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Abstract: Early inhibition of inflammation suppresses the carcinogenic process. Aspirin is the
most commonly used non-steroid anti-inflammatory drugs (NSAIDs), and it irreversibly inhibits
cyclooxygenase-1 and -2 (COX1, COX2). Multiple randomized clinical trials have demonstrated that
aspirin offers substantial protection from colon cancer mortality. The lower aspirin doses causing only
minimal gastrointestinal disturbance, ideal for long-term use, can achieve only partial and transitory
inhibition of COX2. Aspirin’s principal metabolite, salicylic acid, is also found in fruits and vegetables
that inhibit COX2. Other phytochemicals such as curcumin, resveratrol, and anthocyanins also inhibit
COX2. Such dietary components are good candidates for combination with aspirin because they have
little or no toxicity. However, obstacles to using phytochemicals for chemoprevention, including
bioavailability and translational potential, must be resolved. The bell/U-shaped dose–response
curves seen with vitamin D and resveratrol might apply to other phytochemicals, shedding doubt
on ‘more is better’. Solutions include: (1) using special delivery systems (e.g., nanoparticles) to
retain phytochemicals; (2) developing robust pharmacodynamic biomarkers to determine efficacy in
humans; and (3) selecting pharmacokinetic doses relevant to humans when performing preclinical
experiments. The combination of aspirin and phytochemicals is an attractive low-cost and low-toxicity
approach to colon cancer prevention that warrants testing, particularly in high-risk individuals.
Keywords: human clinical trials; aspirin; salicylic acid; cyclooxygenase 2; fruits and vegetables;
phytochemicals; synergy; bell/U-shaped; cancer prevention

1. Introduction
Analysis of data from eight randomized trials (25,570 patients, 674 cancer deaths) that examined
the effects of daily aspirin use on the long-term risk of death due to cancer concluded that daily aspirin
use reduced deaths from several common cancers during and after the trials [1]. Benefits increased
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with the duration of aspirin treatment, as they appeared after five years and lowered the 20-year risk
of death from colon cancer. This result was consistent across the different study populations [1,2].
Aspirin was introduced into clinical practice more than 100 years ago, and it belongs to a family of
compounds called salicylates, the simplest of which is salicylic acid, aspirin’s principal metabolite. [3].
Salicylic acid is responsible for aspirin’s anti-inflammatory action, as it targets cyclooxygenases-1 and
-2 (COX1 and COX2) [4]. Salicylic acid and other salicylates also occur widely in fruits and other
parts of plants [5]. Consequently, serum salicylic acid concentrations are greater in vegetarians than
in non-vegetarians, and concentrations overlap between vegetarians and people taking low-dose
aspirin (≤150 mg per day) [6,7]. Accordingly, aspirin and dietary plants are likely to have synergistic
anti-cancer effects.
In plants, salicylic acid functions as a hormonal mediator of the systemic acquired resistance
response to pathogens and environmental stress [5]. Its levels are particularly high in berries, apples,
oranges, strawberries, currants, raisins, cucumbers, and tomatoes [5,8]. Some herbs and spices—such
as cinnamon, curry powder, rosemary, paprika (hot powder), thyme, and oregano—also contain large
amounts. Promising studies have shown that many phytochemicals such as curcumin, resveratrol
and anthocyanins inhibit COX2 in cell cultures and animal models of colon and other cancers [9,10].
However, these preclinical findings are not necessarily translatable to humans, prompting concerns
in the field. Below, we discuss some possible reasons and solutions along with human data from
epidemiological and clinical trials that have used aspirin or phytochemicals to inhibit COX2. We also
summarize the available human data on the synergism between aspirin and dietary phytochemicals in
colon cancer prevention.
2. COX2 Inhibitors
According to current understanding, there are three COX isozymes: COX1, COX2, and
COX3 [11–13]. COX1, which is constitutively expressed in most tissues, regulates renal blood flow and
protects the integrity of the intestinal mucosa. COX2, which is highly inducible, is an important driver
in tumor progression. COX3 is a splice variant of COX1.
COX2 is usually absent, but this early response gene is transcriptionally upregulated by neoplastic
and inflammatory stimuli (e.g., cytokines, growth factors, and mitogens). In colon cancer, COX2 is
overexpressed in 40% to 50% of benign polyps and 80% to 90% of adenocarcinomas [12,14]. COX
enzymes catalyze a key step in the conversion of arachidonate (AA) to prostaglandin H2 (PGH2), the
immediate substrate for a series of cell-specific prostaglandin (PG) and thromboxane synthases. [14].
In particular, prostaglandin E2 (PGE2) is proinflammatory, and it promotes colon cancer through
excessive lipid peroxidation and the formation of DNA adducts [15]. The suppressor 15-prostaglandin
dehydrogenase (15-PGDH), which catalyzes the degradation of PGE2, is downregulated in colorectal
adenoma and carcinoma cells [16].
The most effective way to inhibit COX2 clinically is with selective pharmacological inhibitors
such as rofecoxib, valdecoxib, and celecoxib [9]. Celecoxib, when tested in patients with familial
adenomatous polyposis who took 400 mg twice daily for six months significantly reduced the
number and burden of colon polyps [17]. However, subsequent findings of severe cardiovascular risk
associated with COX2 inhibitors in a small patient subpopulation caused rofecoxib and valdecoxib to
be withdrawn from the market in 2004 and 2005, respectively [9].
Efforts to find more specific inhibitors of COX2 for long-term preventive use have not been
successful except for aspirin that is taken in lower doses [9]. However, aspirin’s widespread use for
preventing heart attacks and strokes has made it the most investigated NSAID for cancer prevention,
particularly colorectal cancer [18]. Epidemiological studies have consistently observed an inverse
association between aspirin use and risk of colorectal cancer [18]. A recent pooled analysis from
four randomized, cardiovascular disease prevention trials of a long-term post-trial follow-up of
nearly 14,000 patients showed that daily aspirin treatment for about five years associated with a 34%
reduction in 20-year colorectal cancer mortality [1]. A separate meta-analysis from four randomized
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adenoma prevention trials of nearly 3000 patients with a history of colorectal adenoma or cancer
showed that aspirin reduced the occurrence of advanced adenomas by 28% and aspirin reduced any
adenoma by 17% [19]. Aspirin was also beneficial in patients with Lynch syndrome, an inherited
disease with a high risk of colorectal cancer. In Lynch patients treated with aspirin for at least two
years, there was a 50% or more reduction in the risk of colorectal cancer commencing five years after
randomization and after aspirin had been discontinued [18]. A few observational studies have also
found increased survival among colorectal cancer patients who use aspirin [18]. It should be noted
that the chemopreventive activities of aspirin involve COX-independent mechanisms such as cyclin
A2/CDK2 [20], phosphatidylinositol 3-kinase-related pathways (PIK3CA) [21], sirtuin 1 (SIRT1) [22],
platelet inhibition [23], nuclear factor kappa B (NF-κB) [24], mammalian target of rapamycin (mTOR)
signaling [25], DNA repair [26], etc. Readers are referred to comprehensive summaries on this topic
in other reviews [26–29]. Although safe aspirin regimens can achieve only partial and transitory
inhibition of COX2, it might be feasible to complement their cancer-protective benefits with agents
such as phytochemicals that decrease COX2 expression or limit the bioactivity of COX2-derived
PGE2 [30].
3. Phytochemicals as Natural Sources of Anti-COX2 Agents in Humans
Many phytochemicals—including flavonoids, phenolic acids, tannins, stilbenes, etc.—inhibit
COX2 in cell cultures and animal models of colon cancer, and readers are referred to well-summarized
reviews [9–11,31]. Here are only a few examples of these phytochemicals: curcumin, resveratrol,
epigallocatechin gallate (EGCG), lycopene, anthocyanins, genistein, capsaicin, piperine, diosgenin,
oleanolic acid, boswellic acid, lupeol, cineole, etc. Accordingly, only articles with results from human
intervention trials are discussed here.
Curcumin is derived from turmeric (Curcuma longa), a golden spice that has been used for centuries
in many Asian countries as part of the diet or as a coloring agent [9]. The anticancer and anti-COX2
effects of curcumin have been demonstrated in several cell culture and animal studies of cancers,
including colorectal cancer [9]. One difficulty with curcumin treatment is low bioavailability, even
when the supplement is taken in large doses [32]. A 2 g dose of curcumin resulted in undetectable
serum curcumin levels in human patients [33]. In two clinical trials using an 8 g dose, plasma curcumin
levels ranged from 22–41 ng/mL and 29–412 ng/mL [34,35], suggesting that absorption varies widely
among individuals.
Although the systemic availability of curcumin is very low, 3600 mg curcumin administered orally
each day for seven days accumulated in both normal and cancerous colorectal tissues from colon
cancer patients [36]. The same study also found that curcumin did not affect COX2 protein levels in
malignant colorectal tissue. In another study, neither curcumin nor its metabolites were detected in
blood or urine, but curcumin was recovered from feces in patients with advanced colorectal cancer
who are refractory to standard chemotherapies received Curcuma extract daily (36–180 mg) for up to
four months, suggesting that it might be metabolized in the intestines and absorbed into colorectal
tissues [37]. Accordingly, there have been efforts to modify curcumin such as by using implantable
polymeric micelles or phospholipid-based delivery systems in an attempt to increase its accumulation,
particularly in the gastrointestinal tract. Such approaches aim to use specially formulated curcumin to
target COX2 more effectively, though that has yet to be determined in humans [38–40].
One study [41] investigated selective COX2 inhibition by an extract of Pterocarpus marsupium
(the Indian kino tree), which contains pterostilbene, a stilbenoid also found in blueberries. In healthy
human volunteers, oral use of 450 mg of Pterocarpus marsupium extract did not decrease PGE2
production. However, serum pterostilbene levels did increase, though they were five-fold lower
than those observed when IC50 pterostilbene was used to inhibit PGE2 in LPS-stimulated human
peripheral blood mononuclear cells (PBMC). This study strongly argues that a dose-finding study
of Pterocarpus marsupium extract in humans is needed to validate the inhibition of PGE2 production
observed in vitro.
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It is rather disappointing that phytochemicals with the potential to serve as natural low-toxicity
COX2 inhibitors in cell cultures and animals have failed to inhibit COX2 in humans. Concerns
and possible solutions relating to the effort to use dietary phytochemicals for colon cancer
chemoprevention [42] are summarized below.
4. Is There a “Right” dose of Phytochemicals for Cancer Chemoprevention?
Several lines of evidence suggest a nonlinear dose response for the protective effects of
phytochemicals in humans. For example, the association between 25-hydroxyvitamin D, 25(OH)D
levels and the risk of mortality in the general population was investigated in 13,331 nationally
representative adults aged 20 years or older from mortality files linked to the Third National Health and
Nutrition Examination Survey (NHANES III). Participants’ vitamin D levels were collected from 1988
through 1994, and the individuals were passively followed for mortality through 2000 [43]. There were
777 deaths from cardiovascular disease (CVD) and 424 deaths from all cancers; with 1806 deaths in total.
Serum 25(OH)D levels below 17.8 ng/mL associated with a 26% increased rate of all-cause mortality
whereas a population attributable risk was 3.1% [43]. However, U-shaped risk curves pointed out the
possibility of increased risk when 25(OH)D levels were above 32.1 ng/mL [44]. Two cohort studies also
obtained a U-shaped curve when 25(OH)D levels were plotted against colorectal or prostate cancer risk.
With respect to colorectal cancer, blood samples taken in 1974 in Washington County, Maryland, from
25,620 volunteers were used to investigate the relationship of serum 25(OH)D with subsequent risk of
developing colon cancer [45]. Between August 1975 and January 1983, 34 cases of colon cancer were
matched to 67 controls by age, race, sex, and the month blood was taken. There was a 75% reduced
risk of colon cancer in individuals with serum levels of 25(OH)D at 27−32 ng/mL, and it fell by 80%
when levels were 33−41 ng/mL. However, the risk of colon cancer was not reduced in the group
with 42−91 ng/mL serum 25(OH)D. In the case of prostate cancer, a longitudinal nested case-control
study was conducted on Nordic men (from Norway, Finland, and Sweden), using banks of 200,000
serum samples [46]. Both low (≤19 nmol/L) and high (≥80 nmol/L) 25(OH)D serum concentrations
associated with higher prostate cancer risk in a cohort of 622 prostate cancer cases and 1,451 matched
controls. Subjects with a normal average serum concentration of 25(OH)D (40−60 nmol/L) had the
lowest risk. The authors suspected that the reasons for U-shaped risk of prostate cancer might be due
to similar 1,25-dihydroxyvitamin D(3) availability within the prostate because a low vitamin D serum
concentration likely leads to a low tissue concentration and therefore weakened mitotic control of
target cells. However, a high vitamin D level might lead to vitamin D resistance through increased
inactivation as a result of enhanced expression of 24-hydroxylase [46]. Therefore, both high and low
levels of blood vitamin D associate with higher prostate cancer risk.
Thus, different studies have suggested that one should avoid vitamin D levels that are too low
or too high. Moreover, findings from the Selenium and Vitamin E Cancer Prevention Trial (SELECT)
further support the need to carefully select doses in chemoprevention clinical trials. Surprisingly,
men with low selenium status were not beneficial from selenium supplementation, but men with
high selenium status had increased risk of developing high-grade prostate cancer by selenium
supplementation [47]. Moreover, vitamin E increased the risk of prostate cancer among men with low
selenium status. Therefore, neither intervention was protective. This study suggests that men should
avoid taking selenium or vitamin E supplementation at doses that go beyond recommended dietary
intakes [47].
5. Less is More When Phytochemicals are Used for Cancer Chemoprevention
To challenge the assumption that “more is better”, a study compared the pharmacokinetics
and activity of a dietary dose of resveratrol with an intake 200 times higher (5 mg vs. 1 g) [48].
The dose–response relationship and metabolite profile of [(14)C]-resveratrol were first established in
colorectal tissue collected from patients participating in a presurgical window trial. Importantly, the
results proved that a dietary dose of resveratrol could reach colorectal mucosa, the target tissue, and
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therefore the full achievable concentration range in humans was defined. Importantly, patients who
took 5 mg resveratrol daily had significantly higher levels of oxidative stress markers than a control
population or patients who took 1 g daily, suggesting that the pro-oxidant effect of low-dose resveratrol
was also evident in colorectal tissue of patients. The same article also reported a bell-shaped dose
response to resveratrol in Apcmin/+ mice, a model of human colorectal cancer [48]. Taken together, these
findings illustrate that low-level dietary exposure to resveratrol not only elicits biological changes
in human tissues relevant to colorectal cancer prevention but is also more effective than high doses.
It is possible that the same is true for other phytochemicals. Because multiple studies have reported
nonlinear dose responses to phytochemicals in humans, it is crucial to identify the optimal dose range
before conducting a human clinical trial. Robust pharmacodynamic biomarkers that correlate with the
chemopreventive efficacy of phytochemicals at dose ranges that can be achieved in humans should be
identified in preclinical models and ultimately tested in humans.
6. Interactions Between Aspirin and High Fiber Diets in Colon Adenoma and Colon Cancer
Incidence in Humans
The Polyp Prevention Trial (PPT) was a multicenter randomized clinical trial designed to evaluate
the effects of a diet high in fiber (18 g/1000 kcal), high in fruits and vegetables (3.5 servings/1000 kcal),
and low in fat (20% of total energy) on adenomatous polyp recurrence in the colon in both men and
women (n = 2079) [49]. The results suggest that the dietary intervention did not influence the risk
of recurrence of colorectal adenomas. In a subsequent analysis, use of NSAIDs and recurrence of
colorectal adenomas in PPT was investigated [50]. Among the participants who completed the full
follow-up (n = 1905), there was a significant reduction in overall adenoma recurrence among NSAID
users, with the greatest effect seen with advanced polyps. Among aspirin users, there was a 40%
reduction in the OR association of dose response for overall adenoma recurrence among those who
ingested more than 325 mg per day but no change in the OR association among those took ≤325 mg
per day. It is interesting, however, that several studies suggest that NSAIDS might modify the effects
of calcium [51,52] and physical activity [53] on colon cancer risk. Accordingly, the analysis was
performed to determine if NSAID use modified the effect of a low-fat, high-fiber diet on the recurrence
of colorectal adenomas in PPT [49]. NSAIDs and aspirin significantly modified the association between
the intervention and recurrence at baseline and throughout the trial (Table 1). The protective association
observed for NSAID use was stronger among the controls than in the intervention group. The authors
suggest that these results should be interpreted cautiously because the differences may have arisen by
chance during the examination of multiple associations. Moreover, the participants in the PPT study
were not randomly assigned to either dietary intervention or NSAID use. Importantly, however, this
study suggests that a diet of low-fat, high-fiber rich in fruits and vegetables might lower the risk of
recurrence of colorectal adenoma among individuals who do not regularly take NSAIDs [49].
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Table 1. Interactions Between Aspirin and High Fiber Diets in Colon Adenoma and Colon Cancer Incidence in Humans
Trial Name

Primary end Point

Duration

Participants

Diet Intervention
High-fiber (18 g/1000 kcal)

The Polyp Prevention Trial

Colorectal
adenoma recurrence

Intervention for 3 years

1905 (intervention)

High fruit and vegetable
(3.5 servings/1000 kcal)
Low-fat (20% energy)

The Women‘s Health Initiative
Randomized Controlled
Dietary Modification Trial

The Women’s Health Initiative
Randomized Controlled
Dietary Modification Trial

Findings
Interaction between intervention
and aspirin (p = 0.03). Interaction
between intervention and all
NSAIDs (p = 0.008)

Ref.
[48]

Fruit and vegetable, at least 5
servings daily
Invasive colorectal
cancer incidence

Intervention for 8.1 years

Invasive colorectal
cancer incidence

Intervention for 8.1 years
and followed for an
additional 9.4 years

19,541 (intervention)
29,294 (comparison)

Grains, at least 6 servings daily

Interaction between intervention
and aspirin (p = 0.01)

[54]

Interaction between intervention
and aspirin (p = 0.07). Interaction
between intervention and all
NSAIDs (p = 0.14)

[55]

Fat: 20% energy

19,541 (intervention)
29,294 (comparison)

Fruit and vegetable, at least 5
servings daily
Grains, at least 6 servings daily
Fat: 20% energy
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In The Women’s Health Initiative Randomized Controlled Dietary Modification Trial, in order to
motivate and support reductions in dietary fat, increase consumption of vegetables and fruits, and
increase grain servings, an intensive behavioral modification program was used [54]. All participants
were randomly assigned to two groups: the dietary intervention (n = 19,541) or a comparison group
(n = 29,294) (Table 1). During a mean follow-up of 8.1 (SD, 1.7) years, there was a total of 480 cases
of invasive colorectal cancer occurred. Primary analyses suggested that, by year 1, the reduction in
the percentage of energy obtained from fat was 10.7% greater in the intervention group than in the
comparison group. This difference between groups was mostly maintained (8.1% at year 6). The
intervention group also made statistically significant increases in vegetable, fruit, and grain servings
per day. However, despite these dietary changes, primary analyses suggested that there was no
evidence that the intervention reduced the risk of invasive colorectal cancer during the follow-up
period. Secondary analyses suggested that there were potential interactions with baseline aspirin
use for that baseline high-dose aspirin (≥325 mg per day) users had a significantly decreased risk of
developing invasive colorectal cancer versus non-users and low-dose aspirin (<325 mg per day) users.
No interaction was observed with duration of aspirin use. After the 8.1 years of dietary modification,
this study was extended to follow an additional 9.4 years of postintervention and the results were
recently published in another article [55]. A total of 906 cases of colorectal cancer were identified
during the intervention and postintervention periods. The colorectal cancer incidence was not different
in the dietary modification group for any type of NSAID use, and none of the interactions with any
category of NSAID use was statistically significant. However, there perhaps was modest evidence
for an interaction (p = 0.07) with aspirin use at baseline, though the strength and duration of aspirin
use at baseline did not alter the associations. Therefore, extended follow-up did not confirm the
combined protective effects of aspirin and diet (reduction in dietary fat plus increased consumption
of vegetables, fruits, and grains) on colorectal cancer risk among the postmenopausal women. The
later report also did not confirm the initial findings that suggested a combined protective effect of
aspirin and dietary modification. However, a high dose of aspirin (≥325 mg per day) is generally used
to control specific symptoms such as fever, whereas a low dose or baby aspirin is protective against
cancers, particularly colorectal cancer [18]. Additionally, it is conceivable that adherence to dietary
modification declined over time during the intervention and might decline even more during the
postintervention period. Thus, use of both low-dose aspirin and dietary modification by high-risk
individuals who are susceptible to cancer may ease concerns about adherence. This approach may have
a significant impact in that aspirin (600 mg per day) was not protective in hereditary colorectal cancer
in patients with familial adenomatous polyposis (FAP) after more than one year of treatment [56],
whereas a nine-month intervention with black raspberry suppositories, a rich source of salicylic acid
and anthocyanins, associated with rectal polyp regression in FAP patients [57].
7. Conclusions
Both aspirin, and fruits and vegetables are attractive agents for colon cancer chemoprevention
because they have little or no toxicity in humans. Salicylic acid, the principal metabolite of aspirin,
is widely present in plant-derived foods, which further supports the possible synergistic effects of
aspirin, and fruits and vegetables. The challenges of translating findings from preclinical models
that demonstrate the protective effects of plant-derived phytochemicals to humans are starting to be
addressed. Importantly, the doses tested in preclinical settings need to be relevant and achievable
in humans. Furthermore, the bell/U-shaped response curves of phytochemicals suggest the need
to identify specific pharmacodynamic biomarkers that correlate with the chemopreventive efficacy
of phytochemicals or fruits and vegetables. It is conceivable that combining aspirin with fruits and
vegetables is a promising chemopreventive approach, particularly in high-risk groups, because of its
synergistic potential with little or no toxicity during years of intervention.
Acknowledgments: This work was partially supported by NIH grant 5 R01 CA148818 and American Cancer
Society, RSG-13-138-01—CNE to Li-Shu Wang.

Int. J. Mol. Sci. 2018, 19, 166

8 of 11

Conflicts of Interest: The authors declare no conflict of interest.

References
1.

2.

3.
4.
5.
6.

7.

8.
9.

10.
11.

12.
13.
14.
15.
16.

17.

18.

19.

Rothwell, P.M.; Fowkes, F.G.R.; Belch, J.F.F.; Ogawa, H.; Warlow, C.P.; Meade, T.W. Effect of daily aspirin on
long-term risk of death due to cancer: Analysis of individual patient data from randomised trials. The Lancet
2011, 377, 31–41. [CrossRef]
Rothwell, P.M.; Wilson, M.; Elwin, C.-E.; Norrving, B.; Algra, A.; Warlow, C.P.; Meade, T.W. Long-term effect
of aspirin on colorectal cancer incidence and mortality: 20-year follow-up of five randomised trials. Lancet
2010, 376, 1741–1750. [CrossRef]
Paterson, J.R.; Lawrence, J.R. Salicylic acid: A link between aspirin, diet and the prevention of colorectal
cancer. QJM Int. J. Med. 2001, 94, 445–448. [CrossRef]
Patrignani, P.; Patrono, C. Cyclooxygenase inhibitors: From pharmacology to clinical read-outs. Biochim.
Biophys. Acta (BBA) Mol. Cell Biol. Lipids 2015, 1851, 422–432. [CrossRef] [PubMed]
Paterson, J.; Baxter, G.; Lawrence, J.; Duthie, G. Is there a role for dietary salicylates in health? Proc. Nutr. Soc.
2006, 65, 93–96. [CrossRef] [PubMed]
Lawrence, J.R.; Peter, R.; Baxter, G.J.; Robson, J.; Graham, A.B.; Paterson, J.R. Urinary excretion of salicyluric
and salicylic acids by non-vegetarians, vegetarians, and patients taking low dose aspirin. J. Clin. Pathol.
2003, 56, 651–653. [CrossRef] [PubMed]
Blacklock, C.J.; Lawrence, J.R.; Wiles, D.; Malcolm, E.A.; Gibson, I.H.; Kelly, C.J.; Paterson, J.R. Salicylic
acid in the serum of subjects not taking aspirin. Comparison of salicylic acid concentrations in the serum
of vegetarians, non-vegetarians, and patients taking low dose aspirin. J. Clin. Pathol. 2001, 54, 553–555.
[CrossRef] [PubMed]
Swain, A.; Dutton, S.; Truswell, A. Salicylates in foods. J. Am. Diet. Assoc. 1985, 85, 950–960. [PubMed]
Samadi, A.K.; Bilsland, A.; Georgakilas, A.G.; Amedei, A.; Amin, A.; Bishayee, A.; Azmi, A.S.;
Lokeshwar, B.L.; Grue, B.; Panis, C.; et al. A multi-targeted approach to suppress tumor-promoting
inflammation. Semin. Cancer Biol. 2015, 35, S151–S184. [CrossRef] [PubMed]
Madka, V.; Rao, C.V. Anti-inflammatory phytochemicals for chemoprevention of colon cancer. Curr. Cancer
Drug Targets 2013, 13, 542–557. [CrossRef] [PubMed]
Fajardo, A.M.; Piazza, G.A. Chemoprevention in gastrointestinal physiology and disease. Anti-inflammatory
approaches for colorectal cancer chemoprevention. Am. J. Physiol. Gastrointest. Liver Physiol. 2015, 309,
G59–G70. [CrossRef] [PubMed]
Temraz, S.; Mukherji, D.; Shamseddine, A. Potential Targets for Colorectal Cancer Prevention. Int. J. Mol. Sci.
2013, 14, 17279–17303. [CrossRef] [PubMed]
Mayank, B.; Lalit Singh, C. The Ambidextrous Cyclooxygenase: An Enduring Target. Inflamm. Allergy Drug
Targets (Discontinued) 2014, 13, 387–392. [CrossRef]
Williams, C.S.; Mann, M.; DuBois, R.N. The role of cyclooxygenases in inflammation, cancer, and
development. Oncogene 1999, 18, 7908. [CrossRef] [PubMed]
Komiya, M.; Fujii, G.; Takahashi, M.; Iigo, M.; Mutoh, M. Prevention and Intervention Trials for Colorectal
Cancer. Jpn. J. Clin. Oncol. 2013, 43, 685–694. [CrossRef] [PubMed]
Smartt, H.J.M.; Greenhough, A.; Ordóñez-Morán, P.; Talero, E.; Cherry, C.A.; Wallam, C.A.; Parry, L.;
Al Kharusi, M.; Roberts, H.R.; Mariadason, J.M.; et al. β-catenin represses expression of the tumour
suppressor 15-prostaglandin dehydrogenase in the normal intestinal epithelium and colorectal tumour cells.
Gut 2012, 61, 1306–1314. [CrossRef] [PubMed]
Steinbach, G.; Lynch, P.M.; Phillips, R.K.S.; Wallace, M.H.; Hawk, E.; Gordon, G.B.; Wakabayashi, N.;
Saunders, B.; Shen, Y.; Fujimura, T.; et al. The Effect of Celecoxib, a Cyclooxygenase-2 Inhibitor, in Familial
Adenomatous Polyposis. N. Engl. J. Med. 2000, 342, 1946–1952. [CrossRef] [PubMed]
Chan, A.T.; Arber, N.; Burn, J.; Chia, J.W.-K.; Elwood, P.; Hull, M.A.; Logan, R.F.; Rothwell, P.M.; Schrör, K.;
Baron, J.A. Aspirin in the Chemoprevention of Colorectal Neoplasia: An Overview. Cancer Prev. Res. 2012, 5,
164–178. [CrossRef] [PubMed]
Cole, B.F.; Logan, R.F.; Halabi, S.; Benamouzig, R.; Sandler, R.S.; Grainge, M.J.; Chaussade, S.; Baron, J.A.
Aspirin for the Chemoprevention of Colorectal Adenomas: Meta-analysis of the Randomized Trials. J. Natl.
Cancer Inst. 2009, 101, 256–266. [CrossRef] [PubMed]

Int. J. Mol. Sci. 2018, 19, 166

20.

21.

22.

23.
24.
25.

26.
27.
28.
29.
30.
31.

32.
33.

34.

35.

36.

37.

38.

9 of 11

Dachineni, R.; Ai, G.; Kumar, D.R.; Sadhu, S.S.; Tummala, H.; Bhat, G.J. Cyclin A2 and CDK2 as Novel
Targets of Aspirin and Salicylic Acid: A Potential Role in Cancer Prevention. Mol. Cancer Res. (MCR) 2016,
14, 241–252. [CrossRef] [PubMed]
Liao, X.; Lochhead, P.; Nishihara, R.; Morikawa, T.; Kuchiba, A.; Yamauchi, M.; Imamura, Y.; Qian, Z.R.;
Baba, Y.; Shima, K.; et al. Aspirin Use, Tumor PIK3CA Mutation, and Colorectal-Cancer Survival. N. Engl. J.
Med. 2012, 367, 1596–1606. [CrossRef] [PubMed]
Jung, Y.R.; Kim, E.J.; Choi, H.J.; Park, J.J.; Kim, H.S.; Lee, Y.J.; Park, M.J.; Lee, M. Aspirin Targets SIRT1 and
AMPK to Induce Senescence of Colorectal Carcinoma Cells. Mol. Pharmacol. 2015, 88, 708–719. [CrossRef]
[PubMed]
Patrono, C. The Multifaceted Clinical Readouts of Platelet Inhibition by Low-Dose Aspirin. J. Am. Coll.
Cardiol. 2015, 66, 74–85. [CrossRef] [PubMed]
Yin, M.-J.; Yamamoto, Y.; Gaynor, R.B. The anti-inflammatory agents aspirin and salicylate inhibit the activity
of IκB kinase-β. Nature 1998, 396, 77. [CrossRef] [PubMed]
Din, F.V.; Valanciute, A.; Houde, V.P.; Zibrova, D.; Green, K.A.; Sakamoto, K.; Alessi, D.R.; Dunlop, M.G.
Aspirin inhibits mTOR signaling, activates AMP-activated protein kinase, and induces autophagy in
colorectal cancer cells. Gastroenterology 2012, 142, 1504–1515. [CrossRef] [PubMed]
Goel, A.; Chang, D.K.; Ricciardiello, L.; Gasche, C.; Boland, C.R. A novel mechanism for aspirin-mediated
growth inhibition of human colon cancer cells. Clin. Cancer Res. 2003, 9, 383–390. [PubMed]
Langley, R.E.; Rothwell, P.M. Potential biomarker for aspirin use in colorectal cancer therapy. Nat. Rev.
Clin. Oncol. 2013, 10, 8–10. [CrossRef] [PubMed]
Singh Ranger, G. The role of aspirin in colorectal cancer chemoprevention. Crit. Rev. Oncol./Hematol. 2016,
104, 87–90. [CrossRef] [PubMed]
Usman, M.W.; Luo, F.; Cheng, H.; Zhao, J.J.; Liu, P. Chemopreventive effects of aspirin at a glance. Biochim.
Biophys. Acta 2015, 1855, 254–263. [CrossRef] [PubMed]
McCarty, M.F. Minimizing the cancer-promotional activity of cox-2 as a central strategy in cancer prevention.
Med. Hypotheses 2012, 78, 45–57. [CrossRef] [PubMed]
Afrin, S.; Giampieri, F.; Gasparrini, M.; Forbes-Hernandez, T.Y.; Varela-Lopez, A.; Quiles, J.L.; Mezzetti, B.;
Battino, M. Chemopreventive and Therapeutic Effects of Edible Berries: A Focus on Colon Cancer Prevention
and Treatment. Molecules 2016, 21, 169. [CrossRef] [PubMed]
Anand, P.; Kunnumakkara, A.B.; Newman, R.A.; Aggarwal, B.B. Bioavailability of curcumin: Problems and
promises. Mol. Pharm. 2007, 4, 807–818. [CrossRef] [PubMed]
Shoba, G.; Joy, D.; Joseph, T.; Majeed, M.; Rajendran, R.; Srinivas, P.S. Influence of piperine on the
pharmacokinetics of curcumin in animals and human volunteers. Planta Med. 1998, 64, 353–356. [CrossRef]
[PubMed]
Dhillon, N.; Aggarwal, B.B.; Newman, R.A.; Wolff, R.A.; Kunnumakkara, A.B.; Abbruzzese, J.L.; Ng, C.S.;
Badmaev, V.; Kurzrock, R. Phase II trial of curcumin in patients with advanced pancreatic cancer. Clin. Cancer
Res. 2008, 14, 4491–4499. [CrossRef] [PubMed]
Kanai, M.; Yoshimura, K.; Asada, M.; Imaizumi, A.; Suzuki, C.; Matsumoto, S.; Nishimura, T.; Mori, Y.;
Masui, T.; Kawaguchi, Y.; et al. A phase I/II study of gemcitabine-based chemotherapy plus curcumin
for patients with gemcitabine-resistant pancreatic cancer. Cancer Chemother Pharmacol. 2011, 68, 157–164.
[CrossRef] [PubMed]
Garcea, G.; Berry, D.P.; Jones, D.J.L.; Singh, R.; Dennison, A.R.; Farmer, P.B.; Sharma, R.A.; Steward, W.P.;
Gescher, A.J. Consumption of the Putative Chemopreventive Agent Curcumin by Cancer Patients:
Assessment of Curcumin Levels in the Colorectum and their Pharmacodynamic Consequences. Cancer
Epidemiol. Biomark. Prev. 2005, 14, 120–125.
Sharma, R.A.; McLelland, H.R.; Hill, K.A.; Ireson, C.R.; Euden, S.A.; Manson, M.M.; Pirmohamed, M.;
Marnett, L.J.; Gescher, A.J.; Steward, W.P. Pharmacodynamic and Pharmacokinetic Study of Oral Curcuma
Extract in Patients with Colorectal Cancer. Clin. Cancer Res. 2001, 7, 1894–1900. [PubMed]
Bansal, S.S.; Vadhanam, M.V.; Gupta, R.C. Development and In Vitro-In Vivo Evaluation of Polymeric
Implants for Continuous Systemic Delivery of Curcumin. Pharm. Res. 2011, 28, 1121–1130. [CrossRef]
[PubMed]

Int. J. Mol. Sci. 2018, 19, 166

39.

40.

41.

42.
43.
44.

45.
46.

47.

48.

49.

50.

51.
52.

53.

54.

10 of 11

Shaikh, J.; Ankola, D.D.; Beniwal, V.; Singh, D.; Kumar, M.N.V.R. Nanoparticle encapsulation improves oral
bioavailability of curcumin by at least 9-fold when compared to curcumin administered with piperine as
absorption enhancer. Eur. J. Pharm. Sci. 2009, 37, 223–230. [CrossRef] [PubMed]
Marczylo, T.H.; Verschoyle, R.D.; Cooke, D.N.; Morazzoni, P.; Steward, W.P.; Gescher, A.J. Comparison
of systemic availability of curcumin with that of curcumin formulated with phosphatidylcholine. Cancer
Chemother. Pharmacol. 2007, 60, 171–177. [CrossRef] [PubMed]
Hougee, S.; Faber, J.; Sanders, A.; de Jong, R.B.; van den Berg, W.B.; Garssen, J.; Hoijer, M.A.; Smit, H.F.
Selective COX-2 Inhibition by a Pterocarpus marsupium Extract Characterized by Pterostilbene, and its Activity
in Healthy Human Volunteers. Planta Med. 2005, 71, 387–392. [CrossRef] [PubMed]
Brown, K.; Rufini, A. New concepts and challenges in the clinical translation of cancer preventive therapies:
The role of pharmacodynamic biomarkers. Ecancermedicalscience 2015, 9, 601. [CrossRef] [PubMed]
Melamed, M.L.; Michos, E.D.; Post, W.; Astor, B. 25-hydroxyl Vitamin D Levels and the Risk of Mortality in
the General Population. Arch. Int. Med. 2008, 168, 1629–1637. [CrossRef] [PubMed]
Lazzeroni, M.; Gandini, S.; Puntoni, M.; Bonanni, B.; Gennari, A.; DeCensi, A. The science behind vitamins
and natural compounds for breast cancer prevention. Getting the most prevention out of it. The Breast 2011,
20 (Suppl. 3), S36–S41. [CrossRef]
Garland, C.; Garland, F.; Shaw, E.; Comstock, G.; Helsing, K.; Gorham, E. Serum 25-Hydroxyvitamin D and
Colon Cancer: Eight-Year Prospective Study. The Lancet 1989, 334, 1176–1178. [CrossRef]
Tuohimaa, P.; Tenkanen, L.; Ahonen, M.; Lumme, S.; Jellum, E.; Hallmans, G.; Stattin, P.; Harvei, S.;
Hakulinen, T.; Luostarinen, T.; et al. Both high and low levels of blood vitamin D are associated with a
higher prostate cancer risk: A longitudinal, nested case-control study in the Nordic countries. Int. J. Cancer
2004, 108, 104–108. [CrossRef] [PubMed]
Kristal, A.R.; Darke, A.K.; Morris, J.S.; Tangen, C.M.; Goodman, P.J.; Thompson, I.M.; Meyskens, F.L.;
Goodman, G.E.; Minasian, L.M.; Parnes, H.L.; et al. Baseline Selenium Status and Effects of Selenium and
Vitamin E Supplementation on Prostate Cancer Risk. J. Natl. Cancer Inst. 2014, 106, djt456. [CrossRef]
[PubMed]
Scott, E.; Cai, H.; Kholghi, A.; Andreadi, C.; Rufini, A.; Karmokar, A.; Britton, R.G.; Horner-Glister, E.;
Greaves, P.; Jawad, D.; et al. Less is more for cancer chemoprevention: Evidence of a non-linear dose
response for the protective effects of resveratrol in humans and mice. Sci. Transl. Med. 2015, 7, 298ra117.
[CrossRef]
Hartman, T.J.; Yu, B.; Albert, P.S.; Slattery, M.L.; Paskett, E.; Kikendall, J.W.; Iber, F.; Brewer, B.K.; Schatzkin, A.;
Lanza, E. Does Nonsteroidal Anti-inflammatory Drug Use Modify the Effect of a Low-Fat, High-Fiber Diet
on Recurrence of Colorectal Adenomas? Cancer Epidemiol. Biomark. Prev. 2005, 14, 2359–2365. [CrossRef]
[PubMed]
Tangrea, J.A.; Albert, P.S.; Lanza, E.; Woodson, K.; Corle, D.; Hasson, M.; Burt, R.; Caan, B.; Paskett, E.;
Iber, F.; et al. Non-steroidal anti-inflammatory drug use is associated with reduction in recurrence of
advanced and non-advanced colorectal adenomas (United States). Cancer Causes Control 2003, 14, 403–411.
[CrossRef] [PubMed]
Wu, K.; Willett, W.C.; Fuchs, C.S.; Colditz, G.A.; Giovannucci, E.L. Calcium Intake and Risk of Colon Cancer
in Women and Men. J. Natl. Cancer Inst. 2002, 94, 437–446. [CrossRef] [PubMed]
Baron, J.A.; Beach, M.; Mandel, J.S.; van Stolk, R.U.; Haile, R.W.; Sandler, R.S.; Rothstein, R.; Summers, R.W.;
Snover, D.C.; Beck, G.J.; et al. Calcium Supplements for the Prevention of Colorectal Adenomas. N. Engl.
J. Med. 1999, 340, 101–107. [CrossRef] [PubMed]
Hauret, K.G.; Bostick, R.M.; Matthews, C.E.; Hussey, J.R.; Fina, M.F.; Geisinger, K.R.; Roufail, W.M.
Physical Activity and Reduced Risk of Incident Sporadic Colorectal Adenomas: Observational Support for
Mechanisms Involving Energy Balance and Inflammation Modulation. Am. J. Epidemiol. 2004, 159, 983–992.
[CrossRef] [PubMed]
Beresford, S.A.; Johnson, K.C.; Ritenbaugh, C.; Lasser, N.L.; Snetselaar, L.G.; Black, H.R.; Anderson, G.L.;
Assaf, A.R.; Bassford, T.; Bowen, D.; et al. Low-fat dietary pattern and risk of colorectal cancer: The women’s
health initiative randomized controlled dietary modification trial. JAMA 2006, 295, 643–654. [CrossRef]
[PubMed]

Int. J. Mol. Sci. 2018, 19, 166

55.

56.

57.

11 of 11

Kato, I.; Lane, D.R.; Womack, C.; Bock, C.; Hou, L.H.; Lin, J.; Wu, C.; Beebe Dimmer, J.S.; Simon, M.
Interaction between Nonsteroidal Anti-inflammatory Drugs and Low-fat Dietary Intervention on Colorectal
Cancer Incidence; the Women’s Health Initiative (WHI) Dietary Modification Trial. J. Am. Coll. Nutr. 2017,
36, 462–469. [PubMed]
Burn, J.; Bishop, D.T.; Chapman, P.D.; Elliott, F.; Bertario, L.; Dunlop, M.G.; Eccles, D.; Ellis, A.; Evans, D.G.;
Fodde, R.; et al. A Randomized Placebo-controlled Prevention Trial of Aspirin and/or Resistant Starch
in Young People with Familial Adenomatous Polyposis. Cancer Prev. Res. 2011, 4, 655–665. [CrossRef]
[PubMed]
Wang, L.-S.; Burke, C.A.; Hasson, H.; Kuo, C.-T.; Molmenti, C.L.S.; Seguin, C.; Liu, P.; Huang, T.H.-M.;
Frankel, W.L.; Stoner, G.D. A Phase Ib Study of the Effects of Black Raspberries on Rectal Polyps in Patients
with Familial Adenomatous Polyposis. Cancer Prev. Res. 2014, 7, 666–674. [CrossRef] [PubMed]
© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

