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Abstract:. Twenty-four men and 24 women, all nonsmoking, and maintaining normal dietary
habitswere assigned to 3 groups of 16. Each group comprising 4 maleswith“low” cholesterol
levels (<6 mmol/L) matched for age and build with 4 males with “high” cholesterol levels
(>6 mmol/L) and 8 similarly matched females. A three-treatment, three-treatment period,
cross-over design was adopted. Thethree treatments were placebo, 60 mg vitamin C/day (the
recommended daily alowance) and 6 g vitamin C/day for 14 days with 6 weeks between
treatments. Blood samples were taken at the end of each treatment period. Vitamin C
supplementation significantly increased plasmavitamin C concentrationsand total antioxidant
capacity, but did not affect cholesterol status or plasma ras p21 protein levels. There was a
nonsignificant dose-related decrease in plasmalipid peroxidation breakdown products. DNA
damage, measured in lymphocytes by the Comet assay and chromosome aberration test, was
not increased after vitamin C supplementation. Sensitivity to hydrogen peroxide (in the Comet
assay) was also unaffected, but sensitivity to chromosome aberration induced by bleomycin
wasincreased by supplementation. A significant gender differencewasfound in plasmavitamin
C levels, antioxidant capacity, and number of chromosome aberrations. Results were
independent of low and high cholesterol status.

INTRODUCTION

Reactive oxygen species are thought to play a major role in the etiology of awide variety of diseases
including atherosclerosis[1], respiratory tract disorders[2], neurodegenerative disease[ 3], inflammatory
bowel disease [4], cancer [5,6] and in aging in general [5,7,8].

The damaging species are produced not only by environmental agents such as redox-active chemi-
calsandionizing radiation, but also by natural metabolic processes (seereviewsin refs. 9,10). Enzymes
such as lipoxygenases, dehydrogenases, cyclooxygenases, and peroxidases and the mitochondrial el ec-
tron transport system are constant intracellular sources of superoxide radicals, formed by the reduction
of oxygen, coupled to substrate oxidation. Extracellular superoxide is produced by phagocytic cells
during their reaction to foreign particles, presumably as part of a microbiocidal mechanism. Superox-
ide, although relatively unreactive, dismutates rapidly to hydrogen peroxide which reacts with reduced
metal ionsto yield the extremely reactive hydroxy! radical. Thus, constant exposure of human tissuesto
potentially damaging oxidants is unavoidable.

*Lecture presented at the 4" Congress of Toxicology in Developing Countries (4" CTOX-DC), Antalya, Turkey, 6-10 Novem-
ber, 1999. Other presentations are published in this issue, pp. 973-1066.
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Free radicals exert their primary effects by reacting with macromoleculesincluding DNA, lipids,
proteins, and carbohydrates. Reactive oxygen species produced by enzymes and phagocytesin vitro are
ableto cause chromosome damage and mutationsin mammalian cells[11,12]. Ames[5] has shown that
oxidation isamajor cause of DNA damage in man and has cal culated that the number of oxidative hits
on DNA may be more than 10® per cell per day. Abstraction of hydrogen atoms from unsaturated bonds
inlipidsisamajor reaction of freeradicals and resultsin lipid peroxidation, achain reaction ultimately
giving rise to toxic products such 4-hydroxyalkenals and malondialdehyde [13]. Reactions with pro-
teins can result in amino acid modification, cross-linking, inactivation, and fragmentation [14], and
damage to carbohydrates can cause the breakdown of polymers such as hyaluronic acid, important in
the function of joints[15].

Human tissues are protected from oxidative damage by a variety of mechanisms [16], including
small molecular weight antioxidants (e.g., vitamins C and E), enzymes that destroy the reactive species
(e.g., catalase) and repair enzymes (e.g., DNA glycosylases). Among the simpler antioxidants, vitamin
C isone of the most well known and possibly the most important. Epidemiological evidence suggests
that antioxidant vitamins at sufficient concentrations inhibit heart disease [17-19] and cancer [20].
Ames et al. [21] have calculated that eating insufficient fruit and vegetables doubles the risk of most
cancers and increases the risk of heart disease. Since humans cannot synthesize vitamin C, their main
sourceisdietary fruit and vegetables[22]. However, thereis considerable uncertainty about the optimal
level of intake. It is widely believed, among the general population, that the greater the amount con-
sumed, the greater the beneficial effect intermsof preventing oxidative damage and the di seases thought
to result from it. This concept has been challenged by Diplock [23].

The present study was undertaken to address the question of whether any benefit can be demon-
strated from the intake of large quantities of vitamin C by a population of healthy, well-nourished
individuals. A number of biomarkers were used to investigate the effect of vitamin C supplementation
on antioxidant status and oxidant-induced damage. Using a three-treatment, three-treatment period,
cross-over design, 48 volunteers were treated for 14 days with a placebo, with vitamin C at 60 mg/day
and with 6 g vitamin C/day. The lower dose of 60 mg/day is the recommended daily allowance (RDA)
stipulated in the EC Nutrition Labelling Directive (90/496/EEC) and is similar to the reference nutrient
intake value [24]. Duthie et al. [25,26] have studied the effects of vitamin E administered for 14 daysat
100 times the RDA for this vitamin and found no adverse effects. A similar strategy was adopted in the
present study, resulting in the use of a high dose of 6 g vitamin C/day.

Blood samples were taken at the end of each treatment period of the study. The effect of vitamin
C supplementation was assessed using assaysfor total antioxidant capacity of plasma, lipid peroxidation
breakdown productsin plasma, DNA damage in lymphocytes with and without challenge by hydrogen
peroxide (using the Comet assay), chromosome breakage in lymphocytes with and without challenge
with bleomycin, and ras p21 protein levelsin plasma.

Cholesterol status was considered to be an important factor in the design of the study since a
correlation has been established between serum cholesterol level and risk of coronary heart disease, as
well as the severity of atherosclerosis [27-29]. Correlations between cholesterol status and plasma
vitamin C level have been extensively studied as a possible link between vitamin C intake and reduced
risk of heart disease [30]. Volunteers were therefore selected to cover as wide a range of cholesterol
levels as possible, without including people on medication or specific dietsto reduce cholesterol levels.
A classification of low cholesterol (<6 mmol/L) or high cholesterol (>6 mmol/L) was used in the analy-
sis of the results of the study to determine whether cholesterol status had any influence on antioxidant
status and oxidative damage or on the response to vitamin C supplementation.

Smokers were excluded from the study because they are thought to have an inadequate intake of
vitamin C [21,31] in relation to their exposure to very high levels of free radicals in cigarette smoke
[32]. The effects of vitamin C supplementation in smokers was therefore considered a subject for spe-
cific study at alater date.

© 2000 IUPAC, Pure and Applied Chemistry 72, 973—983
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MATERIALS AND METHODS
Study design

From a panel of over 100 nonsmoking volunteers, 48 were selected to have as wide a range of serum
cholesteral levels as possible. These individuals were allocated to 3 groups of 16, each consisting of 4
maleswith low cholesterol levels (defined as <6 mmol/L), matched for age and build with 4 maleswith
high cholesterol levels (>6 mmol/L) and 8 females matched in the same way. The ages of the volunteers
ranged from 20 to 68 years with amean of 45.7 years. None of the volunteers was taking medication to
control cholesterol levels, and they were allowed to maintain their normal dietary habits so as not to
compromise their cholesterol status. All procedures were performed to the standards of Good Clinical
Practice.

A three-treatment, three-treatment period, cross-over design was adopted (shown in Table 1) to
take account of temporal differencesin response which have been demonstrated for certain parameters
[33,34]. In each treatment period, volunteers were given either a placebo, 60 mg vitamin C/day or 6 g
vitamin C/day for 14 days. A period of 6 weeks was allowed between the legs of the study. Blood
samples were taken at the end of the treatment period, approximately 8 h after the last dose.

Table 1 Design of the main vitamin C supplementation study

Treatment Placebo 60 mg/day 6 g/day

Week

land 2 A B C
Blood sample 1

3-8 WASHOUT PERIOD

9and 10 B C A
Blood sample 2

11-16 WASHOUT PERIOD

17 and 18 C A B

Blood sample 3

A,B,C represent groups of 16 volunteers; 4 pairs of males and 4 pairs of females, each pair matched
for age and build but maintaining greatest possible difference in blood cholesterol level.

Prior to the main study a preliminary study was conducted to test the suitability of the parameters
to be examined and the methods to be used [35].

Materials

The lower dose of vitamin C was administered in the form of 2 x 30 mg Sanatogen Chewable Vitamin
C tablets taken once each day. The high dose was administered as 6 x 1000 mg Redoxon effervescent
tablets dissolved in water; 2 tablets were taken approximately every 8 h. The placebo consisted of
Horlicks tablets. These materials were purchased from alocal retailer.

ABTS (2,2'-azinobis-{ 3-ethylbenzothiazoline-6-sulphonic acid}) was purchased from Aldrich
Chemical Co., Ltd. LPO-586 kits were obtained from Bioxytech SA, France. Bleomycin was obtained
from Lundbeck Ltd., Milton Keynes and had an activity of 1.85 [U/mg. All other chemicals were pur-
chased from Sigma Chemical Co., Ltd.

Modified Eagle’'s Medium (EMEM), antibiotics and glutamine were obtained from Life Tech-
nologies Ltd., Paisley, Scotland. Fetal calf serum wasfrom Harlan Sera-Lab Ltd., Crawley Down, Sus-
SEx.
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Assays and biomarkers

The following assays were conducted on each sample of peripheral blood obtained by venepuncture.
Serum cholesterol

A standard enzymatic clinical chemistry method was used.

Plasma vitamin C

Vitamin C (L-ascorbic acid) was determined by acidic reversed phase HPLC with UV detection at
244 nm, using a method based on that of Liau et al. [36]. Plasma samples were denatured with 10%
perchloric acid containing 1% metaphosphoric acid and D-isoascorbic acid as internal standard.

Total antioxidant capacity

A modification of the method of Miller et al. [37] was employed. Formation of the ABTSradical cation
was initiated by addition of 75 mM H,O, to a mixture of 150 mM ABTS and 2.5 mM metmyoglobin
and monitored using its absorbance at 734 nm. Addition of plasma (10 mL/mL) prior toinitiation of the
reaction caused adelay in formation of ABTSradical cation. The “lag time” was used as a measure of
total antioxidant capacity since it has been shown to be particularly appropriate for detecting the
antioxidant activity of vitamin C [38].

Lipid peroxidation breakdown products

The LPO-586 method from Bioxytech SA, France was employed. In this assay, malondial dehyde and
4-hydroxyalkenals in plasma react with a chromogenic reagent and are estimated by measuring
absorbency at 586 nm.

Comet assay

Lymphocytes were separated from a sample of whole blood using Lymphoprep and subjected to
electrophoresisas described in Anderson et al. [39]. One sample of cellswas examined without treatment
and another after 30 min exposureto 10 mL H,O,. After electrophoresis, DNA was stained with ethidium
bromide and the migration estimated by image analysis. A number of parameters was measured, but the
results finally expressed as tail moments.

Chromosome aberration test

Each sample of whole blood was used to establish 8 cultures consisting of 0.8 mL blood and 9.2 mL
Modified Eagle's Medium supplemented with 15% fetal calf serum. Pairs of cultureswere treated with
bleomycin at concentrations of 11, 33 and 66 mg/mL. Two cultures were left untreated. Bleomycin
exposure was terminated after 3 h by resuspending the cellsin fresh medium. Phytohaemagglutinin was
then added to all cultures, to stimulate cell division, which were incubated for 48 h. Metaphase was
arrested by addition of demecolcinefor 2 h, and chromosome slides prepared using standard procedures
[34]. Chromosome aberrations were scored in approximately 100 metaphases from each culture, i.e.,
200 metaphases were scored per individual per study leg where possible. The results of a preliminary
study [35] determined that only the bleomycin dose of 33 mg/mL should be scored initially for
chromosome aberrations.

Ras p21 protein estimation

Ras p21 protein was estimated as described previously [40]. Briefly, plasma proteins were separated by
polyacrylamide gel electrophoresis, transferred to a nitrocellulose membrane by Western blotting, and
the blots developed with appropriate primary and secondary antibodies followed by enhanced
chemiluminescence. Exposure to light-sensitive film resulted in bands at 21 kD which could then be
measured by light densitometry. The protein level (optical density) was represented as the area of the
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peaks on the densitometry scans. Based on the suggestion of Pereraet al. [41], an increased expression
of this protein is defined as a peak area greater than the mean for normal controls (the placebo group)
plus 2 standard deviations of the mean.

Statistical analysis

For continuous variables, the data were tested for normality and homogeneity. If either of these
assumptions was violated, transformations were performed.

The data were subjected to an analysis of variance testing for treatment, leg, cholesterol, and
gender effects. Pair-wise comparisons between groups were made using a least significant difference
test (LSD). A level of probability of less than 0.05 was taken as indicating statistical significance.

RESULTS

Serum cholesterol

Volunteers were selected initially on the basis of a pre-study measurement to represent a wide range of
serum cholesterol values. Figure 1 shows how the serum cholesterol of these subjects varied during the
study. In some cases there was wide variation, but in general there was reasonable consistency in the
classification of low or high. There was, as might be expected, a significant difference between the
meansfor the low and high groups, but no significant difference between males and females. During the
study, there was no evidence of an effect of vitamin C supplementation on serum cholesterol levels.

~ [~}

{mMol/l)
[~2]

[3,]

-9

SERUM CHOLESTEROL LEVEL
w
L

VOLUNTEERS

Fig. 1 Serum cholesterol levels of volunteers in the main study. Serum cholesterol was measured before the
study and at the end of each of the three treatment periods. For each volunteer, the value obtained prior to the
study isindicated by a short horizontal line, and the highest and lowest of the four measurements are linked by a
vertica line, thus indicating the range of values obtained. For clarity, the data are arranged in order of increasing
pre-study cholesterol level. The value of 6.0 mmol/L was used to classify volunteers as having high or low
cholesterol levels during selection for the study.

Plasma vitamin C

For the48individual s, both levels of vitamin C supplementation caused astatistically significant increase
in mean plasma vitamin C level (placebo 11.19 + 0.66 mg/mL; low vitamin C 13.84 + 0.54 mg/mL
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highvitamin C 20.12 + 0.91 mg/mL). Thevaluefor the higher supplementation dosewasalso statistically
significantly higher than that for the lower supplementation level. There was no statistically significant
difference between vitamin C levelsin volunteers with low and high cholesterol levels, but therewas a
statistically significant difference between male and female volunteers. Those volunteers who had a
relatively low vitamin C level in the placebo leg showed the greatest increase when given vitamin C
supplements, but that supplementation had relatively little effect once acertain level had been reached.

Lipid peroxidation

The quantities of lipid peroxidation breakdown products found in plasma varied very little between
volunteers and between treatments. No statistically significant differences were found between low and
high cholesterol groups, males and females, or the three treatment groups. However, there was a small
dose-related reduction in lipid peroxidation breakdown products with vitamin C supplementation.

Total antioxidant capacity

Theoveral data(Table 2) showed agtatistically significant difference between thelow and high cholesterol
groups, the antioxidant capacity being greater in the high cholesterol group. Male volunteers had a
higher mean antioxidant capacity than the females. Vitamin C supplementation significantly increased
antioxidant capacity but there was no statistically significant difference between thelow and high levels
of vitamin C supplementation.

Table 2.Antioxidant capacity (lag time in seconds)

Overall Placebo Low Vitamin C High Vitamin C
Xk ns
Overall 2589+7.0 241.5+95 269.9 £ 13.5 265.0+12.8
n= 141 n=47 n=48 n=46
*%
Low cholesterol 2420+79 ) 229.7+11.0 2524+£17.0 2435+11.6
n=95 n=31 n=32 n=32
L ok
High cholesterol 293.7+12.9 264.4+17.1 305.0 £ 20.1 314.3+£29.2
n=46 / n=16 n=16 n=14
Males 2920+ 11.1 2689+ 15.2 305.8 £22.5 301.4+19.2
n=72 n=24 n=24 n=24
\ *%
Females 2243 +6.2 213.0+79 234.1+11.5 2253+12.2
n =69 J n=23 n=24 n=22

Means =+ standard errors, and levels of significance resulting from data that were subjected to an
analysis of variance and pair-wise comparisons made using a least significant difference test;
" = not significantly different (p > 0.05); * =p <0.05; ** =p <0.01; *** =p <0.001.

Comet assay

Theresults of Comet assays on lymphocytes without challenge and with hydrogen peroxide challenge
respectively showed that there were no statistically significant differencesintheamount of DNA damage
measured by this assay due to cholesterol status, gender, or treatment.

Chromosome aberrations

Tables 3 and 4 show the results of chromosome aberration tests on lymphocytes without challenge and
with bleomycin challenge respectively. Without challenge, there were no statistically significant

© 2000 IUPAC, Pure and Applied Chemistry 72, 973—983
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Table 3. Chromosome aberrations in lymphocytes without bleomycin challenge: % aberrant
metaphases (without bleomycin challenge)

Overall Placebo Low Vitamin C High Vitamin C
ns ns
Overall 1.72+0.13 1.77+0.29 1.61+0.17 1.80+0.18
n=139 n=47 n=47 n=45
ns
Low cholesterol 1.87+0.18 ) 1.88 +£ 0.43 1.77+0.23 1.96 £ 0.24
n=93 n=31 n=231 n=231
? ns
High cholesterol 1.43+0.13 1.56+£0.25 1.28+0.20 1.44+£0.24
n=46 J n=16 n=16 n=14
Males 1.73£0.21 | 1.90 £ 0.56 1.68+£0.23 1.62+0.19
n=69 n=23 n=23 n=23
\ ns
Females 1.72+0.15 1.65+0.21 1.54+0.24 1.98 +0.32
n=70 ) n=24 n=24 n=22

Means = standard errors, and levels of significance resulting from data that were subjected to an
analysis of variance and pair-wise comparisons made using a least significant difference test;
" = not significantly different (p > 0.05); * =p < 0.05; ** = p <0.01; *** =p <0.001.

Table 4. Chromosome aberrations in lymphocytes with 33 pg/mL bleomycin challenge:
% aberrant metaphases

Overall Placebo Low Vitamin C High Vitamin C
ok ns
Overall 6.25+0.24 5.28 £ 0.37 6.77 £ 0.44 6.70 £ 0.42
n=139 n=47 n=47 n=45
*k
Low cholesterol 6.19+ 029 ) 527+045 6.41 £+ 0.50 6.88 + 0.54
n=93 n=31 n=231 n=31
r ns
High cholesterol 6.38 £ 0.43 5.29+0.65 7.53+0.83 6.30 £ 0.61
n=46 J n=16 n=16 n=14
Males 5.80+£0.33 4,69+ 0.50 6.20 + 0.50 6.51 £0.62
n=69 n=23 n=23 n=23
\ *
Females 6.69 £ 0.35 5.84 £ 0.52 7.35+£0.69 6.89+0.56
n=70 ) n=24 n=24 n=22

Means + standard errors, and levels of significance resulting from data that were subjected to an
analysis of variance and pair-wise comparisons made using a least significant difference test;
" = not significantly different (p > 0.05); * =p < 0.05; ** =p <0.01; *** =p <0.001.

differences in the numbers of metaphases with aberrations attributable to cholesterol status, gender, or
treatment. After challenge with bleomycin, however, there was a statistically significant increasein the
incidence of chromosome aberrations after vitamin C supplementation. The effect was significant at
both supplementation levels, but was slightly less marked at the higher level.

Figure 2 summarizes the chromosome aberration data and relates them to the mean plasma vita-
min C levels observed.

© 2000 IUPAC, Pure and Applied Chemistry 72, 973—983
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Fig. 2 Incidence of metaphases with chromosome aberrations in lymphocytes and vitamin C plasma levels.
Volunteers were given placebo, 60 mg vitamin C/day (Low) or 6 g vitamin C/day (High) for 14 days. Datafrom
all 3 treatment periods are combined. Two sets of cultures were established from a blood sample taken from each
volunteer at the end of each treatment period. One set was immediately treated with 33 mg/mL bleomycin for

3 h. The other set was untreated. Chromosome analysis was carried out after 48 h of culture. 200 metaphases
were examined for each set of cultures. Each column represents the mean value for all the volunteers who had
received the same treatment (16 for ato c; 48 for d). Hatched columns represent data for bleomycin-treated
cultures, and unhatched columns represent data for untreated cultures. The mean plasma vitamin C values for
each group are linked by aline. The error bars represent one standard error of the mean.

Ras p21 protein levels

Theplasmalevelsof rasp21 protein were measured in only onetreatment period of thetrial. Anincreased
expression of this protein is defined as a peak area greater than the mean for normal controls (the
placebo group) plus two standard deviations of the mean. Only one sample met this criterion, and that
wasin the placebo group. Thus, there was no detectable differencein ras p21 protein level s between the
treatment groups.

DISCUSSION

The purpose of this study was to investigate whether vitamin C supplementation has a measurable
protective effect against oxidative damage in healthy people consuming their normal diet.

Cholesterol status was considered to be an important factor in the design of the study since a
correlation has been established between serum cholesterol level and risk of coronary heart disease as
well as the severity of atherosclerosis [27-29]. Volunteers were selected to cover as wide a range of
cholesterol levels as possible, without including people on medication or specific diets to reduce cho-
lesterol levels. The study was constructed on the basis of a single assay of cholesterol status but the
assays performed during the trial showed that there was a reasonabl e degree of stability in serum cho-
lesterol for most individuals throughout the duration of the study.

The volunteers in this study had plasma vitamin C concentrations of 4.73-23.54 mg/mL after
placebo treatment and none could therefore be regarded as deficient in vitamin C. Supplementation
with 60 mg/day of vitamin C increased the mean plasma level from 11.19 to 13.84 mg/mL, a modest
increase which was largely due to substantial increasesin those individuals with alow value (less than
about 10 mg/mL) in the placebo treatment group. Supplementation with 6 g vitamin C/day increased
the mean value further to 20.12 mg/mL but this was again a modest increase relative to the 100-fold
increasein vitamin C dose. A leveling-off in plasma vitamin C levels with increasing doses of vitamin
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supplementation has been reported by Hallfrisch et al. [30]. It can be concluded that most of a high-
dose vitamin C supplement is either not absorbed [42] or rapidly excreted. Higher plasmalevels of 800
to 900 mg/mL after chronic intake of vitamin C have been observed in other individuals [42]. A higher
supplementation time might have produced higher plasma levels.

Vitamin C supplementation produced a dose-related but statistically nonsignificant reduction of
thelevel of lipid peroxide breakdown productsin plasma, suggesting that within the range of concentra-
tions seen in this study, vitamin C had some small effect in controlling plasmallipid peroxidation.

The total antioxidant capacity of plasma was increased significantly by vitamin C supplementa-
tion. However, the increases were small (as were the increases in plasma levels of the vitamin itself),
and there was no increase between the 60 mg/day and the 6 g/day supplementation levels. Miller et al.
[37] cite calculations from their own results and those of others, using different methods, showing that
vitamin C contributes only about 10% of the total antioxidant capacity of most human plasma samples.

Previous studies in this |aboratory [39] have shown that, in vitro, vitamin C can protect human
lymphocytes against DNA damage induced by oxidative agents such as hydrogen peroxide, although at
high concentrationsit can exacerbate such damage. In this present study, the results of Comet assayson
lymphocytes showed no evidence of an effect of vitamin C supplementation on either background
levels of DNA damage or on DNA damage induced by hydrogen peroxide.

The chromosome aberration tests showed no evidence of a change in the background frequency
of aberrations in lymphocytes after vitamin C supplementation. The background frequency of aberra-
tionsislow but the results presented are based on examination of between 8,000 and 8,500 metaphases
for each treatment group, allowing conclusions to be drawn with some confidence. The induction of
chromosome aberrations by bleomycin was significantly increased, however, after vitamin C supple-
mentation, suggesting that the vitamin even at moderate level s of intake might exacerbate DNA damage
induced by certain oxidative agents. The significance of the increase in sensitivity to bleomycin is
unclear, but may suggest that increased vitamin C intake predisposes cells to genetic damage by agents
that generate oxygen radicals.

The mechanism by which bleomycin damages DNA has been studied extensively [43] and shown
to involve the formation of a complex between bleomycin, DNA, and a reduced metal ion, usually
ferrous. An increased concentration of ferrousion in the blood samples from vitamin C-treated volun-
teers could have increased the effect of bleomycin. Retrospectively, some serum samples were exam-
ined using acommercial colorimetric assay for serum iron and iron-binding capacity (Sigmaassay). No
systematic difference between unsupplemented and vitamin C-treated volunteers was found. However,
release of ferrousionsfrom ferritin might have occurred intracellularly, causing no net changein plasma.
The effect of vitamin C on iron status and iron-catalyzed oxidative reactions needs more extensive
investigation.

Therewas no effect on rasp21 proteins. These proteins were measured becauseit has been shown
that in workers exposed to various hazardous wastes [44,45] there were increases in ras oncoprotein
levels. Such increases have been used as biomarkers of exposure to supposed genotoxic agents. By
analogy, increased ras oncoproteins have been shown to accompany chromosome damage [46], and
oxidative stress is known to cause chromosome damage, so it was thought that an increase in ras p21
proteins might be a biomarker for oxidative stress.

There was no evidence that cholesterol status affected any of the parameters measured in this
study except for the total antioxidant capacity of plasma that was significantly increased in the high
cholesterol subjects. There were shown to be significant differences between males and females for
plasma vitamin C levels, the antioxidant capacity of the plasmaand for chromosome aberrations after
bleomycin challenge. Gender differences have been shown on previous occasions for other endpoints
such as chromosome damage, sister chromatid exchanges, proliferative rate index, and mitogen-in-
duced blastogenesis [33,47,48].

The results of this study provide no evidence for any of the biomarkers studied of any benefit to
be gained from vitamin C supplementation if an adequate diet is consumed. The volunteers used in the
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study were al healthy and able to provide themselves with agood diet. The observed plasmavitamin C
levels were all within the normal range. Some effect of supplementation on plasma concentration was
seen in individuals with relatively low starting levels but for most, there was very little effect. It is
possible, however, that tissue levels were increased more than plasma levels. The higher supplementa-
tion dose was 100 times the RDA, but had no measurably greater effect than the low dose, apart from
raising plasma concentration by a small amount.

ACKNOWLEDGMENTS

This work formed part of a research project sponsored by the UK Ministry of Agriculture, Fisheries,
and Food, to whom our thanks are due. The results are the property of the Ministry of Agriculture,
Fisheries, and Food and are Crown Copyright.

Theauthorswould liketo thank Christine Springall for organi zation and provision of blood samples,
David Walters for plasma vitamin C assays, Dr. David Lovell and Rachael Dubow for help with study
design and for the statistical analysis, Pamela Jonesfor lymphocyte culture and slide preparation and L.
G. Baker, D. Hand, G. E. Smith, B. A. Tate, and J. M. Truss for reading the slides.

REFERENCES

J. L. Witzum. Lancet 344, 793—795 (1994).

C. E. Cross, A. Van der Vliet, C.A. O'Neill, J. P. Eisenrich. Lancet 344, 930-932 (1994).

P. Jenner. Lancet 344, 796—798 (1994).

M. B. Grisham. Lancet 344, 859-861 (1994).

B. N. Ames. Endogenous DNA damage as related to cancer and ageing (1989).

P. A. Cerutti. Lancet 344, 862863 (1994).

B. N. Ames. In Measuring oxidative damage in humans: relation to cancer and ageing, H. Bartsch,

K. Hemminki, I. K. O’ Neill (Eds.), pp. 407-416. Methods for detecting DNA damaging agentsin

humans. Applications in cancer epidemiology and prevention, (IARC Sci. Publ. No. 89),

International Agency for Research on Cancer, Lyon (1988a).

8. B.N.Ames. In The measurement of oxidative damage in humans: relation to cancer and ageing,
T. Yoshikawa (Ed.), Medical, Biochemical and Chemical Aspects of Free Radicals, Elsevier,
Amsterdam (1988b).

9. B. Halliwell, J. M. C. Gutteridge. Free Radicals in Biology and Medicine, 2™ ed., Clarendon
Press, Oxford (1989).

10. B. Haliwell. Lancet 344, 721723 (1994).

11. B. J Phillips, T. E. B. James, D. Anderson. Mutat. Res. 126, 265-271 (1994).

12.  B. J. Phillips, D. Anderson, S. D. Gangolli. In Free Radicals in Liver Injury, G. Poli, K. H.
Cheeseman, M. U. Diazuni, T. F. Slater (Eds.), pp. 21-25, Therespiratory burst of phagocyte cells
asapotential source of mutagenic species. IRL Press, Oxford (1985).

13. K. Cheeseman. In DNA and Free Radicals, B. Halliwell, O. I. Aruoma (Eds.), pp.109-144. Lipid
peroxidation and cancer. Ellis Horwood, New York, London (1993).

14. E.R. Stadtman. Free Rad. Biol. Med. 9, 315-325 (1990).

15. J. M. McCord. Science 185, 529-531 (1974).

16. D.Anderson. Mutat. Res. 350, 103—108 (1996).

17. K. F Gey. Biblio. Nutr. Dieta No 37 53-91:Karger, Basel (1986).

18. K .F. Gey, G. B. Brubacher, H. B. Stahelin. Am. J. Clin. Nutr. 45, 13681377 (1987).

19. N.E. Stephens, A. Parson, P. M. Schofield, F. Kelly, K. Cheeseman, M. J. Mitchison. Lancet 347,

NogkwbdhpE

© 2000 IUPAC, Pure and Applied Chemistry 72, 973—983



20.
21.

22.
23.
24.

25.
26.
27.
28.
29.
30.

31.

32.
33.

35.

36.
37.
38.

39.
40.

41.

42.
43.

45,
46.

47.
48,

Vitamin C supplementation in humans 983

781785 (1996).

E. W. Flagg, R. J. Coates, R. S. Greenberg. J. Am. Coll. Nutr. 14, 419-427 (1995).

B. N. Ames, P. Motchnik, C. Fraga, H. Helbock. Antioxidant prevention of birth defects and
childhood cancer. Abstract from Conference on Male-mediated Developmental Toxicology,
September 16-19, 1992, Pittsburgh, Pennsylvania (1992).

A. T. Diplock. Fd. Chem. Toxicol. 34, 1013-1023 (1996).

A. T. Diplock. Free Rad. Biol. Med. 14, 303-311 (1987).

(COMA) Committee on Medical Aspects of Food Policy. Report of the panel on dietary reference
valuesfor food energy and nutrientsfor the United Kingdom. Report on health and social subjects
41. Department of Health, HM SO (1991).

G. C. Duthie, K. W. J. Wahle, W. P. T. James. Nutr. Res. Rev. 2, 5161 (19893).

G. C. Duthig, J. R. Arthur, W. P. T. James, H. M. Vint. Ann. NY Acad. Sci. 560, 435438 (1989b).
W. B. Kannel, W. Castelli, T. Gordon et al. Ann. Int. Med. 74, 1-12 (1971).

V. Goldbourt, E. Holtzman, N. N. Neufeld. Br. Med. J. 290, 1239-1243 (1985).

J. Stamler, D. Wenworth, J. Neaton. JAMA 256, 2823-2828 (1986).

J. Hallfrisch, V. N. Singh, D. C. Muller, H. Baldwin, M. E. Bannon. Am. J. Clin. Nutr. 60, 100-105
(1994).

J. L. Smith, R. E. Hodges. Ann. NY Acad. Sci. 498, 144-152 (1987).

A. Coghlan. New Scientist 30, 29-30 (1991).

R. S. Dewdney, D. P. Lovell, P. C. Jenkinson, D. Anderson. Mutat. Res. 171, 43 (1986).

D. Anderson, A. J. Francis, P. Godbert, P. C. Jenkinson, K. R. Butterworth. Mutat. Res. 250, 467—
476 (1991).

D.Anderson, T-W. Yu, B. J. Phillips, P. Schmezer, A. J. Edwards, K. Butterworth, R. Ayesh. In The
Use of the Comet Assay as a Biomarker to Measure the Genetic Effects of Food Chemicalsand the
Protective Effects of Antioxidants Administered in vitro and in vivo, H. Crews, B. Hanley (Eds.),
pp. 48-55, Royal Society of Chemistry (1995).

L.S. Liau, B. L. Lee A. L. New, C. N. Ong. J. Chromat. 29, 63—70 (1993).

N. J. Miller, C. Rice-Evans, M. J. Davies, V. Gopinathan, A. Milner. Clin. <ci. 84, 407-412 (1993).
M. B.Arnao, A. Cano, J. Hernandezruiz, F. Garciacanovas, M. Acosta. Anal. Biochem. 236, 255~
261 (1996).

D. Anderson, T-W. Yu, B. J. Phillips, P. Schmezer. Mutat. Res. 307, 261-271 (1994).

D. Anderson, J. A. Hughes, A. Cebulska-Wasilewska, B. Nizankowska, B. Graca. Mutat. Res.
349, 121-126 (1996).

F. P Perera, K. Hemminki, E. Gryzbowska, G. Motykiewicz, J. Michalska, R. M. Santella, T. L.
Young, C. Dickey, P. Brandt-Rauf, I. DeVivo, W. Blaner, W. Y. Tsai, M. Chorazy. Nature 360,
256-258 (1993).

J. M. Rivers. Ann. NY Acad. Sci. 498, 445453 (1987).

J. Butler, B. M. Hoey. In DNA and Free Radicals, B. Halliwell, O. |. Aruoma (Eds.), pp. 243-273,
Redox cycling drugs and DNA damage. Ellis Horwood, New York, London (1993).

P. W. Brandt-Rauf, S. Smith, H. L. Niman, M. D. Goldstein, E. Favata. J. Soc. Occup. Med. 39,
141-143 (1989).

P. W. Brandt-Rauf, H. L. Niman. Br. J. Med. 45, 689-693 (1998).

D.Anderson, J. A. Hughes, B. Nizankowska, B. Graca, A. Cebulska-Wasilewska, A. Wierzewska,
E. Kasper. Env. Mol. Mutagen. 30, 205-216 (1997).

B. H. Margolin, M. D. Shelby. Env. Mutagen. 7, Suppl.4, 63—72 (1988).

D. Anderson, PC. Jenkinson, R. S. Dewdney, A. J. Francis, P. Godbert, K. R. Butterworth. Mutat.
Res. 204, 407-420 (1988).

© 2000 IUPAC, Pure and Applied Chemistry 72, 973—983



