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Energy Balance–Related Factors and Risk of Colorectal
Cancer Expressing Different Levels of Proteins Involved
in the Warburg Effect
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Introduction
Energy balance–related factors are known to inﬂuence risk of
colorectal cancer. Measures of adiposity, such as body mass index
(BMI) and waist circumference, have been associated with increased
risk of colorectal cancer (1, 2), whereas physical activity is inversely
associated with colorectal cancer risk (2–4). Up till now, the underlying
biological mechanisms are not fully understood. Several reviews
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proxy), and physical activity with Warburg subtypes in colorectal
cancer.
Results: BMI and clothing size were positively associated with
Warburg-moderate and Warburg-high colon cancer risk in men
(Pheterogeneity ¼ 0.192). In women, clothing size was positively
associated with Warburg-low and Warburg-high colon cancer
(Pheterogeneity ¼ 0.005). Nonoccupational physical activity was
inversely associated with Warburg-low and Warburg-moderate
colon cancer in women (Pheterogeneity ¼ 0.045), but positively associated
with Warburg-high rectal cancer in men (Pheterogeneity ¼ 0.089).
Conclusions: The Warburg effect might be involved in associations between adiposity and colon cancer risk, though additional
mechanisms could be at play in women as well. The inverse
association between physical activity and colon cancer might be
explained by mechanisms other than the Warburg effect.
Impact: Further research is needed to reproduce these results and
investigate possible additional mechanisms.
published on this subject (5–7) implied three main factors: adipocyte-derived cytokines (adipokines), insulin and insulin-like growth
factor 1 (IGF-1) signaling, and sex hormones.
Circulating levels of adipokines are inﬂuenced by the quantity of
adipose tissue, with a larger number of adipocytes leading to higher
circulating leptin and lower adiponectin levels (8). Conversely,
physical activity has been linked to lower circulating leptin and
higher adiponectin levels, even independent of weight loss (9, 10).
Similarly, increased serum levels of insulin and free IGF-1 have
been reported for overweight and obese individuals (11), whereas
reduced levels were observed in more physically active individuals (9). High levels of leptin, insulin, and IGF-1 have all been
associated with increased colorectal cancer risk (12–15), whereas
high adiponectin levels have been associated with a decreased
risk (14, 15).
Adipokine, insulin, and IGF-1 signaling share a common downstream effect, namely activation of the PI3K/Akt signaling pathway (16). Apart from its well-known properties like cell survival
and growth, the PI3K/Akt signaling pathway has been associated with
the so-called metabolic switch (17, 18). Upon activation, the expression of glucose transporters and enzymes involved in glycolysis
increases (19, 20). Upregulation of aerobic glycolysis in cancer cells
was ﬁrst observed in the 1920s by Warburg and colleagues, hence the
term “Warburg effect” (21). While it was initially thought that the
Warburg effect was an effect rather than a cause of cancer, it is
increasingly being considered a carcinogenic step (22). This is further
supported by the addition of "Reprogramming Energy Metabolism" as
an Emerging Hallmark of Cancer in 2011 (23).
Previous studies investigated the suggested link between energy
balance–related factors and colorectal cancer mainly using circulating
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Background: Energy balance–related factors [body mass index
(BMI), waist circumference, physical activity] have been associated
with colorectal cancer risk. Warburg effect activation via PI3K/Akt
signaling is one of the proposed mechanisms. We investigated
whether energy balance–related factors were associated with risk
of Warburg subtypes in colorectal cancer.
Methods: We investigated this using immunohistochemistry for
six proteins involved in the Warburg effect (LDHA, GLUT1, MCT4,
PKM2, P53, PTEN) on tissue microarrays of 2,399 incident colorectal cancer cases from the prospective Netherlands Cohort Study
(ntotal ¼ 120,852; nsubcohort ¼ 5,000; aged 55–69 in 1986; 20.3 years
follow-up). Data analyses included 3,911 subcohort members and
1,972 colorectal cancer cases with complete covariate data. Expression levels of all proteins were combined into a pathway-based sum
score and categorized into three “Warburg subtypes” (Warburg-low/
moderate/high). Multivariable Cox regression analyses were used to
estimate associations of BMI, clothing size (waist circumference

Jenniskens et al.

Materials and Methods
Study design and study population
The Netherlands Cohort Study (NLCS) was initiated in 1986 and
included 120,852 subjects ages 55–69 years at baseline. All participants
completed a mailed, self-administered questionnaire on diet, smoking
habits, anthropometry, history of selected diseases, physical activity,
and other cancer risk factors (24). The NLCS was approved by
Institutional Review Boards from Maastricht University (Maastricht,
the Netherlands) and the Netherlands Organization for Applied
Scientiﬁc Research. Ethical approval was obtained from the Medical
Ethical Committee of Maastricht University Medical Centerþ (Maastricht, the Netherlands). The NLCS was conducted in accordance with
the Declaration of Helsinki. All cohort members consented to participate in the NLCS by completing the questionnaire. For data
processing and analysis, the case–cohort method was used (25).
Accumulated person-years in the cohort were estimated from a
subcohort (n ¼ 5,000), randomly sampled from the whole cohort
immediately after baseline. These subcohort members were actively
followed up biennially for vital status information and by linkage to
municipal population registries. Only one male subcohort member
was lost to follow-up.
Follow-up for cancer incidence was established by annual record
linkage with the Netherlands Cancer Registry and PALGA, the
nationwide Dutch Pathology Registry (26), covering 20.3 years of
follow-up (September 17, 1986 until January 1, 2007). Completeness of
cancer incidence follow-up by the Netherlands Cancer Registry and
PALGA was estimated to be over 96% (27). After excluding cases and
subcohort members who reported a history of cancer (except skin
cancer) at baseline, a total of 4,597 incident colorectal cancer cases and
4,774 subcohort members were available (Fig. 1).
Formalin-ﬁxed parafﬁn-embedded (FFPE) tissue blocks from primary tumor and matched normal colon tissue from 3,872 colorectal
cancer cases were requested from participating laboratories as part of
the Rainbow-TMA (tissue microarray) project during 2012–2017 (28).
Colorectal cancer cases were selected on the basis of available linkage to
a PALGA-record (which provides access to pathology labs) and
surgical specimen with pathology report, or coloscopic resection.
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Cases treated with neoadjuvant therapy were excluded. Tissue
blocks from 3,021 colorectal cancer cases were successfully collected
from 43 pathology laboratories throughout the Netherlands (78%
retrieval rate).
For TMA construction, pathologists reviewed scanned hematoxylin
& eosin (H&E)-stained sections and identiﬁed areas with the highest
tumor density, from which three 0.6-mm-diameter cores were sampled per case along with three normal tissue cores (TMA-Grandmaster, 3D-Histech). In total, tumor tissue of 2,694 colorectal cancer
cases was successfully assembled in 78 TMA blocks (Fig. 1).
Immunohistochemistry
Five-mm-thick sections were cut from all 78 TMA blocks, H&E
stained according to standard protocol, and subjected to immunohistochemistry (IHC). IHC was performed using an automated immunostainer (DAKO Autostainer Link 48) for GLUT1, P53, and PTEN,
and manually for LDHA, MCT4, and PKM2. Details of the primary
antibodies and staining protocols are shown in Supplementary
Table S2. All TMA sections were scanned using an Aperio scanner
(Leica Microsystems) at 40 magniﬁcation at the University of Leeds
(Leeds, United Kingdom) Scanning Facility or at the Department of
Pathology, Aachen University Hospital (Aachen, Germany).
Three non-pathologists (G.E. Fazzi: histology technician; K. Offermans: PhD student; J.C.A. Jenniskens: PhD student) were trained by a
senior histopathologist (H.I. Grabsch) in recognizing adenocarcinoma
and IHC scoring (29). Presence of adenocarcinoma was conﬁrmed for
every individual core by reviewing H&E-stained TMA sections, in
combination with pan-cytokeratin stained sections if necessary.
Requiring at least one core per case, 2,497 cases passed quality control
(Fig. 1).
After quality control, all cores were scored by at least two assessors
(Supplementary Table S3 shows contribution of each assessor), independently and blinded for case characteristics. IHC scoring protocols for
all markers are described in the Supplementary Materials and Methods
and shown in Supplementary Fig. S1. Kappa values on interobserver and
intraobserver scoring agreement are shown in Supplementary Table S4.
Figure 2 illustrates the stepwise process of combining multiple corelevel scores into case-level Warburg subtypes. If at least two assessors
assigned the same score to a core, this score became the “combination
score.” Remaining discrepancies were resolved by consensus agreement of two non-pathologist assessors or by an experienced pathologist, resulting in a ﬁnal score for each core. Case-level protein
expression was determined by taking the average of the ﬁnal scores
of available cores (range: 1–3 cores per case) and rounding it to the
nearest scoring category. The average score per case was subdivided
into three subgroups, representing low, moderate, or high expression.
Cutoffs for PTEN and P53 were based on previous literature (30, 31),
cutoffs for other proteins were determined on the basis of distribution
of cases (Supplementary Table S4 shows cutoffs per protein).
Creating Warburg subtypes
To create Warburg subtypes, we used a pathway-based sum score of
case-level protein expression levels of LDHA, GLUT1, MCT4, PKM2,
P53, and PTEN (Fig. 2). Cases with incomplete protein expression data
were excluded (Fig. 1). Expression of LDHA, GLUT1, MCT4, PKM2,
and P53 are positively associated with the Warburg effect (18, 32),
whereas PTEN expression is inversely associated with the Warburg
effect (32). Therefore, for all proteins, except PTEN, high protein
expression was given a score of 2, moderate expression a score of 1, and
low expression a score of 0. For PTEN, this score was reversed; high
PTEN expression was given a score of 0, moderate expression a score of
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biomarkers (e.g., leptin or insulin; refs. 12–15). However, differentiating between cause and effect is difﬁcult with circulating biomarkers, especially when they are measured at the time of cancer
diagnosis, as the biomarker status may be inﬂuenced by the tumor.
In the current study, we aimed to investigate whether this suggested
link could be captured in the primary tumor itself by upregulation
of the Warburg effect.
We aimed to capture the Warburg effect by ensuring that the
different steps of the pathway were represented by at least one protein
(Supplementary Table S1). These steps include: upstream regulation of
the Warburg effect (PTEN, P53), glucose import (GLUT1), glycolysis
(PKM2), conversion of pyruvate into lactate (LDHA), and lactate
secretion (MCT4). The expression levels of these six proteins (PTEN,
P53, GLUT1, PKM2, LDHA, MCT4) were combined into a sum score,
which was divided into three subgroups, representing tumors with a
low, moderate, or high likelihood of presence of the Warburg effect,
hereafter referred to as the Warburg subtypes (Warburg-low, Warburg-moderate, Warburg-high, respectively).
We hypothesized that associations between energy balance–related
factors (BMI; lower body clothing size, as a proxy for waist circumference; physical activity) and risk of colorectal cancer differ across
Warburg subtypes.

Energy Balance and Warburg Subtypes in Colorectal Cancer
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Figure 1.
Flow diagram of the number of colorectal cancer cases and subcohort members; NLCS, 1986–2006. CRC, colorectal cancer; NA, not applicable; PALGA, Dutch
Pathology Registry; FFPE, formalin-ﬁxed parafﬁn-embedded; TMA, tissue microarray; QC, quality control; H&E, hematoxylin & eosin; pan-CK, pan-cytokerin.

1, and low expression a score of 2. The sum score is the sum of scores of
all proteins (range: 0–12), whereby a higher score indicates a higher
likeliness of presence of the Warburg effect. For statistical efﬁciency,
cases were then divided into tertiles based on the sum score to establish
Warburg subtypes. Distribution of the sum score did not differ
according to sex or tumor location, leading to the following cutoffs
for all cases: cases with sum scores 0–3 were classed as “Warburg-low”
(n ¼ 698, 29.1%), sum scores 4–5 as “Warburg-moderate” (n ¼ 859,
35.8%), and sum scores 6–12 as “Warburg-high” (n ¼ 842,
35.1%; Fig. 2). Clinical characteristics of the cases stratiﬁed on Warburg subtypes are shown in Supplementary Table S5.
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Energy balance–related factors
All NLCS participants returned a mailed, self-administered
questionnaire on anthropometry, physical activity, diet, and other
risk factors at baseline in 1986 (24). BMI at baseline (kg/m2) was
calculated using baseline weight (kg) divided by height squared
(m2). Participants were asked to report their lower body clothing
size (trouser/skirt) from their clothing label (Dutch sizes). This has
previously been shown to be an adequate proxy for waist circumference when predicting cancer risk in the NLCS (33). To estimate
levels of nonoccupational physical activity, participants were asked
to report the average daily time spent on activities like walking,
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cycling, or doing sports, as described in more detail previously (34).
For occupational physical activity, energy expenditure and sitting
time were estimated for the longest held job, which was selfreported at baseline. Jobs were classiﬁed as low, moderate, or high
activity, as described previously (34). Energy expenditure was
classiﬁed as <8, 8–12, and >12 kJ/minute, and sitting time as sitting
for >6, 2–6, and <2 working hours/day. Data on occupational
physical activity were only available for the subcohort and for cases
until 17.3 years of follow-up, because funding for later data entry
and classiﬁcation of occupations was unavailable. Furthermore, we
did not analyze occupational physical activity measures in women
because many did not have paid jobs (34).
Cox regression models
After excluding participants with incomplete or inconsistent data
on exposure variables or confounders, 3,911 subcohort members
and 1,972 colorectal cancer cases were available for analyses (Fig. 1).
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Associations between energy balance–related factors and colorectal
cancer risk were investigated stratiﬁed on sex, tumor location, and
Warburg subtypes. Cox proportional hazards models were used to
estimate hazard ratios (HR) and 95% conﬁdence intervals (CI) for
the association between colorectal cancer and BMI (according to
sex-speciﬁc quartiles, and per 5 kg/m2 increase), clothing size
(according to sex-speciﬁc quartiles, and per two sizes increase),
nonoccupational physical activity (in categories of <30, 30–60,
60–90, >90 minutes per day, and per 30 minutes/day increase),
and, for men, occupational physical activity (energy expenditure in
categories of <8, 8–12, >12 kJ/minute; sitting time in categories of
>6, 2–6, and <2 working hours/day). Standard errors of the HRs
were estimated using the Huber–White sandwich estimator to
account for additional variance introduced by sampling the subcohort from the total cohort (35). The proportional hazards
assumption was tested using the scaled Schoenfeld residuals (36)
and by introducing time–covariate interactions into the models.

CANCER EPIDEMIOLOGY, BIOMARKERS & PREVENTION

Downloaded from http://aacrjournals.org/cebp/article-pdf/31/3/633/3052447/633.pdf by Maastricht University user on 22 April 2022

Figure 2.
Flow diagram of getting from multiple core-level scores to case-level Warburg subtypes. nlow ¼ number of people with low expression; nmod ¼ number of people with
moderate protein expression; nhigh ¼ number of people with high protein expression.

Energy Balance and Warburg Subtypes in Colorectal Cancer

Results
Baseline lifestyle characteristics of subcohort members and
colon and rectal cancer cases, overall and according to Warburg
subtypes, are shown in Table 1. Overweight and obesity were more
often observed in colorectal cancer cases compared with subcohort
members, especially for Warburg-moderate and Warburg-high
colorectal cancer cases in men, and for Warburg-low colorectal
cancer cases in women. Clothing size, as a proxy for waist
circumference, showed similar trends. Male colon cancer cases
showed equal levels of high nonoccupational physical activity as
subcohort members, but slightly lower levels of occupational
energy expenditure and higher levels of occupational sitting time.
In contrast, male rectal cancer cases more often showed high
levels of nonoccupational physical activity and low occupational
sitting time, especially for the Warburg-high subtype. Female cases
less often showed high levels of nonoccupational physical activity
compared with female subcohort members, especially in the
Warburg-low and Warburgh-moderate groups for colon and in
the Warburg-high group for rectal cancer. Warburg-high cases
generally had the lowest level of education compared with
Warburg-low and Warburg-moderate cases, except for men with
colon cancer. Furthermore, a family history of colorectal cancer
occurred less frequently in the Warburg-high subgroup compared
with Warburg-low or Warburg-moderate subgroups for rectal
cancer.
Tables 2–5 show multivariable-adjusted Cox regression models for
energy balance–related factors in Warburg subtypes, stratiﬁed on sex
and tumor location. Age-adjusted Cox regression models are shown in
Supplementary Tables S6–S9; results were similar to those of multivariable-adjusted models. Age was included as a time-varying covar-
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iate in all models, because of violation of the proportional hazards
assumption.
Adiposity
Both BMI and clothing size showed a positive association with total
colon cancer risk in men (Tables 2 and 3), with HR (95% CI) of 1.24
(1.07–1.44) per 5 kg/m2 increment and of 1.31 (1.14–1.49) per two
sizes increment. HRs for the same increments were enhanced for
Warburg-moderate and Warburg-high subtypes [Warburg-moderate:
HRBMI (95% CI): 1.26 (1.01–1.57); HRclothing: 1.45 (1.18–1.78); Warburg-high: HRBMI: 1.39 (1.11–1.75); HRclothing: 1.28 (1.06–1.56)],
whereas the Warburg-low subtype showed weaker associations.
After additional adjustment for clothing size, as a proxy for subcutaneous fatness, a similar association was found for Warburghigh [HR5kg/m2 (95% CI): 1.42 (1.07–1.88)], whereas associations for
total and Warburg-moderate colon cancer diminished (Supplementary Table S10). In contrast, adjustment for BMI in clothing size
models, as a proxy for abdominal fatness, led to similar associations
for Warburg-moderate [HRtwo sizes (95% CI): 1.41 (1.11–1.78)], but
weaker associations for Warburg-high colon cancer [HRtwo sizes
(95% CI): 1.15 (0.93–1.42)] (Supplementary Table S11). Neither
BMI nor clothing size models showed statistically signiﬁcant heterogeneity between Warburg subtypes.
For rectal cancer, no associations with BMI or clothing size were
observed in men (Table 2 and 3). After mutual adjustment, neither
BMI nor clothing size showed statistically signiﬁcant associations
(Supplementary Table S10 and S11).
In women, BMI was not associated with colon cancer risk
(Table 2), whereas clothing size showed a weak positive association
with colon cancer risk [HRtwo sizes (95% CI): 1.09 (0.95–1.24)]
(Table 3). This association was stronger for Warburg-low
and Warburg-high subtypes [per two sizes: HRWarburg-low
(95% CI): 1.27 (0.96–1.69); HRWarburg-high: 1.20 (1.01–1.42)],
whereas the association for Warburg-moderate seemed
to be inverse [HRtwo sizes (95% CI): 0.84 (0.69–1.02)]. Statistically
signiﬁcant heterogeneity between Warburg subtypes was observed
for clothing size models per two sizes (continuous Pheterogeneity ¼
0.007), as well as for models on quartiles of clothing size
(categorical Pheterogeneity ¼ 0.018). Mutual adjustment, as an indication of fat distribution, resulted in inverse associations for
BMI (Supplementary Table S10), and stronger associations for
clothing size (Supplementary Table S11). However, BMI and clothing size showed high correlation in women (Spearman rank
correlation: 0.76).
For rectal cancer, no associations were found for either BMI or
clothing size in women (Table 2 and 3). Neither BMI nor clothing size
showed statistically signiﬁcant associations after mutual adjustment
(Supplementary Tables S10 and S11).
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All multivariable models were adjusted for age, total energy
intake (kcal/day), family history of colorectal cancer (yes/no), and
alcohol intake (0; 0.1–4; 5–14; >15 g/day). BMI and clothing size
models were additionally adjusted for nonoccupational physical
activity (minutes/day), and BMI models for height (cm). All physical activity models were additionally adjusted for BMI. Moreover,
clothing size and BMI models were mutually adjusted as an
indication of fat distribution, where clothing size adjusted for BMI
represents a proxy for abdominal fatness, and BMI adjusted for
clothing size as a proxy for subcutaneous fatness (33, 37). Potential
additional confounders were smoking status (never/former/current), level of education (primary or lower vocational education;
secondary or medium vocational education; higher vocational
education or university), red meat consumption (g/day), and processed meat consumption (g/day). These potential confounders
were included in multivariable models if they introduced a ≥10%
change in HRs.
Heterogeneity in associations between risk factors and
Warburg subtypes was tested to evaluate differences across tumors
expressing different levels of proteins involved in the Warburg
effect. This was done using an adapted version of the competing
risks procedure in Stata developed for the case-cohort design, as
described previously (38, 39).
Sensitivity analyses were performed by excluding the ﬁrst 2 years of
follow-up. Furthermore, analyses were performed for two instead of
three Warburg subtypes (Warburg-low: sum score 0–4; Warburghigh: sum score 5–12) to increase power.
All analyses were conducted in Stata Statistical Software: Release 16
(StataCorp.).

Physical activity
Nonoccupational physical activity was not associated with
total colon cancer risk in men (Table 4). Stratiﬁcation on Warburg
subtypes did not lead to different associations. Energy expenditure
at work was associated with a nonsigniﬁcant decreased risk
of colon cancer (Table 5), and similar associations were shown
for all Warburg subtypes. Lower occupational sitting time was
associated with a statistically signiﬁcant decreased risk of colon
cancer (Table 5), with HR (95% CI) for sitting <2 hours/day versus
>6 hours/day of 0.69 (0.53–0.91), and statistically signiﬁcant trend
over categories (P ¼ 0.007). After stratiﬁcation on Warburg
subtypes, associations were in the same direction but reached

Cancer Epidemiol Biomarkers Prev; 31(3) March 2022

637

CANCER EPIDEMIOLOGY, BIOMARKERS & PREVENTION
61.9 (4.1)
1,679 (385)
9.9
5.7 (9.5)
10.0 (11.0)
77.4 (34.6)
57.7
10.0

61.4 (4.3)
1,684 (392)
6.0
6.0 (9.5)
10.3 (11.6)
81.0 (38.1)
57.3
9.5

62.0 (4.1)
1,661 (353)
10.6
5.7 (10.1)
10.7 (11.4)
77.0 (34.2)
59.4
10.7

170
48.2
44.0 (4.2)
38.8

10.8
27.4
61.8 (4.2)
2,089 (455)
10.2
15.3 (16.1)
15.4 (15.9)
88.4 (40.1)
12.6
21.4

215
47.4
51.8 (2.5)
54.9

62.0 (4.1)
1,711 (411)
8.8
5.6 (8.8)
10.5 (11.6)
77.6 (34.1)
58.8
11.1

216
43.5
43.1 (2.9)
37.5

13.2
24.5
61.3 (4.1)
2,164 (494)
11.1
15.6 (15.9)
15.7 (14.4)
95.7 (40.2)
12.9
24.6

280
50.0
52.4 (2.7)
47.1

61.8 (4.1)
1,664 (382)
10.4
5.8 (9.6)
9.0 (10.3)
77.4 (35.2)
55.8
8.7

269
45.0
43.7 (3.0)
44.2

13.2
22.4
61.8 (4.2)
2,102 (427)
10.8
14.5 (15.7)
14.9 (14.0)
90.7 (39.7)
12.6
24.4

277
54.9
52.2 (2.6)
52.0

61.4 (4.2)
1,684 (346)
10.2
5.6 (8.7)
11.4 (10.5)
88.3 (42.5)
57.5
5.6

127
50.4
43.6 (2.7)
43.3

12.0
30.4
60.7 (3.9)
2,240 (478)
9.3
17.4 (17.5)
17.9 (17.6)
94.4 (39.6)
8.8
17.3

227
49.8
51.8 (2.5)
60.8

Colon
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a
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b
Based on fewer participants due to extra missings.
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Based on fewer participants due to shorter follow-up (17.3 years), only available for men.

655
45.3
43.6 (3.3)
40.6

12.5
24.6
61.6 (4.2)
2,121 (461)
10.8
15.1 (15.9)
15.3 (14.7)
91.9 (40.0)
12.7
23.6

13.0
25.9
61.3 (4.2)
2,164 (500)
5.4
15.1 (17.1)
15.9 (16.9)
93.8 (41.2)
12.7
19.8
1,940
43.6
43.4 (2.9)
44.9

772
51.0
52.1 (2.6)
51.0

1,971
46.6
51.7 (2.7)
51.1

Total

51
52.9
43.8 (2.8)
43.1
62.1 (4.2)
1,667 (340)
11.8
6.7 (9.9)
10.1 (7.7)
83.9 (34.7)
49.0
10.0

60.5 (4.1)
1,664 (315)
10.8
4.4 (5.7)
11.2 (9.8)
100 (49.3)
56.8
2.7

11.7
26.7
61.1 (4.3)
2,230 (518)
10.5
16.9 (16.3)
20.0 (22.6)
86.5 (39.1)
11.8
15.8

76
51.3
51.7 (2.1)
55.3

37
56.8
43.6 (2.5)
54.1

12.1
27.3
60.8 (3.6)
2,263 (448)
10.5
16.4 (17.4)
15.6 (11.7)
95.9 (38.2)
7.9
21.3

76
48.7
51.7 (2.7)
55.3

61.5 (4.3)
1,724 (386)
7.7
5.3 (9.4)
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Women
N
Overweight/obesitya (%)
Clothing sizeb
Nonoccupational physical activity
>60 min/day (%)
Age (years)
Total energy intake (kcal/day)
Family history of colorectal cancer (%)
Alcohol consumption (g/day)
Processed meat intake (g/day)
Red meat intake (g/day)
Never cigarette smokers (%)
University or higher vocational education (%)

Men
N
Overweight/obesitya (%)
Clothing sizeb
Nonoccupational physical activity
>60 min/day (%)
Occupational energy expenditure (>12 kJ/min)c
Occupational sitting time (<2 hours/day)c
Age (years)
Total energy intake (kcal/day)
Family history of colorectal cancer (%)
Alcohol consumption (g/day)
Processed meat intake (g/day)
Red meat intake (g/day)
Never cigarette smokers (%)
University or higher vocational education (%)

Subcohort

Table 1. Baseline characteristics [mean (SD) or %] of subcohort members and colorectal cancer cases in Warburg subtypes, by sex and tumor location; NLCS, 1986–2006.

Jenniskens et al.
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21.5
23.8
25.7
29.2

21.5
23.8
25.7
29.2

22.2
24.2
25.7
27.8

22.2
24.2
25.7
27.8

35
26
31
35
127

34,228

655

34,228
9,014
8,914
8,141
8,158

186
147
160
162

227

31,022
9,014
8,914
8,141
8,158

56
53
69
49

772

31,022
7,993
8,343
7,683
7,003

174
199
203
196

7,993
8,343
7,683
7,003

ncases

1.00 (ref.)
0.73 (0.43–1.24)
0.93 (0.55–1.57)
1.06 (0.64–1.77)
0.652
1.10 (0.89–1.38)

1.00 (ref.)
0.80 (0.62–1.03)
0.98 (0.76–1.27)
1.02 (0.79–1.33)
0.595
1.05 (0.93–1.19)

1.00 (ref.)
0.87 (0.58–1.31)
1.26 (0.85–1.86)
1.01 (0.66–1.54)
0.507
1.08 (0.86–1.35)

1.00 (ref.)
1.08 (0.84–1.38)
1.18 (0.91–1.52)
1.34 (1.03–1.73)
0.021
1.24 (1.07–1.44)

Total
HR (95% CI)

37

11
4
10
12

170

54
27
41
48

76

20
14
25
17

215

57
55
52
51

ncases

1.00 (ref.)
0.34 (0.11–1.10)
0.91 (0.37–2.22)
1.07 (0.46–2.47)
0.561
1.12 (0.75–1.66)

1.00 (ref.)
0.50 (0.31–0.82)
0.86 (0.55–1.34)
1.05 (0.68–1.62)
0.535
1.12 (0.91–1.39)

1.00 (ref.)
0.67 (0.33–1.37)
1.35 (0.71–2.56)
1.05 (0.52–2.12)
0.437
1.13 (0.77–1.67)

1.00 (ref.)
0.91 (0.60–1.36)
0.91 (0.60–1.38)
1.05 (0.69–1.59)
0.860
1.05 (0.82–1.35)

Warburg-low
HR (95% CI)

51

12
11
15
13

216

64
51
53
48

76

20
17
26
13

280

57
81
63
79

1.00 (ref.)
0.93 (0.40–2.17)
1.44 (0.63–3.32)
1.30 (0.54–3.13)
0.395
1.30 (0.94–1.80)

1.00 (ref.)
0.79 (0.53–1.18)
0.93 (0.63–1.37)
0.86 (0.57–1.30)
0.628
0.94 (0.77–1.14)

1.00 (ref.)
0.77 (0.39–1.51)
1.34 (0.72–2.47)
0.74 (0.36–1.51)
0.902
1.04 (0.72–1.49)

1.00 (ref.)
1.34 (0.92–1.94)
1.13 (0.76–1.68)
1.64 (1.12–2.41)
0.035
1.26 (1.01–1.57)

Warburg-moderate
ncases
HR (95% CI)

39

12
11
6
10

269

68
69
66
66

75

16
22
18
19

277

60
63
88
66

ncases

1.00 (ref.)
0.88 (0.37–2.08)
0.51 (0.19–1.37)
0.85 (0.35–2.07)
0.513
0.90 (0.59–1.33)

1.00 (ref.)
1.03 (0.72–1.48)
1.12 (0.78–1.63)
1.15 (0.78–1.68)
0.424
1.09 (0.92–1.30)

1.00 (ref.)
1.24 (0.63–2.42)
1.09 (0.54–2.18)
1.27 (0.62–2.60)
0.634
1.06 (0.74–1.52)

1.00 (ref.)
1.00 (0.68–1.46)
1.49 (1.03–2.17)
1.32 (0.89–1.96)
0.038
1.39 (1.11–1.75)

Warburg-high
HR (95% CI)

0.428

0.985

0.372

0.246

0.933

0.499

0.192

0.073

P-het

Abbreviations: BMI, body mass index; CI, conﬁdence interval; HR, hazard ratio; NLCS, Netherlands Cohort Study; P-het, P-heterogeneity.
a
HRs were adjusted for age (years; continuous), nonoccupational physical activity (minutes/day; continuous), height (cm; continuous), total energy intake (kcal/day; continuous), family history of colorectal cancer (yes;
no), alcohol consumption (0; 0.1–4; 5–14; >15 g/day), processed meat intake (g/day; continuous), and red meat intake (g/day; continuous). Age was included as a time-varying covariate.
b
Median BMI per quartile based on the subcohort.

BMI quartiles (kg/m )
Men – colon
<23.4
23.4–24.9
25.0–26.6
>26.6
P-trend
Continuous per 5 kg/m2
Men – rectum
<23.4
23.4–24.9
25.0–26.6
>26.6
P-trend
Continuous per 5 kg/m2
Women – colon
<22.8
22.8–24.7
24.8–27.0
>27.0
P-trend
Continuous per 5 kg/m2
Women – rectum
<22.8
22.8–24.7
24.8–27.0
>27.0
P-trend
Continuous per 5 kg/m2

2

Personyears at risk
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Table 2. Multivariable-adjusted HRsa and 95% CIs for associations between BMI and Warburg subtypes in colorectal cancer, by sex and tumor location; NLCS, 1986–2006.
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sizes

sizes

sizes

sizes

40
42
44
46

40
42
44
46

50
52
54
56

50
52
54
56

33,880

6,574
8,582
9,270
9,454

33,880

6,574
8,582
9,270
9,454

28,428

10,903
9,750
5,156
2,619

28,428

10,903
9,750
5,156
2,618

Personyears at risk

126

21
29
36
40

643

126
162
167
188

209

77
69
46
17

702

220
257
135
90

ncases

1.00 (ref.)
0.99 (0.55–1.80)
1.14 (0.65–2.00)
1.19 (0.68–2.08)
0.442
1.04 (0.84–1.27)

1.00 (ref.)
0.97 (0.73–1.28)
0.89 (0.68–1.17)
1.00 (0.76–1.32)
0.907
1.09 (0.95–1.24)

1.00 (ref.)
1.01 (0.71–1.43)
1.31 (0.88–1.95)
0.97 (0.55–1.70)
0.488
1.02 (0.84–1.25)

1.00 (ref.)
1.30 (1.04–1.63)
1.30 (0.99–1.70)
1.74 (1.27–2.38)
0.001
1.31 (1.14–1.49)

Total
HR (95% CI)

37

3
11
14
9

167

37
32
37
61

71

28
20
17
6

200

67
80
29
24

ncases

1.00 (ref.)
2.56 (0.69–9.47)
3.30 (0.98–11.16)
1.88 (0.53–6.70)
0.426
1.06 (0.74–1.52)

1.00 (ref.)
0.64 (0.39–1.06)
0.65 (0.40–1.06)
1.08 (0.69–1.67)
0.493
1.27 (0.96–1.69)

1.00 (ref.)
0.81 (0.45–1.46)
1.30 (0.69–2.43)
0.89 (0.36–2.21)
0.773
0.91 (0.65–1.29)

1.00 (ref.)
1.35 (0.94–1.92)
0.92 (0.57–1.47)
1.56 (0.94–2.60)
0.299
1.18 (0.96–1.47)

Warburg-low
HR (95% CI)

50

9
12
10
19

211

42
67
54
48

71

24
29
15
3

244

74
89
46
35

1.00 (ref.)
0.98 (0.40–2.39)
0.75 (0.29–1.91)
1.37 (0.59–3.21)
0.507
1.04 (0.75–1.45)

1.00 (ref.)
1.20 (0.79–1.83)
0.85 (0.55–1.31)
0.74 (0.47–1.15)
0.044
0.84 (0.69–1.02)

1.00 (ref.)
1.36 (0.77–2.40)
1.40 (0.71–2.78)
0.58 (0.17–1.96)
0.958
1.04 (0.78–1.39)

1.00 (ref.)
1.34 (0.95–1.88)
1.32 (0.88–1.98)
1.98 (1.26–3.11)
0.006
1.45 (1.18–1.78)

Warburg-moderate
ncases
HR (95% CI)
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39

9
6
12
12

265

47
63
76
79

67

25
20
14
8

258

79
88
60
31

ncases

1.00 (ref.)
0.48 (0.16–1.44)
0.86 (0.35–2.08)
0.81 (0.32–2.04)
0.983
1.02 (0.71–1.47)

1.00 (ref.)
1.02 (0.68–1.54)
1.12 (0.75–1.66)
1.18 (0.79–1.76)
0.350
1.20 (1.01–1.42)

1.00 (ref.)
0.89 (0.49–1.63)
1.22 (0.62–2.42)
1.41 (0.62–3.24)
0.384
1.13 (0.81–1.59)

1.00 (ref.)
1.23 (0.88–1.72)
1.61 (1.10–2.37)
1.66 (1.04–2.65)
0.006
1.28 (1.06–1.56)

Warburg-high
HR (95% CI)

0.998

0.546

0.007

0.018

0.690

0.872

0.292

0.344

P-het

Abbreviations: CI, conﬁdence interval; HR, hazard ratio; NLCS, Netherlands Cohort Study; P-het, P-heterogeneity.
a
HRs were adjusted for age (years; continuous), nonoccupational physical activity (minutes/day; continuous), total energy intake (kcal/day; continuous), family history of colorectal cancer (yes; no), alcohol consumption
(0; 0.1–4; 5–14; >15 g/day), processed meat intake (g/day; continuous), and red meat intake (g/day; continuous). Age was included as a time-varying covariate.
b
Median clothing size per category based on the subcohort.

Clothing size
Men – colon
≤50
52
54
≥56
P-trend
Continuous per two
Men – rectum
≤50
52
54
≥56
P-trend
Continuous per two
Women – colon
≤40
42
44
≥46
P-trend
Continuous per two
Women – rectum
≤40
42
44
≥46
P-trend
Continuous per two

Medianb

Table 3. Multivariable-adjusted HRsa and 95% CIs for associations between lower body clothing size and Warburg subtypes in colorectal cancer, by sex and tumor location; NLCS,
1986–2006.
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127

30
42
33
22

655

177
212
148
118

227

0.98 (0.60–1.61)
1.00 (ref.)
1.05 (0.65–1.68)
0.73 (0.42–1.25)
0.352
1.01 (0.89–1.14)

1.17 (0.92–1.49)
1.00 (ref.)
0.94 (0.73–1.20)
0.81 (0.62–1.05)
0.008
0.96 (0.90–1.02)

0.57 (0.33–0.97)
1.00 (ref.)
1.41 (0.96–2.05)
1.20 (0.85–1.69)
0.004
1.05 (0.99–1.10)

19
70
58
80

772

1.10 (0.85–1.43)
1.00 (ref.)
1.16 (0.90–1.48)
0.96 (0.77–1.20)
0.505
0.99 (0.95–1.03)

Total
HR (95% CI)

131
247
164
230

ncases

37

6
11
13
7

170

51
53
37
29

76

10
24
21
21

215

36
61
53
65

ncases

0.77 (0.27–2.17)
1.00 (ref.)
1.53 (0.69–3.43)
0.83 (0.30–2.24)
0.649
1.06 (0.86–1.30)

1.31 (0.87–1.96)
1.00 (ref.)
0.94 (0.61–1.47)
0.80 (0.50–1.28)
0.042
0.96 (0.86–1.08)

0.90 (0.42–1.93)
1.00 (ref.)
1.51 (0.83–2.75)
0.90 (0.50–1.65)
0.882
0.97 (0.88–1.06)

1.28 (0.81–2.00)
1.00 (ref.)
1.54 (1.02–2.32)
1.11 (0.76–1.62)
0.917
0.99 (0.93–1.06)

Warburg-low
HR (95% CI)

51

13
16
13
9

216

62
73
46
35

76

9
25
14
28

280

48
100
51
81

1.12 (0.53–2.36)
1.00 (ref.)
1.09 (0.51–2.32)
0.83 (0.36–1.92)
0.569
0.91 (0.77–1.08)

1.23 (0.85–1.78)
1.00 (ref.)
0.84 (0.56–1.25)
0.69 (0.45–1.06)
0.006
0.87 (0.78–0.96)

0.77 (0.35–1.71)
1.00 (ref.)
0.96 (0.48–1.91)
1.16 (0.66–2.04)
0.332
1.05 (0.96–1.16)

0.97 (0.67–1.41)
1.00 (ref.)
0.88 (0.60–1.28)
0.83 (0.61–1.15)
0.270
0.98 (0.92–1.05)

Warburg-moderate
ncases
HR (95% CI)

39

11
15
7
6

269

64
86
65
54

75

0
21
23
31

277

47
86
60
84

ncases

1.00 (0.45–2.24)
1.00 (ref.)
0.64 (0.26–1.58)
0.56 (0.21–1.48)
0.143
1.05 (0.84–1.32)

1.04 (0.73–1.48)
1.00 (ref.)
1.02 (0.72–1.44)
0.91 (0.63–1.32)
0.574
1.02 (0.94–1.11)

—
1.00 (ref.)
1.85 (1.00–3.43)
1.60 (0.90–2.86)
<0.001
1.10 (1.02–1.19)

1.13 (0.76–1.68)
1.00 (ref.)
1.21 (0.85–1.75)
1.01 (0.72–1.40)
0.812
0.99 (0.93–1.05)

Warburg-high
HR (95% CI)

0.329

0.919

0.050

0.704

0.089

0.099

0.987

0.611

P-het

Abbreviations: CI, conﬁdence interval; HR, hazard ratio; NLCS, Netherlands Cohort Study; P-het, P-heterogeneity.
a
HRs were adjusted for age (years; continuous), BMI (kg/m2), total energy intake (kcal/day; continuous), family history of colorectal cancer (yes; no), alcohol consumption (0; 0.1–4; 5–14; >15 g/day), processed meat intake
(g/day; continuous), and red meat intake (g/day; continuous). Age was included as a time-varying covariate.
b
Median daily minutes of physical activity per category based on the subcohort.

Nonoccupational physical activity (min/day)
Men – colon
≤30
21.4
4,997
31–60
42.9
10,100
61–90
73.6
6,001
>90
130.0
9,925
P-trend
Continuous per 30 min/day
31,022
Men – rectum
≤30
21.4
4,997
31–60
42.9
10,100
61–90
73.6
6,001
>90
130.0
9,925
P-trend
Continuous per 30 min/day
31,022
Women – colon
≤30
19.3
7,756
31–60
42.9
10,923
61–90
75.0
8,000
>90
115.7
7,550
P-trend
Continuous per 30 min/day
34,228
Women – rectum
≤30
19.3
7,756
31–60
42.9
10,923
61–90
75.0
8,000
>90
115.7
7,550
P-trend
Continuous per 30 min/day
34,228

Person-years
at risk
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Table 4. Multivariable-adjusted HRsa and 95% CIs for associations between nonoccupational physical activity and Warburg subtypes in colorectal cancer, by sex and tumor location;
NLCS, 1986–2006.
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25,073
6,511
11,617
6,944

25,073
15,144
6,368
3,561

184
57
71
56

184
106
56
22

574
184
249
141

574
364
138
72

1.00 (ref.)
0.67 (0.46–0.97)
0.92 (0.62–1.37)
0.714

1.00 (ref.)
1.33 (0.94–1.90)
0.88 (0.54–1.44)
0.841

1.00 (ref.)
0.72 (0.57–0.92)
0.69 (0.53–0.91)
0.007

1.00 (ref.)
0.88 (0.70–1.12)
0.79 (0.58–1.08)
0.107

Total
HR (95% CI)

66
24
24
18

66
42
16
8

157
53
61
43

157
100
40
17

ncases

1.00 (ref.)
0.53 (0.29–0.95)
0.72 (0.39–1.35)
0.308

1.00 (ref.)
1.00 (0.55–1.79)
0.80 (0.36–1.77)
0.630

1.00 (ref.)
0.62 (0.42–0.92)
0.78 (0.50–1.21)
0.264

1.00 (ref.)
0.97 (0.65–1.46)
0.75 (0.43–1.29)
0.355

Warburg-low
HR (95% CI)

60
16
28
16

60
34
19
7

212
71
89
52

212
135
49
28

1.00 (ref.)
0.92 (0.49–1.75)
0.93 (0.45–1.92)
0.841

1.00 (ref.)
1.40 (0.76–2.57)
0.90 (0.38–2.12)
0.799

1.00 (ref.)
0.66 (0.47–0.93)
0.64 (0.43–0.94)
0.025

1.00 (ref.)
0.83 (0.58–1.19)
0.78 (0.50–1.22)
0.202

Warburg-moderate
ncases
HR (95% CI)

58
17
19
22

58
30
21
7

205
60
99
46

205
129
49
27

ncases

1.00 (ref.)
0.61 (0.32–1.18)
1.19 (0.63–2.23)
0.568

1.00 (ref.)
1.69 (0.95–3.00)
0.94 (0.41–2.14)
0.523

1.00 (ref.)
0.90 (0.63–1.28)
0.69 (0.45–1.06)
0.087

1.00 (ref.)
0.87 (0.60–1.25)
0.83 (0.52–1.33)
0.356

Warburg-high
HR (95% CI)

0.414

0.734

0.617

0.972

P-het

Abbreviations: CI, conﬁdence interval; HR, hazard ratio; NLCS, Netherlands Cohort Study.
a
HRs were adjusted for age (years; continuous), BMI (kg/m2), total energy intake (kcal/day; continuous), family history of colorectal cancer (yes; no), alcohol consumption (0; 0.1–4; 5–14; >15 g/day), processed meat intake
(g/day; continuous), and red meat intake (g/day; continuous). Age was included as a time-varying covariate.

Sitting time
>6 hours/day
2–6 hours/day
<2 hours/day
P-trend

Rectum
Energy expenditure
<8 kJ/min
8–12 kJ/min
>12 kJ/min
P-trend

25,073
6,511
11,617
6,944

25,073
15,144
6,368
3,561

ncases
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Sitting time
>6 hours/day
2–6 hours/day
<2 hours/day
P-trend

Colon
Energy expenditure
<8 kJ/min
8–12 kJ/min
>12 kJ/min
P-trend

Person-years
at risk

Table 5. Multivariable-adjusted HRsa and 95% CIs for associations between occupational physical activity and Warburg subtypes in colorectal cancer in men, by tumor location,
NLCS 1986–2003.

Jenniskens et al.

Energy Balance and Warburg Subtypes in Colorectal Cancer

Sensitivity analyses
Sensitivity analyses excluding the ﬁrst 2 years of follow-up did not
lead to essential changes. Furthermore, analyses with two instead of
three Warburg subtypes generally led to similar conclusions. Associations that were found for the Warburg-moderate subtype (e.g., occupational sitting time with colon cancer in men) when using three
Warburg subtypes, resulted in similar associations for Warburg-low
and Warburg-high subtypes when two Warburg subtypes were used.

Discussion
The role of metabolic reprogramming, in particular the Warburg
effect, in cancer development is becoming increasingly recognized (22, 23). We investigated whether the associations between
energy balance-related factors and colorectal cancer risk differ between
tumors expressing low versus high levels of proteins involved in the
Warburg effect. In this prospective cohort study, we found positive
associations for BMI and clothing size with risk of Warburg-moderate
and Warburg-high colon cancer in men. In women, clothing size
showed positive associations with Warburg-low and Warburg-high
colon cancer. Nonoccupational physical activity was inversely associated with Warburg-low and Warburg-moderate colon cancer in
women, and occupational sitting time was inversely associated with
Warburg-moderate colon cancer in men. In contrast, nonoccupational
physical activity was positively associated with Warburg-high rectal
cancer in men. Statistically signiﬁcant heterogeneity between Warburg
subtypes was found for clothing size and nonoccupational physical
activity and risk of colon cancer in women, whereas differences found
in men did not show statistically signiﬁcant heterogeneity.
Previous studies classifying colorectal cancer into so-called metabolic subtypes (40) or speciﬁcally glycolysis-related subtypes (41)
focused mainly on prognosis. Up to now, there are no studies
relating etiologic research to metabolic/glycolysis/Warburg subtypes
in colorectal cancer. However, studies have investigated the relation-

AACRJournals.org

ship between proposed precursors (i.e., leptin, adiponectin, insulin,
IGF-1) of the Warburg effect in relation to colorectal cancer
development (12–14). It has been suggested that leptin, adiponectin,
insulin, and IGF-1 can inﬂuence PI3K/Akt signaling (16), leading to
the metabolic switch towards the Warburg effect (17, 18). Leptin,
insulin, and IGF-1 have been associated with increased risk of
colorectal cancer (12–14), whereas adiponectin has been associated
with a decreased colorectal cancer risk (14). However, results of
these associations are rather inconsistent, which is likely caused by
differences in study design (12, 14), because it is difﬁcult to
differentiate between cause and effect with circulating biomarkers,
especially when biomarker levels in the serum are measured at the
time of cancer diagnosis (e.g., case–control design). The current
study, however, has a prospective cohort design, where the proposed mechanism is measured in tumor tissue instead of serum,
hereby adding further insights in the link between energy balance
and colorectal cancer risk.
The observed differences in associations between energy balance–
related factors and Warburg subtypes in colorectal cancer, further
varying by sex and tumor location, suggest that various carcinogenic
mechanisms may explain the link between energy balance and colorectal cancer.
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statistical signiﬁcance only for the Warburg-moderate group
[HR (95% CI): 0.64 (0.43–0.94); Ptrendcategories ¼ 0.025). Tests
for heterogeneity did not reach statistical signiﬁcance for any of
these exposures.
For rectal cancer, nonoccupational physical activity showed a
positive association in men (Table 4), with HR (95% CI) of 1.05
(0.99–1.10) per 30 minutes/day and a statistically signiﬁcant trend over
categories (Ptrendcategories ¼ 0.004). The association was stronger for the
Warburg-high subtype [HR30min/day (95% CI): 1.10 (1.02–1.19)], with
a statistically signiﬁcant trend over categories (Ptrendcategories < 0.001).
Heterogeneity between Warburg subtypes was not statistically significant. For occupational physical activity, no clear associations were
found with rectal cancer risk (Table 5).
In women, nonoccupational physical activity was associated with
decreased colon cancer risk (Table 4), with HR (95% CI) of 0.96 (0.90–
1.02) per 30 minutes/day, and a statistically signiﬁcant trend
over categories (Ptrendcategories ¼ 0.008). After stratiﬁcation on Warburg subtypes, a similar association was found for Warburg-low
[HR30min/day (95% CI): 0.96 (0.86–1.08); Ptrendcategories ¼ 0.042], a
stronger effect for Warburg-moderate [HR30min/day (95% CI): 0.87
(0.78–0.96); Ptrendcategories ¼ 0.006), and no effect for Warburg-high. A
statistically signiﬁcant difference in associations per 30 minutes/day
increase was found between Warburg subtypes (Pheterogeneity ¼ 0.050),
but not for categorical models.
For rectal cancer, no statistically signiﬁcant associations for nonoccupational physical activity were found in women (Table 4).

Adiposity
The current results suggest a role of the Warburg effect in colon
cancer risk enhancement resulting from increased adiposity in both
men and women (associations Warburg-high), but an additional
mechanism might be involved in women (associations Warburglow). A possible explanation for this additional mechanism in
women might be related to sex hormones. Gunter and colleagues (42) have previously reported a positive association between
estradiol (an endogenous estrogen) levels and colorectal cancer risk
in postmenopausal women, potentially through promotion of cancer cell proliferation by estradiol, as well as for hyperinsulinemia
and IGF-1 with colorectal cancer risk. They proposed that at least
two pathways are related to the obesity-colorectal cancer link in
postmenopausal women, one involving estradiol and one involving
hyperinsulinemia and IGF-1 signaling. These proposed pathways
might support the current results, where the pathway involving
insulin and IGF-1 reﬂects the associations with the Warburg-high
subtype. The associations we found for the Warburg-low subtype,
which are thus not linked to the Warburg effect, might be explained
by aberrant signaling of sex hormones.
Mutually adjusted BMI and clothing size models might give some
further insight in the associations between adiposity and Warburg
subtypes. Although we do not have data on visceral adipose tissue
(VAT) or subcutaneous adipose tissue (SAT), it has been shown that
waist circumference could be used as a surrogate of VAT, especially
when BMI is added to the model, and that BMI better predicts SAT in
men, especially when adjusting for waist circumference (37). The
difference we found between Warburg-moderate and Warburg-high
subtypes in men with colon cancer in mutually adjusted models of BMI
and clothing size might be explained by differences in fat distribution.
VAT seems to be an indicator of adiponectin levels, whereas SAT
inﬂuences leptin levels (43). The role of adiponectin in the enhancement of the Warburg effect is less established compared with that of
leptin (5). This suggests that adiponectin might not be associated with
the Warburg effect, which might possibly explain why clothing size
associations with Warburg-high colon cancer were attenuated after
adjustment for BMI (proxy VAT), whereas BMI associations did not
change after adjustment for clothing size (proxy SAT), and vice versa
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for Warburg-moderate. Though we should be careful with drawing
any conclusions because we only have proxy measures for VAT and
SAT, we believe these differences are interesting and studies with welldeﬁned data on fat distribution are required to further investigate this.
For women, we refrain from interpreting results from mutually
adjusted BMI and clothing size models, since the changes in HRs
might be caused by multicollinearity (for comparison, the Spearman
rank correlation was 0.53 for men and 0.76 for women).

Strengths and limitations
A major strength of this study is the large prospective population-based cohort design with long follow-up (20.3 years) and
availability of tumor material from a large number of incident
colorectal cancer cases. This enabled us to combine extensive
epidemiologic lifestyle data with molecular pathologic proﬁling of
tumor tissue for a large number of incident colorectal cancer cases.
However, despite the large sample size, the number of cases in ﬁnal
statistical analyses was limited for some groups (especially rectal
cancer) due to heterogeneity in sex and tumor location. In particular, the absence of clear differences in associations between Warburg subtypes in rectal cancer might be caused by a lack of statistical
power. Other large prospective cohort studies with availability of
tumor specimens might help to further investigate the mechanisms
for rectal cancer, as well as conﬁrming our ﬁndings for colon cancer.
Furthermore, due to the heterogeneity based on sex and tumor
location, multiple testing might have been a problem in the current
study. Even though our analyses were hypothesis-driven, this is a
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Conclusion
In this large prospective cohort study, we found that associations
of energy balance–related factors and colorectal cancer risk differed
between Warburg subtypes, further varying by sex and tumor
location. The Warburg effect seems to be involved in associations
between adiposity and risk of colon cancer, both in men and
women, though additional mechanisms are probably at play in
women as well. The link between physical activity and colon cancer
is probably explained by mechanisms other than the Warburg
effect. Further research is needed to reproduce these results, and
investigate possible additional mechanisms.
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Physical activity
Interestingly, both higher levels of nonoccupational physical activity
in women and less occupational sitting time in men were inversely
associated with Warburg-low and -moderate colon cancer. These
observations might indicate that the Warburg effect is not involved,
at least not to a great extent, in the relation between measures of physical
activity and colon cancer. Potentially, some of the proteins of our
Warburg panel are involved in the association, but not all. Very few
studies have investigated whether any of these proteins are involved in
the etiologic link between physical activity and colon cancer. Shirvani
and colleagues (44) found increased levels of the tumor-suppressor P53
in mice after exercise training. However, Slattery and colleagues (45)
did not ﬁnd a difference in associations of physical activity for
tumors with and without a P53 mutation in a case–control study.
Further research, preferably in large prospective cohorts, is required
to examine which markers might be involved in this link. In women,
inverse associations for nonoccupational physical activity were
found for Warburg-low colon cancer as well, indicating that the
Warburg effect is not involved. A possible explanation for this
association might be the decreased exposure to fecal carcinogens of
the colonical mucosal surface, due to a shorter bowel transit
time (4). This is further underlined by the results of Song and
colleagues (46), who found a reduction in transit time for highly
physically active women, but not men.
We observed a positive association for physical activity and risk of
Warburg-high rectal cancer in men. Positive, though nonsigniﬁcant,
associations have previously been reported for rectal cancer within the
NLCS (34), as well as other studies (47–49), but results from metaanalyses suggest that physical activity is not related to rectal cancer in
men (2, 4). For now, we do not have an explanation for this counterintuitive ﬁnding. Further research is necessary to see whether this
relation will be observed in other populations.

common issue in MPE studies (50). It is therefore important that
our analyses will be replicated in large (MPE) studies. Another
common problem in MPE studies is selection bias based on referral
hospital (50). However, for the current study, FFPE blocks of
incident cancer cases within the NLCS were collected from 43
hospitals throughout the Netherlands, both academic and peripheral, minimizing the risk of selection bias. A third problem with
MPE studies is the usage of TMAs instead of full sections. Even
though the TMA-technique enables large-throughput analyses at
reduced costs (51), it may not provide a full picture of the tumor.
Still, in the construction of TMAs, cores were sampled in different
regions to capture potential tumor heterogeneity. In addition, IHC
scoring on these TMA sections is often performed by nonpathologists (e.g., PhD students or technicians), because the number of cores are often very large in MPE studies, making it
impossible for a pathologist to score all available material. However,
we have previously shown that non-pathologists can produce
reproducible IHC-scoring results, similar to those of a pathologist,
after sufﬁcient training by an experienced pathologist (29).
To enable replication of the current results, we used a transparent
way of making subtypes by using a simple sum score of six proteins
involved in the Warburg effect. We acknowledge that this also
entails some disadvantages, as it probably does not reﬂect all factors
involved in the Warburg effect. For example, a case classiﬁed as
Warburg-low might still show high expression for one of the proteins,
whereas a case classiﬁed as Warburg-high might show high expression in only half of the proteins. This might be the reason why
several associations were found for either Warburg-low and Warburg-moderate, or Warburg-high and Warburg-moderate. By using
a Warburg-moderate group here, we were able to compare the more
extreme cases and reduce misclassiﬁcation in Warburg-low and
Warburg-high subtypes. In addition, the six proteins used for the
sum score and subsequent Warburg subtypes are a selection of the
total pathway, and might not capture the full picture. However,
capturing the complete pathway is nearly impossible considering
time and budgetary constraints. We aimed to capture the Warburg
effect by incorporating proteins from different levels of the pathway
in this sum score (i.e., from upstream regulators, glucose import,
glycolysis, to lactate secretion), attempting to provide a comprehensive view of the Warburg effect.
Because we were the ﬁrst to study the associations between energy
balance–related factors and risk of Warburg subtypes in colorectal
cancer, our results should be interpreted with caution because validation of the current ﬁndings is needed.
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