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Abstract
Introduction: The classical role of vitamin is the regulation of calcium levels
in the blood and in the interstitial fluids. In the last years the role of vitaminD has
been studied in other diseases and in autoimmunity.
Aim: To revise the role of vitamin D in rheumatic diseases.
Results: Studies have suggested a potential role of vitamin D in autoimmune
system and a possible negative correlation with disease activity in SLE patients
that present many risk factors predisposing to low vitamin D serum levels.
Patients with CTD may present low levels of vitamin D and it may relate to the
development into a specific CTD. Patients with SSc present skin fibrosis that
may influence serum levels of vitamin D; in RA a negative correlation between
low levels of vitamin D and disease activity and bone loss has been suggested.
The link between vitamin D and JIA is still discussed, however some studies
showed a similar correlation than in RA. In Kawasaki disease low levels of
vitamin D seem to have a role in coronary complications.
Conclusions: Low levels of vitamin D have been detected in rheumatic
diseases and a negative link between vitamin D deficiency and disease activity
has been suggested.
Keywords: Vitamin D; Systemic lupus erythematosus; Rheumatoid arthritis;
Systemic sclerosis; Juvenile idiopatic arthritis

Introduction
Generality and metabolism
The classic role of vitamin D (Vit) is the regulation of calcium and
phosphorus blood levels. Vit D can be orally ingested or produced
endogenously in the skin with the ultraviolet B light (UV-B) exposure
[1] converting the precursor 7-dehydrocholesterol in pre-vitamin D3
[2], and then in vitamin D3 (cholecalciferol).
Sun exposure is responsible for 80% of requirements, but
dependent to many factors as skin color, creams/cosmetics
occurrence, dress, and lifestyle factors. In the northern hemisphere
from November to March, at latitudes greater than 40° north, sun
exposure is inadequate to trigger the vit D synthesis.
Dietary intake of Vit D is often insufficient because it supplies
only 20% of body’s requirements [1,3]. It can be found in the cod liver
oil and in several vegetables as its precursor ergosterol which is later
converted to vitamin D in the body.
Vit D metabolism may be summarized into several steps: 1) Vit
D intestinal absorption or cutaneous synthesis; 2) Vit D binding
to albumin (11.6%) or a specific glycoprotein (VDBP or vitamin
D-binding protein); 3) the transport in the liver where vitamin D3
is metabolized to 25-hydroxyvitamin D (25(OH)D) or calcifediol,
the major circulation form in the blood [4,5]; 4) hydroxylation
of 25(OH)D to 1,25-dihydroxyvitaminD (1,25(OH)2D3 or calcitriol)
in the kidney by the alpha-hydroxylase. Mechanisms regulating
the 1,25(OH)2D3 production are hypocalcaemia (stimulation of
Parathormone (PTH) secretion and increased 25(OH)D conversion
in 1,25(OH)2D3), hypophosphatemia, and 1,25(OH)2D3 levels (by
feedback mechanisms).
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The main role of Vit D, together with PTH, is the regulation
of calcium levels in the blood and interstitial fluids; the activity of
Vit D leads to the increase in calcium and phosphorus circulating
levels [6]. Further, Vit D receptor is localized in organs involved
in calcium metabolism, as intestine, kidney, parathyroid and bone.
So, the interaction between 1,25(OH)2D3 and its receptor (VDR),
located in the small intestine, increases the transport of calcium from
the intestinal lumen into the circulation, whereas at bone level, Vit
D induces calcium mobilization and in the kidney leads to calcium
reabsorption in the distal tubule [6-8].
Definition of vitamin D levels and prevalence of vitamin D
deficiency
There is no general consensus on the definition of the optimal Vit
D blood level [9]. However, ≤ 10, 11–20, 21–30, and > 30 ng/mL are
defined as severe deficiency, deficiency, insufficiency, and sufficiency,
respectively, in the absence of a consensus regarding appropriate
levels for endocrine and extra-endocrine health [9,10].
Worldwide, Vit D deficiency is a major public health problem
at all ages, even in areas of low latitude and in industrialized
countries [11]. Still, most countries are still lacking data, with very
limited information on infants, children, adolescents and pregnant
women [12]. Based on the current literature, the prevalence of Vit D
deficiency varies from 2 to 30% in adults, and until to 60% of children
and adolescents [11,12].
Other pivotal roles of vitamin D
Beyond the effect played by Vit D on bone mineralization, there
are other important roles. In fact, Vit D receptor is localized in other
organs and tissues as brain, prostate, breast and colon. For example,
Vit D receptors have been discovered in cardiomyocytes together with
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its capacity to influence different cardiovascular risk factors [13,14].
Moreover, antineoplastic Vit D action includes the induction to the
apoptosis of some tumors cells as breast cancer, colon and prostate
cancers. Several studies have highlighted the link between the risk of
cancer and the 25(OH) D serum levels [15,16].
Vitamin D and autoimmunity
The role of Vit D on immunity was supported by the fact that the
VDR is present in almost all cells of immune system, as CD8+ and
CD4+ T-lymphocytes, B-lymphocytes, neutrophils, APC (Antigen
Presenting Cells) and macrophages [17]. In addition it has been shown
that Vit D has an immunosuppressive effect with an enhancement of
innate immunity and a regulation of adaptive immunity [18]. In some
autoimmune diseases such as Multiple Sclerosis (MS), Rheumatoid
Arthritis (RA) and inflammatory bowel diseases T cells target self and
lead the immune system to inflammation in the peripheral tissue.
Therefore the mechanism of these autoimmune reactions is still
unknown, and Vit D status seems to be correlated to autoimmune
diseases [19]. A correlation between the reduced intake of Vit D and
the prevalence of autoimmune diseases (including type I Diabetes
Mellitus (IDDM) and Systemic Lupus Erythematosus (SLE)) has
been found. For example, deficient and insufficient Vit D serum
levels were found in most children with PFAPA (periodic fever,
aphthous stomatitis, pharyngitis and cervical adenitis syndrome)
[20], and cholecalciferol supplementation seems to significantly
reduce the typical PFAPA episodes and their duration, stressing
the hypothesis that hypovitaminosis D might be a significant risk
factor for PFAPA and supporting the role of Vit D as an immuneregulatory factor in this syndrome [20]. Additionally, reduced Vit D
levels were discovered in Down Syndrome (DS), a genetic condition
characterized by a higher prevalence of autoimmune disorders [21];
in DS subjects, hypovitaminosis D is more severe in those who
developed autoimmune diseases [21].

Vitamin D and Innate Immunity
In the innate immunity the TLR (Toll-Like Receptor) are
activated; these receptors are present in polymorphonucleate cells,
macrophages and monocytes and recognizing the pathogens break
out the immune response in the host [22]. The 1.25(OH)2D3 has a
key role in the activation of TLR and in the antimicrobial response
of the host; studies have highlighted its role in the innate immunity
in particular in tuberculosis infection [23]. In addition the autocrine
production of Vit D in dendritic cells seems to have a role in the
homing of T-cells [24]

Vitamin D and Adaptive Immunity
Vit D has an inhibitory action on adaptive immune system
suppressing the proliferation and immunoglobulin production and
retarding the differentiation of precursors into plasma cells [25]; on
the other hand Vit D inhibits Th1 proliferation that is responsible of
IFN and IL-2 production, and macrophages activation [26,27]. Vit D
seems to have a role also on Dendritic Cells (DC) inhibiting with its
intracrine activity their maturation and therefore modulating CD4+
T-cell function [28]; in addition, acting DC APC (antigen presenting
cell), Vit D promotes IL-4, IL-5 and IL-10 production and the
differentiation of T into Th2 is promoted [18]. Finally, Vit D increases
Treg CD4+/CD25+ that produces Il-10, so that the development of
Th1 is blocked thus inhibiting IL-17 secretion by T effectors [24,29].
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Systemic Lupus Erythematosus (SLE)
Many data showed a high prevalence of reduced Vit D levels in
SLE, whereas in other studies the correlation between disease activity
and Vit D deficiency has been ascertained [30,31]. The fact that SLE
patients present reduced Vit D levels has not to be a surprise because
of many risk factors, first of all the photosensitivity that leads patients
to avoid sun exposure or to apply skin creams for sun protection. In
addition, in SLE patient’s kidney damage or chronic therapy with
glucocorticoids may lead to an impaired Vit D metabolism. Also,
antimalarials may represent other cause of Vit D low levels because of a
reduced conversion of vitamin D2 to the biologically active vitamin D3
[32]. Finally, the presence of anti-vitamin D antibodies, in particular
in patients with anti-phospholipid syndrome, has been reported
[19,33]. Many data reported one low 25(OH) D concentration,
demonstrating a common Vit D deficiency and insufficiency in SLE
than in healthy controls [34], whereas other works did not confirm this
datum. Besides, a not significantly different 25(OH) D concentration
was found between patients who used supplements and those who
did not, and among patients in therapy or not with antimalarial
drugs [31]. Conversely, patients with fibromyalgia have comparable
Vit D levels than SLE subjects [35]. Beyond the studies showing
differences in Vit D levels between SLE patients and controls, recent
works highlighted the possible immunomodulatory effect of Vit D
in these patients as a negative correlation between Vit D levels and
SLE disease scores, according both to the European Consensus Lupus
Activity Measurement (ECLAM) and the SLE Disease Activity Index
(SLEDAI). In conclusion, Vit D supplementation is recommended in
these patients for its possible immunomodulatory role [19].

Undifferentiated Connective Tissue Disease
(UCTD)
In UCTD patients some authors have shown significantly lower
Vit D levels in comparison to healthy subjects [36]. As observed in
SLE, also in UCTD lower Vit D levels seem to be correlated to skin
symptoms as photosensitivity, erythema or chronic discoid rash. In
addition, UCTD may progress into an established connective tissue
disease, particularly in the first years of the disease; the same study
detected a lower Vit D levels in patients who evolved into any CTD
[36].

Systemic Sclerosis (SSC)
Recent studies reported a high prevalence of reduced Vit D levels
in systemic sclerosis (SSc) [37,38]. In addition, SSc patients have a
low Bone Mineral Density (BMD) and a high risk of fractures [39].
Nevertheless, other data did not confirm any significant correlation
between Vit D and bone status [38]. However, evaluating patients
with juvenile onset SSc [40], in all Vit D level was <20 ng/mL and a
correlation between Vit D insufficiency and BMAD (bone mineral
apparent density) was found. Other data suggested that Vit D
deficiency may influence the fibrosis progression with a decrease of
antifibrotic factors’ expression [41]. In fact, Arnson Y et al. showed a
significant difference in Vit D levels between healthy controls and SSc
patients, in particular those with a Rodnan skin score≥10 suggesting
an inverse relationship between fibrosis and Vit D concentration [42].
Data regarding the effect of Vit D on SSc skin led to the development
of studies addressed to evaluate the effect of topical Vit D on skin
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fibrosis, suggesting the potential role of calipotriol (CPT), a Vit D
analogue for skin fibrosis in experimental scleroderma [43].

Rheumatoid Arthritis (RA)
Several studies have investigated the role and levels of Vit D in
patients with polyarthritis [44] providing support to hypothesis of a
possible role of Vit D in the disease. A negative correlation between
Vit D levels and tender joint count, DAS28 score and HAQ score
has been found in adults with inflammatory arthritis [44]. Yet, in
rodents, 1,25(OH)2D supplementation may prevent the onset and
the progression of collagen-induced arthritis giving to this hormone
a potential key role in the disease pathogenesis [45]. Few data suggest
the presence of 25(OH) D low levels in patients with Rheumatoid
Arthritis (RA) and its possible association to bone erosions and
osteoporosis [46,47]. Other data demonstrated reduced levels of Vit
D in patients with RA and a negative correlation between these levels
and the disease activity and bone loss [48].
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rheumatic illnesses. Other studies are now mandatory to understand
its role in the pathogenesis of the diseases and its immune-modulatory
and anti-inflammatory effect such as the role of Vit D has been
studied and understood in rachitism and osteoporosis. Moreover,
additional investigations are required to find the best way to Vit D
supplementation.
References
1. Cutolo M. Vitamin D or hormone D deficiency in autoimmune rheumatic
diseases, including undifferentiated connective tissue disease. Arthritis
Research & Therapy. 2008; 10: 123.
2. Arnson Y, Amital H, Shoenfeld Y. Vitamin D and autoimmunity: new
aetiological and therapeutic considerations. Ann Rheum Dis. 2007; 66: 11371142.
3. Cutolo M. Vitamin D and autoimmune rheumatic diseases. Rheumatology
(Oxford). 2009; 48: 210-212.
4. Calvo MS, Whiting SJ, Barton CN. Vitamin D intake: a global perspective of
current status. J Nutr. 2005; 135: 310-316.

Juvenile Idiopathic Arthritis (JIA)

5. SACN (Scientific Advisory Committee on Nutrition). Update on vitamin D.
Position statement. London: The Stationary Office. 2007.

Whilst the association between Vit D levels and disease activity in
RA has been clearly defined [49-51], the link between serum 25(OH)
D levels and JIA is not yet clear. Some works reported that Vit D levels
may influence the prevalence and the outcome of this disease [52,53],
even if no significant difference in 25(OH) levels were observed
between JIA polyarticular and oligoarticular forms by other authors.
Additionally, higher 25(OH) D were found in patients with active JIA
when compared to inactive form [54]. In a large study involving 152
subjects with JIA, all subtypes presented lower Vit D levels if compared
to controls. Also, in patients with active disease and frequent relapses,
25(OH) D is lower than in patients with inactive disease. Noteworthy,
JIA patients with Vit D deficiency showed increased PTH levels, and
a lower bone density in comparison to those with normal value. The
relationship between Vit D deficiency and disease activity has been
studied in Maroccan JIA children, showing a negative correlation
between Vit D levels and DAS28 in oligoarticular and polyarticular
forms, confirming the previous study of Stagi et al. [55]. In a
systematic review, correlation between Vit D and JIA was studied
concluding for a lack in the interpretation of the link between Vit D
and disease activity; however the attention was focused on the need
to standardize 25(OH) D serum levels in the pediatric population,
and in JIA. In another study no association was found between Vit D
and JIA activity. Conversely, others authors stressed the role of Vit D
and calcium in the protection of bone density in JIA children [56-59].

6. Deluca HF, Cantorna MT. Vitamin D: its role and uses in immunology. FASEB
J. 2001; 15: 2579-2585.

Kawasaki disease (KD)
Some data seem suggest low Vit D levels in patients affected by
Kawasaki disease [60], the most common systemic febrile vasculitis
in children, and the major cause of coronary injury in industrialized
countries, suggesting a potential role of Vit D deficiency in the
development of coronary artery complications in KD children.

Conclusion
The data reported have focused the effect of Vit D beyond its
classical role in calcium homeostasis, and highlighted its potential
influence in the development of autoimmune diseases. In the
literature the role of Vit D has been studied in different autoimmune
and inflammatory diseases, as neurological, endocrine, intestinal, and

Submit your Manuscript | www.austinpublishinggroup.com

7. DeLuca HF. Vitamin D: the vitamin and the hormone. Fed Proc. 1974; 33:
2211-2219.
8. Jones G, Strugnell SA, DeLuca HF. Current understanding of the molecular
actions of vitamin D. Physiol Rev. 1998; 78: 1193-1231.
9. Spiro A, Buttriss JL. Vitamin D: An overview of vitamin D status and intake in
Europe. Nutr Bull. 2014; 39: 322-350.
10. Holick MF. Vitamin D deficiency. N Engl J Med. 2007; 357: 266-281.
11. Palacios C, Gonzalez L. Is vitamin D deficiency a major global public health
problem? J Steroid Biochem Mol Biol. 2014; 144 Pt A: 138-145.
12. Stagi S, Pelosi P, Strano M, Poggi G, Manoni C, de Martino M, et al.
Determinants of Vitamin D Levels in Italian Children and Adolescents: A
Longitudinal Evaluation of Cholecalciferol Supplementation versus the
Improvement of Factors Influencing 25(OH)D Status. Int J Endocrinol. 2014;
2014: 583039.
13. Pilz S, Tomaschitz A, Drechsler C, Dekker JM, März W. Vitamin D deficiency
and myocardial diseases. Mol Nutr Food Res. 2010; 54: 1103-1113.
14. Tishkoff DX, Nibbelink KA, Holmberg KH, Dandu L, Simpson RU. Functional
vitamin D receptor (VDR) in the t-tubules of cardiac myocytes: VDR knockout
cardiomyocyte contractility. Endocrinology. 2008; 149: 558-564
15. Fleet JCs. Molecular actions of vitamin D contributing to cancer prevention.
Mol Aspects Med. 2008; 29: 388-396.
16. Souberbielle JC, Body JJ, Lappe JM, Plebani M, Shoenfeld Y, Wang TJ, et al.
Vitamin D and musculoskeletal health, cardiovascular disease, autoimmunity
and cancer: Recommendations for clinical practice. Autoimmunity reviews.
2010; 709-715.
17. Baeke F, Takiishi T, Korf H, Gysemans C, Mathieu C. Vitamin D: modulator of
the immune system. Curr Opin Pharmacol. 2010; 10: 482-496.
18. Adorini L, Penna G. Control of autoimmune diseases by the vitamin D
endocrine system. Nat Clin Pract Rheumatol. 2008; 4: 404-412.
19. Cutolo M, Otsa K. Review: vitamin D, immunity and lupus. Lupus. 2008; 17:
6-10.
20. Stagi S, Bertini F, Rigante D, Falcini F. Vitamin D levels and effects of vitamin
D replacement in children with periodic fever, aphthous stomatitis, pharyngitis,
and cervical adenitis (PFAPA) syndrome. Int J Pediatr Otorhinolaryngol.
2014; 78: 964-968.
21. Stagi S, Lapi E, Romano S, Bargiacchi S, Brambilla A, Giglio S, et al.
Determinants of vitamin d levels in children and adolescents with down
syndrome. Int J Endocrinol. 2015; 2015: 896758.

Austin J Nutri Food Sci 3(4): id1070 (2015) - Page - 03

Falcini F
22. Liu PT, Stenger S, Li H, Wenzel L, Tan BH, Krutzik SR, et al. Toll-like receptor
triggering of a vitamin D-mediated human antimicrobial response. Science.
2006; 311: 1770-1773.
23. Wang TT, Nestel FP, Bourdeau V, Nagai Y, Wang Q, Liao J, et al. Cutting
edge: 1,25-dihydroxy vitamin D3 is a direct inducer of antimicrobial peptide
gene expression. J Immunol. 2004; 173: 2909-2912.
24. Antico A, Tampoia M, Tozzoli R. Il ruolo della vitamina D nelle malattie
autoimmune. LigandAssay 15 (4) 2010.
25. Chen S, Sims GP, Chen XX, Gu YY, Chen S, Lipsky PE. Modulatory effects
of 1,25-dihydroxyvitamin D3 on human B cell differentiation. J Immunol. 2007;
179: 1634-1647.
26. Mattner F, Smiroldo S, Galbiati F, Muller M, Di Lucia P, Poliani PL, et
al. Inhibition of Th1 development and treatment of chronic-relapsing
experimental allergic encephalomyelitis by a non-hypercalcemic analogue of
1,25-dihydroxyvitamin D(3). Eur J Immunol. 2000; 30: 498-508.
27. Cippitelli M, Santoni A. Vitamin D3: a transcriptional modulator of the
interferon-gamma gene. Eur J Immunol. 1998; 28: 3017-3030.
28. Lang PO, Aspinall R. Can we translate vitamin D immunomodulating effect
on innate and adaptive immunity to vaccine response? Nutrients. 2015; 7:
2044-2060.
29. Penna G, Amuchastegui S, Cossetti C, Aquilano F, Mariani R, Sanvito F, et
al. Treatment of experimental autoimmune prostatitis in nonobese diabetic
mice by the vitamin D receptor agonist elocalcitol. J Immunol. 2006; 177:
8504-8511.
30. Stagi S, Cavalli L, Bertini F, de Martino M, Cerinic MM, Brandi ML, et al.
Vitamin D levels in children, adolescents, and young adults with juvenileonset systemic lupus erythematosus: a cross-sectional study. Lupus. 2014;
23: 1059-1065.
31. Miskovic R, Plavsic A, Raskovic S, Jovicic Z, Bolpacic J. Vitamin D status
in patients with systemic lupus erythematosus in Serbia: correlation with
disease activity and clinical manifestations. Lupus. 2015; 3.
32. Barnes TC, Bucknall RC. Vitamin D deficiency in a patient with systemic
lupus erythematosus. Rheumatology (Oxford). 2004; 43: 393-394.
33. Carvalho JF, Blank M, Kiss E, Tarr T, Amital H, Shoenfeld Y. Anti-vitamin
D, vitamin D in SLE: preliminary results. Ann N Y Acad Sci. 2007; 1109:
550-557.
34. Müller K, Kriegbaum NJ, Baslund B, Sørensen OH, Thymann M, Bentzen K.
Vitamin D3 metabolism in patients with rheumatic diseases: low serum levels
of 25-hydroxyvitamin D3 in patients with systemic lupus erythematosus. Clin
Rheumatol. 1995; 14: 397-400.
35. Huisman AM, White KP, Algra A, Harth M, Vieth R, Jacobs JW, et al. Vitamin
D levels in women with systemic lupus erythematosus and fibromyalgia. J
Rheumatol. 2001; 28: 2535-2539.
36. Zold E, Szodoray P, Gaal J, Kappelmayer J, Csathy L, Gyimesi E, et al.
Vitamin D deficiency in undifferentiated connective tissue disease. Arthritis
Res Ther. 2008; 10: R123.
37. Vacca A, Cormier C, Mathieu A, Kahan A, Allanore Y. Vitamin D levels and
potential impact in systemic sclerosis. Clin Exp Rheumatol. 2011; 29: 10241031.
38. Rios-Fernández R, Callejas-Rubio JL, Fernández-Roldán C, Simeón-Aznar
CP, García-Hernández F, Castillo-García MJ, et al. Bone mass and vitamin
D in patients with systemic sclerosis from two Spanish regions. Clin Exp
Rheumatol. 2012; 30: 905-911.

Austin Publishing Group
42. Arnson Y, Amital H, Agmon-Levin N, Alon D, Sánchez-Castañón M, LópezHoyos M, et al. Serum 25-OH vitamin D concentration are linked with various
clinical aspects in patients with systemic sclerosis: a retrospective cohort
study and review of the literature. Autoimmun Rev. 2011; 10: 490-494.
43. Usategui A, Criado G, Del Rey MJ, Faré R, Pablos JL. Topical vitamin D
analogue calcipotriol reduces skin fibrosis in experimental scleroderma. Arch
Dermatol Res. 2014; 306: 757-761.
44. Patel S, Farragher T, Berry J, Bunn D, Silman A, Symmons D. Association
between serum vitamin D metabolite levels and disease activity in patients
with early inflammatory polyarthritis. Arthritis & Rheumatism 2007; 56: 21432149.
45. Cantorna MT, Hayes CE, DeLuca HF. 1,25-Dihydroxycholecalciferol inhibits
the progression of arthritis in murine models of human arthritis. J Nutr. 1998;
128: 68-72.
46. Higgins MJ, Mackie SL, Thalayasingam N, Bingham SJ, Hamilton J, Kelly
CA. The effect of vitamin D levels on the assessment of disease activity in
rheumatoid arthritis. Clin Rheumatol. 2013; 32: 863-867.
47. Haga HJ, Schmedes A, Naderi Y, Moreno AM, Peen E. Severe deficiency of
25-hydroxyvitamin D3 (25-OH-D3) is associated with high disease activity of
rheumatoid arthritis. Clin Rheumatol. 2013; 32: 629-633.
48. Homg Q, Xu J, Xu S, Lian L, Zhang M, Ding C. Associations between serum
25-hydroxyvitamin D and disease activity, inflammatory cytokines and bone
loss in patients with rheumatoid arthritis. Rheumatology. 2014; 53: 19942001.
49. Cutolo M, Otsa K, Laas K, Yprus M, Lehtme R, Secchi ME, et al. Circannual
vitamin d serum levels and disease activity in rheumatoid arthritis: Northern
versus Southern Europe. Clin Exp Rheumatol. 2006; 24: 702-704.
50. Turhanoğlu AD, Güler H, Yönden Z, Aslan F, Mansuroglu A, Ozer C. The
relationship between vitamin D and disease activity and functional health
status in rheumatoid arthritis. Rheumatol Int. 2011; 31: 911-914.
51. Rossini M, Maddali Bongi S, La Montagna G, Minisola G, Malavolta N, Bernini
L, et al. Vitamin D deficiency in rheumatoid arthritis: prevalence, determinants
and associations with disease activity and disability. Arthritis Res Ther. 2010;
12: R216.
52. Shapira Y, Agmon-Levin N, Shoenfeld Y. Geoepidemiology of autoimmune
rheumatic diseases. Nat Rev Rheumatol. 2010; 6: 468-476.
53. Ellis JA, Munro JE, Ponsonby AL. Possible environmental determinants of
juvenile idiopathic arthritis. Rheumatology (Oxford). 2010; 49: 411-425.
54. Miettinen ME, Kinnunen L, Harjutsalo V, Reinert-Hartwall L, Lamberg-Allardt
C, Tuomilehto J, et al. Serum 25-hydroxyvitamin D in juvenile idiopathic
arthritis patients in Finland. Clin Exp Rheumatol. 2013; 31: 988.
55. Stagi S, Bertini F, Cavalli L, Matucci-Cerinic M, Brandi ML, Falcini F.
Determinants of vitamin D levels in children, adolescents, and young adults
with juvenile idiopathic arthritis. J Rheumatol. 2014; 41: 1884-1892.
56. Bouaddi I, Rostom S, El Badri D, Hassani A, Chkirate B, Abouqal R, et al.
Vitamin D concentrations and disease activity in Moroccan children with
juvenile idiopathic arthritis. BMC Musculoskelet Disord. 2014; 15: 115.
57. Nisar MK, Masood F, Cookson P, Sansome A, Ostör AJ. What do we know
about juvenile idiopathic arthritis and vitamin D? A systematic literature review
and meta-analysis of current evidence. Clin Rheumatol. 2013; 32: 729-734.
58. Pelajo CF, Lopez-Benitez JM, Kent DM, Price LL, Miller LC, Dawson-Hughes
B. 25-hydroxyvitamin D levels and juvenile idiopathic arthritis: is there an
association with disease activity? Rheumatol Int. 2012; 32: 3923-3929.

39. Omair MA, Pagnoux C, McDonald-Blumer H, Johnson SR. Low bone density
in systemic sclerosis. A systematic review. J Rheumatol. 2013; 40: 18811890.

59. Okumus O, Erguven M, Deveci M, Yilmaz O, Okumus M. Growth and bone
mineralization in patients with juvenile idiopathic arthritis. Indian J Pediatr.
2008; 75: 239-243.

40. Shinjo SK, Bonfá E, de Falco Caparbo V, Pereira RM. Low bone mass in
juvenile onset sclerosis systemic: the possible role for 25-hydroxyvitamin D
insufficiency. Rheumatol Int. 2011; 31: 1075-1080.

60. Stagi S, Rigante D, Lepri G, Matucci Cerinic M, Falcini F. Severe vitamin D
deficiency in patients with Kawasaki disease: a potential role in the risk to
develop heart vascular abnormalities? Clin Rheumatol. 2015;.

41. Artaza JN, Norris KC. Vitamin D reduces the expression of collagen and
key profibrotic factors by inducing an antifibrotic phenotype in mesenchymal
multipotent cells. J Endocrinol. 2009; 200: 207-221.

Submit your Manuscript | www.austinpublishinggroup.com

Austin J Nutri Food Sci 3(4): id1070 (2015) - Page - 04

