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Abstract: Colorectal cancer (CRC) is the second leading cause of cancer death worldwide. Early
detection and the modification of risk factors, such as diet, can reduce its incidence. Among food
components, polyamines are important for maintaining gastrointestinal health and are metabolites
of gut microbiota. Their disruption is linked to CRC, making polyamines a potential marker of the
disease. This study analyzed the relationship between dietary components, including polyamines,
and the presence of polyamines in feces to determine whether their presence could contribute to
predicting the occurrence of colorectal lesions in patients. In total, 59 participants of both sexes (aged
50 to 70 years) who had undergone colonoscopy screening for CRC (18 without and 41 with colorectal
lesions) participated in the study. A nutritional survey and determination of fecal polyamine content
were performed. Specific dietary components and putrescine levels were higher in patients with
colorectal lesions. The diet ratio of putrescine–spermidine and the fecal content of N-acetyl putrescine
and cadaverine were elevated in patients with precancerous lesions and adenocarcinomas, showing
a potential predictive value for the presence of colorectal lesions. These findings suggest that
N-acetyl putrescine and cadaverine could be complementary markers for the diagnosis of suspected
colorectal lesions.

Keywords: colorectal cancer; polyamine dietary intake; feces N-acetyl putrescine; feces cadaverine

1. Introduction

Colorectal cancer (CRC) is the third most prevalent cancer and the second leading
cause of cancer-related death worldwide [1]. It can be prevented by modifying risk factors,
such as diet and lifestyle, especially in cases of genetic mutations and immune disorders [2].
Early detection based on effective screening programs and the removal of precancerous
lesions are crucial in preventing the disease, and they have decreased its incidence in
high-income countries [1].

Certain dietary nutrients should be avoided or limited, as they may be directly harmful
or negatively affect the microbiota and its metabolites, which have pro-inflammatory prop-
erties and may lead to tumorigenesis if maintained over time [3]. By contrast, consumption
of other foods should be encouraged, such as whole grains, non-starchy vegetables, and
raw fruits, which are rich in fiber and phytonutrients and have anti-inflammatory and
antioxidant properties. The Dietary Inflammatory Index (DII) can be used to assess the
inflammatory capacity of diets [4].

Among essential components of foods, polyamines (putrescine, spermidine, and sper-
mine) are important for maintaining essential physiological functions, including that of the

Nutrients 2024, 16, 2894. https://doi.org/10.3390/nu16172894 https://www.mdpi.com/journal/nutrients

https://doi.org/10.3390/nu16172894
https://doi.org/10.3390/nu16172894
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/nutrients
https://www.mdpi.com
https://orcid.org/0000-0002-6664-1519
https://doi.org/10.3390/nu16172894
https://www.mdpi.com/journal/nutrients
https://www.mdpi.com/article/10.3390/nu16172894?type=check_update&version=1


Nutrients 2024, 16, 2894 2 of 14

epithelium of the gastrointestinal mucosa, which has a high need for polyamines due to its
rapid turnover. Polyamines are produced by endogenous synthesis and intestinal uptake,
including from diet (as they are contained to a greater or lesser degree in all foods) [5], from
biliary and pancreatic exocrine secretion, from cell exfoliation, and from intestinal microbiota.

Evidence suggests that ingested polyamines play a role in the growth and healing of
the gastrointestinal mucosa [6], stimulate the immune system, and modulate spontaneous
gastrointestinal motility [7], facilitating the digestion and absorption of nutrients. The
characteristics of diets vary between different countries as well as between individuals
in the same community, leading to variations in polyamine intake and their association
with inflammatory dietary properties [5]. Furthermore, polyamines are linked to colorectal
carcinogenesis, giving rise to the therapeutic strategy of controlling exogenous polyamines
in addition to chemoprevention with drugs to inhibit endogenous polyamine synthesis,
such as difluoromethylornithine (eflornithine) [8].

Nutrients and other essential components of foods, including polyamines, contribute
to maintaining gut microbiota homeostasis [3,9,10]. Diverse causes may produce microbiota
dysbiosis, which is closely associated with intestinal epithelial cells’ sensitization and with
carcinogenesis development [10]. Some bacteria have been identified as prevalent in
CRC patients. Among them, the enterotoxigenic Bacteroides fragilis, Escherichia coli, and
Fusobacterium nucleatum are relevant, and the mechanisms involved in the pathogenesis
of inflammation and carcinogenesis have been reviewed [11–15]. Among other influences,
the physiological and pathological actions of the microbiota are produced by multiple
metabolites, including polyamines. The implementation of noninvasive screening, such
as via fecal occult blood tests, together with colonoscopy, enables the early diagnosis of
precancerous lesions, hence preventing and reducing cases of CRC.

Our research investigated the relationship between dietary intake components, in-
cluding polyamines, and the presence of biogenic amines in the feces of patients with
colorectal lesions identified by colonoscopy. The lesions were categorized according to
their pathological anatomy, with hyperplastic lesions considered benign and precancerous
lesions (tubular and tubulovillous adenomas) and adenocarcinomas deemed malignant.
Additionally, we aimed to determine whether the presence of biogenic amines could predict
the occurrence of colorectal lesions in patients.

2. Material and Methods
2.1. Participants, Study Design, and Variables

A descriptive cross-sectional study was conducted on 59 Caucasian volunteers be-
tween the ages of 40 and 70 who were recruited consecutively from September 2019 to
September 2021, regardless of sex, from patients who underwent colonoscopies in the
Digestive Service of Health Area IV of Asturias (Spain) as part of CRC screening. Most had
a positive fecal occult blood test (64.4%). All the colonoscopies were performed before noon
by the same doctor. The inclusion criterion was a score of 1 to 2 on the American Society of
Anesthesiologists classification [16]. Some patients presented more than one lesion, even
with different classifications in pathological anatomy. For classification purposes, these
patients were grouped according to the lesions in the most malignant category.

At the time of recruitment, the likelihood of colorectal lesions in participants was
unknown. The objective of the research was explained to the participants, who consented
to participate. The participants collected a recent fecal sample at home in a sterile sample
collection container and kept it refrigerated constantly. Subsequently, aliquots of approxi-
mately 200 mg were introduced in sterile Eppendorf tubes to be preserved at −80 ◦C until
the time of their use. In addition, the majority of participants (53 out of 59) completed a
nutritional survey.

The study considered several variables, such as age, body mass index (BMI), sex,
polyamines, and other food components of the diet, along with the content of amines in
feces, which was determined by high-performance liquid chromatography (HPLC). In
addition, the presence or absence of colorectal lesions was examined as determined by
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colonoscopy and classified as a dichotomic variable. The colorectal lesions were later
subdivided based on anatomical pathology diagnosis.

The research was approved by the Comité de Ética de la Investigación del Principado
de Asturias (Spain) (CElmPA 28/19, approved on 5 March 2019) and adhered to the
guidelines of the Declaration of Helsinki.

2.2. Daily Intake of Food and Polyamines

Nutritional surveys were conducted with the participants using the VioScreen food
frequency questionnaire (FFQ) (Viocare Inc., Princeton, NJ, USA), which had already been
previously used on the same population and provides information on intake for up to
90 days [5]. This survey took approximately 20 min to complete, had optimal reliability
and validity [17], and was conducted by one trained interviewer on all the participants.
The survey also reported Healthy Eating Index (HEI) and the Dietary Inflammatory Index
(DII) scores. The HEI score ranges from 0 to 100, with higher scores indicating better diet
quality. Scores > 80 reflect a good diet, a median score from 51 to 80 shows that the diet
needs improvement, and scores < 51 indicate a poor diet [18]. The DII score ranges from
negative to positive values, usually from −5.5 to 5.5, with greater negativity associated with
more anti-inflammatory diets and greater positivity with pro-inflammatory properties [4].
Additionally, the Prevención con Dieta Mediterránea (PREDIMED) survey, consisting of
14 questions, estimated adherence to the Mediterranean diet. The score categories include
high adherence (12–14), moderate adherence (8.0–11.99), low adherence (5.0–7.99), and very
low adherence (<5.0) [19].

Polyamine consumption was determined using a previously elaborated database on
the composition of putrescine, spermidine, and spermine in mg per 100 g or ml of raw
foods [5]. The polyamine intake of putrescine, spermidine, and spermine was expressed
in mg of daily ingestion per person. The sum of the three polyamines yielded the total
polyamine intake, which was also described as µmol per person per day. The ratios of
ingested polyamines were also determined.

2.3. Determination of Polyamines in Feces via High-Performance Liquid Chromatography (HPLC)

The amines were determined using a pre-column derivatization method. The samples
of feces were homogenized in added purified water (weight of the sample × 10) and then
centrifuged at 4000 rpm for 3 min at room temperature to obtain 300 µL of supernatant.
Next, the samples were treated with perchloric acid for 10 min at 4 ◦C to produce a final
concentration of 15.8% and were processed and chromatographed by HPLC (Shimadzu
Prominence) as previously described [20]. The determinations were expressed as nmol/mg
of feces. The ratios of fecal polyamines were also calculated.

The compounds used in this research were purchased from Sigma-Aldrich (Madrid,
Spain), including putrescine (tetramethylenediamine), spermidine (N-[3-aminopropyl]-1,4-
butanediamine), spermine (N,N′-bis[3-aminopropyl]-1,4-butanediamine), N-acetylputrescine
hydrochloride, N-acetylspermidine hydrochloride, isoamylamine (isopentylamine: 1-amino-
3-methylbutane), cadaverine (cadaverine dihydrochloride), tyramine (2-[4-hydroxyphenyl]
ethylamine), tyramine hydrochloride (4-[2-aminoethyl] phenol hydrochloride), and
2-hydroxydiaminopropane. The drugs were dissolved in purified water with a resistivity of
10–15 MΩ·cm.

2.4. Statistical Analyses

As most variables did not follow a normal distribution (based on the Shapiro–Wilk
test and homogeneity of variance), nonparametric statistics were used to express the data
(median and 25th–75th percentiles) and to compare the differences between various factors.
Box-and-whisker plots were used to illustrate the content of N-acetyl putrescine and
cadaverine in feces. To calculate statistical differences, the Mann–Whitney U-test was used
to compare two independent groups (p-values were adjusted by Bonferroni correction),
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and the Kruskal–Wallis test (pairwise comparison p-values adjusted by the Bonferroni
correction for multiple tests) was used to compare multiple groups.

Pearson’s correlation coefficient (r) (two-tailed) was used to determine the strength
of the association between variables, classified as weak (up to 0.3), moderate (from ~0.4
to 0.6), or strong (from ~0.7 to 0.9). Multiple regression analysis was used to predict
fecal polyamines as dependent variables based on ingested dietary components. Binary
logistic regression was used to predict the absence or presence of colorectal lesions in
the subjects studied. Discriminant function analysis was undertaken to determine the
difference between subjects without lesions, those with benign conditions (hyperplastic
lesions), those with precancerous conditions (tubular and tubulovillous adenomas), and
subjects with malignant conditions (adenocarcinomas).

For all analyses, values of p ≤ 0.05 were considered significant. The analyses were
performed using IBM SPSS Statistics version 27.0 (IBM Corp., Armonk, NY, USA).

3. Results
3.1. Study Participants and Types of Colorectal Lesion

A total of 59 participants took part in the study, of whom 37 (62.7%) were male and
22 (37.3%) female. Among the participants, 18 (30.5%) had no colorectal lesions, whereas
41 (69.5%) did have lesions. Analysis of the anatomical pathology of tissue samples
taken from the colon and rectum revealed that some patients had more than one type of
lesion, including lesions of different pathological anatomies. Most patients had from 1
to 5 lesions (87.8%). The lesions were located mainly in the sigmoid colon (44.34%), and
tubular adenomas were the most prevalent (65.1%) (Table 1). Patients with multiple lesions
were assigned to the most malignant category. The study revealed that 6 patients had
only hyperplastic lesions (14.6%), 26 had tubular adenomas (63.4%), 6 had tubulovillous
adenomas (14.6%), and 3 had adenocarcinomas (7.3%).

Table 1. Number of colorectal lesions per patient, their location, and classification according to
anatomical pathology, as well as the patients presenting them, in absolute values and as percentages
of the total occurrences.

Number of Colorectal Lesions Number of Patients Percentage

1 14 34.15
2 11 26.83

3–5 11 26.83
6–10 5 12.20

Location of Colorectal Lesions Number of Lesions Percentage

Ascending colon 20 18.87
Transverse colon 11 10.38
Descending colon 9 8.49

Sigmoid colon 47 44.34
Rectum 19 17.92

Anatomical Pathology Classification Number of Lesions Percentage

Hyperplastic lesions 23 21.70
Tubular adenomas 69 65.09

Tubulovillous adenomas 11 10.38
Adenocarcinomas 3 2.83

The participants’ ages ranged from 40 to 70 years, with the median age being 61.
The median age of males was 58 and that of females was 61. The Mann–Whitney U-test
identified no significant differences in age and BMI between the participants with and
those without colorectal lesions (Table 2).
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Table 2. Age, nutritional characteristics, and daily dietary components for the participants included
in the study, expressed as the median (25th–75th percentiles).

Variable Without Colorectal
Lesions

With Colorectal
Lesions Hyperplastic Lesions Precancerous and

Adenocarcinomas

Characteristics of participants and of diets

Age (years) 58.42 (52.23–65.41) 61.25 (56.24–64.93) 58.73 (54.86–61.16) 62.17 (56.44–65.22)

Calories (kcal/day) 1973.83
(1642.46–2162.3)

2120.13
(1909.81–2618.88)

2918.25
(1923.8–3070.51)

2108.4
(1907.34–2470.14)

BMI (kg/m2) 26.45 (22.78–34.23) 27 (25–29.7) 24.85 (24.05–34.05) 27.1 (25.4–29.4)
HEI Score 75.8 (67.05–80.23) 68.4 (61.85–79.65) 65.7 (56.25–79.4) 72.1 (61.9–80)
DII Score −2.09 (−3.4–−0.44) −1.32 (−3.01–0.59) −1.1 (−3.48–1.15) −1.32 (−2.9–−0.19)

Components of daily diet

Alcohol calories (kcal) 26.82 (13.84–39.71) 105.92 (20.13–260.43) * 228.7 (9.62–362.92) 105.02 (20.76–253.83)
Alcohol servings 0.2 (0.11–0.28) 0.85 (0.17–2.19) ** 1.93 (0.1–2.84) 0.73 (0.18–2.16) Φ

Cholesterol (mg) 211.22 (150.75–303.79) 296.86 (183.75–341.12) 365.47 (288.64–453.69) Φ 265.89 (167.32–337.76)
Number of citrus, melon, berry cup

equivalents (cups) 0.56 (0.18–0.64) 0.77 (0.3–1.36) * 0.93 (0.3–2.69) 0.77 (0.27–1.3)

Fish servings 1.92 (0.87–2.94) 2.21 (1.31–3.43) 4.64 (2.19–7.79) 1.7 (1.16–3.08)
Fructose (g) 18.22 (14.97–22.41) 22.36 (17.74–28.15) 27.94 (23.39–34.54) Φ 20.68 (17.09–25.75)

Galactose (g) 0.26 (0.13–0.47) 0.48 (0.21–1.96) * 1.22 (0.23–2.12) 0.42 (0.21–1.95)
Glucose (g) 16.71 (15.12–18.49) 21.17 (16.09–27.94) * 28.64 (23.74–32.92) ΦΦ 20.44 (15.26–24.7)
Inositol (g) 0.42 (0.33–0.52) 0.56 (0.4–0.85) * 0.65 (0.39–1.33) 0.56 (0.4–0.83)

Lignan secoisolariciresinol 65.21 (54.38–102.47) 103.97 (65.44–139.35) * 132.23 (90.22–151.01) 91.99 (59.79–139.95)
Low-fat dairy servings 1.62 (0.49–2.41) 0.53 (0.06–1.5) * 0.64 (0.2–0.98) 0.45 (0.05–1.5)

Eggs (equivalent to 28.3 g of lean meat) 0.38 (0.29–0.63) 0.63 (0.41–1.04) * 1.05 (0.52–1.11) 0.6 (0.41–0.86)
Cooked lean meat from fish, other

seafood low in omega-3 (28.3 g) 0.78 (0.31–1.06) 0.84 (0.42–1.21) 1.6 (0.94–2.62) ¥ 0.63 (0.35–1.08)

Cooked lean meat from meat, poultry,
fish (28.3 g) 3.36 (2.15–5.47) 3.38 (2.47–4.88) 5.57 (4.27–6.98) ¥ 3 (2.38–4.3)

MUFA 16:1 (palmitoleic acid) (g) 0.86 (0.54–1.07) 0.98 (0.75–1.23) 1.36 (0.97–1.57) Φ 0.94 (0.72–1.2)
MUFA 20:1 (gadoleic acid) (g) 0.2 (0.16–0.28) 0.22 (0.18–0.32) 0.35 (0.25–0.49) Φ 0.21 (0.17–0.27)

Niacin equivalents (mg) 39.02 (29.09–51.83) 39.14 (33.86–47.22) 51.12 (43.27–57.46) ¥ 38.08 (33.29–45.98)
Non-fried fish servings 1.31 (0.59–2.58) 2.08 (0.99–3.32) 4.35 (2–6.46) Φ 1.7 (0.87–2.81)

PUFA 18:3 n-6 (g) 0.02 (0.01–0.02) 0.02 (0.01–0.03) 0.03 (0.02–0.04) ¥ 0.01 (0.01–0.02)
PUFA 20:4 (arachidonic acid) (g) 0.11 (0.06–0.14) 0.12 (0.09–0.16) 0.17 (0.14–0.21) Φ 0.11 (0.08–0.16)

SFA 17:0 (margaric acid) (g) 0.08 (0.06–0.12) 0.1 (0.07–0.14) 0.16 (0.1–0.21) Φ 0.1 (0.06–0.12)
SFA 4:0 (butyric acid) (g) 0.28 (0.12–0.43) 0.4 (0.23–0.74) 0.66 (0.33–0.99) Φ 0.37 (0.19–0.69)

* p ≤ 0.05 and ** p ≤ 0.01 by t-test comparison between subjects without and with colorectal lesions, Mann–
Whitney U test; Φ p ≤ 0.05 and ΦΦ p ≤ 0.01 vs. patients without colorectal lesions and ¥ p ≤ 0.05 patients with
hyperplastic lesions vs. patients with precancerous lesions and adenocarcinomas, using the Kruskal–Wallis test
adjusted with Bonferroni multiple comparisons.

3.2. Association of Nutritional Survey Data and the Presence of Colorectal Lesions

First, the data regarding the absence or presence of colorectal lesions were analyzed.
The PREDIMED survey showed that 63.6% of subjects without colorectal lesions had
moderate (45.5%) to high adherence (18.2%) to the Mediterranean diet, whereas 46.2% of
those with colorectal lesions had moderate (38.5%) to high adherence (7.7%).

Regarding the subjects’ diet (estimated via the FFQ), no significant differences were
found in median caloric intake between the subjects with and those without colorectal
lesions. The overall median HEI score was 72.3, ranging from 49.6 to 89.8, being 75.8
(57.8–85.7) in patients without lesions, and 68.4 (49.6–89.9) in those with colorectal lesions.
The overall median DII score was −1.6 (range: −4.75 to 2.15); the median score in the
patients without lesions was −2.09 (−4.75 to 1.47), and it was −1.32 (−4.54 to 2.15) in those
with colorectal lesions. The differences in HEI and DII scores found between patients were
not significant (Table 2).

The PREDIMED score for adherence to the Mediterranean diet had a significant
moderate positive correlation with the HEI score (r = 0.498, p = 0.002) and a negative one
with the DII score (r = −0.619, p < 0.001). A strong significant inverse correlation was found
between the HEI and DII scores (r = −0.762, p < 0.001).

The FFQ revealed significant differences in dietary components between patients
without and with colorectal lesions, as shown by Mann–Whitney analysis. Patients with
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colorectal lesions had a significantly higher intake of alcohol servings (and the correspond-
ing calories), beta-cryptoxanthin, number of citruses, melon, or berry cup equivalents, eggs,
galactose, glucose, inositol, and lignan secoisolariciresinol, and they had lower intake of
low-fat dairy servings compared with those without colorectal lesions (Table 2).

The Kruskal–Wallis analysis comparing the intake of dietary components between
three groups of patients, those without colorectal lesions, those with benign lesions, and
those with precancerous and malignant colorectal lesions (as diagnosed by anatomical
pathology), revealed significant differences between the groups in the following cate-
gories: daily alcohol servings (and corresponding calories), cholesterol, fish servings and
non-fried fish servings, other seafood low in omega-3, fructose, glucose, inositol, lignan
secoisolariciresinol, cooked lean meat, poultry, some types of monounsaturated fatty acids,
polyunsaturated fatty acids, saturated fatty acids, and niacin. Pairwise comparison among
the groups, adjusted by the Bonferroni correction, revealed differences in some dietary
components between the subjects without and with colorectal lesions (Table 2).

3.3. Association of Dietary Intake of Polyamines with Colorectal Lesions in Patients

The median values of daily polyamine intake per person showed that patients with
colorectal lesions consumed significantly more putrescine in the diet than subjects without
colorectal lesions (p = 0.026). No differences were found in the intake of spermidine and
spermine or in the total daily intake of polyamines. The analysis of the ratios of ingested
polyamines identified significantly higher putrescine–spermidine ratios (p = 0.008) and
putrescine–spermine ratios (p = 0.042) in patients with colorectal lesions than in those
without lesions (Table 3).

Table 3. Dietary intake of polyamines in mg per person and day, their ratios, and intake in mg per
kcal, as well as the content of polyamines in feces in nmol per mg of sample, expressed as median
(25th–75th percentiles).

Variable Without Colorectal
Lesions

With Colorectal
Lesions Hyperplastic Lesions Precancerous and

Adenocarcinomas

Dietary intake of polyamines in mg per person and day

Putrescine 15.58 (11.11–20.66) 23.81 (12.6–33.88) * 27.51 (14.52–35.63) 22.17 (11.88–34.09)
Spermidine 10.93 (8.1–14.4) 11.22 (8.47–12.5) 11.24 (10.16–14.24) 11.19 (8.05–12.5)
Spermine 5.98 (4.2–11.45) 7.35 (5.47–9.01) 8.89 (7.96–12.91) 7.09 (4.98–8.5)

Total polyamines 33.37 (24.71–46.66) 42.91 (28.09–50.61) 46.88 (35.56–58.25) 42.19 (27.36–50.61)

Ratios of dietary intake of polyamines

Putrescine–spermidine ratio 1.46 (0.97–1.85) 2.12 (1.46–3.06) ** 2.47 (1.18–3.04) 2.01 (1.47–3.12) Φ

Putrescine–spermine ratio 1.91 (1.41–3.14) 3.17 (2.13–4.28) * 2.71 (1.66–3.47) 3.4 (2.15–4.33)
Spermidine–spermine ratio 1.56 (1.24–1.86) 1.44 (1.31–1.81) 1.3 (1.01–1.47) 1.48 (1.35–1.86)

Dietary intake of polyamines in mg per kcal per person and day

Putrescine 8.25 (5.34–10.48) 10.46 (5.96–14.95) 9.43 (5.33–15.99) 10.49 (6.13–14.12)
Spermidine 5.76 (4.38–7.19) 5.01 (3.87–6.01) 4.96 (3.55–5.95) 5.01 (3.9–6.06)
Spermine 3.83 (2.22–5.25) 3.29 (2.81–4.19) 3.88 (2.86–4.84) 3.21 (2.73–4.18)

Total polyamines 18.73 (12.18–22.65) 18.27 (14.09–25.87) 16.16 (14.77–26.6) 19.06 (13.74–25.35)

Feces polyamines in nmol per mg of sample

Putrescine 0.55 (0.21–1.02) 0.64 (0.38–1.95) 0.91 (0.33–2.62) 0.58 (0.35–1.9)
Spermidine 0.61 (0.43–0.94) 0.99 (0.55–1.43) 1.15 (0.56–1.51) 0.87 (0.53–1.4)
Spermine 0.03 (0.01–0.04) 0.03 (0.02–0.05) 0.04 (0.03–0.07) 0.03 (0.02–0.05)

N-acetyl putrescine 0.89 (0.56–1.39) 1.58 (0.92–2.7) *** 1.88 (0.67–2.59) 1.56 (0.93–2.98) ΦΦ

N-acetyl spermidine 0.17 (0.11–0.22) 0.29 (0.16–0.43) 0.27 (0.14–0.54) 0.29 (0.16–0.43)
Cadaverine 0.24 (0.06–1.02) 3.14 (0.25–14.71) *** 4.6 (1.83–13.55) 2.58 (0.18–18.66) ΦΦ

Tyramine 0.08 (0.06–0.13) 0.09 (0.06–0.16) 0.1 (0.07–0.13) 0.08 (0.06–0.21)
Isoamylamine 2.04 (1.37–2.72) 2.1 (0.38–2.74) 1.51 (0.18–2.76) 2.1 (0.77–2.81)
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Table 3. Cont.

Variable Without Colorectal
Lesions

With Colorectal
Lesions Hyperplastic Lesions Precancerous and

Adenocarcinomas

Ratios of feces content of polyamines

Putrescine–spermidine ratio 0.8 (0.36–1.41) 0.93 (0.32–2.67) 0.8 (0.27–2.65) 1.08 (0.35–2.87)
Putrescine–spermine ratio 19.56 (10.47–32.67) 22.45 (7.89–50.18) 23.35 (5.14–67.38) 22.45 (7.92–55.05)

Spermidine–spermine ratio 25.53 (17.99–35.76) 22.85 (16.46–35.87) 23.34 (18.64–31.82) 22.85 (16.11–38.78)
Putrescine–cadaverine ratio 1.77 (0.45–9.22) 0.52 (0.1–1.47) * 0.19 (0.07–2.76) 0.67 (0.13–1.55)

Putrescine–N-acetyl putrescine ratio 0.55 (0.28–0.85) 0.6 (0.23–1.22) 0.78 (0.14–1.34) 0.53 (0.24–1.23)
N-acetyl putrescine–cadaverine ratio 2.88 (0.79–14.67) 0.7 (0.21–5.19) ** 0.33 (0.15–2.59) 0.79 (0.21–5.2) ¥

Cadaverine–tyramine ratio 2.31 (0.92–11.23) 20.04 (3.67–112.14) *** 48.8 (27.41–153.41) Φ 14.26 (3.55–111.52) ΦΦ

* p ≤ 0.05, ** p ≤ 0.01, and *** p ≤ 0.001 by t-test comparison between subjects without and with colorectal
lesions, using the Mann–Whitney U test; Φ p ≤ 0.05 and ΦΦ p ≤ 0.01 vs. patients without colorectal lesions and
¥ p ≤ 0.05 patients with hyperplastic lesions vs. patients with precancerous lesions and adenocarcinomas, using
the Kruskal–Wallis test adjusted by Bonferroni multiple comparisons.

The Kruskal–Wallis analysis showed differences between the groups in the ratio of
ingested putrescine–spermidine (p = 0.031). After adjusting for multiple comparisons,
the ratio was significantly higher in patients with precancerous and malignant/cancerous
lesions than in those without lesions (p = 0.032) (Table 3).

3.4. Association of Biogenic Amines in Feces with Colorectal Lesions in Patients

The analysis of the content of biogenic amines in the feces, based on the absence or
presence of colorectal lesions, revealed that patients with colorectal lesions had significantly
higher levels of N-acetyl putrescine (Figure 1A) (p = 0.0015) and cadaverine (Figure 1B)
(p = 0.0014) than those without colorectal lesions. No significant differences were ob-
served for the rest of the amines. However, differences did exist in the fecal content
ratios of putrescine–cadaverine (p = 0.024), N-acetyl putrescine–cadaverine (p = 0.009), and
cadaverine–tyramine (p < 0.001) (Table 3).
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Figure 1. Box- and-whisker plots of feces content of (A) N-acetyl putrescine and (B) cadaverine,
comparing groups of patients: those without colorectal lesions with all patients with colorectal
lesions, and separately as hyperplastic lesions and precancerous and cancerous lesions. ** p ≤ 0.01
patients with lesions compared with those without lesions, using the Mann-Whitney test; ΦΦ p ≤ 0.01
comparing the patients without lesions with those with hyperplastic lesions and precancerous and
cancerous lesions, using the Kruskal–Wallis test adjusted by Bonferroni multiple comparisons.

The Kruskal–Wallis analysis of biogenic amines in the feces of patients without col-
orectal lesions, with benign lesions, and with precancerous and malignant lesions revealed
differences between the three groups in terms of the presence of N-acetyl putrescine
(Figure 1A) (p = 0.006) and cadaverine (Figure 1B) (p = 0.006) and in the ratios of putrescine–
cadaverine (p = 0.048), N-acetyl putrescine–cadaverine (p = 0.021), and cadaverine–tyramine
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(p = 0.002) (Table 2). The pairwise comparison (with Bonferroni correction) showed that
N-acetyl putrescine (p = 0.005) and cadaverine (p = 0.007) were significantly higher in
patients with precancerous lesions and adenocarcinomas than in patients without lesions
and that the cadaverine–tyramine ratio in patients with benign lesions differed significantly
from that in patients with precancerous or malignant/cancerous colorectal lesions (Table 3).
No differences were seen regarding the colorectal location of those lesions.

The separate analyses of linear correlation in subjects without and with colorectal
lesions revealed a moderately significant positive correlation in those without lesions
between feces putrescine and spermidine (r = 0.685, p = 0.002, n = 18), N-acetyl putrescine
(r = 0.606, p = 0.008, n = 18), and cadaverine (r = 0.591, p = 0.01, n = 18). Spermidine strongly
correlated positively with spermine (r = 0.873, p < 0.001, n = 18), N-acetyl putrescine (r = 0.9,
p < 0.001, n = 18), and N-acetyl spermidine (r = 0.699, p = 0.011, n = 12). N-acetyl putrescine
strongly correlated positively with N-acetyl spermidine (r = 0.745, p = 0.005, n = 12) but not
with cadaverine.

In patients with colorectal lesions, putrescine moderately positively and significantly
correlated with N-acetyl putrescine (r = 0.582, p < 0.001, n = 41), cadaverine (r = 0.525, p = 0,
n = 41), and tyramine (r = 0.74, p = 0, n = 40). Spermidine moderately correlated positively
and significantly with spermine (r = 0.408, p = 0.008, n = 41), and spermine correlated
positively and significantly with N-acetyl spermidine (r = 0.452, p = 0.008, n = 41) and
cadaverine (r = 0.569, p = 0.008, n = 33). Finally, N-acetyl putrescine correlated positively
with cadaverine (r = 0.444, p < 0.001, n = 41).

When lesions were analyzed for malignity, fecal spermidine strongly and positively
correlated with spermine (r = 0.865, p = 0.026, n = 6) and tyramine (r = 0.890, p = 0.017, n = 35)
in patients with hyperplastic lesions. In patients with precancerous and adenocarcinomas
lesions, putrescine moderately correlated with N-acetyl putrescine (r = 0.579, p < 0.001,
n = 35) and cadaverine (r = 0.522, p < 0.001, n = 35) and strongly with tyramine (r = 0.740,
p < 0.001, n = 35). Spermidine weakly correlated with spermine (r = 0.391, p = 0.02, n = 35),
spermine moderately correlated with N-acetyl spermidine (r = 0.456, p = 0.017, n = 35) and
cadaverine (r = 0.611, p < 0.001, n = 35), and N-acetyl putrescine correlated with cadaverine
(r = 0.436, p = 0.009, n = 35).

3.5. Correlation between Dietary Intake of Polyamines and Their Fecal Content in Relation to
Colorectal Lesion Types

In subjects without lesions, putrescine intake moderately correlated positively with
fecal N-acetyl putrescine (r = 0.536, p = 0.033, n = 16) and strongly with N-acetyl spermidine
(r = 0.717, p = 0.02, n = 6). In patients with benign lesions, putrescine intake strongly
correlated with fecal putrescine (r = 0.917, p = 0.01, n = 6) and cadaverine (r = 0.87, p = 0.026,
n = 6), and dietary spermine correlated with fecal cadaverine (r = 0.862, p = 0.027, n = 6).
Moreover, in patients with malignant lesions, spermidine intake moderately correlated
with fecal spermine (r = 0.502, p = 0.004, n = 31), and spermine intake weakly correlated
with fecal cadaverine (r = 0.398, p = 0.027, n = 31). Finally, the putrescine–spermidine
intake ratio was moderately inversely correlated with fecal cadaverine content (r = −0.402,
p = 0.025, n = 31).

3.6. Discriminant Function Analysis of Subjects without Lesions, with Benign Lesions, and with
Precancerous or Malignant Lesions Based on Polyamine Intake and Fecal Content of N-acetyl
Putrescine and Cadaverine

The discriminant analysis of the ratio of putrescine–spermidine intake to fecal content
of N-acetyl putrescine, cadaverine, and tyramine revealed two discriminant functions. The
first explained 97.7% of the variance (canonical R2 = 0.3), whereas the second explained
only 2.3% (canonical R2 = 0.01). In combination, these discriminant functions significantly
differentiated the patient groups (Λ = 0.69,χ2[8] = 17.37, p = 0.027), but removing the first
function indicated that the second function did not significantly differentiate the treatment
groups (Λ = 0.99,χ2[3] = 0.466, p = 0.926). The correlations between the outcomes and
the discriminant functions revealed that cadaverine content in feces and the ratio of pu-
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trescine/spermidine dietary intake correlated highly and fairly evenly onto the first function
(r = 0.60 and 0.57, respectively) but less onto the second (r = 0.46 and −0.50, respectively);
tyramine and N-acetyl putrescine in feces correlated more highly onto the second function
(r = 0.72 and r = 0.62, respectively) than onto the first function (r = 0.10 and r = 0.44, respec-
tively). The classification results yielded a prediction of 75% for patients without colorectal
lesions, 86.7% for patients with precancerous and cancerous lesions, and 0% for those with
hyperplastic lesions. The discriminant function plot shows that the first function differen-
tiated the group of patients with malignant and hyperplastic lesions from those without
colorectal lesions, whereas the second function was less discriminant (Figure 2).
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Figure 2. Discriminant function analysis of subjects without colorectal, hyperplastic and precancerous
and cancerous lesions. Cadaverine content in feces and the ratio of putrescine/spermidine dietary
intake fits the first function, and tyramine and N-acetyl putrescine the second function.

3.7. Multiple Regression Analysis on Fecal Polyamines as Dependent Variables

This analysis was undertaken to predict the fecal content of the polyamines that in-
creased in patients with colorectal lesions (N-acetyl putrescine and cadaverine), based on
dietary components, including polyamines, as independent variables. The results showed
that N-acetyl putrescine content could be predicted in 41% of cases by daily ingestion of
whole grain servings and lignan secoisolariciresinol in addition to the corresponding constant.
The wholegrain servings were able to predict cadaverine content in 10% of cases (Table 4).

Table 4. Linear regression analysis results for the predictive fecal content of N-acetyl putrescine, two
models, and cadaverine, based on specific diet components (independent variables).

Regression Model Variables for Each Amine B SE B β p

N-acetyl putrescine in feces (R2 = 0.41, ANOVA p < 0.001)

Constant 0.579 0.101 <0.001
Wholegrain servings 0.177 0.030 0.709 <0.001

Lignane secoisolariciresinol (mg) −0.001 0.000 −0.357 0.005

Cadaverine in feces (R2 = 0.1, ANOVA p = 0.021)

Constant 10.148 0.403 0.06
Wholegrain servings 0.476 0.200 0.316 0.021

B = unstandardized coefficient; SE B = standard error of B; β = standardized coefficient.
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3.8. Logistic Regression Analysis to Predict the Presence of Colorectal Lesions

A logistic regression analysis was performed to determine the predictive value of
dietary polyamines and their content in feces for the existence of colorectal lesions. The
results showed that the content of cadaverine (p = 0.018) and tyramine (p = 0.032) in
feces, the ratio of dietary intake of putrescine–spermidine (p = 0.017), and a constant
(p = 0.013) together predicted the presence or absence of colorectal lesions in 84.6% of
subjects. Specifically, the analysis predicted the absence of lesions in 81.3% of the subjects
and the presence of lesions in 86.11% of the patients. The equation derived from the
analysis was Y(Without lesions/With lesions) = −3.504 + (6.204 × cadaverine in nmol/mg
of feces) + (−20.877 × tyramine in nmol/mg of feces) + (1.862 × ratio of dietary intake of
putrescine/spermidine). The cutoff value for the absence or presence of lesions was 0.5.

4. Discussion

The present study found that patients with colorectal lesions tended to have higher
levels of N-acetyl putrescine and cadaverine in their feces, which may suggest changes
in their microbiota. This study also found that patients with colorectal lesions tended to
consume diets richer in putrescine and with a higher putrescine–spermidine ratio.

Our findings, in line with those of other studies, indicate that patients with lower ad-
herence to the Mediterranean diet [21] (estimated by PREDIMED) [19], with less healthy di-
ets [22] (by HEI score) [18], and with lower anti-inflammatory capabilities [23]
(DII score [4]) were more likely to be diagnosed with colorectal lesions. These well-
established associations underscore the importance of healthy and anti-inflammatory
diets in preventing CRC. A Western diet, which typically includes more foods from animal
products, has been linked to a higher incidence of CRC compared with the Mediterranean
diet, which emphasizes fruits and vegetables [24].

This study identified an increase in specific dietary components in patients with
colorectal lesions. Patients with those lesions tended to consume greater amounts of
alcohol, eggs, galactose, and glucose and had a lower intake of low-fat dairy. These factors
have been linked to the pathogenesis of precancerous lesions and CRC due to their direct
effect on intestinal epithelial cells, the compounds produced after metabolization, or their
impact on the microbiota [9,10]. However, patients with those lesions also consumed
greater amounts than healthy subjects of dietary components that protect against CRC,
such as inositol, citrus, melon, berry, and lignan secoisolariciresinol. The involvement
of inositol and lignan secoisolariciresinol is controversial. Overall, the intake of dietary
components was unequally affected depending on the malignity of the lesions in our study.

Polyamines are crucial for developing and maturing the gastrointestinal tract and
establishing the microbiota and the immune system from birth [25,26]. The intestinal ep-
ithelium lacks blood vessels and is nourished primarily by polyamines from the intestinal
lumen in addition to those from intracellular synthesis. In the upper parts of the small
intestine, where they are absorbed, polyamines come mainly from the diet; in the colon,
they come mainly from polyamine-producing microbiota [27,28]. Their luminal presence is
essential throughout life to preserve the physical and functional integrity of the gastroin-
testinal tract [28]. Polyamines have also been linked to the development of CRC, which is
why difluoromethylornithine (eflornithine), an inhibitor of polyamine synthesis, is used in
the chemoprevention of CRC [8].

It is valuable to determine the dietary intake of polyamines in order to analyze their
association with fecal polyamines and colorectal lesions. This area of research has been
limited to a few studies [29–31], as the intake of polyamines in populations is not regu-
larly assessed. We used previously compiled tables to calculate the participants’ intake
of polyamines [5]. The median values in subjects without colorectal lesions were similar
to those reported in the general population [5]. In patients with colorectal lesions, how-
ever, the dietary intake of putrescine was significantly higher; more specifically, increased
putrescine–spermidine and putrescine–spermine ratios were more likely to be associated
with colorectal lesions, and the daily dietary putrescine–spermidine ratio was more likely
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to be associated with malignant lesions. This finding underscores the potential implications
of maintaining an adequate spermidine intake in relation to putrescine. This aligns with
the reported association of spermidine with decreased intestinal inflammatory pathologies
and its chemoprophylactic action against CRC [32]. Previous studies have reported contra-
dictory findings regarding whether dietary polyamine consumption should be considered
a risk [30] or a protective factor [29,31].

One interesting finding is the discovery of changes in the relationships between dietary
polyamines and their presence in the feces of patients with colorectal lesions, especially
those with malignant lesions. In those patients, the intake of dietary putrescine was found
to be positively correlated with levels of N-acetyl putrescine and cadaverine in the feces.
Additionally, the putrescine–spermine intake ratio was inversely correlated with fecal
cadaverine levels. These associations suggest that foods containing putrescine could lead
to byproducts that affect the gut microbiota, resulting in metabolite changes [3,33]. Dietary
putrescine is unlikely to reach the colorectal tract and be converted to other amines, as it is
absorbed in the upper part of the small intestine [34].

The microbiota is the primary source of polyamines in the large intestine. These
metabolites play a role in maintaining the colorectal tract’s physiology and in carcino-
genesis [10]. Monitoring levels of polyamines can help to identify imbalances in the gut
microbiota, which dietary factors can influence [3,9]. Our research confirms previous find-
ings that putrescine and spermidine are common polyamines in healthy individuals’ feces,
followed by cadaverine and spermine, although isoamylamine and N-acetyl putrescine
content were the most prevalent amines. Changes occurred in the correlation between
polyamines in feces when patients presented colorectal lesions along with a significant
increase in N-acetyl putrescine and cadaverine, especially in patients with precancerous
and cancerous lesions, compared with those without lesions. These fecal changes may have
resulted from dysbiosis of the fecal microbiota due to bacteria linked to human CRC [11–13].

N-acetyl putrescine and cadaverine content in feces correlated positively, at least
partially, suggesting a common source. Among other bacteria, certain Gram-negative
ones, such as Escherichia coli and some Enterococcus strains, have been found to produce
cadaverine [35]. Furthermore, Escherichia coli also produces N-acetyl putrescine [35]. Other
studies have also reported an increase in fecal cadaverine and putrescine linked to colorectal
tumorigenesis [36]. However, putrescine did not increase in our study’s patients. Accord-
ing to our results, N-acetyl putrescine and cadaverine fecal content could help identify
colorectal lesions in 20% of patients. These microbial metabolites could also complement
existing noninvasive tests and assist in the early detection of colorectal lesions. Additionally,
there have been proposals to diagnose CRC through the measurement of polyamines in
plasma [37], urine [38], and saliva [39]. Taking into account the putrescine–spermidine
intake ratio and the fecal content of N-acetyl putrescine, cadaverine, and tyramine, the
discriminant function analysis differentiated patients with malignant colorectal lesions
from healthy subjects.

An individual’s dietary patterns may influence polyamine-producing bacteria [3,9,10].
The linear regression analysis, including the corresponding constant, showed that the
intake of wholegrain servings and lignan secoisolariciresinol could predict a 41% variance
of N-acetyl putrescine. In comparison, the intake of wholegrain servings predicted only a
10% variance in cadaverine, suggesting different colorectal sources of these polyamines.
In addition to effects on cellular tropism, biogenic amines (metabolites of the microbiota)
modulate the peristalsis of intestinal tissues and segmentation contractions [7]. They can
lead to intestinal symptoms in CRC patients, such as changes in stool frequency and
consistency as well as constipation or diarrhea. Traced amine-associated receptors may
trigger these effects when exposed to diverse gut biogenic amines, reflecting a putative link
between nutrient intake, the microbiota, and the gastrointestinal tract [40].
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5. Conclusions

The present study suggests the importance of determining polyamine content in the
diet, especially the putrescine–spermidine ratio, as a potential factor affecting an imbalance
associated with colorectal lesions. Additionally, according to our results, detection of
N-acetyl putrescine and cadaverine in feces could be helpful as biological markers of
colorectal lesions, potentially predicting with a given level of accuracy the presence or
absence of lesions, without considering gender differences.

It is important to note the limitations of this study, especially its relevance to broader
populations. The non-random selection of the sample may have introduced biases. How-
ever, it is worth mentioning that the participants were recruited consecutively based on the
inclusion criteria through the public health system that serves a significant portion of the
population in the corresponding geographical area, regardless of their socioeconomic and
cultural diversity.

Author Contributions: All authors were involved in the conception and design of the study. E.B.-A.,
P.C.-E. and P.P.-I. analyzed polyamines in foods, while L.S., B.C. and M.S. analyzed polyamines in
feces. E.B.-A. conducted the colonoscopies and edited the clinical data of the patients. E.B.-A., B.C.
and M.S. wrote the article, and all authors provided comments on previous manuscript versions.
All authors have read and agreed to the published version of the manuscript.

Funding: Pablo Peña-Iglesias was recipient of a grant Collaboration Scholarships for Students in
University Departments from the Ministry of Education, Culture and Sports (Spain). This work was
supported by a Grant from Instituto de Investigación Sanitaria del Principado de Asturias (ISPA)
(Convocatoria Intramural para el Fomento de Proyectos de Investigación 2018).

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethics Committee of the Comité de Ética de la Investigación del
Principado de Asturias (Spain); CElmPA 28/19 and 2022.042; 5 March 2019.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The original contributions presented in the study are included in the
article, further inquiries can be directed to the corresponding author.

Conflicts of Interest: The authors have no conflicts of interest to declare.

References
1. Morgan, E.; Arnold, M.; Gini, A.; Lorenzoni, V.; Cabasag, C.J.; Laversanne, M.; Vignat, J.; Ferlay, J.; Murphy, N.; Bray, F. Global

burden of colorectal cancer in 2020 and 2040: Incidence and mortality estimates from GLOBOCAN. Gut 2023, 72, 338–344. [CrossRef]
[PubMed]

2. Marino, P.; Mininni, M.; Deiana, G.; Marino, G.; Divella, R.; Bochicchio, I.; Giuliano, A.; Lapadula, S.; Lettini, A.R.; Sanseverino, F.
Healthy Lifestyle and Cancer Risk: Modifiable Risk Factors to Prevent Cancer. Nutrients 2024, 16, 800. [CrossRef] [PubMed]

3. Blachier, F.; Beaumont, M.; Andriamihaja, M.; Davila, A.M.; Lan, A.; Grauso, M.; Armand, L.; Benamouzig, R.; Tomé, D. Changes
in the Luminal Environment of the Colonic Epithelial Cells and Physiopathological Consequences. Am. J. Pathol. 2017, 187,
476–486. [CrossRef]

4. Hébert, J.R.; Shivappa, N.; Wirth, M.D.; Hussey, J.R.; Hurley, T.G. Perspective: The Dietary Inflammatory Index (DII)-Lessons
Learned, Improvements Made, and Future Directions. Adv. Nutr. 2019, 10, 185–195. [CrossRef]

5. Cantabrana, B.; Peña-Iglesias, P.; Castro-Estrada, P.; Suarez, L.; Bordallo, J.; Barreiro-Alonso, E.; Sánchez, M. Dietary intake of
polyamines in the Spanish adult population showed a direct correlation with the healthy dietary index score and inverse with the
dietary inflammatory index score. Nutrition 2024. submitted.

6. Liu, B.; Jiang, X.; Cai, L.; Zhao, X.; Dai, Z.; Wu, G.; Li, X. Putrescine mitigates intestinal atrophy through suppressing inflammatory
response in weanling piglets. J. Anim. Sci. Biotechnol. 2019, 10, 69. [CrossRef]

7. Sánchez, M.; Suárez, L.; Andrés, M.T.; Flórez, B.H.; Bordallo, J.; Riestra, S.; Cantabrana, B. Modulatory effect of intestinal
polyamines and trace amines on the spontaneous phasic contractions of the isolated ileum and colon rings of mice. Food Nutr. Res.
2017, 61, 1321948. [CrossRef]

8. Yang, L.; Wang, Y.; Hu, S.; Wang, X. Eflornithine for chemoprevention in the high-risk population of colorectal cancer: A
systematic review and meta-analysis with trial sequential analysis. Front. Oncol. 2023, 13, 1281844. [CrossRef] [PubMed]

9. Kaur, H.; Das, C.; Mande, S.S. In Silico Analysis of Putrefaction Pathways in Bacteria and Its Implication in Colorectal Cancer.
Front. Microbiol. 2017, 8, 2166. [CrossRef]

https://doi.org/10.1136/gutjnl-2022-327736
https://www.ncbi.nlm.nih.gov/pubmed/36604116
https://doi.org/10.3390/nu16060800
https://www.ncbi.nlm.nih.gov/pubmed/38542712
https://doi.org/10.1016/j.ajpath.2016.11.015
https://doi.org/10.1093/advances/nmy071
https://doi.org/10.1186/s40104-019-0379-9
https://doi.org/10.1080/16546628.2017.1321948
https://doi.org/10.3389/fonc.2023.1281844
https://www.ncbi.nlm.nih.gov/pubmed/38033490
https://doi.org/10.3389/fmicb.2017.02166


Nutrients 2024, 16, 2894 13 of 14

10. Sittipo, P.; Shim, J.W.; Lee, Y.K. Microbial Metabolites Determine Host Health and the Status of Some Diseases. Int. J. Mol. Sci.
2019, 20, 5296. [CrossRef]

11. Gong, D.; Adomako-Bonsu, A.G.; Wang, M.; Li, J. Three specific gut bacteria in the occurrence and development of colorectal
cancer: A concerted effort. PeerJ 2023, 11, e15777. [CrossRef]

12. Abdulla, M.H.; Agarwal, D.; Singh, J.K.; Traiki, T.B.; Pandey, M.K.; Ahmad, R.; Srivastava, S.K. Association of the microbiome
with colorectal cancer development (Review). Int. J. Oncol. 2021, 58, 17. [CrossRef] [PubMed]

13. Lichtenstern, C.R.; Lamichhane-Khadka, R. A tale of two bacteria—Bacteroides fragilis, Escherichia coli, and colorectal cancer.
Front. Bacteriol. 2023, 2, 1229077. [CrossRef]

14. Hanus, M.; Parada-Venegas, D.; Landskron, G.; Wielandt, A.M.; Hurtado, C.; Alvarez, K.; Hermoso, M.A.; López-Köstner, F.; De la
Fuente, M. Immune System, Microbiota, and Microbial Metabolites: The Unresolved Triad in Colorectal Cancer Microenvironment.
Front. Immunol. 2021, 12, 612826. [CrossRef]

15. Ye, C.; Liu, X.; Liu, Z.; Pan, C.; Zhang, X.; Zhao, Z.; Sun, H. Fusobacterium nucleatum in tumors: From tumorigenesis to tumor
metastasis and tumor resistance. Cancer Biol. Ther. 2024, 25, 2306676. [CrossRef] [PubMed]

16. Doyle, D.J.; Hendrix, J.M.; Garmon, E.H. American Society of Anesthesiologists Classification. In StatPearls [Internet]; StatPearls
Publishing: Treasure Island, FL, USA, 2024.

17. Kristal, A.R.; Kolar, A.S.; Fisher, J.L.; Plascak, J.J.; Stumbo, P.J.; Weiss, R.; Paskett, E.D. Evaluation of web-based, self-administered,
graphical food frequency questionnaire. J. Acad. Nutr. Diet. 2014, 114, 613–621. [CrossRef] [PubMed]

18. Basiotis, P.; Carlson, A.; Gerrior, S.; Juan, W.; Lino, M. The Healthy Eating Index: 1999–2000; USDA, Center for Nutrition Policy and
Promotion, CNPP-12: Washington, DC, USA, 2002.

19. Martínez-González, M.A.; García-Arellano, A.; Toledo, E.; Salas-Salvadó, J.; Buil-Cosiales, P.; Corella, D.; Covas, M.I.; Schröder,
H.; Arós, F.; Gómez-Gracia, E.; et al. A 14-item Mediterranean diet assessment tool and obesity indexes among high-risk subjects:
The PREDIMED trial. PLoS ONE 2012, 7, e43134. [CrossRef] [PubMed]

20. Escribano, M.I.; Legaz, M.E. High performance liquid chromatography of the dansyl derivatives of putrescine, spermidine, and
spermine. Plant Physiol. 1988, 87, 519–522. [CrossRef]

21. Castelló, A.; Amiano, P.; Fernández de Larrea, N.; Martín, V.; Alonso, M.H.; Castaño-Vinyals, G.; Pérez-Gómez, B.; Olmedo-
Requena, R.; Guevara, M.; Fernandez-Tardon, G.; et al. Low adherence to the western and high adherence to the mediterranean
dietary patterns could prevent colorectal cancer. Eur. J. Nutr. 2019, 58, 1495–1505. [CrossRef]

22. Arthur, R.S.; Kirsh, V.A.; Rohan, T.E. The association of the healthy eating index with risk of colorectal cancers (overall and by
subsite) among Canadians. Cancer Epidemiol. 2023, 87, 102454. [CrossRef]

23. Nardone, O.M.; Zammarchi, I.; Santacroce, G.; Ghosh, S.; Iacucci, M. Inflammation-Driven Colorectal Cancer Associated with
Colitis: From Pathogenesis to Changing Therapy. Cancers 2023, 15, 2389. [CrossRef] [PubMed]

24. Castelló, A.; Rodríguez-Barranco, M.; Fernández de Larrea, N.; Jakszyn, P.; Dorronsoro, A.; Amiano, P.; Chirlaque, M.D.;
Colorado-Yohar, S.; Guevara, M.; Moreno-Iribas, C.; et al. Adherence to the Western, Prudent and Mediterranean Dietary Patterns
and Colorectal Cancer Risk: Findings from the Spanish Cohort of the European Prospective Investigation into Cancer and
Nutrition (EPIC-Spain). Nutrients 2022, 14, 3085. [CrossRef] [PubMed]

25. ter Steege, J.C.; Buurman, W.A.; Forget, P.P. Spermine induces maturation of the immature intestinal immune system in neonatal
mice. J. Pediatr. Gastroenterol. Nutr. 1997, 25, 332–340. [CrossRef] [PubMed]

26. van Wettere, W.H.; Willson, N.L.; Pain, S.J.; Forder, R.E. Effect of oral polyamine supplementation pre-weaning on piglet growth
and intestinal characteristics. Animal Int. J. Anim. Biosci. 2016, 10, 1655–1659. [CrossRef]

27. Hirano, R.; Shirasawa, H.; Kurihara, S. Health-Promoting Effects of Dietary Polyamines. Med. Sci. 2021, 9, 8. [CrossRef]
28. Madeo, F.; Hofer, S.J.; Pendl, T.; Bauer, M.A.; Eisenberg, T.; Carmona-Gutierrez, D.; Kroemer, G. Nutritional Aspects of Spermidine.

Annu. Rev. Nutr. 2020, 40, 135–159. [CrossRef]
29. Vargas, A.J.; Ashbeck, E.L.; Wertheim, B.C.; Wallace, R.B.; Neuhouser, M.L.; Thomson, C.A.; Thompson, P.A. Dietary polyamine

intake and colorectal cancer risk in postmenopausal women. Am. J. Clin. Nutr. 2015, 102, 411–419. [CrossRef]
30. Vargas, A.J.; Wertheim, B.C.; Gerner, E.W.; Thomson, C.A.; Rock, C.L.; Thompson, P.A. Dietary polyamine intake and risk of

colorectal adenomatous polyps. Am. J. Clin. Nutr. 2012, 96, 133–141. [CrossRef]
31. Huang, C.Y.; Fang, Y.J.; Abulimiti, A.; Yang, X.; Li, L.; Liu, K.Y.; Zhang, X.; Feng, X.L.; Chen, Y.M.; Zhang, C.X. Dietary Polyamines

Intake and Risk of Colorectal Cancer: A Case-Control Study. Nutrients 2020, 12, 3575. [CrossRef]
32. Gobert, A.P.; Latour, Y.L.; Asim, M.; Barry, D.P.; Allaman, M.M.; Finley, J.L.; Smith, T.M.; McNamara, K.M.; Singh, K.; Sierra, J.C.;

et al. Protective Role of Spermidine in Colitis and Colon Carcinogenesis. Gastroenterology 2022, 162, 813–827.e818. [CrossRef]
33. Bekebrede, A.F.; Keijer, J.; Gerrits, W.J.J.; Boer, V.C.J. The Molecular and Physiological Effects of Protein-Derived Polyamines in

the Intestine. Nutrients 2020, 12, 197. [CrossRef] [PubMed]
34. Milovic, V. Polyamines in the gut lumen: Bioavailability and biodistribution. Eur. J. Gastroenterol. Hepatol. 2001, 13, 1021–1025. [CrossRef]
35. Pugin, B.; Barcik, W.; Westermann, P.; Heider, A.; Wawrzyniak, M.; Hellings, P.; Akdis, C.A.; O’Mahony, L. A wide diversity of

bacteria from the human gut produces and degrades biogenic amines. Microb. Ecol. Health Dis. 2017, 28, 1353881. [CrossRef]
36. Yang, Y.; Misra, B.B.; Liang, L.; Bi, D.; Weng, W.; Wu, W.; Cai, S.; Qin, H.; Goel, A.; Li, X.; et al. Integrated microbiome and

metabolome analysis reveals a novel interplay between commensal bacteria and metabolites in colorectal cancer. Theranostics
2019, 9, 4101–4114. [CrossRef] [PubMed]

https://doi.org/10.3390/ijms20215296
https://doi.org/10.7717/peerj.15777
https://doi.org/10.3892/ijo.2021.5197
https://www.ncbi.nlm.nih.gov/pubmed/33760154
https://doi.org/10.3389/fbrio.2023.1229077
https://doi.org/10.3389/fimmu.2021.612826
https://doi.org/10.1080/15384047.2024.2306676
https://www.ncbi.nlm.nih.gov/pubmed/38289287
https://doi.org/10.1016/j.jand.2013.11.017
https://www.ncbi.nlm.nih.gov/pubmed/24462267
https://doi.org/10.1371/journal.pone.0043134
https://www.ncbi.nlm.nih.gov/pubmed/22905215
https://doi.org/10.1104/pp.87.2.519
https://doi.org/10.1007/s00394-018-1674-5
https://doi.org/10.1016/j.canep.2023.102454
https://doi.org/10.3390/cancers15082389
https://www.ncbi.nlm.nih.gov/pubmed/37190315
https://doi.org/10.3390/nu14153085
https://www.ncbi.nlm.nih.gov/pubmed/35956262
https://doi.org/10.1097/00005176-199709000-00017
https://www.ncbi.nlm.nih.gov/pubmed/9285387
https://doi.org/10.1017/S1751731116000446
https://doi.org/10.3390/medsci9010008
https://doi.org/10.1146/annurev-nutr-120419-015419
https://doi.org/10.3945/ajcn.114.103895
https://doi.org/10.3945/ajcn.111.030353
https://doi.org/10.3390/nu12113575
https://doi.org/10.1053/j.gastro.2021.11.005
https://doi.org/10.3390/nu12010197
https://www.ncbi.nlm.nih.gov/pubmed/31940783
https://doi.org/10.1097/00042737-200109000-00004
https://doi.org/10.1080/16512235.2017.1353881
https://doi.org/10.7150/thno.35186
https://www.ncbi.nlm.nih.gov/pubmed/31281534


Nutrients 2024, 16, 2894 14 of 14

37. Coradduzza, D.; Arru, C.; Culeddu, N.; Congiargiu, A.; Azara, E.G.; Scanu, A.M.; Zinellu, A.; Muroni, M.R.; Rallo, V.; Medici, S.; et al.
Quantitative Metabolomics to Explore the Role of Plasma Polyamines in Colorectal Cancer. Int. J. Mol. Sci. 2022, 24, 101. [CrossRef]

38. Venäläinen, M.K.; Roine, A.N.; Häkkinen, M.R.; Vepsäläinen, J.J.; Kumpulainen, P.S.; Kiviniemi, M.S.; Lehtimäki, T.; Oksala, N.K.;
Rantanen, T.K. Altered Polyamine Profiles in Colorectal Cancer. Anticancer. Res. 2018, 38, 3601–3607. [CrossRef]

39. Kuwabara, H.; Katsumata, K.; Iwabuchi, A.; Udo, R.; Tago, T.; Kasahara, K.; Mazaki, J.; Enomoto, M.; Ishizaki, T.; Soya, R.; et al.
Salivary metabolomics with machine learning for colorectal cancer detection. Cancer Sci. 2022, 113, 3234–3243. [CrossRef] [PubMed]

40. Gainetdinov, R.R.; Hoener, M.C.; Berry, M.D. Trace Amines and Their Receptors. Pharmacol. Rev. 2018, 70, 549–620. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/ijms24010101
https://doi.org/10.21873/anticanres.12634
https://doi.org/10.1111/cas.15472
https://www.ncbi.nlm.nih.gov/pubmed/35754317
https://doi.org/10.1124/pr.117.015305
https://www.ncbi.nlm.nih.gov/pubmed/29941461

	Introduction 
	Material and Methods 
	Participants, Study Design, and Variables 
	Daily Intake of Food and Polyamines 
	Determination of Polyamines in Feces via High-Performance Liquid Chromatography (HPLC) 
	Statistical Analyses 

	Results 
	Study Participants and Types of Colorectal Lesion 
	Association of Nutritional Survey Data and the Presence of Colorectal Lesions 
	Association of Dietary Intake of Polyamines with Colorectal Lesions in Patients 
	Association of Biogenic Amines in Feces with Colorectal Lesions in Patients 
	Correlation between Dietary Intake of Polyamines and Their Fecal Content in Relation to Colorectal Lesion Types 
	Discriminant Function Analysis of Subjects without Lesions, with Benign Lesions, and with Precancerous or Malignant Lesions Based on Polyamine Intake and Fecal Content of N-acetyl Putrescine and Cadaverine 
	Multiple Regression Analysis on Fecal Polyamines as Dependent Variables 
	Logistic Regression Analysis to Predict the Presence of Colorectal Lesions 

	Discussion 
	Conclusions 
	References

