 to 1.56)
1.21 (0.92 to 1.59)
.23

Crude HR
(95% CI)

1.01 (0.92 to 1.11)
1.00 (Referent)
1.09 (0.86 to 1.37)
1.02 (0.80 to 1.29)
.98

1.00 (Referent)
1.15 (0.89 to 1.47)
1.16 (1.01 to 1.33)
1.00 (Referent)
1.69 (0.90 to 3.18)
2.15 (1.16 to 3.98)
.03

1.00 (Referent)
0.78 (0.49 to 1.26)
0.95 (0.89 to 1.01)
1.00 (Referent)
0.85 (0.67 to 1.08)
0.80 (0.63 to 1.01)
.09

1.00 (Referent)
1.26 (0.92 to 1.75)
1.15 (1.02 to 1.30)
1.00 (Referent)
1.27 (0.99 to 1.62)
1.39 (1.08 to 1.78)
.01

Recurrence or death from any cause (disease-free survival)c

Analysis performed using log2-transformed concentrations. Thus, hazard ratios represents a doubling in folate concentrations.

Analysis performed only for participants with detectable folic acid, pABG, or apABG. Tertile cutoff values were 0.75 nmol/L and 1.46 nmol/L for folic acid, 1.39 nmol/L and 4.18 nmol/L for pABG, and 0.59 nmol/L and 0.89 nmol/L for
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apABG; analysis performed using non-log2-transformed concentrations.

i

h

Detectable concentrations greater than 0.52 nmol/L for folic acid, greater than 0.08 nmol/L for pABG, and greater than 0.13 nmol/L for apABG; analysis performed using log2-transformed concentrations.
Analysis performed only in the participants with a detectable value; analysis performed using log2-transformed concentrations. HRs thus represents a doubling in concentrations.

Tertile cut-off values for folate were 11.5 nmol/L and 20.1 nmol/L; analysis performed using non-log2-transformed concentrations.

g

f

e

d
Adjusted for age, sex, chemotherapy status, and cohort for folate and folic acid. pABG and apABG were additionally adjusted for log2-transformed creatinine concentrations. Stage was tested as potential confounder in all models,
but it did not influence the effect estimates.

recurrences).

Disease-free survival was investigated by using a recurrence or death from any cause as events in the analysis. A hazard ratio greater than 1.00 should be interpreted as a reduced disease-free survival (more deaths and/or

c

zoylglutamate; CI ¼ confidence interval; HR ¼ hazard ratio; IQR ¼ interquartile range; LOD ¼ level of detection; pABG ¼ p-aminobenzoylglutamate.
b
Overall survival events were investigated by using death from any cause in the analysis. A hazard ratio greater than 1.00 should be interpreted as a reduced overall survival (more deaths).

Recurrence is defined as colorectal cancer recurrence (event) after complete tumor resection. A hazard ratio greater than 1.00 should be interpreted as an increased risk of recurrence. Adj. ¼ Adjusted; apABG ¼ p-acetamidoben-

a

9/69
249/1904
249/1904
86/634
74/635
89/635

pABG (nmol/L)
Undetectable
<0.08 (LOD)
Detectableg
2.5 (1.0 to 5.4)
Continuoush
2.5 (1.0 to 5.4)
T1i
0.7 (0.5 to 1.0)
T2i
2.5 (1.9 to 3.2)
T3i
7.7 (5.4 to 11.7)
Ptrend

<0.13 (LOD)
0.7 (0.5 to 1.0)
0.7 (0.5 to 1.0)
0.4 (0.4 to 0.5)
0.7 (0.7 to 0.8)
1.2 (1.0 to 1.5)

216/1677
42/296
42/296
8/98
14/99
20/99

Folic acid (nmol/L)
Undetectable
<0.52 (LOD)
Detectableg
1.0 (0.7 to 1.9)
Continuoush
1.0 (0.7 to 1.9)
T1i
0.6 (0.6 to 0.7)
T2i
1.0 (0.9 to 1.2)
2.7 (1.9 to 5.5)
T3i
Ptrend

No. of events/
at risk

258/1973
84/672
83/659
91/642

Median (IQR)

Folate (nmol/L)
Continuouse 15.0 (9.8 to 24.5)
T1f
8.5 (6.3 to 9.8)
T2f
15.0 (13.2 to 17.4)
T3f
30.9 (24.5 to 45.3)
Ptrend

Folate species

Recurrencea

Table 2. Associations between circulating concentrations of folate, folic acid, pABG, and apABG and recurrence and survival

6 of 11 | JNCI Cancer Spectrum, 2020, Vol. 4, No. 5

A. J. M. R. Geijsen et al. | 7 of 11

quartile range; Q ¼ heterogeneity Cochran’s Q test; df ¼ degrees of freedom; I2 ¼ heterogeneity I2 statistic.

concentrations can be found in Supplementary Table 3 (available online), respectively.

Folates and Study Endpoints
Associations between circulating concentrations of folate, folic
acid, pABG, and apABG with recurrence, overall survival, and
disease-free survival are described in Table 2. No statistically
significant associations were observed for folate, pABG, and
apABG, with hazard ratios ranging from 0.92 to 1.16. A moderate
nonstatistically significant linear trend (P ¼ .11) for improved
overall survival, but not for recurrence and disease-free survival, was observed with increasing tertiles of folate concentrations. Similar findings for recurrence, overall survival, and
disease-free survival were observed when using cohort-specific
tertiles of folate concentrations (Supplementary Table 4, available online). Increasing tertiles of apABG concentrations
showed a nonstatistically significant linear trend toward a
greater risk of death (HRT2vsT1 ¼ 1.25, 95% confidence interval
[CI] ¼ 0.91 to 1.70; and HRT3vsT1 ¼ 1.31, 95% CI ¼ 0.93 to 1.83;
Ptrend ¼ .15) but not for recurrence and disease-free survival.
Using cohort-specific tertiles of apABG concentrations, similar
trends and effect estimates were observed, but the P value for
linear trend for overall survival became statistically significant
(Ptrend ¼ .03; Supplementary Table 4, available online).
Comparing patients with detectable folic acid concentrations
with patients without detectable folic acid for any outcome showed
no statistically significant associations (Table 2). However, among
patients with detectable folic acid concentrations, more

recurrences were observed (HR ¼ 1.31, 95% CI ¼ 1.02 to 1.58) for
each 2-fold increase in folic acid concentration. A statistically significant linear trend (P ¼ .03) was observed across folic acid tertiles.
Tertile 2 and 3 showed a nonstatistically significant increased risk
of death compared with the lowest tertile of folic acid concentrations (HRT2vsT1 ¼ 1.26, 95% CI ¼ 0.56 to 3.61; and HRT3vsT1 ¼ 1.57,
95% CI ¼ 0.70 to 3.55). A borderline, nonstatistically significant linear trend (P ¼ .09) was observed across folic acid tertiles for
disease-free survival (HRT2vsT1 ¼ 1.58, 95% CI ¼ 0.82 to 3.04; and
HRT3vsT1 ¼ 2.01, 95% CI ¼ 1.01 to 3.97) (Table 2). Analyses using
cohort-specific tertiles of folic acid concentrations showed similar
effect estimates and linear trends for recurrence, overall survival,
and disease-free survival (Supplementary Table 4, available online).
Sensitivity analyses excluding participants who died or experienced a recurrence within the first 100 days after diagnosis
or excluding patients who did not receive surgery or with unknown surgery status and limiting analysis to recurrence events
within the first 2 years after diagnosis showed similar trends to
the overall analysis (data not shown). Sensitivity analyses excluding participants from whom blood was collected during or
after any type of treatment (n ¼ 275, 14%) showed comparable
linear trends with the main analyses (Supplementary Table 5,
available online).

Subgroup Analyses by Clinical and Lifestyle-Related
Factors
Subgroup analyses for folate concentrations are shown in
Figure 1. No statistically significant associations were observed
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Figure 1. Forest plots of subgroup analyses reporting hazard ratios and corresponding 95% CIs for a doubling in folate concentrations and recurrence, overall survival,
and disease-free survival. Weights of the effect estimates are from random effects meta-analysis; square dots represent the hazard ratio of each subgroup and diamonds represent the hazard ratio of all subgroups combined. Heterogeneity among subgroups was evaluated using the I2 index. CI ¼ confidence interval; IQR ¼ inter-
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rence, overall survival, and disease-free survival. Weights of the effect estimates are from random effects meta-analysis; square dots represent the hazard ratio of
each subgroup and diamonds represent the hazard ratio of all subgroups combined. Heterogeneity among subgroups was evaluated using the I2 index. Numbers of recurrence and disease-free events for ColoCare HD, ColoCare HCI, and stage I participants were too limited to meet the Cox proportional hazard model convergence criterion and are therefore not presented in the forest plot. CI ¼ confidence interval; df ¼ degrees of freedom; I2 ¼ heterogeneity I2 statistic; IQR ¼ interquartile range; Q ¼
heterogeneity Cochran’s Q test.

for any outcome when evaluated within individual cohorts,
likely attributable to small sample sizes. Stage I patients had a
statistically significantly lower risk of recurrence with higher folate concentrations (HR ¼ 0.34, 95% CI ¼ 0.20 to 0.58), whereas
this association was not observed in stage II-III patients (I2 ¼
89.4%; P ¼ .0003).
Supplementary Figure 1 (available online) illustrates cohortspecific tertiles of folate concentrations in relation to recurrence, overall survival, and disease-free survival by individual
cohort. Overall, there was no sign of a dose–response relationship within cohorts for recurrence, overall survival, and
disease-free survival.
Subgroup analyses for folic acid concentrations are shown in
Figure 2. Patients with detectable folic acid concentrations who
received neoadjuvant treatment (n ¼ 63) had statistically significantly higher risk of recurrence with higher folic acid concentrations (HR ¼ 2.03, 95% CI ¼ 1.41 to 2.92), which was not observed
in patients who did not receive neoadjuvant treatment (I2 ¼
61.1%; P ¼ .08).
Subgroup analyses for pABG and apABG are reported in
Supplementary Figures 2 and 3 (available online), respectively.

Discussion
We investigated circulating concentrations of folate, folic acid,
and folate catabolites pABG and apABG in relation to recurrence
and survival among patients diagnosed with stage I-III

colorectal cancer within the FOCUS international consortium.
No statistically significant associations were observed for folate,
pABG, and apABG concentrations. In contrast, more colorectal
cancer recurrences were observed among patients with higher
compared with lower circulating folic acid concentrations.
Ranges of folate concentration observed in our study population were comparable with prior studies with colorectal cancer
patients measuring folate at diagnosis despite the different analytical methods used to quantify folate (29,30). Our results,
showing no association between folate concentrations and recurrence and survival, are consistent with the only other
smaller study in stage I-III CRC patients (29). However, when we
investigated subgroups in our large consortium, a statistically
significant lower risk of recurrence was observed with higher
compared with lower folate concentrations in stage I patients,
and not in stage II-III patients. This intriguing result has not
been reported before and requires further investigation.
Unmetabolized folic acid was detected in the circulation of
only 15% of included participants, which could be explained by
the fact that folic acid is only detectable in case of recent and
excessive intakes (28) or due to low DHFR activity. As was hypothesized, higher concentrations of folic acid were associated
with increased colorectal cancer recurrence in our study
population. This suggests that folic acid may facilitate growth
of potentially remaining tumor cells in the body, similar
as what is hypothesized concerning premalignant lesions during colorectal cancer development (2,27). Furthermore, higher
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Figure 2. Forest plots of subgroup analyses reporting hazard ratios and corresponding 95% confidence intervals for a doubling in folic acid concentrations and recur-
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interesting mechanism might by through immune function, because increased unmetabolized folic acid concentrations have
also been linked to reduced immune function in the past (48).
Furthermore, it might be worthwhile to consider variations in
genes related to FOCM, such as MTHFR and DHFR (49), as well as
potential genetic predisposition for colorectal cancer recurrence
and survival (45,50,51) when investigating whether associations
with recurrence and survival potentially vary between persons
with a different genetic background.
We reported that folate and folate catabolite concentrations
in our international prospective cohort study population were
not associated with colorectal cancer recurrence and survival.
We observed that higher folic acid concentrations are associated with an increased risk of colorectal cancer recurrence in
stage I-III colorectal cancer patients. A better understanding of
the potential harmful effects of unmetabolized folic acid in the
circulation, specifically among colorectal cancer patients, is
warranted. Although dietary intake of folic acid through fortified foods or dietary supplements was not assessed in the current study, awareness may be required concerning the potential
risk of excessive intakes, particularly among patients diagnosed
with colorectal cancer.
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concentrations of folic acid were associated with reduced
disease-free survival, and higher concentrations of folic acid
may also be associated with a higher risk of death. However, the
association with overall survival was not statistically significant, which could potentially be explained by low sample size.
Therefore, this study highlights the need for more research regarding excessive intakes through high-dose folic acid supplement use or consumption of fortified foods in relation to cancer
prognosis.
This is the first study, to our knowledge, investigating the
association between folate catabolites and colorectal cancer recurrence and survival. No associations between folate catabolites and colorectal cancer recurrence and survival were
observed. However, a moderate trend toward more deaths with
increasing apABG concentrations, the main folate catabolite,
was observed, which warrants replication. Folate catabolism
plays a role in regulating folate homeostasis, and catabolites are
suggested to be potential functional markers of folate status
(21). Increased folate catabolism has been reported earlier in colon tumor cells (20), and recently increased circulating concentrations of folate catabolites are hypothesized to be a result of
increased inflammation (42). The role of folate catabolites in colorectal cancer recurrence and survival remains to be
elucidated.
To our knowledge, this is the first large multicohort consortium investigating concentrations of folate, folic acid, and folate
catabolites in relation to colorectal cancer recurrence and survival including over 2000 stage I-III colorectal cancer patients.
Quantifying folate using liquid chromatography–tandem mass
spectrometry allowed us to discern separate folate species, including folate catabolites, and is therefore considered a more
powerful method to measure folate status (28,36) compared
with the microbiological assay used in previous studies (29,30).
Patients in this study population diagnosed with stage I-III colorectal cancer were included from several European and US cohort studies, which enabled us to explore a wide range of folate,
folic acid, and catabolite concentrations. Because of the large
sample size, we were also able to conduct subgroup analyses.
Although our sample size was large, we acknowledge that a relatively small proportion of participants originated from US
cohorts (n ¼ 188), which did not allow us to comprehensively
compare European and US cohorts. Median follow-up time was
relatively short at 3.7 years, although it should be noted that
most recurrences tend to occur in the first 2-3 years after colorectal cancer diagnosis (43-45) and we had a broad range with a
maximum follow-up time of 15.4 years. In addition, concentrations of folate species were assessed in only a single sample,
which is a further limitation. A single sample may not capture
past exposures and exposures after cancer diagnosis related to
lifestyle factors or daily variability in metabolites (44). Last, colorectal cancer–specific survival could not be investigated because
cause of death was not available for all cohorts.
Future research investigating colorectal cancer prognosis
should include unmetabolized folic acid and folate catabolites.
The folate catabolites pABG and apABG have not been extensively studied in the context of colorectal cancer, and they
might provide a broader understanding of folate kinetics in colorectal cancer patients. Furthermore, the importance of unmetabolized folic acid, and the potential different biochemical
effect compared with natural folate, in relation to human health
is still unclear (28,46) while dietary supplement use is common
among cancer patients and food fortification is applied in 81
countries (47). Our current findings provide relevant leads for
future studies on the underlying mechanisms. A potentially
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