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Several epidemiologic and clinical studies have suggested that there is a strong association between hypovitaminosis D and
cardiovascular disease (CVD). Hypovitaminosis D was reported as a risk factor for increased cardiovascular events among 1739
adult participants in the Framingham Offspring Study. Analysis of more than 13,000 adults in the Third National Health and
Nutrition Examination Survey (NHANES III) showed that even though hypovitaminosis D is associated with an increased
prevalence of CVD risk factors, its association with all-cause mortality is independent of these risk factors. Importantly,
epidemiologic studies suggested that patients who had chronic kidney disease and were treated with activated vitamin D had
a survival advantage when compared with those who did not receive treatment with these agents. Mechanistically, emerging
data have linked vitamin D administration with improved cardiac function and reduced proteinuria, and hypovitaminosis D
is associated with obesity, insulin resistance, and systemic inflammation. Preliminary studies suggested that activated vitamin
D inhibits the proliferation of cardiomyoblasts by promoting cell-cycle arrest and enhances the formation of cardiomyotubes
without inducing apoptosis. Activated vitamin D has also been shown to attenuate left ventricular dysfunction in animal
models and humans. In summary, emerging studies suggest that hypovitaminosis D has emerged as an independent risk factor
for all-cause and cardiovascular mortality, reinforcing its importance as a public health problem. There is a need to advance
our understanding of the biologic pathways through which vitamin D affects cardiovascular health and to conduct prospective
clinical interventions to define precisely the cardioprotective effects of nutritional vitamin D repletion.
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A growing body of evidence suggests that people who
are deficient in 25-hydroxyvitamin D [25(OH)D] have
higher risks for numerous chronic medical conditions

(1–3). In this review, we present the emerging data that support
this link. Vitamin D is either produced in the skin via the effects
of ultraviolet light or ingested with food and/or supplements.
This vitamin D undergoes hydroxylation in the liver to produce
25(OH)D. It is widely believed that the renal enzyme 25(OH)D-
1�-hydroxylase is primarily responsible for producing the cir-
culating levels of the activated form of vitamin D, the hormone
1,25(OH)D. 25(OH)D-1�-hydroxylase is located in the inner
mitochondrial membrane and is a cytochrome P-450 monoox-
ygenase. Most of the biologic activities of 1,25(OH)D are medi-
ated by its binding to a high-affinity receptor that acts as a
ligand-activated transcription factor. The major steps involved
in the control of gene transcription by the vitamin D receptor
(VDR) include ligand binding, heterodimerization with retin-
oid X receptor, binding of the heterodimer to vitamin D re-
sponse elements, and recruitment of other nuclear proteins into
the transcriptional preinitiation complex. 1,25(OH)D may also

act through non–VDR- or nongenomic VDR-mediated path-
ways (4–6).

There is increasing evidence that the kidney is not unique in
its ability to convert 25(OH)D to 1,25(OH)D, It was recently
demonstrated that many tissues not only express the VDR but
also possess 25(OH)D-1�-hydroxylase activity. The role of this
paracrine production of 1,25(OH)D in these tissues is not well
understood, but a variety of in vitro studies indicated that this
process may be involved in a wide range of physiologic func-
tions, including regulation of cytokines, inflammatory and/or
fibrotic pathways, the renin-angiotensin system, vascular and
cardiac cell function, immune response modulation, cell growth
and differentiation, and others (7–15). Several of the biologic
pathways through which the effects of 1,25(OH)D are mediated
remain poorly understood but may account for its role in
cardiovascular health (Figure 1).

Epidemiology of Hypovitaminosis D and
Cardiovascular Disease in the General
Population

Several epidemiologic and clinical studies have suggested
that there is a strong association between hypovitaminosis D
and cardiovascular disease (CVD). Scragg et al. (16) reported an
inverse relationship between serum 25(OH)D levels and myo-
cardial infarction in a community setting. This affect may be
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mediated in part through increased physical activity (17). Mar-
tins et al. (18) analyzed data from more than 13,000 adults in the
Third National Health and Nutrition Examination Survey
(NHANES III) and demonstrated that there is a strong associ-
ation between hypovitaminosis D and key CVD risk factors
(BP, diabetes, overweight, hypertriglyceridemia, but not hyper-
cholesterolemia) after adjustment for multiple variables. Fur-
thermore, several studies have now shown that hypovitamin-

osis D is a predictor of all-cause and cardiovascular mortality
(Table 1), independent of the traditional risk factors (19–21).
Thus, these data have consistently demonstrated that there is a
graded, inverse relationship between serum 25(OH)D levels
and CVD that seems to be most evident as levels fall below 20
to 25 ng/ml. In addition, Pfeifer et al. (22) reported a fall in BP,
heart rate, and parathyroid hormone levels after the short-term
administration of 800 IU of 25(OH)D plus 1200 mg of calcium
versus 1200 mg/d calcium alone to elderly women (mean age 74
yr; mean 25(OH)D level �20 ng/ml), suggesting that inade-
quate intake of 25(OH)D and calcium could play a contributory
role in the pathogenesis and progression of hypertension and
CVD in this cohort.

Epidemiology of Hypovitaminosis D and
CVD in Patients with Chronic Kidney
Disease

Chronic kidney disease (CKD) is now recognized as a powerful
cardiovascular risk factor (23). Agarwal et al. (24) found that the
administration of an activated vitamin D analog (paricalcitol) re-
duced proteinuria in 51% of the 57 patients with CKD in compar-
ison with only 25% of the 61 study participants who received
placebo (P � 0.004), suggesting a direct vascular effect of vitamin
D. At least three observational studies of patients with CKD—one
in non–dialysis-dependent and two in dialysis-dependent pa-
tients—have reported an increased risk for death (both non–
dialysis-dependent and dialysis-dependent patients) or composite

Figure 1. Conceptual model of major pathways through which
vitamin D deficiency may lead to CVD.

Table 1. Summary of epidemiologic studies that have shown an association between hypovitaminosis D and
mortality/cardiovascular events in the general population

Reference N Population Follow-up Key Findings

Dobnig et al., (21) 2008 3258 Single center, referred
for coronary
angiography

7.7 yr Lower two quartiles of serum
25(OH)D with higher all-
cause and cardiovascular
mortality

Giovannucci et al., (56),
2008

18,255 Health Professionals
Follow-up Study,
men 40 to 70 yr

Up to 10 yr Adjusted hazards for
myocardial infarction
compared with 25(OH)D
levels �30 ng/ml: �15,
2.09; 15 to 22.5, 1.43; and
22.6 to 29.9, 1.60

Pilz et al., (57), 2008 3316 Single center, referred
for coronary
angiography

7.7 yr Low vitamin D levels
associated with increased
fatal/nonfatal strokes

Wang et al., (19), 2008 1739 Framingham Offspring
Study

5.4 yr Low serum 25(OH)D levels
(�15 ng/ml versus �15
ng/ml) associated with
increased cardiovascular
events

Melamed et al., (20)
2008

13,311 Third National Health
and Nutrition
Examination Survey

8.7 yr Lowest quartile of serum
25(OH)D (�17.8 ng/ml)
with higher all-cause
mortality than highest
quartile
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risk for death and ESRD (nondialysis patients) in patients with
low serum 25(OH)D levels (Table 2).

Equally as important, observational studies have shown an
association between treatment with activated vitamin D (pre-
sumably for secondary hyperparathyroidism) and lower all-
cause and cardiovascular mortality in patients with CKD, both
in the early stages (25–27) and in those who receive renal
replacement therapy (28–30). Unfortunately, data on serum
25(OH)D were not available in any of these studies.

Vitamin D and Cardiac Hypertrophy
Left ventricular hypertrophy (LVH) is recognized as one of

the strongest risk factors for cardiovascular mortality, espe-
cially in patients with CKD (31). The increased rates of pressure
and volume overload in patients with CKD can accelerate
cardiac myocyte apoptosis and fibrosis. At the same time, ac-
tivation of neurohormonal systems, growth factors, and cyto-
kines as well as associated downstream intracellular signals can
affect cardiac hypertrophy, apoptosis, and fibrosis, leading to
LVH and/or cardiac dysfunction (32–34); however, the large
variability in LV mass in the CKD population suggests that
other risk factors may also play a role.

Not only are low levels of 25(OH)D pervasive in patients
with CKD (35), but also two small clinical trials of hemodialysis
patients have shown that treatment with activated vitamin D
[1,25(OH)D or related analogs] may lead to regression of LVH,
suggesting a cardioprotective action (36,37). Indeed, activated
vitamin D may affect the myocardium directly and play a role
in the regulation of myocyte hypertrophy, because cardiac hy-
pertrophy has been observed in the hearts of VDR knockout
mice (38). Activated vitamin D has been shown to downregu-
late proliferation and hypertrophy in cultured cardiomyocytes
(39,40). Moreover, Bodyak et al. (41) showed that activated
vitamin D, paricalcitol, attenuated sodium-induced LV abnor-
malities in Dahl salt-sensitive hypertensive rats and when ad-
ministered to dialysis patients improved diastolic function and
reduced LV thickness when compared with patients who did
not receive activated vitamin D. In preliminary studies, we
found that in comparison with cardiomyocyte cells cultured in
the absence of activated vitamin D, the addition of 1,25(OH)D

(1) inhibited cell proliferation; (2) enhanced cardiomyocyte for-
mation; (3) exerted a protective effect against apoptosis; and (4)
promoted a generalized decreased in the expression of genes
related to the regulation of the cell cycle, such as cyclins A1, C,
and E and cyclin-dependent kinases Cdk2 and Cdk4 (42). In
summary, these findings suggest that it is potentially possible
that correcting vitamin D deficiency could contribute to im-
prove cardiac structure and function, thereby ameliorating car-
diovascular risk.

Vitamin D and Vascular Health
The ubiquity of the VDR and tissue 25(OH)D-1�-hydroxylase

provides insights into several pathobiologic pathways through
which hypovitaminosis D may mediate vascular health in ad-
dition to those outlined already (Figure 2). The VDR knockout
mouse, an animal model that emulates vitamin D deficiency,
displays increased BP, serum angiotensin, and tissue renin (14).
In vitro studies using a juxtaglomerular cell model have shown
that 1,25(OH)D as well as other vitamin D analogs directly
suppress renin gene expression via a vitamin D response ele-
ment that is present in the renin gene (14). Vitamin D analogs
have been shown to inhibit the production of several proin-
flammatory Th-1 cytokines, such as IL-2 and IFN-�, while
stimulating the effects of Th-2 lymphocytes, leading to a reduc-
tion in matrix metalloproteinase (MMP) and reducing plaque
production and/or instability (43); it also favors the induction
of T regulatory cells partly through the induction of tolerance-
inducing dendritic cells. Furthermore, it has been shown to
have immunosuppressive effects whereby it reduces the pro-
liferation of lymphocytes and the production of cytokines,
which have been identified as having an important role in
atherogenesis (43) (Figure 3).

VDR agonists have also been shown to downregulate plas-
minogen activator inhibitor 1 (PAI-1) in human aortic smooth
muscle cells but not endothelial cells. This is likely due to the
lack of VDR expression in the endothelial cells studied (8).
Studies with mouse embryonic fibroblasts from VDR knockout
mice showed an increase in profibrotic factors (NF-�B tran-
scriptional activity, IL-6, and TNF-�) in comparison with cells
cultured from wild-type mice (44). Although provocative, the

Table 2. Summary of epidemiologic studies that have shown an association between hypovitaminosis D and
mortality/cardiovascular events in individuals with CKD

Reference N Population Follow-up Key Findings

Wolf et al., (58), 2007 825 Patients with ESRD, undergoing
hemodialysis

90 d �10 ng/ml with higher all-
cause mortality than with
�30 ng/ml

Wang et al., (59), 2008 230 Patients with ESRD, undergoing
peritoneal dialysis

Up to 3 yr Significant increase in risk for
fatal/nonfatal
cardiovascular events with
levels �18 ng/ml

Ravani et al., (60), 2009 168 Stages 2 to 5 CKD, CKD clinic 4 yr 25(OH)D is an independent
inverse predictor of ESRD
and mortality

Clin J Am Soc Nephrol 4: 1515–1522, 2009 Moving Points in Nephrology 1517

Jesus
Highlight

Jesus
Highlight



knockout mouse does not allow direct inference to deficient
levels of vitamin D and is confounded by a myriad of a coun-
terregulatory set of gene activities in the setting of an absent
VDR. To examine more closely the VDR-mediated, parathyroid
hormone/calcium-independent effects of vitamin D on profi-
brotic pathways, we performed a series of experiments on a
mesenchymal multipotent cell line with potential to differenti-
ate along endothelial lines and to be used for applications such
as neovascularization and tissue engineering (45). We found
that incubating this multipotent cell line with vitamin D led to

increased expression and nuclear translocation of the VDR;
decreased expression of TGF-�1 and plasminogen activator
inhibitor 1; decreased expression of collagens I and III and
other collagens isoforms; and increased expression of several
antifibrotic factors, such as bone morphogenic protein 2 and 7,
(TGF� antagonist), MMP8 (a collagen breakdown inducer), and
follistatin (an inhibitor of the profibrotic factor myostatin) (15)
(Figure 4).

Vitamin D is associated not only with multiple pathways that
regulate the early stages of atherogenesis, per se, but also with
vascular calcification. The role of activated vitamin D adminis-
tration on vascular calcifications has remained a paradox, but
recent findings using a mouse model suggested that the admin-
istration of calcitriol and paricalcitol, at dosages sufficient to
correct secondary hyperparathyroidism, were protective
against aortic calcification, whereas higher dosages stimulated
aortic calcification (46). Protective dosages of 1,25(OH)D sup-
pressed aortic osteoblastic gene expression, which is normally
increased in CKD, suggesting a mechanism for this inhibition of
aortic calcification. In addition, evidence suggested that Wnt
signaling may modulate vascular calcification via osteoblastic
differentiation of vascular smooth muscle cells, reinforcing the
role of osteoblast regulation in vascular calcification (47,48).
The relationship between vitamin D and vascular health is
reinforced at a clinical level by Melamed et al., who reported an
80% increase in the adjusted prevalence of peripheral artery
disease among NHANES participants with the lowest quartile
of 25(OH)D (�17.8 ng/ml) in comparison with those in the
highest quartile (�29.2 ng/ml) (49). Similar associations of

Figure 3. Vitamin D, lymphocyte, and macrophage involvement in atherosclerosis. Recent studies suggest that lymphocytes and
macrophages play the initial role in the generation of atheromas. It is hypothesized that Th1 cells start producing excess IFN-�,
which is a potent stimulator of macrophage activity. Activated macrophages secrete IL-1�, IL-6, and TNF-�. These cytokines
recruit additional monocytes, increase LDL oxidation, and generate production of MMPs that can destabilize the plaque to cause
rupture and thrombosis. In contrast, the TH2 lymphocyte subset is called the antiatherogenic phenotype, because these cells
produce IL-10, a good cytokine that suppresses macrophage activation and Th1 proliferation. PPAR, peroxisome proliferator–
activated receptor. Adapted from references 43 and 55.

Figure 2. Nonclassical aspects of differential VDR activation:
Implications for survival in patients with CKD. Adapted from
reference 54.
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peripheral artery disease and low serum levels of 25(OH)D
were reported by Fahrleitner and colleagues (50,51).

The aforementioned data suggest that vitamin D has multiple
immunomodulatory effects and regulates cytokines, profi-
brotic, and proinflammatory pathways and the renin-angioten-
sin system (9–14) through the VDR. Some effects, such as
downregulation of TGF-�1, may occur through vitamin D–me-
diated nongenomic pathways (52). The preponderance of data
link vitamin D deficiency or lack of activation of the VDR with
the modulation of gene transcription and associated signaling
pathways that may contribute to the acceleration of cardiovas-
cular pathology.

Future Directions
Prospective studies are needed to assess the efficacy of

25(OH)D repletion in patients with CKD/ESRD, in both the
presence and absence of activated 1,25(OH)D (or analog) reple-
tion. Studies are needed to evaluate the existence of potential
“nongenomic” or other direct cellular effects of 25(OH)D and
how these may be linked to 1,25(OH)D through modulation of
the VDR or 25(OH)D-1�-hydroxylase expression. Studies are
needed to understand better the role of 25(OH)D and local
25(OH)D-1�-hydroxylase on vascular and cardiac function as
well as the role of 24,25(OH)D in select organs. Studies are
needed to characterize the gene–environment interactions that
influence 25(OH)D and 1,25(OH)D, as well as to define the
interdependence of 25(OH)D, 1,25(OH)D, and novel vitamin D
analogs for vascular health. As we extend our understanding of

25(OH)D, 1,25(OH)D, and novel vitamin D analogs on the
renin-angiotensin system, endothelial function, cardiac and re-
nal fibrosis, immune regulation, insulin resistance, adipokines,
and related vascular mediators, we will be better positioned as
a renal community to advance the emerging recognition of
25(OH)D deficiency as an underestimated public health prob-
lem and 25(OH)D repletion as an important public health so-
lution.

Conclusions
Vitamin D seems to play an important role in cardiovascular

health. Emerging studies suggest that vitamin D has important
indirect effects via traditional and possibly nontraditional CVD
risk factors as well as direct effects on cardiac and vascular
cells. This confluence of emerging reports on the ubiquitous
role of vitamin D in cardiovascular health and the graded
relationship between vitamin D levels and clinical outcomes
supports the need to reassess the current position on which
levels of vitamin D constitute vitamin D insufficiency and
necessitate vitamin D repletion. The current recommended lev-
els of serum 25(OH)D (30 to 32 ng/ml) and vitamin D supple-
mentation guidelines (see next paragraph) are primarily based
on predicted needs to maintain optimum bone health and to
prevent rickets but do not address the vitamin D requirements
that may be necessary to minimize the initiation and/or pro-
gression of CVD and CVD risk factors.

Given our evolving understanding of vitamin D and cardio-
vascular health, more effective strategies are needed to address

Figure 4. Vitamin D reverts the fibrotic process induced by 5�-azacytidine (AZCT) in mesenchymal multipotent cells. (A) In the
absence of vitamin D, an injury triggers the inflammatory cascade, which can lead to a fibrotic process (progressive scarring). (B)
1,25(OH)D (the active form of vitamin D) induces a VDR-mediated antifibrotic signaling phenotype in multipotent mesenchymal
cells characterized by a decreased expression of profibrotic markers (TGF-�1, plasminogen activator inhibitor 1 [PAI-1], myostatin)
and an increased expression of antifibrotic markers (bone morphogenic protein 2 [BMP2] and 7 [BMP7], follistatin, MMP8),
leading to an effective reduction in collagen expression, the ultimate marker of a fibrotic condition. Adapted from reference 15.
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the unattended epidemic of hypovitaminosis D with nearly
50% of Americans estimated to have serum 25(OH)D levels �30
ng/ml. Presently, the recommended daily vitamin D intake is
200 IU/d for people up to 50 yr of age, 400 IU/d for people
between 51 and 70 yr of age, and 600 IU/d for people who are
older than 70 yr; however, given the daily metabolic use of
vitamin D being approximately 4000 IU many authorities now
believe vitamin D supplementation in the range of 1000 to 4000
IU/d may be required to maintain adequate levels in the gen-
eral population; studies suggest that dosages as high as 10,000
IU/d can be given safely (53). These findings reinforce the
importance of firmly establishing the evidence base required to
address hypovitaminosis D as an important public health prob-
lem and to inform more precisely future clinical guidelines as to
what is likely required to achieve adequate vitamin D levels in
people who are at risk for CVD, in both the absence and
presence of CKD. There still remains a great need to advance
our understanding of the biologic pathways through which
vitamin D mediates cardiovascular function to improve our
ability to target therapies, as well as prospective clinical inter-
ventions to advance our evidence of the efficacy of vitamin D
repletion on cardiovascular health.

Acknowledgments
J.N.A. is supported by grants RR019234 and MD00182. R.M. is sup-

ported by grants from the National Institutes of Health (RR18298),
American Heart Association (0855179F) and DaVita Inc. K.N. is sup-
ported by National Institutes of Health grants RR14616, RR11145,
RR019234, and MD00182.

Disclosures
R.M. has received research support from Amgen, Baxter Health Care,

and Shire and honoraria from Baxter Health Care and Shire and has
served as a consultant for Novartis. K.N. has received honoraria from
Abbott, Amgen, Merck, Pfizer, and Monarch pharmaceuticals.

References
1. Holick MF: The vitamin D epidemic and its health conse-

quences. J Nutr 135: 2739S–2748S, 2005
2. Holick MF: Vitamin D deficiency. N Engl J Med 357: 266–

281, 2007
3. Rostand SG: Ultraviolet light may contribute to geographic

and racial blood pressure differences. Hypertension 30: 150–
156, 1997

4. Yuan W, Pan W, Kong J, Zheng W, Szeto FL, Wong KE,
Cohen R, Klopot A, Zhang Z, Li YC: 1,25-Dihydroxyvita-
min D3 suppresses renin gene transcription by blocking
the activity of the cyclic AMP response element in the renin
gene promoter. J Biol Chem 282: 29821–29830, 2007

5. Revelli A, Massobrio M, Tesarik J: Nongenomic effects of
1alpha,25-dihydroxyvitamin d(3). Trends Endocrinol Metab
9: 419–427, 1998

6. Zanello LP, Norman A: 1Alpha,25(OH)2 vitamin D3 ac-
tions on ion channels in osteoblasts. Steroids 71: 291–297,
2006

7. Dusso AS, Brown AJ, Slatopolsky E: Vitamin D. Am J
Physiol Renal Physiol 289: F8–F28, 2005

8. Al-Badr W, Martin KJ: Vitamin D and kidney disease. Clin
J Am Soc Nephrol 3: 1555–1560, 2008

9. Liu PT, Stenger S, Li H, Wenzel L, Tan BH, Krutzik SR,
Ochoa MT, Schauber J, Wu K, Meinken C, Kamen DL,
Wagner M, Bals R, Steinmeyer A, Zugel U, Gallo RL,
Eisenberg D, Hewison M, Hollis BW, Adams JS, Bloom BR,
Modlin RL: Toll-like receptor triggering of a vitamin D-
mediated human antimicrobial response. Science 311:
1770–1773, 2006

10. Saggese G, Federico G, Balestri M, Toniolo A: Calcitriol
inhibits the PHA-induced production of IL-2 and IFN-
gamma and the proliferation of human peripheral blood
leukocytes while enhancing the surface expression of HLA
class II molecules. J Endocrinol Invest 12: 329–335, 1989

11. Tan X, Li Y, Liu Y: Paricalcitol attenuates renal interstitial
fibrosis in obstructive nephropathy. J Am Soc Nephrol 17:
3382–3393, 2006

12. Wu-Wong JR, Nakane M, Ma J: Effects of vitamin D ana-
logs on the expression of plasminogen activator inhibitor-1
in human vascular cells. Thromb Res 118: 709–714, 2006

13. Zhang Z, Sun L, Wang Y, Ning G, Minto AW, Kong J,
Quigg RJ, Li YC: Renoprotective role of the vitamin D
receptor in diabetic nephropathy. Kidney Int 73: 163–171,
2008

14. Li YC, Kong J, Wei M, Chen ZF, Liu SQ, Cao LP: 1,25-
Dihydroxyvitamin D(3) is a negative endocrine regulator
of the renin-angiotensin system. J Clin Invest 110: 229–238,
2002

15. Artaza JN, Norris KC: Vitamin D reduces the expression of
collagen and key profibrotic factors by inducing an antifi-
brotic phenotype in mesenchymal multipotent cells. J En-
docrinol 200: 207–221, 2009

16. Scragg R, Jackson R, Holdaway IM, Lim T, Beaglehole R:
Myocardial infarction is inversely associated with plasma
25-hydroxyvitamin D3 levels: A community-based study.
Int J Epidemiol 19: 559–563, 1990

17. Scragg R, Holdaway I, Jackson R, Lim T: Plasma 25-hy-
droxyvitamin D3 and its relation to physical activity and
other heart disease risk factors in the general population.
Ann Epidemiol 2: 697–703, 1992

18. Martins D, Wolf M, Pan D, Zadshir A, Tareen N, Thadhani
R, Felsenfeld A, Levine B, Mehrotra R, Norris K: Preva-
lence of cardiovascular risk factors and the serum levels of
25-hydroxyvitamin D in the United States: Data from the
Third National Health and Nutrition Examination Survey.
Arch Intern Med 167: 1159–1165, 2007

19. Wang TJ, Pencina MJ, Booth SL, Jacques PF, Ingelsson E,
Lanier K, Benjamin EJ, D’Agostino RB, Wolf M, Vasan RS:
Vitamin D deficiency and risk of cardiovascular disease.
Circulation 117: 503–511, 2008

20. Melamed ML, Michos ED, Post W, Astor B: 25-Hydroxyvi-
tamin D levels and the risk of mortality in the general
population. Arch Intern Med 168: 1629–1637, 2008

21. Dobnig H, Pilz S, Scharnagl H, Renner W, Seelhorst U,
Wellnitz B, Kinkeldei J, Boehm BO, Weihrauch G, Maerz
W: Independent association of low serum 25-hydroxyvita-
min d and 1,25-dihydroxyvitamin d levels with all-cause
and cardiovascular mortality. Arch Intern Med 168: 1340–
1349, 2008

22. Pfeifer M, Begerow B, Minne HW, Nachtigall D, Hansen C:
Effects of a short-term vitamin D(3) and calcium supple-
mentation on blood pressure and parathyroid hormone

1520 Clinical Journal of the American Society of Nephrology Clin J Am Soc Nephrol 4: 1515–1522, 2009

Jesus
Highlight

Jesus
Highlight



levels in elderly women. J Clin Endocrinol Metab 86: 1633–
1637, 2001

23. Sarnak MJ, Levey AS, Schoolwerth AC, Coresh J, Culleton
B, Hamm LL, McCullough PA, Kasiske BL, Kelepouris E,
Klag MJ, Parfrey P, Pfeffer M, Raij L, Spinosa DJ, Wilson
PW, American Heart Association Councils on Kidney in
Cardiovascular Disease, High Blood Pressure Research,
Clinical Cardiology, and Epidemiology and Prevention:
Kidney disease as a risk factor for development of cardio-
vascular disease: A statement from the American Heart
Association Councils on Kidney in Cardiovascular Disease,
High Blood Pressure Research, Clinical Cardiology, and
Epidemiology and Prevention. Circulation 108: 2154–2169,
2003

24. Agarwal R, Acharya M, Tian J, Hippensteel RL, Melnick
JZ, Qiu P, Williams L, Batlle D: Antiproteinuric effect of
oral paricalcitol in chronic kidney disease. Kidney Int 68:
2823–2828, 2005

25. Shoben AB, Rudser KD, de Boer IH, Young B, Kestenbaum
B: Association of oral calcitriol with improved survival in
nondialyzed CKD. J Am Soc Nephrol 19: 1613–1619, 2008

26. Kovesdy CP, Ahmadzadeh S, Anderson JE, Kalantar-Za-
deh K: Association of activated vitamin D treatment and
mortality in chronic kidney disease. Arch Intern Med 168:
397–403, 2008

27. Kovesdy CP, Kalantar-Zadeh K: Vitamin D receptor acti-
vation and survival in chronic kidney disease. Kidney Int
73: 1355–1363, 2008

28. Teng M, Wolf M, Ofsthun MN, Lazarus JM, Hernan MA,
Camargo CA Jr, Thadhani R: Activated injectable vitamin
D and hemodialysis survival: a historical cohort study.
J Am Soc Nephrol 16: 1115–1125, 2005

29. Kalantar-Zadeh K, Kuwae N, Regidor DL, Kovesdy CP,
Kilpatrick RD, Shinaberger CS, McAllister CJ, Budoff MJ,
Salusky IB, Kopple JD: Survival predictability of time-
varying indicators of bone disease in maintenance hemo-
dialysis patients. Kidney Int 70: 771–780, 2006

30. Wolf M, Betancourt J, Chang Y, Shah A, Teng M, Tamez H,
Gutierrez O, Camargo CA Jr, Melamed M, Norris K,
Stampfer MJ, Powe NR, Thadhani R: Impact of activated
vitamin D and race on survival among hemodialysis pa-
tients. J Am Soc Nephrol 19: 1379–1388, 2008

31. Zoccali C, Benedetto FA, Mallamaci F, Tripepi G, Giacone
G, Cataliotti A, Seminara G, Stancanelli B, Malatino LS:
Prognostic impact of the indexation of left ventricular mass
in patients undergoing dialysis. J Am Soc Nephrol 12: 2768–
2774, 2001

32. Hunter JJ, Chien KR: Signalling pathways for cardiac hy-
pertrophy and failure. N Engl J Med 341: 1276–1282, 1999

33. Middleton RJ, Parfrey PS, Foley RN: Left ventricular hy-
pertrophy in the renal patient. J Am Soc Nephrol 12: 1079–
1084, 2001

34. Zoccali C, Mallamaci F, Maas R, Benedetto FA, Tripepi G,
Malatino LS, Cataliotti A, Bellanuova I, Boger R: Left ven-
tricular hypertrophy, cardiac remodeling and asymmetric
dimethylarginine (ADMA) in hemodialysis patients. Kid-
ney Int 62: 339–345, 2002

35. Levin A, Bakris GL, Molitch M, Smulders M, Tian J, Wil-
liams LA, Andress DL: Prevalence of abnormal serum
vitamin D, PTH, calcium, and phosphorus in patients with
chronic kidney disease: Results of the study to evaluate
early kidney disease. Kidney Int 71: 31–38, 2007

36. Park CW, Oh YS, Shin YS, Kim CM, Kim YS, Kim SY, Choi
EJ, Chang YS, Bang BK: Intravenous calcitriol regresses
myocardial hypertrophy in hemodialysis patients with sec-
ondary hyperparathyroidism. Am J Kidney Dis 33: 73–81,
1999

37. Kim HW, Park CW, Shin YS, Kim YS, Shin SJ, Kim YS, Choi
EJ, Chang YS, Bang BK: Calcitriol regresses cardiac hyper-
trophy and QT dispersion in secondary hyperparathyroid-
ism on hemodialysis. Nephron Clin Pract 102: c21–c29, 2006

38. Xiang W, Kong J, Chen S, Cao LP, Qiao G, Zheng W, Liu
W, Li X, Gardner DG, Li YC: Cardiac hypertrophy in
vitamin D receptor knockout mice: Role of the systemic
and cardiac renin-angiotensin systems. Am J Physiol Endo-
crinol Metab 288: E125–E132, 2005

39. Wu J, Garami M, Cheng T, Gardner DG: 1,25(OH)2 vitamin
D3, and retinoic acid antagonize endothelin-stimulated hy-
pertrophy of neonatal rat cardiac myocytes. J Clin Invest 97:
1577–1588, 1996

40. Nibbelink KA, Tishkoff DX, Hershey SD, Rahman A, Simp-
son RU: 1,25(OH)2-vitamin D3 actions on cell proliferation,
size, gene expression, and receptor localization, in the
HL-1 cardiac myocyte. J Steroid Biochem Mol Biol 103: 533–
537, 2007

41. Bodyak N, Ayus JC, Achinger S, Shivalingappa V, Ke Q,
Chen YS, Rigor DL, Stillman I, Tamez H, Kroeger PE,
Wu-Wong RR, Karumanchi SA, Thadhani R, Kang PM:
Activated vitamin D attenuates left ventricular abnormal-
ities induced by dietary sodium in Dahl salt-sensitive an-
imals. Proc Natl Acad Sci U S A 104: 16810–16815, 2007

42. Artaza JN, Norris KC: VD (1,25D) inhibits cardiomyoblasts
cell proliferation by promoting cell cycle arrest and en-
hances cardiomyotubes formation without inducing apo-
ptosis [Abstract]. J Investig Med 57: 112, 2009

43. Andress DL: Vitamin D in chronic kidney disease: A sys-
temic role for selective vitamin D receptor activation. Kid-
ney Int 69: 33–43, 2006

44. Sun J, Kong J, Duan Y, Szeto FL, Liao A, Madara JL, Li YC:
Increased NF-kB activity in fibroblasts lacking the vitamin
D receptor. Am J Physiol Endocrinol Metab 291: E315–E322,
2006

45. Rabbany SY, Heissig B, Hattori K, Rafii S: Molecular path-
ways regulating mobilization of marrow-derived stem
cells for tissue revascularization. Trends Mol Med 9: 109–
117, 2003

46. Mathew S, Lund RJ, Chaudhary LR, Geurs T, Hruska KA:
Vitamin D receptor activators can protect against vascular
calcification. J Am Soc Nephrol 19: 1509–1519, 2008

47. Hsu JJ, Tintut Y, Demer LL: Vitamin D and osteogenic
differentiation in the artery wall. Clin J Am Soc Nephrol 3:
1542–1547, 2008

48. Shao JS, Cheng SL, Pingsterhaus JM, Charlton-Kachigian
N, Loewy AP, Towler DA: Msx2 promotes cardiovascular
calcification by activating paracrine Wnt signals. J Clin
Invest 115: 1210–1220, 2005

49. Melamed ML, Muntner P, Michos ED, Uribarri J, Weber C,
Sharma J, Raggi P: Serum 25-hydroxyvitamin D levels and
the prevalence of peripheral arterial disease: Results from
NHANES 2001 to 2004. Arterioscler Thromb Vasc Biol 28:
1179–1185, 2008

50. Fahrleitner-Pammer A, Obernosterer A, Pilger E, Dobnig
H, Dimai HP, Leb G, Kudlacek S, Obermayer-Pietsch BM:
Hypovitaminosis D, impaired bone turnover and low bone

Clin J Am Soc Nephrol 4: 1515–1522, 2009 Moving Points in Nephrology 1521



mass are common in patients with peripheral arterial dis-
ease. Osteoporos Int 16: 319–324, 2005 Mar.

51. Fahrleitner A, Dobnig H, Obernosterer A, Pilger E, Leb G,
Weber K, Kudlacek S, Obermayer-Pietsch BM: Vitamin D
deficiency and secondary hyperparathyroidism are com-
mon complications in patients with peripheral arterial dis-
ease. J Gen Intern Med 17: 663–669, 2002

52. Aschenbrenner JK, Sollinger HW, Becker BN, Hullett DA:
1,25-(OH(2))D(3) alters the transforming growth factor
beta signaling pathway in renal tissue. J Surg Res 100:
171–175, 2001

53. Heaney RP: Vitamin D in health and disease. Clin J Am Soc
Nephrol 3: 1535–1541, 2008

54. Andress D: Nonclassical aspects of differential vitamin
D receptor activation: Implications for survival in pa-
tients with chronic kidney disease. Drugs 67: 1999 –2012,
2007

55. Li AC, Glass CK: The macrophage foam cell as a target for
therapeutic intervention. Nat Med 8: 1235–1242, 2002

56. Giovannucci E, Liu Y, Hollis BW, Rimm EB: 25-Hy-
droxyvitamin D and risk of myocardial infarction in

men: A prospective study. Arch Intern Med 168: 1174 –
1180, 2008

57. Pilz S, März W, Wellnitz B, Seelhorst U, Fahrleitner-Pam-
mer A, Dimai HP, Boehm BO, Dobnig H: Association of
vitamin D deficiency with heart failure and sudden cardiac
death in a large cross-sectional study of patients referred
for coronary angiography. J Clin Endocrinol Metab 93: 3927–
3935, 2008

58. Wolf M, Shah A, Gutierrez O, Ankers E, Monroy M, Tamez
H, Steele D, Chang Y, Camargo CA Jr, Tonelli M, Thadhani
R: Vitamin D levels and early mortality among incident
hemodialysis patients. Kidney Int 72: 1004–1013, 2007

59. Wang AY, Lam CW, Sanderson JE, Wang M, Chan IH, Lui
SF, Sea MM, Woo J: Serum 25-hydroxyvitamin D status
and cardiovascular outcomes in chronic peritoneal dialysis
patients: A 3-y prospective cohort study. Am J Clin Nutr 87:
1631–1638, 2008

60. Ravani P, Malberti F, Tripepi G, Pecchini P, Cutrupi S,
Pizzini P, Mallamaci F, Zoccali C: Vitamin D levels and
patient outcome in chronic kidney disease. Kidney Int 75:
88–95, 2009

1522 Clinical Journal of the American Society of Nephrology Clin J Am Soc Nephrol 4: 1515–1522, 2009




