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Vitamin D and Intervention Trials in Prostate Cancer:
From Theory to Therapy

GARY G. SCHWARTZ, PuD, MPH, PuD

Studies of vitamin D and prostate cancer have advanced rapidly from the hypothesis that vitamin D defi-
ciency increases the risk of prostate cancer to intervention trials of vitamin D administration in clinical
cancer. The hormonal form of vitamin D, 1,25(OH),D, exerts prodifferentiating, antiproliferative, anti-in-
vasive, and antimetastatic effects on prostate cells. Moreover, normal prostate cells synthesize 1,25(OH),D
from serum levels of the prohormone, 25-hydroxyvitamin D. The autocrine synthesis of 1,25(OH),D by
prostatic cells provides a biochemical mechanism whereby vitamin D may prevent prostate cancer.
Many prostate cancer cells have lost the ability to synthesize 1,25(OH),D but still possess 1,25(OH),D re-
ceptors. This suggests that whereas vitamin D (e.g., cholecalciferol) might prevent prostate cancer, existing
prostate tumors likely would require treatment with 1,25(OH),D and/or its analogs. The major obstacle to
the use of 1,25(OH),D in patients therapeutically is the risk of hypercalcemia. Several maneuvers to reduce
this risk, including pulse dosing and the use of less calcemic 1,25(OH),D analogs, have been explored in
Phase I-III clinical trials. Once merely a promise, vitamin D-based therapies for prostate cancer may

soon be medical practice.
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“Everybody talks about the weather” Mark Twain famously
remarked, “but nobody does anything about it.” Like mete-
orology, epidemiology is primarily an observational science;
interventions are rare. The topic of vitamin D in prostate
cancer is an exception: the first vitamin D-based intervention
in prostate cancer—and there are now more than 20—
appeared just 5 years after vitamin D deficiency was hy-
pothesized as a risk factor. The subject of vitamin D
and prostate cancer epidemiology currently is undergoing
intensive investigation (1-3) and is reviewed elsewhere
(4, 5). This research highlights developments in vitamin
D-based interventions in prostate cancer. I first summarize
key clinical aspects of prostate cancer and of vitamin D
synthesis.

PROSTATE CANCER, CLINICAL
CONSIDERATIONS

Prostate cancer is the most common (nonskin) cancer
among men in the Western world. Age-adjusted mortality
rates worldwide vary more than 20-fold and are highest
among African American and northern European men
(6). Unlike mortality rates, the prevalence of subclinical
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prostate cancer (also known as “latent” or “autopsy” pros-
tate cancer) is ubiquitous among older men regardless of
race or geographic location (7), which suggests that clinical
prostate cancer is the result of factors that govern the growth
of subclinical prostate tumors.

Prostate cancers that are confined to the prostate gland
are potentially curable (via surgical removal of the pros-
tate gland, prostatectomy, or via radiation therapy). Ex-
traprostatic cancers can be treated with ionizing
radiation and hormonal therapy. Within 10 years of radi-
cal prostatectomy or radiation therapy, 20-40% of men
will experience detectable prostate-specific antigen
(PSA), indicating a biochemical recurrence of their can-
cer (8). The optimal treatment—if any—for men with bi-
ochemically recurrent prostate cancer is unclear, because
only one-third of these men will progress to clinical dis-
ease within 8 years (9).

Most prostate cells depend upon androgen for growth,
and androgen deprivation (via medical or surgical castra-
tion) results in their death. Androgen independence—the
growth of prostate cancer despite androgen withdrawal—is
a turning point in the natural history of prostate cancer. An-
drogen deprivation therapy is effective as palliation for most
men, but the duration of response for men with metastatic
disease typically is only 14 to 20 months, after which most
cancers become androgen-independent (10). Docetaxel-
based therapies provide a modest survival benefit for men
with androgen-independent metastatic prostate cancer,
the median survival for which is 19 months (11).
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Selected Abbreviations and Acronyms

PSA = prostate-specific antigen
VDR = vitamin D receptor
PTH = parathyroid hormone

PROSTATE CANCER AND THE VITAMIN D
HYPOTHESIS

In 1990, we noted that the major risk factors for prostate
cancer: older age, black race, and residence at northern lat-
itudes all are associated with a decreased synthesis of vitamin
D. We proposed that vitamin D maintained the normal phe-
notype of prostatic cells and that vitamin D deficiency pro-
moted the development of clinical prostate cancer from its
preclinical precursors (12). This idea was supported by carto-
graphic analyses published in 1992, in which we showed that
U.S. county-wide mortality rates for prostate cancer among
white men were correlated inversely with the availability of
ultraviolet radiation, the major source of Vitamin D (13, 14).
The same year, Miller and colleagues (15) demonstrated that
prostate cancer cells possessed high-affinity receptors for the
hormonal form of vitamin D, 1,25(OH),D (vitamin D recep-
tors, VDR). Pleiotropic anticancer effects of 1,25(OH),D on
normal and cancerous prostate cells later were described by
numerous laboratories. The mechanisms for these effects in
the prostate are not completely characterized but include
marked inhibition of: cell proliferation (e.g., via cell cycle ar-
rest) (16); invasion (e.g., inhibition of matrix metalloprotein-
ases) (17); migration (18); metastasis (19, 20); and
angiogenesis (21) (Fig. 1).

SYNTHESIS OF VITAMIN D METABOLITES

The synthesis of 1,25(OH),D (calcitriol) begins with the
production of vitamin Dj (cholecalciferol) after 7-dehydro-
cholesterol in the skin is exposed to UV-B radiation or after
vitamin D is ingested from the diet. Approximately 90% of
vitamin D is derived from sunlight (22). Vitamin D is hy-
droxylated first in the liver at the 25th carbon, forming
the prohormone, 25-hydroxyvitamin D (25-OHD), and
again at the 1-a position, forming 1,25(OH),D, the active,
hormonal form of vitamin D (23). Classically, the hydroxyl-
ation of 25-OHD at the 1-a position was presumed to occur
exclusively in the kidney and the function of 1,25(OH),D
was thought to be in the control of serum calcium and phos-
phorus (24). However, we now know that local synthesis of
1,25(OH),D occurs in an autocrine or paracrine fashion in
prostate (and other) cells, where 1,25(OH),D controls key
processes involving cell differentiation and proliferation
(25, 26) (Fig. 2).

The clue to the discovery of the autocrine synthesis of
1,25(OH),D by prostate cells came not from biochemistry,
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FIGURE 1. (A) Linear trend surface map of ultraviolet radiation
in 3073 counties of the contiguous United States. (Redrawn from
Cancer 70:2865, 1992.) (B) Trend surface analysis of age-adjusted
prostate cancer mortality by county among White men, 1970~
1979, in the contiguous United States. (From Cancer
1992;70:2864. Reprinted with permission fromWiley-Liss, Inc.)

but from descriptive epidemiology. The north—south gradi-
ent in prostate cancer mortality and greater rates among
black men suggested a deficiency in 25-OHD, whose serum
levels are known to be lower at higher latitudes and among
persons with dark pigmentation. However, the active vita-
min D hormone is 1,25(OH),D, not 25-OHD. Serum levels
of 1,25(0OH),D are tightly regulated, are not lower in black
than white men, and (in normal individuals) are not corre-
lated with serum levels of 25-OHD (27).

Thus, it was unclear how the north—south gradient in
prostate cancer mortality and the higher risk among black
men could be causally related to vitamin D deficiency. We
reasoned that this paradox would be resolved if prostate cells
themselves synthesized 1,25(OH);,D from circulating levels
of 25-OHD (28). In 1998, we demonstrated that normal
human prostate cells possess functional 25-hydroxyvitamin
Ds-1la-hydroxylase (1a-Ohase) and convert 25-OHD into
1,25(0OH),D (28). Moreover, 25-OHD, which was previ-
ously thought to be inert, could inhibit the proliferation
of prostate cells that possessed 1o-Ohase (29). The
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FIGURE 2. Current understanding of the endocrine and auto-
crine role of 1,25(OH)2D on prostate cells. In addition to the kid-
ney (endocrine system), the prostate synthesizes its own
1,25(0OH)2D (autocrine system) that controls local growth and
proliferation (from Schwartz, Semin Dialysis 2005;18:276-289).

implications of the discovery of the autocrine synthesis of
1,25(OH),D in normal prostate cells are potentially pro-
found; this property provides a biochemical mechanism by
which exposure to vitamin D (cholecalciferol, vitamin D;
or ergocalciferol, vitamin D,) might prevent prostate cancer

(30).

PROSTATE CANCER CELLS EXPRESS VDR BUT
LOSE EXPRESSION OF 1 OHASE

The biological activity of 1,25(OH),D in tissues requires the
presence of VDR, a ligand-dependent transcription factor
that is a member of the steroid nuclear receptor super family
(31,32). Krill and colleagues (33) examined the expression
patterns of VDR by immunohistochemistry in 27 clinical
samples of normal human prostates that were free from ade-
nocarcinoma or suspected carcinoma. They showed that
VDR are widely expressed in human prostate cells and
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were expressed more predominantly in the peripheral zone
of the prostate (the site of origin of most prostate cancers)
than in the central zone. Numerous studies indicate that
VDR also are widely expressed on human prostate cancer
cells and cell lines (34-37).

Although normal prostate cancer cells express high levels
of 1-aOhase, 1-aOhase expression is greatly diminished in
prostate cancer cells. Hsu and colleagues (38) compared 1a.-
hydroxylase activity in samples from normal prostate epithe-
lial cells, cancer-derived prostate epithelial cells, prostate
cancer cells lines, and samples of benign prostatic hyperpla-
sia. 1-0OHase expression was significantly reduced in the be-
nign prostatic hyperplasia cells and was reduced further in
the cancer-derived cells and cell lines. Decreased expression
of 1a.-OHase was correlated with a decrease in growth inhi-
bition in response to 25-OHD;. Similar data showing a loss of
loo -OHase expression in prostate cancers vs. benign and
noncancerous prostates were shown by Whitlatch et al.
(39). These authors demonstrated further that transfection
of the cDNA for 1-0. OHase into prostate cancer cells that
did not express 1-aOHase (LNCaP cells) and were not
growth inhibited by 25-hydroxyvitamin Ds conferred
growth inhibition by 25-OHDs in these cells. Together,
these findings have important therapeutic implications: Be-
cause prostate cancers have lost 1-aOHase expression, they
are unlikely to respond to treatment with vitamin D or 25-
OHD. However, because they retain VDR, prostate cancer
cells could be treated with 1,25(OH),D and its analogs (40).

CLINICAL TRIALS OF VITAMIN D METABOLITES
IN PROSTATE CANCER

The birth of vitamin D-based therapies in cancer can be
dated from 1981 when Abe et al. (41) reported that myeloid
leukemic cells differentiated into macrophages by nanomo-
lar concentrations of 1,25(OH),D3;. Two vyears later,
1,25(0OH), D3 and a prodrug, 1(OH)Dj3, given to mice inoc-
ulated with myeloid leukemia cells were shown to prolong
the survival of the mice (42). This led to the first human vi-
tamin D-based clinical trial in cancer 1987, when Tobler
and Koeffler gave 1,25(OH),Dj at 2 pg/day, orally, to 18 pa-
tients with myelodysplastic syndrome (43). There were no
clinical improvements and half of the patients developed
hypercalcemia. These authors identified the central problem
in vitamin D-based therapeutic trials in cancer, i.e., how to
get a therapeutic response without inducing hypercalcemia.
Although the problem is complex and involves pharmacoki-
netics, peak drug levels and other parameters (44), essen-
tially it is this: 2 pg/day 1,25(OH);D; in normal
individuals produces serum 1,25(OH),D5 levels of about
2.0 x 107" M. Yet most antiproliferative responses to
1,25(0OH),Dj5 in cancer cells in culture require nanomolar
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(10 M) levels of 1,25(OH),D; or higher. “In the future,”
Tobler and Koeffler concluded prophetically, “vitamin D
analogs that induce [hematopoietic] cell differentiation
without inducing hypercalcemia might be medically useful
compounds for selected patients ... Likewise, combinations
of inducers of differentiation may be more effective than any
one agent” (p. 131).

Research in the early 1990s showed that, like leukemic
cells, prostate cancer cells exhibited increased differentia-
tion and an inhibition of proliferation in response to
1,25(0OH),D;s in vitro and in vivo (e.g., 45-47). These stud-
ies led to the first vitamin D-based trial in prostate cancer in
1995 (48). Osborn et al. treated 13 men with advanced, an-
drogen-independent prostate cancer with oral 1,25(OH),Ds
with doses as high as 1.5 ug/day (49). No therapeutic benefit
was shown, as defined by the standard criterion, a 50% sus-
tained drop in PSA. As observed by Tobler and Koeffler, hy-
percalcemia limited the ability to give 1,25(0OH),D; at
greater doses.

Similar results were reported for the prodrug, doxercalci-
erol (1aOH;D;). Liu et al. (50) treated 16 men with
androgen-insensitive prostate cancer for 12 weeks at doses
ranging from 5 to 15 pg/day. Two patients showed signifi-
cant decreases in PSA and 9 showed PSA stabilization.
Numerous Phase I and Phase II trials of 1,25(OH),D;3 alone
or in combination with other therapies showed the feasibil-
ity of administering 1,25(OH);D5 intermittently at high
dose, a maneuver that lowers the calcemic effects of calci-
triol (51). Additionally, Trump et al. (52) demonstrated
the feasibility of administering 1,25(OH),D3 with drugs
such as such as dexamethasone. Dexamethasone itself has
biologic activity against prostate cancer and also reduces
the calcemic effects of 1,25(OH),Ds.

A series of Phase Il trials led by Beer and colleagues (53)
ought to exploit maneuvers that permit higher doses of
1,25(0OH), D5 without inducing hypercalcemia, which led
to the development of a proprietary formulation of high-
dose calcitriol, DN-101 (Novacea, Inc., South San Francisco,
CA) Pharmacokinetic evaluation of this compound
showed that oral dosing with DN-101 could achieve
1,25(0OH),D3 exposures 5- to 8-fold greater than that
attainable with commercial oral formulations of
1,25(0OH),Ds. In 2007, Beer et al. (54) reported the re-
sults of a trial of DN-101 in conjunction with docetaxel
(the ASCENT trial). Two hundred fifty men with andro-
gen-independent prostate cancer were randomly assigned
to either weekly docetaxel (36 mg/m’ intravenously)
combined with 45 pg of calcitriol (as DN-101) or weekly
docetaxel combined with placebo, taken orally. The pri-
mary endpoint was a PSA response within 6 months of
enrollment. PSA responses were not significantly different
in the DN-101 or placebo arms (63% vs. 52%, respec-
tively, p = 0.07). However, in a multivariate analysis,
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the median survival (not a primary endpoint in the trial)
was estimated at 24.5 months in the DN-101 arm versus
16.4 months for placebo. This large survival advantage
led to a Phase III trial (ASCENT-2), which had a planned
enrollment of 1200 men and in which survival was a pri-
mary endpoint. Unfortunately, after more than 900 men
were enrolled, the Phase III trial was terminated abruptly
due to excess deaths in the DN-101 arm (55).

The cause of the excess deaths in the treatment arm of
ASCENT-2 is not yet known and will be critical to under-
stand. It also will be important to understand the mecha-
nism(s) underlying the survival advantage for 1,25(OH),D
in the original ASCENT trial, as it is possible that this effect
could be replicated with lower levels of calcitriol or with less
calcemic calcitriol analogs. Interestingly, although DN-101
has been shown to produce peak levels of 1,25(OH);D of ap-
proximately 2 nM (56); these doses are only marginally ef-
fective at inhibiting prostate cancer cell proliferation in
culture (57). This suggests that the survival advantage
may reflect the effects of 1,25(OH),D on the metastatic pro-
cess rather than on prostate cancer cells directly.

In this regard, we recently reported a phase I/II trial of the
1,25(0OH),D analog, paricalcitol (19-nor-1a-25-dihydroxy-
vitamin D,) in advanced androgen-insensitive prostate can-
cer (58). None of the 18 enrolled men had an objective
response to treatment as measured by a sustained decline
in PSA. However, we observed that serum levels of parathy-
roid hormone (PTH) were significantly and negatively asso-
ciated with prostate cancer survival; the higher the serum
PTH, the shorter the survival. This effect was independent
of disease severity, as measured by serum PSA. Recent data
indicate that PTH accelerates the growth of prostate cancers
in bone (59). Increased serum levels of PTH are known to be
associated with an increased risk of bone fractures and other
skeletal events that are significant predictors of mortality in
prostate cancer (60). Thus, these findings raise the possibil-
ity that suppression of serum PTH—a “classical effect” of
1,25(0OH),D—may be a novel therapeutic approach to re-
tard the growth of bony metastases in advanced prostate

cancer (61, 62) (Fig. 3).

INTERVENTIONS IN RECURRENT PROSTATE
CANCER AND BEYOND

Just as it is easier to extinguish a smoldering cigarette than
a flaming house, vitamin D therapies might be more effec-
tive in recurrent prostate cancer, when there are only
a few cancerous cells, than in advanced cancer, when metas-
tases are widespread and tumors may be less differentiated.
This was the rationale for a small study by Gross et al.
(63), who treated 7 men with men with recurrent prostate
cancer with 2 pg/day oral 1,25(OH),Ds. Treatment caused
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had vitamin D levels below currently recognized cutpoints
for vitamin D deficiency (20 ng/mL). Four men (25%) expe-
rienced improvement in pain scores and one showed
a decrease in PSA from 99.2 to 55.3 ng/mL. This result sug-
gests that cholecalciferol may have therapeutic effects in
some men with advanced disease.
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FIGURE 3. Kaplan-Meier plot of survival forl7 patients as
a function of initial PTH. The estimated median survivals for
baseline PTH of 3, 70, and 400 (the minimum, median, and max-
imum baseline values in our trial) are 21.2, 10.7, and 4.0 months,

respectively. From Schwartz et al., Clin Cancer Res. 2005;11:
8680-8685).

adecrease in the rate of rise of PSA in 6 of 7 men, and caused
an absolute decrease in several men. However, hypercalciu-
ria occurred in most men and was dose-limiting.

A follow-up to the study of Gross et al. (63) was made by
Woo et al. (64), who studied 15 men with recurrent disease
using vitamin Ds. They reasoned that because 1,25(OH),D
should be synthesized intraprostatically by normal prostate
cells, vitamin D3 might have similar therapeutic effects
without the calcemic effects of 1,25(OH),D. (Although
prostate cancer cells have less 1-aOHase than normal pros-
tate cells, 1,25(OH),D synthesized by normal prostatic cells
might influence cancerous cells in a paracrine manner.) Fif-
teen men with recurrent disease were given 2000 IU (50 pg)
vitamin D3 and were monitored prospectively every 2 to 3
months. PSA levels in 9 of 15 men decreased or remained
unchanged for as long as 21 months. The authors reported
that vitamin D treatment was association with a significant
prolongation of the PSA-doubling time (64).

In addition to its possible therapeutic role in advanced
prostate cancer, vitamin D metabolites may be effective in
disease palliation (i.e., tertiary prevention). Many men
with advanced prostate cancer experience significant
disease-related pain, especially bone pain. In a small, sin-
gle-arm study, Beer and colleagues (65) reported significant
analgesic activity for the combination of calcitriol and doce-
taxel in men with metastatic androgen-independent pros-
tate cancer. Interestingly, some patients with bone pain
may respond to vitamin Ds;. Van Veldhuizen et al. (66)
treated 16 men with metastatic androgen-insensitive pros-
tate cancer with 2,000 IU vitamin D; for 12 weeks to study
improvement in bone pain. At enrollment, 8 (50%) men

DISCUSSION

The natural history of prostate cancer affords multiple op-
portunities for intervention with vitamin D metabolites
(Fig. 4). The stages of prostate cancer can be visualized as
an iceberg, where the “water line” separates clinical disease
from (submerged) subclinical disease. At the tip of the ice-
berg are men with androgen-insensitive and men with recur-
rent disease; at the base, men who are apparently prostate
cancer free but who are at risk for prostate cancer. At each
stage of the natural history of prostate cancer, there is
some form of vitamin D-based therapy that could be a logical
choice for investigational therapy.

To date, the authors of most interventions have studied
men with advanced androgen-independent disease. This
population is a challenging one, as these are men for
whom virtually all other interventions have failed. Early
trials in this population with calcitriol alone were unable
inhibit cancer without inducing hypercalcemia. In the
AIPC Study of Calcitriol Enhancing Taxotere (ASCENT)
trial, a high-dose formulation of calcitriol appeared to signif-
icantly lengthen survival in comparison to standard therapy,
yet a Phase III trial (ASCENT-2) of the same formulation
proved excessively toxic. The use of 1,25(OH),D at a lower
dose, or the use of calcitriol analogs, are logical next steps. In
this regard it is noteworthy that a recent Phase II trial of cal-
citriol in advanced disease at 32 pg per week (vs. 45 ug used

POTENTIAL INTERVENTIONS WITH VITAMIN D METABOLITES
CONDITION POSSIBLE THERAPY

+ Minimal Residual
Disease

1,25(0H)2D &
« Clinical Cancer -\ Analogs
- Prostatic
ln(raepithelial
Neoplasia SR
« Men at Risk

Vitamin D

FIGURE 4. The natural history of prostate cancer and possible
treatments with vitamin D. At each stage of prostate cancer there
is a corresponding treatment with some form of vitamin D, rang-
ing from the hormonal precursor (vitamin D3) in men at risk for
prostate cancer to active vitamin D, 1,25(OH),Ds, and its ana-
logs for men with advanced disease.
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in ASCENT-2) was associated with a PSA response in 8 of
26 patients (31%) (67).

Approximately 50,000 new cases of recurrent disease oc-
cur annually in the United States (68). There is presently no
standard care for men with recurrent disease. These men
comprise an attractive group for vitamin D-based interven-
tions because their disease burden is relatively small and
their cancers may be better differentiated than in advanced
disease. Men with slow-growing cancers who defer active
treatment (i.e., men undergoing expectant management or
“watchful waiting”) also may be candidates for low-morbid-
ity interventional therapies.

Finally, it is possible that high dose vitamin D (i.e, vita-
min Dj3) alone or in combination with other agents may be
effective in primary prevention. Just as combination thera-
pies may extend the reach of calcitriol in advanced disease,
combination therapies could extend the reach of vitamin D
metabolites in prostate cancer prevention. For example, soy
derivatives are known to reduce the catabolism of 1,25-dihy-
droxyvitamin D and thereby potentiate the antiproliferative
effects of 1,25(OH),;D on prostate cancer cells (69). This
suggests a form of combination therapy that could be useful
at several levels, e.g., primary prevention and recurrent
disease.

In conclusion, the subject of vitamin D in prostate cancer
has evolved rapidly from theory to proof-of-principle ther-
apy. The next steps in this clinical evolution—those of de-
fining and testing vitamin D-based interventions that are
safe and potentially effective for each stage in the natural his-
tory of prostate cancer—should challenge—and reward—
the combined talents of basic scientists, clinicians, and
public health investigators.

REFERENCES

1. de Vries, Soerjomataram I, Houterman S, Louwman MW, Coebergh JW.
Decreased risk of prostate cancer after skin cancer diagnosis: A protective
role of ultraviolet radiation? Am ] Epidemiol. 2007;165:966-972.

2. John EM, Schwartz GG, Koo ], Van Den Berg D, Ingles SA. Sun exposure,
vitamin D gene polymorphisms and risk of advanced prostate cancer. Can-
cer Res. 2005;65:5470-5479.

3. Holick CN, Stanford JL, Kwon EM, Ostrander EA, Nejentsev S, Peters U.
Comprehensive association analysis of the vitamin D pathway genes,
VDR, CYP27Bl1, and CYP24A1, in prostate cancer. Cancer Epidemiol
Biomarkers Prev. 2007;16:1990-1999.

4. Schwartz GG. The “Cocaine Blues” and other problems in epidemiologic
studies of vitamin D and cancer. Nutr Rev. 2007;65:S75-76.

5. Schwartz GG. Vitamin D and the epidemiology of prostate cancer. Semin
Dialysis. 2005;18:276-289.

6. Kurihara M, Aoki K, Hismamichi S, eds. Cancer Mortality Statistics in the
World, 1950-1985. Nagoya, Japan: University of Nagoya Press; 1989.

7. Yatani R, Chigusa I, Akazaki K, Stermmerman G, Welsh R, Correa P.
Geographic pathology of latent prostate carcinoma. Int ] Cancer.

1984;29:611-616.

Schwartz 101

VITAMIN D AND INTERVENTION TRIALS IN PROSTATE CANCER

8. Thames H, Kuban D, Levy L, Horwitz EM, Kupelian P, Martinez A, et al.
Comparison of alternative biochemical failure definitions based on clinical
outcome in 4839 patients treated by external beam radiation therapy
between 1986 and 1995. Int ] Radiat Oncol Biol Phys. 2003;57:929-943.

9. Pound CR, Parti AW, Eisenberger MA, Chan DW, Pearson JD, Walsh PC.
Natural history of progression after PSA elevation following radical pros-

tatectomy. JAMA. 1999;281:1591-1597.

10. Sharifi N, Gulley JL, Dahut WI. Androgen deprivation therapy for prostate
cancer. JAMA. 2005;294:238-244.

11. Tannock IF, de Wit R, Berry WR, Horti J, Pluzanska A, Chi KN, et al.
Docetaxel plus prednisone or mitoxantrone plus prednisone for advanced
prostate cancer. New Engl ] Med. 2004;351:1502-1512.

12. Schwartz GG, Hulka BS. Is vitamin D deficiency a risk factor for prostate
cancer (Hypothesis)? Anticancer Res. 1990;10:1307-1311.

13. Hanchette CL, Schwartz GG. Geographic patterns of prostate cancer mor-
tality: Evidence for a protective effect of ultraviolet radiation. Cancer.

1992;70:2861-2869.

14. Schwartz GG, Hanchette CL. UV, latitude, and prostate cancer mortality:
All sunlight is not the same (United States). Cancer Causes Control.
2006;17:1091-1101.

15. Miller GJ, Stapleton GE, Ferrara JA, Lucia MS, Pfister S, Hedlund TE,
et al. The human prostatic carcinoma cell line LNCaP expresses biologi-
cally active, specific receptors for la, 25-dihydroxyvitamin D3. Cancer

Res. 1992;52:515-520.

16. Moreno J, Krishnan AV, Feldeman D. Molecular mechanisms mediating
the anti-proliferative effects of Vitamin D in prostate cancer. ] Steroid
Biochem Bol Biol. 2005;97:31-36.

17. Schwartz GG, Wang M-H, Zhang M, Singh RK, Siegal GP. 1a, 25-Dihy-
droxyvitamin D (calcitriol) inhibits the invasiveness of human prostate

cancer cells. Cancer Epidemiol Biomarkers Prev. 1997;6:727-732.

18. Sung V, Feldman D. 1,25-Dihydroxyvitamin D3 decreases human prostate
cancer cell adhesion and migration. Mol Cell Endocrinol. 2000;164:133-143.

19. Lokeshwar BL, Schwartz GG, Selzer MG, Burnstein KL, Zhuang S-H,
Block NL, Binderup L. Inhibition of prostate cancer metastasis in vivo:
A comparison of 1,25-Dihydroxyvitamin D (calcitriol) and EB1089. Can-
cer Epidemiol Biomarkers Prev. 1999;8:241-248.

20. Bao BY, Yeh SD, Lee YF. la,25-Dihydroxyvitamin D; inhibits prostate
cancer cell invasion via modulation of selective proteases. Carcinogenesis.
2006;27:32-42.

21. Bao Y-B, Yao ], Lee Y-F. la-Dihydroxyvitamin D5 suppresses interleukin-
8-mediated prostate cancer cell angiogenesis. Carcinogenesis. 2007;27:
1883-1889.

22. Haddad JG Jr, Hahn TJ. Natural and synthetic sources of circulating
25-Hydroxyvitamin D in man. Nature. 1973;244:525-527.

23. Holick MF. Photobiology of vitamin D. In: Feldman D, Gloriexux FH,
Pike JW, eds. Vitamin D. Ist ed. San Diego, CA: Academic Press;
1997:33-39.

24. Holick MF. Vitamin D deficiency. N Engl ] Med. 2007;19:266-281.

25. Hansen CM, Binderup L, Hamberg K], Carlberg C. Vitamin D and cancer:
Effects of 1,25(OH),D; and its analogs on growth control and tumorigen-
esis. Front Biosc. 2001;6:D820-D848.

26. Hewison M, Burke F, Evans KN, Lammas DA, Sansum DM, Liu P, et al.
Extra-renal 25-Hydroxyvitamin Ds;—la-hydroxylase in human health and
disease. ] Steroid Biochem Mol Biol. 2007;103:316-321.

27. Chesney RW, Rosen JF, Hanstra AJ, Smith C, Mahaffey K, DeLuca HF.
Absence of seasonal variations in serum concentrations of 1,25-
dihydroxyvitamin D despite a rise in 25-hydroxyvitamin D in summer.
J Clin Endocrinol Metab. 1981;53:139-143.

28. Schwartz GG, Whitlatch LW, Chen TC, Lokeshwar BL, Holick MF. Hu-
man prostate cells synthesize 1,25-Dihydroxyvitamin D3 from 25-
Hydroxyvitamin Ds. Cancer Epidemiol Biomarkers Prev. 1998;7:391-395.

29. Barreto A, Schwartz GG, Woodrugg R, Cramer SD. 25-Hydroxyvitamin
Ds, the prohormonal form of 1,25-Dihydroxyvitamin Dj;, inhibits the



102 Schwartz

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

42.

43.

4.

45.

46.

47.

48.

VITAMIN D AND INTERVENTION TRIALS IN PROSTATE CANCER

proliferation of primary prostatic epithelial cells. Cancer Epidemiol
Biomarkers Prev. 2000;9:265-270.

Young MV, Schwartz GG, Wang L, Jamieson DP, Whitlatch LW, Flana-
gan N, et al. The prostate 25-Hydroxyvitamin D-1a-Hydroxylase is not
influenced by parathyroid hormone and calcium: Implications for prostate
cancer chemoprevention by vitamin D. Carcinogenesis. 2004;25:967-971.

. Haussler MR, Jurutka PW, Hseih JC, Thompson PD, Selznick SH, Hausl-

ler CA, et al. New understanding of the molecular mechanism of receptor-
mediated genomic actions of vitamin D hormone. Bone. 1995;17:33S-38S.

Zhuang S-H, Schwartz GG, Cameron D, Burnstein KL. Vitamin D recep-
tor content and transcriptional activity do not fully predict antiprolifera-
tive effects of vitamin D in human prostate cancer cells. Mol Cell

Endocrinol. 1997;126:83-90.

Krill D, De Flavia P, Dhir R, Luo J, Becich MJ, Lehman E, Getzenberg RH.
Expression patterns of vitamin D receptor in human prostate. ] Cell Bio-

chem. 2001;82:566-5172.

Miller GJ, Stapleton GE, Hedlund TE, Moffatt KA. Vitamin D receptor
expression, 24-hydroxylase activity, and inhibition of growth by la,25-
dihydroxyvitamin D3 in seven human prostatic carcinoma cell lines.
Clin Cancer Res. 1995;1:997-1003.

Kivineva M, Bliuer M, Syvild H, Tammela T. Tuohimaa. Localization of
1,25-Dihydroxyvitamin D3 receptor (VDR) expression in human prostate.
J Steroid Biochem Mol Biol. 1998;66:121-127.

Blutt SE, Weigel NL. Vitamin D and prostate cancer. Proc Soc Exp Biol
Med. 1999;221:89-98.

Miller GJ. Vitamin D and prostate cancer: Biological interactions and clin-
ical potentials. Cancer Metastasis Rev. 1998;17:353-360.

Hsu JY, Feldman D, McNeal JE, Peehl DM. Reduced lalpha-hydroxylase
activity in human prostate cancer cells correlates with decreased suscepti-
bility to 25-hydroxyvitamin D3-induced growth inhibition. Cancer Res.
2001;61:2852-2856.

Whitlatch LW, Young MV, Schwartz GG, Flanagan JN, Burnstein KL,
Lokeshwar BL, et al. 25-Hydroxyvitamin D-1-alpha-hydroxylase activity
is diminished in human prostate cancer cells and is enhanced by gene
transfer. ] Steroid Biochem Mol Biol. 2002;81:135-140.

Chen TC, Schwartz GG, Burnstein KL, Lokeshwar BL, Holick MF. The
use of 25-Hydroxyvitamin D3 and 19-nor-1,25-dihydroxyvitamin D2 as
therapeutic agents for prostate cancer. Clin Cancer Res. 2000;6:901-908.

. Abe E, Miyamura C, Sakagami H, Takeda M, Konno K, Yamazaki T, et al.

Differentiation of mouse myeloid leukemia cellsinduced by 1le, 25-

dihydroxyvitamin D3. Proc Natl Acad Sci U S A. 1981;78:4990-4994.

Honma Y, Hozumi M, Abe E, Konno K, Fukushima M, Hata S, et al. 1a;,25—
Dihydroxyvitamin D3 and 1 e-hydroxyvitamin D3 prolong survival time of
mice inoculated with myeloid leukemia cells. Proc Natl Acad Sci U S A.
1983;80:201-204.

Tobler A, Koeffler HP. Differentiation of human acute myelogencres leu-
kemia cells: Therapeutic possibilities. Acta Haematol. 1987;78(Suppl 1):
127-135.

Muindi JR, Peng Y, Potter P, Hershberger PA, Tauch ]S, Capozilli MJ,
et al. Pharmacokinetics of high-dose oral calcitriol; Results from a phase
I trial of calcitriol and paclitaxel. Clin Pharmaocol Ther.s. 2002;72:
648-659.

Skowronski R], Peehl DM, Feldman D. Vitamin D and prostate cancer:
1,25-Dihydroxyvitamin D3 receptors and actions in human prostate cancer
cell lines. Endocrinology. 1993;132:1952-1960.

Schwartz GG, Oeler T, Uskokovic M, Bahnson RR. Human prostate can-
cer cells: Inhibition of proliferation by vitamin D analogs. Anticancer Res.
1994;14:1077-1081.

Schwartz GG, Hill CC, Oeler T, Becich MJ, Bahnson RR. 1,25-Dihy-
droxy-16-ene-23-yne-vitamin D3 and prostate cancer cell proliferation
in vivo. Urology. 1995;46:365-369.

Vijayakumar S, Mehta RR, Boerner PS, Packianathan S, Mehta RG. Clin-

ical trials involving vitamin D analogs in prostate cancer. Cancer ]J.

2005;11:362-373.

50.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

617.

68.

69.

AEP Vol. 19, No. 2
February 2009: 96-102

. Osborn JL, Schwartz GG, Smith DC, Bahnson RR, Day R, Trump DL.
Phase I trial of oral 1,25-Dihydroxyvitamin D (Calcitriol) in hormone
refractory prostate cancer. Urologic Oncol. 1995;1:195-198.

Liu G, Oettel K, Ripple G, et al. Phase I trial of 1a-hydroxyvitamin D2 in
patients with hormone refractory prostate cancer. Clinical Cancer Res.

2002;8:2820-2821.

. Johnson CS, Hershberger PA, Trump DL. Vitamin D-related therapies in
prostate cancer. Cancer Metast Rev. 2002;21:147-158.

Trump DL, Potter DM, Muindi ], Brufsky A, Johnson CS. Phase II trial of
high-dose, intermittent calcitriol (1,25 Dihydroxyvitamin D3) and dexa-
methasone in androgen-independent prostate cancer. Cancer. 2006;

106:2136-2142.

Beer TM, Javle M, Lam GN, Henner WD, Wong A, Trump DL. Pharma-
cokinetics and tolerability of a single dose of DN-101, a new formulation of
calcitriol, in patients with cancer. Clin Cancer Res. 2005;11:7794-7799.

Beer TM, Ryan CW, Venner PM, Petrylak DP, Chatta GS, et al. Double-
blinded randomized study of high-dose calcitriol plus docetaxel in
androgen-independent prostate cancer: A report from the ASCENT inves-
tigators. ] Clin Oncol. 2007;25:669-674.

Novacea Press Release. November 05, 2007. Novacea halts ASCENT-2
trial in advanced prostate cancer. Available at: www.novacea.com/610.

asplid=136&;nav =news. Accessed April 17, 2008.

Beer TM. ASCENT: The androgen-independent prostate cancer study of
calcitriol enhancing taxotere. BJU Int. 2005;96:508-513.

Brawer MK. Recent progress in the treatment of advanced prostate cancer
with intermittent dose-intense calcitriol. Rev Urol. 2007;9:1-8.

Schwartz GG, Hall MC, Patton S, Lee WR, Stindt D, Lovato J, Torti FM.
A Phase I/II trial of 19-nor-1a,25-Dihydroxyvitamin D2 (paricalcitol) in
advanced androgen insensitive prostate cancer. Clin Cancer Res. 2005;

11:8680-8685.

Schnieder A, Kalikin LM, Mattos AC, Keller ET, Allen M], Pienta KJ,
et al. Bone turnover mediates preferential localization of prostate cancer
in the skeleton. Endocrinology. 2005;146:1727-1736.

Saad F, Clarke N, Columbel M. Natural history and treatment of bone
complications in prostate cancer. Eur Urol. 2006;49:429-440.

Schwartz GG. Prostate cancer, serum parathyroid hormone and the pro-
gression of skeletal metastases. Cancer Epidemiol Biomarkers Prev.

2008;17:478-483.

Andress D. Nonclassical aspects of differential vitamin D receptor activa-
tion: Implications for survival in patients with chronic kidney disease.
Drugs. 2007;67:1999-2012.

Gross C, Stamey T, Hancock S, Feldman D. Treatment of early recurrent

prostate cancer with 1,25-dihydroxyvitamin D3 (calcitriol). J Urol.
1998;159:2035-2040.

Woo TCS, Jamieson ], Chander S, Vieth R. Pilot study: Potential role of
vitamin D (choecalciferol) in patients with PSA replapse after definitive
therapy. Nutr Cancer. 2005;51:32-36.

Beer TM, Eilers KM, Garzotto M, Hsieh Y-C, Mori M. Quality of life and
pain relief during treatment with calcitriol and docetazel in symptomatic
metastatic androgen-independent prostate carcinoma. Cancer. 2004;

100:758-763.
Van Veldhuizen PJ, Taylor SA, Williamson S, Drees BM. Treatment of

vitamin D deficiency in patients with metastatic prostate cancer may
improve bone pain and muscle strength. ] Urol. 2000;163:187-190.

Petrioli R, Pascuccu A, Francinin E, Marsili S, Sciandiviasci A, De Ruber-
tis G, et al. Weekly high-dose calcitriol and docetaxel in patients with
metastatic hormone-refractory prostate cancer previously exposed to doce-

taxel. BJU Int. 2007;100:775-779.
Mould JW, Ward JF. Management of the patient with a rising PSA alone.
Hematol Oncol Clin N Am. 2006;20:897-908.

Farhan W, Wahala K, Cross HS. Genistein inhibits vitamin D hydroxy-
lases CYP24 and CYP27BI expression in prostate cells. ] Steroid Biochem
Mol Biol. 2003;84 432-429.


www.novacea.com/610.asp?id=136&
www.novacea.com/610.asp?id=136&

	Vitamin D and Intervention Trials in Prostate Cancer: From Theory to Therapy
	Prostate Cancer, Clinical Considerations
	Prostate Cancer and the Vitamin D Hypothesis
	Synthesis of Vitamin D Metabolites
	Prostate Cancer Cells Express VDR but Lose Expression of 1 Ohase
	Clinical Trials of Vitamin D Metabolites In Prostate Cancer
	Interventions In Recurrent Prostate Cancer and Beyond
	Discussion
	References


