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Abstract
Purpose The association between antibiotics and colorectal cancer (CRC) risk has drawn increasing attention but remains
controversial. This study was performed to clarify the association.
Methods A systematic review and meta-analysis was performed on seven electronic databases. The pooled odds ratios (OR) with a
95% confidence interval (CI) were calculated to estimate the association using the fixed-effects model or the random-effects model.
Results Ten studies that contained 4,853,289 participants were included in our study. We found that antibiotics use was asso-
ciated with a higher risk of CRC (OR 1.09, 95%CI 1.02–1.17, I2 = 92.8%). More than 60 days of antibiotics use and 5
prescriptions of antibiotics were significantly associated with a higher risk of CRC. Sub-analysis on different types of antibiotics
found that anti-anaerobic antibiotics, penicillins, and quinolones use led to increased risk of CRC (OR 1.22, 95%CI 1.04–1.44, I2

= 89.1%; OR 1.09, 95% CI 1.04–1.13, I2 = 69.2%; OR 1.15, 95% CI 1.03–1.35, I2 = 88.2%; respectively) and colon cancer (OR
1.28, 95% CI 1.04–1.58, I2 = 98.5%; OR 1.09, 95% CI 1.05–1.12, I2 = 0; OR 1.09, 95% CI 1.04–1.15, I2 = 0; respectively).
However, antibiotics use was not significantly associated with rectal cancer (OR 1.03, 95% CI 0.92–1.16, I2 = 77.6%).
Conclusion It needs attention that antibiotics use is associated with a higher risk of CRC, especially for colon cancer. Clinicians
should be aware of the potential risk of CRCwhen prescribing anti-anaerobic antibiotics, penicillins, and quinolones in the future.
Further studies are needed to assess any potential differences by tumor sites and class of antibiotics.

Keywords Antibiotics . Colorectal cancer . Colon cancer . Rectal cancer .Meta-analysis

Introduction

Cancer is a major public health problem that seriously affects
people’s health and quality of life. Colorectal cancer (CRC) is
one of the top five most commonly diagnosed cancer in both
men and women [1], and is the fourth most deadly cancer
worldwide after lung, liver and stomach cancers [2]. Studies
showed that the incidence rate of CRC is higher in developed
countries compared with developing countries [1, 2].
According to the Global Burden of Disease Study (GBD),
830,000 people died from CRC in 2016, and this number is
expected to increase to 1,540,000 in 2040 [3]. This drastic
increase is likely due to increase in many risk factors such as
aging, smoking, low physical activity, and obesity [2, 4].

It is believed that CRC occurs due to synergy of multiple
factors including genetic, environmental, and lifestyle risk fac-
tors. In recent years, with the advances in gut microbiota re-
search, people now suspect there are connections between intes-
tinal microorganisms and cancer [5, 6]. Previous studies
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confirmed that disruption of gut microbiota can lead to gastro-
intestinal diseases including CRC [7]. Antibiotics can destroy
gut microbiota and damage the integrity of intestinal barrier [8,
9]. Furthermore, antibiotics use indirectly destroys the symbiosis
that makes up the microbial community which may result in the
colonization of invading bacteria and increased susceptibility to
infections [10]. Therefore, antibiotics may allow colonization of
carcinogenic bacteria, leading to local inflammation and tumor
formation. A few epidemiological studies have already shown
the positive relationship between CRC and antibiotics use, but
the results vary widely. A nested case-control study in Asian
population reported that anti-anaerobic antibiotics use was asso-
ciated with a higher risk of colon cancer and rectal cancer, but it
was not significant for the relationship between anti-aerobic
agents and CRC [11]. However, another nested case-control
study from the Netherlands found that both anti-anaerobic and
anti-aerobic agents lead to increased risk of CRC [12].
Additionally, a study in the UK found that oral antibiotics use
was associated with an increased risk of colon cancer but a
reduced risk of rectal cancer [13]. Therefore, the link between
antibiotics use and CRC risk remains controversial and needs
further exploration.

Therefore, we performed a systematic review and meta-
analysis to evaluate the relationship between antibiotics use
and CRC risk. We also performed sub-analyses on the tumor
location and class of antibiotics to explore whether these cor-
relations were varied among different classes of antibiotics use
or different types of cancer (colon and rectal cancer).

Methods

This study was performed in accordance with the Preferred
Reporting Items for Systematic Reviews and Meta-analyses
(PRISMA) guidelines [14] (supplementary material).

Search strategy

A comprehensive literature search was performed in PubMed,
Web of Science, and ScienceDirect databases from database
construction to November 2, 2019. The recently updated
search was conducted in February 2020. We used the follow-
ing search terms: “antibiotic,” “anti-bacterial agent,” “colorec-
tal,” “colon,” “rectum,” “rectal,” “cancer,” “neoplasm,” “car-
cinoma,” and “adenoma”. Full search steps in each database
were provided in the supplementary material. We did not limit
the searches by languages or regions. We also reviewed the
reference list of the included articles for additional studies.

Study selection

Two authors independently carried out the search and dis-
agreements were solved by consensus. The abstract of the

retrieved studies was reviewed initially and excluded if
deemed irrelevant. The full text of the relevant studies was
further reviewed for eligibility. If there were duplicate publi-
cations of the same study, the one with the most detailed
information and complete data was included.

Studies included in this meta-analysis must meet all of the
following criteria: (1) participants were adults without any prior
history of cancer; (2) the study designwas case-control or cohort;
(3) exposure was any history of antibiotics use and the main
outcome included CRC or colon cancer or rectal cancer; and
(4) the effect size reflecting the association between CRC and
antibiotic use was reported or the data that can be used to indi-
rectly calculate the effect size was available. In addition, studies
which had one of the following characteristics were excluded:
(1) studies did not meet the inclusion criteria; (2) participants
with known concomitant antibiotic use at the time when CRC
was diagnosed or it was difficult to determine the sequence of
antibiotic use andCRCdiagnosis; (3) the studywas a case report,
animal experiment, or review; and (4) the criteria for CRC diag-
nosis were not clearly reported.

Data extraction

We extracted the following data from each eligible studies:
first author’s name, year of publication, study region, number
of participants in case and control groups, age of participants,
main characteristics of participants, study design, comparison
of antibiotic groups, cumulative time of antibiotics use, num-
ber of prescribed doses, antibiotics class, type of CRC evalu-
ated, adjusted odds ratios (ORs) or relative risks (RRs) with
most multiple factors adjusted, and covariates or confounders
for effect size adjustment. For studies that did not report ORs
or RRs, we extracted the number of antibiotics use/CRC in
different groups to calculate crude effect sizes.

Quality assessment of included studies

Considering that the included studies were all observational
studies (case-control and cohort), the Newcastle-Ottawa Scale
(NOS) was adapted to assess the quality of evidence. NOS is an
8-item scale that evaluates the quality of the literature from three
aspects (participant selection, comparability, and assessment of
exposure or outcome) [15]. Each included study was character-
ized as being at low-, moderate-, or high-quality according to the
scores assessed on NOS (0–3, 4–6, 7–9, respectively).

Statistical analysis

To comprehensively reveal the association between antibiotics
use and CRC risk, meta-analyses were performed contained the
following steps. First, the association between any antibiotics use
and total CRC risk was clarified through pooling ORs extracted
from included studies. Second, we grouped the antibiotics by
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class and further conducted meta-analysis to assess the relation-
ship between different classes of antibiotics and CRC risk. Third,
the ORs of the comparison of different duration of antibiotics
exposure and number of prescriptions with no antibiotics use (if
they were reported in included studies) were pooled. Fourth,
subgroup analyses of the association between antibiotics use
and total CRC risk were also conducted based on the character-
istics of included studies (such as characteristics of participants,
study design, and adjusted covariates/confounders) to explore the
diversity of the association and also explore the source of hetero-
geneity. Finally, similar analysis strategiesmentioned abovewere
applied separately to colon and rectal cancers to explore if there
was any difference in the association based on different tumor
sites. The pooled effect sizes were displayed as ORs with corre-
sponding 95% confidence intervals (CIs). Heterogeneity between
studies was evaluated using the I-squared test and Cochrane Q
test. Heterogeneity was defined as P value < 0.1 on the Q test. If
heterogeneity is present, random-effects model (DerSimonian-
Laird method) was used to create forest plots. If not present, the
fixed-effects model was adopted (Mantel-Haenszel method) [16,
17]. Publication bias was assessed by funnel plots. Publication
bias was defined as positive when the P value of the Begg’s and
Egger’s test is less than 0.05 [17]. Sensitivity analysis was also
conducted by omitting studies one by one to identify the stability
of the results of meta-analysis. All statistical analyses were per-
formed using the STATA 14.0 software.

Results

After initial literature search, we identified 10,426 records.
After checking for duplicates, 8920 were left for title and
abstract review. Eventually, 10 studies are included in the final
meta-analysis [11–13, 18–24]. Detailed process of literature
screening is shown in Fig. 1.

Characteristics of included studies

Characteristics of the ten studies are summarized in Table 1.
Overall, 4,853,289 participants were included and study sam-
ple sizes ranged from 4403 to 3,112,624 participants. All par-
ticipants of included studies were adults. Six studies reported
that participants with some diseases (i.e., inflammatory bowel
disease or familial adenomatous polyposis) predispose to
CRC were excluded [11–13, 18, 21, 23], but one study did
not give detailed characteristics of the participants [24]. Of the
10 studies, eight were case-control studies [11–13, 18, 19,21,
23, 24] and twowere cohort studies [20, 22]. Five studies were
from Europe [12, 13, 18, 20, 21], four were from North
America [19, 22–24], and one from Asia [11]. Six studies
looked at different classes of antibiotics and CRC risk
[11–13, 18, 19, 21]. Five of the studies reported the associa-
tion between antibiotics use and different anatomical sites of

CRC risk (colon cancer or rectal cancer) [11, 13, 20, 23, 24].
Seven studies were of moderate quality [11, 12, 18, 19, 21, 22,
24] and three were of high-quality based on NOS [13, 20, 23].

Antibiotic use and CRC risk

Our study showed that antibiotics use was significantly asso-
ciated with higher risk of CRC (OR 1.09, 95% CI 1.02–1.17,
P = 0.007, I2 = 92.8%) (Fig. 2). Furthermore, anti-anaerobic
antibiotics were associated with increased risk (OR 1.22, 95%
CI 1.04–1.44, P = 0.012, I2 = 89.1%), but not anti-aerobic
antibiotics use (OR 1.03, 95% CI 0.98–1.08, P = 0.282, I2 =
60.2%). More than 60 days of antibiotics use and more than
five numbers of prescription were both associated with in-
creased CRC risk (OR 1.22, 95% CI 1.07–1.40, P = 0.003,
I2 = 48.3% and OR 1.39, 95% CI 1.06–1.18, P = 0.019, I2 =
98.7%). For different classes of antibiotics, only penicillins
(OR 1.09, 95% CI 1.04–1.13, P < 0.001, I2 = 69.2%) and
quinolones (OR 1.15, 95% CI 1.03–1.35, P = 0.012, I2 =
88.2%) were associated with higher risk of CRC. No positive
correlation was found for the other antibiotics (cephalospo-
rins, macrolides, sulfonamides and trimethoprim, tetracy-
clines, and nitroimidazoles) (P for significance > 0.05). The
positive association between any antibiotics use and CRC risk
was also found in patients without inflammatory bowel dis-
ease, cohort or case-control studies, Europe patients, and stud-
ies which adjusted multiple confounders (Table 2).

Antibiotic use and colon cancer risk

Antibiotics use was not shown significant association with
increased risk of colon cancer (OR 1.07, 95% CI 0.99–1.16,
P = 0.07, I2 = 74.1%) (Fig. 3). However, the analyses stratified
by antibiotics class did show an obvious association between
anti-anaerobic use and colon cancer risk (OR 1.28, 95% CI
1.04–1.58, P = 0.020, I2 = 98.5%), but not for anti-aerobic
antibiotic (OR 1.02, 95% CI 0.98–1.05, P = 0.353, I2 = 43.1%
for anti-aerobic use). Additionally, we also found penicillins
and quinolones use was associated with a higher risk of colon
cancer (OR 1.09, 95% CI 1.06–1.13, P < 0.001, I2 = 0 for
penicillins; OR 1.09, 95% CI 1.04–1.15, P = 0.001, I2 = 0 for
quinolones), whereas cephalosporins use was not associated
with an excess colon cancer risk (OR 1.71, 95% CI 0.69–4.23,
P = 0.246, I2 = 99.3% ). In addition, subgroup analyses on
studies with high-quality and studies contained patients from
Europe identified the positive association between any antibi-
otics use and colon cancer risk (Table 2).

Antibiotic use and rectal cancer risk

Contrary to colon cancer, antibiotics use was not significantly
associated with increased risk of rectal cancer (OR 1.03, 95%
CI 0.92–1.16, P = 0.577, I2 = 77.6%) (Fig. 4). Additionally,
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use of anti-anaerobic antibiotics, penicillins, or cephalosporins
was not associated with increased rectal cancer risk, whereas
anti-aerobic antibiotics use was associated with a lower risk of
rectal cancer (OR 0.93, 95% CI 0.88–0.98, P = 0.012, I2 = 0),
and a decreased rectal cancer risk was also found in quino-
lones (OR 0.92, 95% CI 0.86–0.99, P = 0.037, I2 = 39.6%).
The results of subgroup analysis also indicated no significant
association between antibiotic use and rectal cancer risk
(Table 2).

Publication bias and sensitivity analysis

No publication bias was present according to the Begg’s test
(P = 0.531 for CRC, P = 0.142 for colon cancer, and P = 0.602
for rectal cancer) and Egger’s test (P = 0.446 for CRC, P =
0.124 for colon cancer, and P = 0.413 for rectal cancer). Also,
sensitivity analysis by omitting studies one by one showed
that no study had a significant impact on the pooled results
of meta-analysis which meant that the pooled results of the
meta-analysis were stable (supplementary material).

Discussion

Our meta-analysis, based on the pooled results of ten studies
including 4,853,289 participants, showed that antibiotics use
was associated with 9% increased risk in CRC. However, this
association depends on the tumor location and the type of
antibiotics. Specifically, there was no obvious association be-
tween antibiotics use and increased risk of rectal cancer, but
some classes of antibiotics use were obviously associated with
a higher risk of colon cancer. Furthermore, anti-anaerobic

antibiotics use is associated with higher risk of CRC and colon
cancer but not rectal cancer, whereas anti-aerobic antibiotics
has no effect on the risk of colon cancer, and interestingly,
leads to a lower risk of rectal cancer. However, considering
the limited number of studies focus on the association between
anti-anaerobic/aerobic antibiotics and colon and rectal cancer,
this different association requires cautious interpretation, and
more high-quality studies on this topic are urgently needed in
the future. The primary finding of our study is consistent with
a prior meta-analysis that showed antibiotics use leads to 8%
increased risk of CRC [25], but inconsistent with other two
meta-analyses that ever antibiotics use was not associatedwith
CRC risk [26, 27]. Additionally, some results of separate anal-
yses on antibiotics use and cancers at different sites of gastro-
intestinal tract are consistent with previous studies that antibi-
otics use was not associated with the risk of rectal cancer.
Interestingly, different from previous meta-analyses, more in-
formation has been reported in our study that the link between
different classes of antibiotics, and the risk of cancer has been
further separately explored among different tumor location,
and new findings are that use of anti-anaerobic antibiotics,
penicillins, or quinolones was obviously associated higher
risk of CRC and especially, colon cancer, which provides a
cautionary message for clinicians that there are potential risks
for patients’ health when prescribing these antibiotics in the
future.

Although significant associations between antibiotics use
and CRC and colon cancer risk had been revealed in the pres-
ent study, the results of many analyses were shown with high
heterogeneity. Owing to the small number of included studies,
meta-regression was not appropriate for exploring the source
of heterogeneity and subgroup analysis was therefore

Fig. 1 Flow diagram of study
selection
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performed. The results of subgroup analyses suggested that
participants with different characteristics, study design, study
quality, and study region may be the causes of huge heteroge-
neity. In addition, most all results of subgroup analyses were
consistent with the main analyses. This may indicate that the
existence of high heterogeneity does not affect the validity of
the final conclusion. However, it needs attention that our study
is not able to determine the causal relationship between anti-
biotics use and CRC because that all included studies were
observational design (most were case-control), and the CRC is
expected to take 8–10 years to develop [11], but the follow-up
period for the antibiotics exposure of most included studies
was less than 8 years. In addition, as discussed in the previous
studies, no duration-response relationship was found for the
cumulative measures of antibiotics exposure, and a higher risk
was found in short duration of antibiotic use compared with
long duration of antibiotic use [11, 13]. Therefore, all these
implied that antibiotics use may be a promotion rather than an
etiology for CRC. Whether there is a causal relationship be-
tween antibiotics use and CRC should be further explored and
confirmed by prospective study with a longer follow-up
period.

The relationship between antibiotics use and risk of CRC is
possibly related to disruption of gut microbiota as previously
discussed in other studies. Antibiotics use destroys the normal
gut microbiota and disrupts the protection against the coloni-
zation and growth of pathogenic bacteria. Antibiotics also
affects the production of bacteriocin which results in systemic
inflammation and growth of latent cancer cells [10, 28, 29].
Additionally, the gut microbiota is also part of our innate
immune system and assists our immune system to recognize,
and attack opportunistic infections have a powerful role in

shaping the immune system of the host body, one of which
is to enable the immune system to recognize and attack op-
portunistic bacteria thereby preventing bacterial invasion and
infection [29, 30]. However, this layer of protection is affected
by antibiotics use [31].

Our study also demonstrated that the association be-
tween antibiotics and CRC is dependent on the type of
antibiotics. This is possibly due to differences in the en-
richment areas of putative carcinogenic bacteria and nor-
mal microorganisms in the gut and the varied anti-bacterial
effects of different antibiotics [13]. Our study showed that
anti-anaerobic antibiotics lead to an increased risk of CRC.
This is because the gut microbiota is predominately com-
posed of anaerobes; therefore, anti-anaerobic antibiotics
will have a bigger effect on the bacterial composition in
the gut, leading to mucosal immune or inflammatory de-
regulation [32, 33]. Our study also showed that penicillins
are associated with CRC and colon cancer risk but not
rectal cancer risk. This is possibly because penicillins af-
fect parts of the gut differently. Zhang and his colleagues
demonstrated that penicillins only led to increased risk of
cancer in proximal colon [13]. One explanation is that the
commonly used penicillins are anti-anaerobes, and proxi-
mal colon is the site of first exposure. Afterwards, the drug
may undergo modification or degradation in distal colon
and rectum, diminishing its anti-anaerobic effects distally
[13, 18]. Additionally, our study showed that quinolones
are associated with slightly higher CRC and colon cancer
risk, and a lower rectal cancer risk. It is unclear the exact
mechanism for now. Currently, there’s not enough studies
available to fully explain this difference. However, we do
know that quinolones can lead to turbulence of gut

Fig. 2 Forest plot of the
association between antibiotic use
and the risk of colorectal cancer
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microbiota and lead to infection by harmful bacteria [34,
35]. One possible explanation is that the distribution of
both pathogenic and physiological bacteria is location de-
pendent [13]. For example, Fusobacterium nucleatum, an
important bacterium associated with CRC, descends in a
gradient fashion from cecum to rectum, with the highest
concentration in proximal colon cancer [36]. Another ex-
planation is that quinolones have anti-cancer effects; they
have cytotoxic activity against cancer cells and are type II
topoisomerase and tubulin polymerization inhibitors [37,
38]. Furthermore, ciprofloxacin, a commonly used fluoro-
quinolone, has been proved to induce apoptosis and inhibit
the proliferation of human colorectal carcinoma cells [39].
Vosaroxin, a 4-quinolone derivative, induces DNA dam-
age by intercalating DNA and inhibiting topoisomerase II
that leads to cancer cell apoptosis, and it is currently in
phase III clinical trials for the treatment of acute myeloge-
nous leukemia [40–42]. However, this may not fully ex-
plain why quinolones are associated with a higher risk of
CRC and colon cancers but not rectal cancers. Our study
showed that cephalosporins had no significant association
with colon cancer, rectum cancer, and overall colorectal
cancer, nor did sulfonamides and trimethoprim, tetracy-
cline, and nitroimidazoles; this is contrary to previously
published results [25]. This discrepancy is likely because
the previous study did neither breakdown CRC by tumor
site nor breakdown antibiotics by class. More prospective
studies with larger sample sizes are needed to confirm our
findings in the future.

To our knowledge, this study is a first meta-analysis
to comprehensively analyze the association between dif-
ferent classes of antibiotics use and risk of colon cancer,
rectal cancer, and overall CRC. Advantages of our study
include a large sample size of over 4.8 million partici-
pants, making our results more reliable than previous
studies. We also analyzed the association based on tumor
site and class of antibiotics. Additionally, we used ad-
justed OR values to minimize confounders. One of the
limitations of our study is the limited information report-
ed in the included studies. It is known that the duration
and cumulative dosage of antibiotics use are also impor-
tant variables for the risk of cancer; but this information
reported was not exactly the same or not reported in
some studies. Therefore, we could only compare the
CRC risk of a certain duration interval of antibiotic use
or a certain interval of number of antibiotics prescrip-
tions versus non-use. However, due to lack of enough
data from original studies, it cannot be well-elaborated
that whether different duration or cumulative dosage of
antibiotics use is associated with the risk of colon cancer
and whether the cancer risk increases linearly with the
duration of use and cumulative dosage of antibiotics.
Another limitation is that some studies only adjustedT
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one or two covariates for the risk estimation, and some
important factors associated with cancer risk such as diet,
family history of CRC, and physical activity were not
reported or well-adjusted in all studies, which may cause
a certain bias for the pooled results of our study. This
suggests that future research should adjust for as many
confounders as possible, especially those known, in order
to gain a more authentic understanding of the relation-
ship between antibiotics use and cancer risk. Finally,
there was significant heterogeneity among pooled meta-
analysis, and the sources of some heterogeneity can be

explained by the quality of included studies and study
region; therefore, further studies with high-quality are
needed to confirm our findings.

Conclusion

In conclusion, this meta-analysis demonstrated that antibiotics
use is associated with increased CRC risk, but this association
is depended on tumor site and types of antibiotics. Antibiotics
use may be associated with a higher risk of colon cancer but

Fig. 4 Forest plot of the
association between antibiotic use
and the risk of rectal cancer

Fig. 3 Forest plot of the
association between antibiotic use
and the risk of colon cancer
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not significant for rectal cancer. Anti-anaerobic antibiotics,
penicillins, and quinolones are more likely to lead to CRC
and colon cancer. Clinicians should be aware of this potential
risk on CRC, especially for colon cancer when prescribing
anti-anaerobic antibiotics, penicillins, and quinolones in the
future.
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