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Abstract

Vitamin D is now believed to have a significant role in cardiac signal transduction and regulation of gene expression, and thus influences
normal cardiomyocyte function. It has been reported to provide cardioprotection through its anti-inflammatory, anti-apoptotic and anti-
fibrotic actions; and to prevent cardiac remodeling, Ca2+-handling defects, and abnormal electrophysiological patterns. A vitamin D
deficient state has been associated in the pathogenesis of heart failure; however, whilemany clinical studies report a benefit of vitaminD to
heart function, other clinical studies are inconsistent with these findings. These uncertainties have led to a discord in the recommendation
of vitamin D supplementation for the treatment of heart failure or as a preventive agent in patients deemed to be at risk for cardiac
dysfunction. Accordingly, this article is intended to describe some of the mechanisms/sites of action of vitamin D in different animal
models of heart failure, as well as to review the clinical observations and challenges in the interpretation and understanding of the clinical
relevance of vitamin D in relation to heart function.

Keywords: vitamin D; heart failure; nutritional interventions; preventive nutrition

1. Introduction

Emerging data is suggestive that vitamin D may influ-
ence cardiac structural and contractile function and that vi-
taminD statusmay influence heart failure patient outcomes.
In fact, insufficient vitamin D levels have been observed in
patients with heart failure [1,2]. Indeed, it is now generally
believed that a deficiency of vitamin D is one of the most
frequently observed and reported pathophysiological condi-
tion and as a consequence has become a major global public
health concern. With respect to the 2005 and 2006 National
Health and Nutrition Examination Survey (NHANES) in
the U.S., approximately 42% of the study participants were
deemed to exhibit insufficient levels of vitamin D. Subse-
quent NHANES data between 2011–2012, reported a defi-
ciency of serum vitamin D concentration (<50 nmol/L) in
almost 40% of the study population [3].

In the U.S., Canada, Europe, Australia, New Zealand,
and Asia it has been proposed that one third to a half of the
children and adult population are in a state of vitamin D de-
ficiency. In spite of the the importance of skin exposure to
sunlight for the sytnthesis of vitamin D, high incidence of
vitamin D deficiency have been reported in the geographi-
cal sunniest regions, such as theMiddle East and SouthAsia
that have been attributed to low exposure to sunlight related
cultural elements [4]. While epidemiological and accumu-
lating experimental lines of evidence demonstrate a link be-
tween vitamin D deficiency and the incidence of heart fail-
ure; the role of vitamin D in cardioprotection, pathogenesis
of heart failure, as well as improved cardiac function in pa-

tients with heart failure remains to be fully established.
With the discovery of the presence of vitamin D recep-

tor (VDR) in rat cardiomyocytes [5] more than 3 decades
ago, a direct regulatory role of vitamin D3 or its active
metabolite on cardiac contractility was also subsequently
revealed. In this regard, vitamin D3 depletion in rats has
been demonstrated to increase ventricular muscle mass as
well as ventricular contractile function in the rat [6–8]. In-
deed, animal studies have established that vitamin D defi-
ciency is associated with heart failure risk factors including
hypertension, cardiac hypertrophy and fibrosis [9]. Inter-
estingly, the genetic disruption of the VDR has been re-
ported to result in an overstimulation of the cardiac renin
angiotensin system (RAS) leading to cardiac hypertrophy
[10]. It was suggested that in VDR knock out mice that vita-
minD regulates cardiac function through RAS. On the other
hand, in the vitamin D deficient spontaneously hyperten-
sive heart failure prone rat model, ventricular remodeling
and the progression to the final terminal phase of heart fail-
ure phenotype was suggested to be associated with vitamin
D deficiency and not with the initial cardiac hypertrophy
[11]. The increase in LV diameter and cardiac output has
been shown to be attenuated in 1,25-dihydroxyvitamin D3
treatment of spontaneously hypertensive heart failure prone
(cp/+) rats and thus may prevent the development of car-
diac hypertrophy and subsequent progression to heart fail-
ure [12]. Taken together, from the aforementioned, it would
appear that pre-clinical studies have demonstrated that vita-
min D has a protective action in the progression of cardiac
hypertrophy and transition to heart failure.
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The VDR has now also been reported to be expressed
in human heart cells [13]. Vitamin D status is considered to
be associated with the development and progression of hu-
man heart failure [14], and the prevention and correction of
vitamin D deficiency may potentially reduce the incidence
of heart failure [15]. Several clinical studies have reported
a positive effect of vitamin D on heart function; however,
there are other human studies that have reported opposing
findings. Thus, it appears that there is a disagreement as to
whether vitamin D supplementation is effective as a thera-
peutic agent for improved heart function in heart failure or
if it is more effective as a component for the prevention of
cardiac dysfunction in patients at risk for heart failure. In
this article, we describe some of the mechanisms/sites of
action of vitamin D in different animal models of heart fail-
ure, as well as review the role of vitamin D in human heart
failure and discuss the current understanding and interpre-
tation of data as well as clinical significance of insufficient
vitaminD concentrations and of vitaminD supplementation
on myocardial function in heart failure.

2. Metabolic Pathway and Role of Vitamin D
The synthetic machinery andmetabolic pathway of vi-

tamin D is depicted in Fig. 1. There are two main forms
of Vitamin D, ergocalciferol (vitamin D2), which is ob-
tained from plant material or from dietary sources such as
mushrooms [16]; and cholecalciferol (vitaminD3), which is
formed in the skin after ultraviolet light exposure and thus,
is typically synthesized during the summer months. How-
ever, it can also be obtained from nutritional sources such
as fatty fish (salmon, tuna, and mackerel). Both vitamin D2
and vitamin D3 are hydroxylated and contribute to the main
pool of 25-hydroxyvitamin D in blood serum. It should be
noted that the recommendation of adequate sunlight expo-
sure and dietary or supplemental vitamin D intakes are con-
fusing for most people [17], because important modulators
such as skin pigmentation, latitude of residence and season
of the year are not taken into consideration.

The metabolic pathway of vitamin D involves two hy-
droxylation reactions in the body. The first, taking place in
the liver, converts vitamin D to 25-hydroxyvitamin D (25-
OH vitamin D), an intermediate metabolite. The second hy-
droxylation occurs in the kidney, where 25-OH vitamin D is
converted to the dihydroxy form, 1,25-dihydroxyvitamin D
(1,25-OH2 vitamin D), the active metabolite of vitamin D.
The 1,25-OH2 vitamin D, a fat-soluble hormone, can enter
cells and bind to the VDR activating calcium binding pro-
teins that mediate calcium absorption in the gut [13]. The
production of 1,25-OH2 vitaminD is stimulated by parathy-
roid hormone (PTH) and decreased by excess levels of cal-
cium [13]. Vitamin D receptors are ubiquitous throughout
the body indicating that biological effects of vitamin D are
robust and extensive [18].

The primary physiological role of vitamin D is in
bone and mineral metabolism by promoting calcium ab-

Fig. 1. The synthetic machinery and metabolic pathway of vi-
tamin D. The precursors of vitamin D synthesis (vitamin D2 ergo-
calciferol and vitamin D3-cholecalciferol) undergo 1st hydroxyla-
tion step in the liver, followed a 2nd hydroxylation of the formed
calcidiol to produce the biologically active form of vitamin D-
1,25-OH2 vitamin D (calcitriol) for distribution to tissues via vi-
tamin D binding protein. 25-OH D, 25-hydroxy vitamin D3.

sorption in the gut. However, besides its primary physio-
logical role, in cases of vitamin D deficiency it is involved
in several pathophysiological states including kidney dis-
ease, parathyroid dysfunction, sarcoidosis, rickets [13] and
rheumatoid arthritis [19]. In recent years, scientific focus
and clinical studies have gone beyond the known classical
effects of vitamin D on skeletal health (osteoporosis, os-
teomalacia, etc.). Indeed, some studies have investigated
the beneficial effects of vitamin D in different pathophysio-
logical conditions including cardiovascular disease and di-
abetes as well as arterial stiffness, which is a predictor of
cardiovascular events, metabolic syndrome, stroke and pe-
ripheral arterial disease [20]. However, some of the emerg-
ing data contradicts such findings [21], which are largely
borne out from discrepancies regarding technical issues in
the measurement of vitamin D and metabolites including a
need for standardization of assay methods and consistency
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in the methods employed, inability to directly compare data
obtained from different studies, a lack of agreement on the
definition of deficiency/inadequate levels of vitamin and to
confirm vitamin D status at baseline and prior to supple-
memtation [21]. There are also other important considera-
tions that can contribute to inconsistent findings, which can
affect circulating levels of vitamin D, for example, the pres-
ence of obesity, seasonal variation in relation to exposure
to sunlight and dosing regimen and type of supplemnation
used [21]. It is thus apparent that there is a need for har-
monization of study results with respect to quantification
of vitamin D, interpretation of data and clinical outcomes.

3. Cardiac and Subcellular Remodeling in
Heart Failure

It is now well known that heart failure is invariably as-
sociated with cardiac hypertrophy and a compromised car-
diac contractile function. The changes in the shape and
size of cardiomyocytes, a process referred to as cardiac re-
modeling, leads to cardiac dysfunction in heart failure. In
addition, experimental and clinical lines of evidence have
also demonstrated defective functioning of different sub-
cellular organelles, a process that has been referred to as
subcellular remodeling [22–24]. Abnormal subcellular pro-
teomic, molecular and structural changes have been at-
tributed to prolonged hormonal imbalance, including the
renin angiotensin system and the sympathetic nervous sys-
tem, metabolic derangements, the occurrence of oxidative
stress and development of Ca2+-handling malfunction [22–
25]. Given the multifunctionality of vitamin D, it is plau-
sible that several of these elements may be the site of ac-
tion for improved cardiac function in heart failure or in
the prevention of cardiac dysfunction in patients at risk
for heart failure such as diabetes, hypertension and obe-
sity. The foregoing discussion will describe some of these
mechanisms of action of vitaminD that have been identified
mostly in pre-clinical investigations.

4. Proteomic and Molecular Mechanisms of
Vitamin D Action

A number of experimental investigations employing
different animal models of heart failure have identified sev-
eral different underlying mechanisms for the beneficial ac-
tion of vitamin D and are summarized in Fig. 2. For exam-
ple, some studies have revealed that vitamin D can regu-
late the processes involved in cardiac and extracellular ma-
trix remodeling [17]. Vitamin D has also been reported to
regulate both the renin angiotensin aldosterone system and
the immune system [26,27]. Indeed, vitamin D has been
shown to down-regulate renin-angiotensin-aldosterone sys-
tem hormones, and vitamin D3 repletion decreases aldos-
terone in patients with heart failure and low serum vitamin
D [26].

In-vitro and animal models have demonstrated that vi-
tamin D deficiency may have a contributory role in the in-

Fig. 2. Underlying mechanisms of action of vitamin D. Exper-
imental and some clinical studies have revealed several mecha-
nisms of action for the potential benefits of vitamin D and include
anti-inflammatory and anti-apoptotic effects as well as the abil-
ity to regulate gene expression and alter signal transduction pro-
cesses.

flammatory process, remodeling, fibrosis, and atheroscle-
rosis in heart failure [28]. In a rat model of myocar-
dial infarction induced by ligation of the left anterior
descending coronary artery, proteins involved in energy
metabolism, cardiac contractility, regulation of intracellu-
lar calcium, pathological hypertrophy and cardiac remod-
eling were shown to be differentially expressed [29]. With
respect to inflammatory processes, a reduction in VDR ex-
pression, as well as increases in Th2 cells and Th2 cytokine
production inmyocarditis at end stage heart failure has been
reported [30]; reconstitution of the vitamin D receptor in
CD4+ T cells attenuated Th2-mediated inflammation. It
was thus suggested that a deficiency in the VDR contributes
to the development of myocarditis [30]. It should be men-
tioned that although an inverse correlation exists between
25-OH vitamin D and inflammatory markers, it is still con-
tentious whether vitaminD lowers inflammation or whether
inflammation lowers 25-OH vitamin D concentrations [31].
In this regard, it was suggested that both scenarios may be
contributory factors [31]. While inflammatory process can
be reduced by vitamin D, inflammation itself can hinder the
metabolism of vitamin D resulting in an attenuation in 25-
OH vitamin D levels; one does not excude or preclude the
other and thus both these aspects may be important influ-
ences in the observed inverse relationship between 25-OH
vitamin D and inflammation.

Interestingly, 1,25-OH2 vitamin D has been shown to
increase the expression of VDR in a dose-dependent man-
ner [32]. Indeed, after an induced myocardial infarction in
mice, treatment with 1,25-OH2 vitamin D attenuated LV
wall thinning and significantly improved LV systolic func-
tion [32]. It was suggested that the cardioprotective role of
1,25-OH2 vitamin D was due to vitamin D mediated signal
transduction andmodulation of the cell cycle and regulation
of stem/progenitor cell function [32]. Furthermore, a com-
pound, referred to as VDR 4-1, has been revealed to exert
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strong transcriptional activities in a VDR reporter gene, and
thereby attenuate cardiac hypertrophy, in vitro as well as in
experimental models leading to restriction in the progres-
sion to heart failure [33].

In addition, paricalcitol, a synthetic analogue of vita-
min D3 that selectively activates vitamin D receptors, has
been reported to prevent the progression of ventricular di-
lation and hypertrophy as well as a reduction in ejection
fraction, in a murine heart failure model of transverse aor-
tic constriction [34]. It was found that amelioration of car-
diac structure and function was related to the attenuation
of the defects in intracellular Ca2+-handling, remodeling
as well as anti-fibrotic and anti-hypertrophic actions. This
analogue was also observed to exhibit anti-arrhythmic ef-
fects by preventing reductions in K+-current density and
the long QT, JT and TpTe intervals in heart failure animals
[34]. Similarly, the improvement in cardiac function in re-
sponse to paricalcitol treatment of mice following induction
of myocardial infarction, has also been shown to be related
to a reduction in apoptosis and inflammation [35]. Further-
more, VDR protein and mRNA levels were restored by par-
icalcitol treatment. Taken together, it is apparent that the
cardioprotective effects of vitaminD subsequent tomyocar-
dial infarction can be attributed to an attenuation of the pro-
cesses involved in inflammation, fibrosis, apoptosis, LV re-
modeling as well as anti-arrhythmic actions. Interestingly,
the development of heart failure in Dahl salt-sensitive rats
fed a high salt diet is prevented by paricalcitol in a mecha-
nism involving a decrease in PKCα activation [36]. Indeed,
a reduction in PKC α levels has been shown to be linked
to an attenuation of the cardiac hypertrophic markers, brain
natriuretic peptide (BNP) and atrial natriuretic factor (ANF)
and improved cardiac function, in the same model, suggest-
ing that vitamin D deficiency may be related to cardiac hy-
pertrophy [37].

5. Role of Vitamin D in Human Heart
Failure: Current Evidence and Controversies

The threshold values for vitamin D in the healthy pop-
ulation have been defined by two earlier seminal studies
[38,39]. In this regard, Sonderman et al. [39] have reported
a sufficient serum level of 25-OH vitamin D as>20 ng/mL
(50 nM), whereas a range of serum 25-OH vitamin D con-
centrations between 40–60 ng/mL (100–150 nM) has been
reported as sufficient by Manson et al. [38]. This variation
in the definition of optimal vitamin D status may confound
the interpretation as well as the efficacy of vitamin D. Epi-
demiological data is suggestive of an association between
low vitamin D and disease incidence. There are several epi-
demiological and clinical studies [40] that have reported
a link between low vitamin D levels and different cardio-
vascular pathologies including coronary heart disease, heart
failure and atrial fibrillation. However, results of interven-
tional trials with vitamin D supplementation in patients at
risk or with established cardiovascular disease (CVD) are

contentious. Indeed, there is no clear scientific rationale
for the use of vitamin D supplements in CVD [41].

In a post-hoc analysis conducted on the EVITA trial
(Effect of Vitamin D on mortality in heart failure), the ef-
fect of 4000 IU daily vitamin D supplementation for up
to 3 years on several cardiac functional and nephrolog-
ical parameters including ejection fraction, left ventricu-
lar end-diastolic diameter (LVEDD) and left ventricular
end-systolic diameter (LVESD) in patients with advanced
heart failure was investigated [42]. Although no time and
treatment interaction on these cardiac parameters were ob-
served, an improved cardiac function as evidenced by a
small but significant increase in LV ejection fraction was
seen in patients aged 50 years or more. These investiga-
tors concluded that while vitamin D supplementation does
not improve cardiac function in all advance heart failure
patients, it did however, appear to improve LV function in
older (≥50 years) patients [42].

Interestingly, the effects of a daily supplementation of
4000 IU vitamin D for 6 months in elderly patients with
heart failure (mean age: 74 years) have also been reported
to significantly increase LV ejection fraction. In addition, a
decrease in systolic blood pressure was also observed in the
intervention group. It should be mentioned that all patients
in this study had vitamin D levels of <30 ng/mL which
would be deemed as a deficiency state. However, supple-
mentation significantly increases circulating levels of 25-
OH Vitamin D [43].

Low plasma levels of 25-OH vitamin D are commonly
observed in patients with advanced/chronic heart failure
and have been linked to an increase inmortality risk [44,45].
However, the EVITA 3-year randomized clinical trial also
revealed that there was no reduction in the mortality rate in
patients with advanced heart failure following a daily vita-
min D dose of 4000 IU for 3 years, despite a normalization
of plasma levels of 25-OH vitamin D in the supplemental
group.

In a randomized, double-blind, placebo-controlled
trial involving patients with stable New York Heart Associ-
ation Class II-III heart failure and deficient or insufficient
25-OH vitamin D levels below 32 ng/mL, a 6-month in-
tervention with daily vitamin D3 10,000 IU was associated
with a repletion of 25-OH vitamin D and an improvement in
quality of life (QOL) [46]. Of note, a normalization of BNP,
PTH, and hs-CRP were also observed in the intervention
group [46]. On the other hand, a 6-month randomized con-
trolled trial of a 50,000 IU vitamin D3weekly supplementa-
tion of patients with heart failure (mean age 65.9 years and
mean ejection fraction of 37.6%) did not improve physical
performance as evidenced by no changes in the peak VO2,
6-minute walk test (6-MWT) and knee isokinetic muscle
strength even though there was a marked increase in 25-
OH vitamin D [47]. Interestingly, this was a study where
48% of the patients were women and 64% African Ameri-
can which raises the possibility that sex and ethnicity may

4

https://www.imrpress.com


have some influence on outcomes in response to vitamin D
supplementation. It should be noted that vitamin D supple-
mentation has been suggested to be ineffective in being able
to reduce cardiovascular risk factors (i.e., lipid profile and
elevated blood pressure) in post-menopausal women with
vitamin D deficiency [48].

Inconsistencies have been observed with respect to
improvement in 6-MWT. In this regard, the ECSPLOIT-D
study examined the effects of supplementation of vitamin
D in patients with stable heart failure and a deficiency in
serum levels of vitamin D of <20 ng/mL [49] . In this ran-
domized, double-blind trial, the intervention group received
300,000 U loading dose of oral cholecalciferol followed by
50,000 U per month for 6 months. It was found that vita-
min D supplementation in this patient population improved
the 6-MWT, but only at 3 months of the supplementation
period. Interestingly, an increase in left atrial size was ob-
served in the placebo group [49]. In the VINDICATE study,
which was a trial undertaken to investigate the effects of vi-
tamin D on cardiac function in patients with chronic heart
failure and vitamin D deficiency of <20 ng/mL [50], it
was observed that supplementation with 4000 IU/day for
12 months did not improve 6-MWT. However, supplemen-
tation did significantly improve LV ejection fraction. In
addition, it is notable that a reversal of LV remodeling as
evidenced by a reduction in LVEDD and LVESD was also
observed. It was concluded that while vitamin D supple-
mentation does not improve the 6-MWT, it may exert ben-
eficial effects on LV structure and function in patients with
heart failure [50].

Information in the literature with respect to the effects
of vitamin D supplementation on biomarkers as surrogates
for the determination of heart disease are limited and in-
conclusive [51]. In this regard, the effects of monthly vi-
tamin D supplementation at 100,000 IU on high sensitiv-
ity cardiac troponin I (hs-c Tn1), troponin T (hs-cTnT), and
N-terminal-pro-B-type natriuretic peptide (NT-proBNP), as
established biomarkers for heart failure in a post-hoc anal-
ysis have been examined. It was found that a reduction in
plasma NT-proBNP levels occurred in those older adults
with low Vitamin D status (i.e., <20 ng/mL) suggesting
that there is a reduction in the risk of heart failure in this
cohort. However, further work is required to demonstrate
a causal relationship. Other potential mechanisms of vita-
min D action have also been investigated. In a secondary
analysis of the EVITA study of patients with advanced heart
failure and serum 25-OH vitamin D concentration of <30
ng/mL who received 4000 IU of Vitamin D3 supplemen-
tation for 3 years, it was revealed that Vitamin D did not
improve blood lipid parameters, i.e., total cholesterol, HDL
cholesterol, LDL-cholesterol and triglycerides. Further-
more, there was no difference in the levels of vascular calci-
fication inhibitor, fetuin-A [52]. Taken together, this analy-
sis showed that vitamin D supplementation presents no ben-
efit on the cardiovascular risk factors examined in this pa-

tient cohort.
It is pointed out that the low 25-OH vitamin D lev-

els in patients with advanced heart failure is also associ-
ated with the occurrence of anemia [53]. A daily vitamin D
supplementation of 4000 IU for 36 months did not reduce
anemia prevalence in these patients. In addition, the pro-
gressive decline of renal function has been observed to be a
frequent co-morbidity in patients with chronic heart failure
[54]. In a study with a large cohort of patients with chronic
heart failure, it was found that low 1,25-dihydroxyvitamin
D/parathyroid hormone ratio is associated with an increase
in the risk for deteriorating kidney function in patients with
chronic heart failure. This ratio was also determined as an
independent risk factor for hospital admission for cardio-
vascular events as well as for mortality [54]. Interestingly,
low plasma vitamin D levels and the severity of the defi-
ciency has been found to be an important predictor for in-
hospital adverse cardiac events in patients hospitalized with
first attack of acute myocardial infarction [55].

From the aforementioned, the findings of the VITAL
heart failure study revealed that interventions with vitamin
D do not significantly reduce the first heart failure hospi-
talization rate [56]. While the available data demonstrating
beneficial therapeutic actions of vitamin D supplementation
appear to be inconsistent, it is possible that maintenance
of sufficient or adequate vitamin D levels may be preven-
tive of heart disease. In this regard, a study conducted with
healthy subjects aged 18–25 years with either insufficient
(<20 ng/mL) or sufficient (>32 ng/mL) serum level of 25-
OH vitamin D, the effects of daily vitamin D supplementa-
tion of 1200 IU on heart rate, systolic and diastolic blood
pressures, as well as circulating norepinephrine levels were
investigated [57]. Higher heart rate and higher systolic and
diastolic pressures were observed in the vitamin D insuffi-
cient group, whereas serum norepinephrine levels were el-
evated in this group at baseline [57]. It was thus suggested
that vitamin D may exert a modulatory action on the sym-
pathetic nervous system and regulate norepinephrine levels
in young adults.

The observation that no differences in these parame-
ters occurred following longer intervention period is indica-
tive that vitamin D may prevent heart disease in later life if
sufficient amounts are maintained. It is interesting to note
that more than half of the global population is estimated
to be insufficient with respect to 25-OH vitamin D levels
and thus strategies for the prevention of adverse health out-
comes including heart disease should involve recommenda-
tions to take vitamin D supplements, particularly in winter
months, or moderate exposure to sunlight, and to increase
consumption of fish as well as of fortified foods [58].

It should be noted that the current recommendations
for vitamin D supplementation assume that there are no dif-
ferences in the requirements among ethnic or racial groups.
Indeed, a study that examined vitamin D requirements
among Caucasian and East African women residing in a
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Table 1. Clinical studies with vitamin D.
Study population Method of vitamin D supplementation Outcomes Reference

Advanced heart failure patients, 18–80 yrs old
men and women

4000 IU oral D3 daily for 3 years Increased LVEF in patients ≥50 years [42]
No reduction in mortality; associated with greater need for MCS implants [45]
No benefit on CVD risk factors [52]
Did not improve lipid profile and does not influence the calcification inhibitors
fetuin-A and non-phosphorylated undercarboxylated MGP; no reduction in anemia

[55]

Chronic heart failure patients, mean age 74 yrs
men and women

4000 IU D3 daily for 6 months Increased/improved LVEF and lowered systolic blood pressure [43]

Chronic heart failure patients, men and women 4000 IU D3 daily for 6 months No improvement in endothelial function. Improvements in 6-minute walk distance,
blood pressure, EuroQol 5D health questionnaire and left atrial diameter at 6 months

[44]

Class II/III NYHA men and women 10,000 IU oral D3 daily for 6 months Improved QOL, normalized BNP, PTH and improved hsCRP in males [46]

Heart failure patients, mean age 65, men and
women

50,000 IU oral D3 weekly + calcium No improvement in VO2, 6-MWT or knee isokinetic muscle strength [47]

Postmenopausal women age 40–60; no CVD
or diabetes

2000 IU oral D3 for 12 weeks No effect on blood pressure or lipid profile [48]

Heart failure patients 300,000 U oral D3 followed by 50,000 U monthly
for 6 months

Improved 6-MWT but only at 3 months [49]

Chronic heart failure patients, mean age 69 yrs
men and women

4000 IU oral D3 daily for a year No improvement on 6-MWD but has benefits on LV structure and function at 12
months

[50]

Mean age 66 yrs, men and women 100,000 IU oral D3 monthly for 1–2 years Lower plasma NT-proBNP [51]

Mean age 67 yrs, men and women 2000 IU oral D3 daily No decrease in first hospitalization for heart failure rate [56]

Healthy 18–25 yrs old either 25-OH vitamin D
sufficient or insufficient men and women

1200 IU D3 daily Higher HR, BP in vitamin D insufficient group [57]

yrs, years; LVEF, left ventricle ejection fraction; MCS, mechanical circulatory support; CVD, cardiovascular disease; MGP, matrix Gla (γ-carboxylated glutamate); QOL, quality of life; BNP, brain natriuretic
peptide; PTH, parathyroid hormone; hsCRP, high-sensitivity C-reactive protein; VO2, rate of oxygen; 6-MWT, 6-minute walk test; 6-MWD, 6-minute walk distance; NT-proBNP, N-terminal-pro B-type
Natriuretic Peptide; HR, heart rate; BP, blood pressure.
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Northern latitude, demonstrated that in order to maintain
serum levels of 25-OH vitamin D of ≥12 ng/mL, it was
estimated that more than a 2-fold higher intake of vitamin
D was required in Somali women vs. Caucasian Finnish
women. It was thus suggested that there are ethnic differ-
ences in the daily requirement of vitaminD and that it would
bemore appropriate to conduct dose-response studies based
on ethnicity [59]. In this regard, despite high intakes of vi-
tamin D as compared to Finnish counterparts, prevalence
of vitamin D insufficiency has been reported among East
African women living in Finland [60]. Furthermore, in the
US 2006 NHANES survey of children, fewer than 1% of
non-hispanic black children had optimal vitamin D status
versus 25% of non-hispanic white children [61]. Indeed,
ethnicity was considerably more significant than season or
latitude and must be considered in recommendations for
supplementation.

Overall, from the aforementioned clinical studies
(summarized in the Table 1 (Ref. [42–52,55–57]) below),
the efficacy and response to vitamin D supplementation is
dependent on several factors and the extrapolation of some
clinical endpoints and surrogate markers of heart disease to
a beneficial effect of vitamin D is not conclusive. There-
fore, some reservation may be exercised in the recommen-
dation of vitamin D supplementation in heart failure under a
vitamin D insufficient state and thus more large-scale stud-
ies are warranted.

6. Vitamin D in Diabetes, Obesity and
Hypertension: Heart Failure Risk Factors

A link between deficient levels of vitamin D and
chronic inflammatory diseases, such as diabetes and obe-
sity, both of which are high risk factors for heart disease
has been suggested, and for which, vitamin D supplements
may exert a therapeutic benefit [62,63]. However, the issue
of low vitamin D status leading to type 2 diabetes is still
unclear [64,65]; in this regard, no association between vi-
tamin D supplementation and prevention of type 2 diabetes
was reported [64]. On the other hand, vitamin D supple-
mentation has been shown to provide benefit in diabetes
prevention if serum levels of 25-OH are <20 ng/mL, but
not if serum vitamin D levels are >30 ng/mL [66]. Some
other lines of evidence for the beneficial role of vitamin
D in diabetes has been reviewed [67]. The data are sug-
gestive that vitamin D may improve cardiac outcomes in
diabetic patients through several different mechanisms in-
cluding attenuation of inflammation, oxidative stress, car-
diac remodeling, fibrosis, atherosclerosis as well as regu-
lating advanced glycation end-product signaling [67]. Fur-
thermore, 1,25-OH2 vitamin D has been suggested to im-
prove diabetic cardiomyopathy in type 1 diabetic rats by
modulating autophagy through the β-catenin/TCF4/GSK-
3β/mTOR pathway [68]. Although obesity has been linked
to low vitamin D levels; vitamin D supplementation has
been demonstrated not to induce weight loss and thus the

association between vitamin D and obesity remains contro-
versial [69].

The relationship between plasma fibroblast growth
factor 23, PTH and 25-OH vitamin D with heart failure in a
population-based study has been undertaken. It was found
that an interaction between PTH and obesity was observed,
suggesting a link with heart failure risk in obese individuals,
although the role of PTH in the development of heart failure
was unclear and there was no relationship between 25-OH
vitamin D3 and heart failure [70]. Another study has re-
cently examined the relationship between VDR genotypes,
plasma concentrations of vitamin D metabolites and risk of
heart failure and metabolic disorders (including obesity).
It was determined that carriers of the TT ApaI, TC TaqI,
and GA BsmI genotypes exhibited higher risk for obesity,
whereas the FokI TT genotype was linked to an increase in
the occurrence of heart failure and hypertension [71]. These
investigators suggested that specific VDR genotypes are as-
sociated with circulating levels of 25-OH vitamin D. Taken
together, low 25-OH vitamin D3 may be associated with
a higher risk of diabetes and obesity and subsequent heart
failure [72].

As already mentioned, vitamin D deficiency has been
associated with hypertension and with seasonal variations
in blood pressure and with the identification of vitamin D
receptor and 1α-hydroxylase in endothelial and vascular
smooth muscle cells, vitamin D has been implicated in the
regulation of blood pressure [73,74]. In fact, a deficiency in
vitamin D in humans has been linked to the occurrence of
hypertension, which may be related to the negative regula-
tory influence of vitamin D on the RAS [75], hyperactivity
of which is known to regulate blood pressure. Interestingly,
vitamin D levels have also been reported to be lower in pa-
tients with pulmonary hypertension [76,77]. It should also
be mentioned that an increase in pulmonary vascular re-
sistance results in pulmonary hypertension leading to right
heart failure and ultimately death. Although a deficiency
in vitamin D can increase the predisposition to hyperten-
sion and LV dysfunction; the causative nature of low serum
vitamin D concentrations and the incidence of pulmonary
hypertension and right ventricular dysfunction is still un-
konwn [78]. Overall, randomized trials have not demon-
strated significant effects on CVD endpoints and therefore
on current lines of evidence use of vitamin D supplements
in vascular disease is not supported [74].

7. Consideration for the Type and Frequency
of Vitamin D Supplement

It can be noted that all the aforementioned studies
made use of cholecalciferol as the source of vitamin D sup-
plementation. However, another commercially available
source that can be used for supplementation is calcefidiol.
Fig. 1 presents the metabolism of vitamin D upon oral ad-
ministration. While both cholecalciferol and calcefidiol,
the latter being a derivative of the former, are converted
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to calcifitriol prior to receptor binding and distribution into
tissues, the two present a significant difference in pharma-
cokinetic profile particularly affecting absorption. A study
comparing cholecalciferol and calcifediol supplementation
showed that calcifediol caused a more rapid increase in
serum 25-OH vitamin D levels and is more potent than
cholecalciferol thereby requiring lower dosages [79]. In ad-
dition, calcifediol has a higher rate of intestinal absorption
and exhibits a linear dose-response curve, thereby achiev-
ing an increase in 25-OH vitamin D levels dependent on
dose and frequency of administration. This is in contrast
with cholecalciferol which presents lower 25-OH vitamin
D levels after administration due potentially to several fac-
tors such as obesity, liver failure, or severe intestinal mal-
absorption syndromes [79,80]. Calcifediol’s high bioavail-
ability can be attributed to its high affinity for the vitamin
D-binding protein and its lower tendency to be trapped in
adipose tissue [81].

Another study comparing the efficacy of weekly sup-
plementation with either cholecalciferol or calcifediol in
geriatric patients with hypovitaminosis D showed that both
can effectively achieve optimum circulating levels of 25-
OH vitaminD levels. However, the average value of 25-OH
vitamin D in circulation was over 50% higher in patients
receiving calcifediol compared to those receiving cholecal-
ciferol [82]. Despite these evidences, the majority of clin-
icians still opt for cholecalciferol supplementation as it al-
lows for a more varied frequency in administration which
contributes to better treatment adherence [83]. This leaves
calcifediol as an alternative form for patients with malab-
sorption problems. Regardless, taking into consideration
both calcifediol and cholecalciferol as options for vitamin
D supplementationmay prove to be beneficial given diverse
and unique patient factors.

The frequency of supplementation in the studies dis-
cussed ranged from daily to weekly to monthly. With the
half-life of calcifidiol at approximately 15 days, considera-
tion should be given to whether these differences may effect
patient outcomes.

8. Technical Considerations When
Measuring Vitamin D

There are a number of other aspects that should be
considered when understanding the role of vitamin D de-
ficiency as a causative factor for heart failure or as an ef-
fective therapeutic agent. In this regard, it is conceivable
that low levels of vitamin D are secondary to heart failure
as opposed to the primary cause of the disease. In addi-
tion, methodological concerns and the incorrect measure-
ment of serum levels of 25-OH vitamin D may be provid-
ing a false-positive regarding associations between low vi-
tamin D and heart failure. There are also number of fac-
tors that influence/modulate circulating levels of vitamin
D including, different geographic latitudes, skin pigmen-
tation, availability of vitamin D food sources, age, sex, cul-

tural habits and lifestyle [17]. Furthermore, hypoparathy-
roidism, severe kidney disease and liver insufficiency will
affect serum 25-OH vitamin D levels [84]. Excessive in-
take of vitamin D has been shown to cause vitamin D tox-
icity that can lead to anorexia, weight loss, polyuria, and
heart beat irregularities. Vitamin D toxicity can also lead
to elevated calcium, which can then cause calcification of
vasculature and tissues with subsequent damage to inter-
nal organs such as the heart and kidneys [85]. Altogether,
these reports have led to confusion regarding recommended
levels of vitamin D for healthy individuals vs. those with
various disease states [21].

The major contributing factor that leads to such con-
troversy is that the current optimal serum vitamin D level
has yet to be established. Furthermore, despite the large
amount of data, the definition of the optimal status of vi-
tamin D still remains to be defined. Indeed, there is still a
lack of consensus on threshold values, the consequences of
inadequate or insufficient levels of vitamin D, the daily in-
take needed, and toxicity of vitamin D [17,86–88]. Several
factors including; metabolite species, technique, method-
ology, and analysis are not standardized [21]. Large vari-
ability exists among assays (i.e. competitive immunoassay
vs. liquid chromatography followed by mass spectroscopy)
and laboratories [89,90]. The current accepted method for
determining vitamin D status is by measuring serum con-
centration of 25-OH vitamin D because this metabolite has
a long half-life (~15 days) [91]. However, since vitamin D
is stored in fat tissue, serum levels of 25-OH vitamin D do
not correlate well with health status. Moreover, measure-
ment of 25-OH vitamin D does not predict conversion to
the active metabolite 1,25-OH2 vitamin D. 1,25-OH2 vita-
min D has a shorter half-life of ~15 hours [91] and is tightly
regulated by PTH, calcium, and phosphate. Therefore, it is
not a good single indicator of Vitamin D deficiency since
the level of 1,25-OH2 vitamin D would not reflect vita-
min D deficiency unless it was severe. Also, it should be
mentioned that several different stability/storage/transport
issues may result in inaccurate testing of 25-OH vitamin D
[92]. Thus, in addition to the aforementioned controversies
regarding vitamin D status, supplementation and heart fail-
ure, inaccurate and inappropriate measurement of vitamin
D status may also contribute to the uncertainties.

9. Conclusions and Recommendations
A deficiency of vitamin D has been linked to the etiol-

ogy and development and progression of heart failure; how-
ever, the role of vitamin D in human heart failure is still
uncertain. Although epidemiological data have been con-
firmed by some experimental data, which show that knock-
out mice for the VDR developed myocardial hypertrophy
and dysfunction, there is still substantial discrepancy be-
tween the outcome of experimental studies and clinical in-
tervention trials. Thus, more research is needed to con-
firm whether add-on supplementation therapy with vitamin
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D has a role in the management of patients with chronic
heart failure [93]. Indeed, recent clinical intervention stud-
ies have not shown a causal relationship between vitamin D
supplementation and cardioprotection.

Several mechanisms for the beneficial effects have
been proposed and are attributed to the experimental find-
ings that demonstrate anti-inflammatory, anti-apoptotic,
anti-fibrotic actions as well as protection from cardiac and
subcellular remodeling. In view of the current pool of am-
biguous evidence [94], some of the inconsistencies in the
findings appear to be related to age, sex, ethnicity, geo-
graphic location and the metabolic pathway for the gener-
ation of the active dihydroxylated form of vitamin D. Fur-
thermore, it is plausible that some of the controversies as-
sociated with the role of vitamin D in heart failure could
be borne out from technical aspects particularly related to
the measurement of vitamin D as well as the definition of
optimal vitamin D status. It is important to note that cur-
rent recommendations for vitamin D do not take some of
these factors into consideration. Overall, it can be sug-
gested that representative studies across different countries
with highly comparable patient populations and analytical
techniques need to be conducted to address these incon-
sistencies. While evidence supporting the therapeutic use
of vitamin D supplements is inconclusive with respect to
heart failure, supplementation to maintain adequate vitamin
D levels may be of value as a preventive strategy.

Author Contributions
BR conceptualized the topic for the manuscript. PST,

RL and SF-Wmade substantial contributions to the concep-
tion and design, as well as the acquisition and interpretation
of the reviewed literature. PST wrote the first draft. RL and
SF-W contributed to the writing of the paper and provided
critical input. All authors contributed to editorial changes
in the manuscript. All authors read and approved the final
manuscript.

Ethics Approval and Consent to Participate
Not applicable.

Acknowledgment
Not applicable.

Funding
This research received no external funding.

Conflict of Interest
The authors declare no conflict of interest. Paramjit S.

Tappia and Bram Ramjiawan are serving as the Guest edi-
tors of this journal. We declare that Paramjit S. Tappia and
Bram Ramjiawan had no involvement in the peer review of
this article and has no access to information regarding its
peer review. Full responsibility for the editorial process for

this article was delegated to Vincent Figueredo.

References
[1] Patel R, Rizvi AA. Vitamin D deficiency in patients with con-

gestive heart failure: mechanisms, manifestations, and manage-
ment. Southern Medical Journal. 2011; 104: 325–330.

[2] Michos ED, Melamed ML. Vitamin D and cardiovascular dis-
ease risk. Current Opinion in Clinical Nutrition and Metabolic
Care. 2008; 11: 7–12.

[3] Parva NR, Tadepalli S, Singh P, Qian A, Joshi R, Kandala H,
et al. Prevalence of Vitamin D Deficiency and Associated Risk
Factors in the US Population (2011-2012). Cureus. 2018; 10:
e2741.

[4] Hovsepian S, Amini M, Aminorroaya A, Amini P, Iraj B. Preva-
lence of vitamin D deficiency among adult population of Isfahan
City, Iran. Journal of Health, Population, and Nutrition. 2011;
29: 149–155.

[5] Simpson RU, Thomas GA, Arnold AJ. Identification of 1,25-
dihydroxyvitamin D3 receptors and activities in muscle. The
Journal of Biological Chemistry. 1985; 260: 8882–8891.

[6] Weishaar RE, Simpson RU. Involvement of vitaminD3with car-
diovascular function. II. Direct and indirect effects. The Ameri-
can Journal of Physiology. 1987; 253: E675–E683.

[7] Weishaar RE, Simpson RU. Vitamin D3 and cardiovascular
function in rats. The Journal of Clinical Investigation. 1987; 79:
1706–1712.

[8] Weishaar RE, Kim SN, Saunders DE, Simpson RU. Involve-
ment of vitamin D3 with cardiovascular function. III. Effects on
physical andmorphological properties. The American Journal of
Physiology. 1990; 258: E134–E142.

[9] Simpson RU. Selective knockout of the vitamin d receptor in
the heart results in cardiac hypertrophy: is the heart a drugable
target for vitamin D receptor agonists? Circulation. 2011; 124:
1808–1810.

[10] Xiang W, Kong J, Chen S, Cao LP, Qiao G, Zheng W, et al. Car-
diac hypertrophy in vitamin D receptor knockout mice: role of
the systemic and cardiac renin-angiotensin systems. American
Journal of Physiology. Endocrinology and Metabolism. 2005;
288: E125–32.

[11] Przybylski R, McCune S, Hollis B, Simpson RU. Vitamin D de-
ficiency in the spontaneously hypertensive heart failure [SHHF]
prone rat. Nutrition, Metabolism, and Cardiovascular Diseases.
2010; 20: 641–646.

[12] Mancuso P, Rahman A, Hershey SD, Dandu L, Nibbelink
KA, Simpson RU. 1,25-Dihydroxyvitamin-D3 treatment re-
duces cardiac hypertrophy and left ventricular diameter in spon-
taneously hypertensive heart failure-prone (cp/+) rats indepen-
dent of changes in serum leptin. Journal of Cardiovascular Phar-
macology. 2008; 51: 559–564.

[13] O’Connell TD, Simpson RU. Immunochemical identification of
the 1,25-dihydroxyvitamin D3 receptor protein in human heart.
Cell Biology International. 1996; 20: 621–624.

[14] Zhao JD, Jia JJ, Dong PS, Zhao D, Yang XM, Li DL, et al. Effect
of vitamin D on ventricular remodelling in heart failure: a meta-
analysis of randomised controlled trials. BMJ Open. 2018; 8:
e020545.

[15] Lips P. Vitamin D physiology. Progress in Biophysics and
Molecular Biology. 2006; 92: 4–8.

[16] Saadi HF, Kazzam E, Ghurbana BA, Nicholls MG. Hypothe-
sis: Correction of low vitamin D status among Arab women will
prevent heart failure and improve cardiac function in established
heart failure. European Journal of Heart Failure. 2006; 8: 694–
696.

[17] Mendes MM, Botelho PB, Ribeiro H. Vitamin D and muscu-
loskeletal health: outstanding aspects to be considered in the

9

https://www.imrpress.com


light of current evidence. Endocrine Connections. 2022; 11:
e210596.

[18] How KL, Hazewinkel HA, Mol JA. Dietary vitamin D depen-
dence of cat and dog due to inadequate cutaneous synthesis of
vitamin D. General and Comparative Endocrinology. 1994; 96:
12–18.

[19] Caraba A, Crişan V, Romoşan I, Mozoş I, MurariuM. Vitamin D
Status, Disease Activity, and Endothelial Dysfunction in Early
Rheumatoid Arthritis Patients. Disease Markers. 2017; 2017:
5241012.

[20] Mozos I, Marginean O. Links between Vitamin D Deficiency
and Cardiovascular Diseases. BioMed Research International.
2015; 2015: 109275.

[21] Stokes CS, Lammert F. Vitamin D supplementation: less contro-
versy, more guidance needed. F1000Research. 2016; 5: F1000
Faculty Rev–2017.

[22] Dhalla NS, Dent MR, Tappia PS, Sethi R, Barta J, Goyal RK.
Subcellular remodeling as a viable target for the treatment of
congestive heart failure. Journal of Cardiovascular Pharmacol-
ogy and Therapeutics. 2006; 11: 31–45.

[23] Dhalla NS, Saini-Chohan HK, Rodriguez-Leyva D, Elimban V,
Dent MR, Tappia PS. Subcellular remodelling may induce car-
diac dysfunction in congestive heart failure. Cardiovascular Re-
search. 2009; 81: 429–438.

[24] Dhalla NS, Bhullar SK, Shah AK. Future scope and challenges
for congestive heart failure: moving toward development of
pharmacotherapy. Canadian Journal of Physiology and Pharma-
cology. 2022; 100: 834–847.

[25] Meredith AJ, McManus BM. Vitamin D in heart failure. Journal
of Cardiac Failure. 2013; 19: 692–711.

[26] Boxer RS, Hoit BD, Schmotzer BJ, Stefano GT, Gomes A, Ne-
grea L. The effect of vitamin d on aldosterone and health status
in patients with heart failure. Journal of Cardiac Failure. 2014;
20: 334–342.

[27] Pérez-Hernández N, Aptilon-Duque G, Nostroza-Hernández
MC, Vargas-Alarcón G, Rodríguez-Pérez JM, Blachman-Braun
R. Vitamin D and its effects on cardiovascular diseases: a com-
prehensive review. The Korean Journal of Internal Medicine.
2016; 31: 1018–1029.

[28] Roffe-VazquezDN,Huerta-DelgadoAS, Castillo EC,Villarreal-
Calderón JR, Gonzalez-Gil AM, Enriquez C, et al. Correlation
of Vitamin D with Inflammatory Cytokines, Atherosclerotic Pa-
rameters, and Lifestyle Factors in the Setting of Heart Failure: A
12-Month Follow-Up Study. International Journal of Molecular
Sciences. 2019; 20: 5811.

[29] Guo Y, Cui L, Jiang S, Zhang A, Jiang S. Proteomics of acute
heart failure in a rat post-myocardial infarction model. Molecu-
lar Medicine Reports. 2017; 16: 1946–1956.

[30] Song J, Chen X, Cheng L, Rao M, Chen K, Zhang N, et al. Vi-
tamin D receptor restricts T helper 2-biased inflammation in the
heart. Cardiovascular Research. 2018; 114: 870–879.

[31] Cannell JJ, GrantWB, HolickMF. Vitamin D and inflammation.
Dermato-Endocrinology. 2015; 6: e983401.

[32] Le TYL, Ogawa M, Kizana E, Gunton JE, Chong JJH. Vi-
tamin D Improves Cardiac Function After Myocardial Infarc-
tion Through Modulation of Resident Cardiac Progenitor Cells.
Heart, Lung & Circulation. 2018; 27: 967–975.

[33] Khedkar SA, SamadMA, Choudhury S, Lee JY, Zhang D, Thad-
hani RI, et al. Identification of Novel Non-secosteroidal Vitamin
D Receptor Agonists with Potent Cardioprotective Effects and
devoid of Hypercalcemia. Scientific Reports. 2017; 7: 8427.

[34] Tamayo M, Martín-Nunes L, Val-Blasco A, G M-Piedras MJ,
Navarro-García JA, Lage E, et al. Beneficial effects of parical-
citol on cardiac dysfunction and remodelling in a model of es-
tablished heart failure. British Journal of Pharmacology. 2020;
177: 3273–3290.

[35] Bae S, Singh SS, Yu H, Lee JY, Cho BR, Kang PM. Vitamin D
signaling pathway plays an important role in the development
of heart failure after myocardial infarction. Journal of Applied
Physiology. 2013; 114: 979–987.

[36] Bae S, Yalamarti B, Ke Q, Choudhury S, Yu H, Karumanchi SA,
et al. Preventing progression of cardiac hypertrophy and devel-
opment of heart failure by paricalcitol therapy in rats. Cardio-
vascular Research. 2011; 91: 632–639.

[37] Choi JH, KeQ, Bae S, Lee JY, KimYJ, KimUK, et al. Doxercal-
ciferol, a pro-hormone of vitamin D, prevents the development
of cardiac hypertrophy in rats. Journal of Cardiac Failure. 2011;
17: 1051–1058.

[38] Manson JE, Brannon PM, Rosen CJ, Taylor CL. Vitamin DDefi-
ciency - Is There Really a Pandemic? The New England Journal
of Medicine. 2016; 375: 1817–1820.

[39] Sonderman JS, Munro HM, Blot WJ, Signorello LB. Repro-
ducibility of serum 25-hydroxyvitamin d and vitamin D-binding
protein levels over time in a prospective cohort study of black
andwhite adults. American Journal of Epidemiology. 2012; 176:
615–621.

[40] Cosentino N, Campodonico J, Milazzo V, De Metrio M, Bram-
billaM, CameraM, et al. VitaminD andCardiovascular Disease:
Current Evidence and Future Perspectives. Nutrients. 2021; 13:
3603.

[41] Cardoso FEL, Dos Santos LDCM, Tenório APDO, Lopes
MR, Barbosa RHDA. Supplementation with vitamin D and its
analogs for treatment of endothelial dysfunction and cardiovas-
cular disease. Jornal Vascular Brasileiro. 2020; 19: e20190150.

[42] Zittermann A, Ernst JB, Prokop S, Fuchs U, Gruszka A, Dreier
J, et al. Vitamin D supplementation of 4000 IU daily and cardiac
function in patients with advanced heart failure: The EVITA
trial. International Journal of Cardiology. 2019; 280: 117–123.

[43] Dalbeni A, Scaturro G, Degan M, Minuz P, Delva P. Effects of
six months of vitamin D supplementation in patients with heart
failure: a randomized double-blind controlled trial. Nutrition,
Metabolism, and Cardiovascular Diseases. 2014; 24: 861–868.

[44] Woo JS, Woo Y, Jang JY, Ha SJ. Effect of vitamin D on endothe-
lial and ventricular function in chronic heart failure patients:
A prospective, randomized, placebo-controlled trial. Medicine.
2022; 101: e29623.

[45] Zittermann A, Ernst JB, Prokop S, Fuchs U, Dreier J, Kuhn J,
et al. Effect of vitamin D on all-cause mortality in heart failure
(EVITA): a 3-year randomized clinical trial with 4000 IU vita-
min D daily. European Heart Journal. 2017; 38: 2279–2286.

[46] Moretti HD, Colucci VJ, Berry BD. Vitamin D_3 repletion ver-
sus placebo as adjunctive treatment of heart failure patient qual-
ity of life and hormonal indices: a randomized, double-blind,
placebo-controlled trial. BMC Cardiovascular Disorders. 2017;
17: 274.

[47] Boxer RS, Kenny AM, Schmotzer BJ, Vest M, Fiutem JJ, Piña
IL. A randomized controlled trial of high dose vitamin D3 in
patients with heart failure. JACC: Heart Failure. 2013; 1: 84–
90.

[48] Moghassemi S, Marjani A. The effect of short-term vitamin D
supplementation on lipid profile and blood pressure in post-
menopausal women: A randomized controlled trial. Iranian
Journal of Nursing and Midwifery Research. 2014; 19: 517–
521.

[49] Turrini F, Scarlini S, Giovanardi P, Messora R, Roli L, Chester
J, et al. Effects of Cholecalciferol Supplementation in Patients
with stable heart failure and LOwvITaminD levels (ECSPLOIT-
D): a double-blind, randomized, placebo-controlled pilot study.
Minerva Cardioangiologica. 2017; 65: 553–562.

[50] Witte KK, Byrom R, Gierula J, Paton MF, Jamil HA, Lowry JE,
et al. Effects of Vitamin D on Cardiac Function in Patients With
Chronic HF: The VINDICATE Study. Journal of the American

10

https://www.imrpress.com


College of Cardiology. 2016; 67: 2593–2603.
[51] Wu Z, Sluyter J, Liew OW, Chong JPC, Waayer D, Camargo

CA, Jr, et al. Effect of monthly vitamin D supplementation on
cardiac biomarkers: A post-hoc analysis of a randomized con-
trolled trial. The Journal of Steroid Biochemistry and Molecular
Biology. 2022; 220: 106093.

[52] Zittermann A, Ernst JB, Prokop S, Fuchs U, Dreier J, Kuhn J, et
al. Daily Supplementation with 4000 IU Vitamin D3 for Three
Years Does NotModify Cardiovascular RiskMarkers in Patients
with Advanced Heart Failure: The Effect of Vitamin D on Mor-
tality in Heart Failure Trial. Annals of Nutrition & Metabolism.
2019; 74: 62–68.

[53] Ernst JB, Prokop S, Fuchs U, Dreier J, Kuhn J, Knabbe C, et al.
Randomized supplementation of 4000 IU vitamin D_3 daily vs
placebo on the prevalence of anemia in advanced heart failure:
the EVITA trial. Nutrition Journal. 2017; 16: 49.

[54] Masson S, Barlera S, Colotta F, Magnoli M, Bonelli F, Moro M,
et al. A low plasma 1,25(OH)_2 vitamin D/PTH (1-84) ratio pre-
dicts worsening of renal function in patients with chronic heart
failure. International Journal of Cardiology. 2016; 224: 220–
225.

[55] Sharif JU, Islam MM, Bari MA, Aditya GP, Islam MZ, Bhuiyan
MA, et al. Status of Plasma Vitamin-D Level in Predicting Ad-
verse In-Hospital Outcome in Patients with First Attack of Acute
Myocardial Infarction. Mymensingh Medical Journal. 2020; 29:
829–837.

[56] Djoussé L, Cook NR, Kim E, Bodar V, Walter J, Bubes V, et
al. Supplementation With Vitamin D and Omega-3 Fatty Acids
and Incidence of Heart Failure Hospitalization: VITAL-Heart
Failure. Circulation. 2020; 141: 784–786.

[57] Tønnesen R, Schwarz P, Hovind P, Jensen LT. Modulation of the
sympathetic nervous system in youngsters by vitamin-D supple-
mentation. Physiological Reports. 2018; 6: e13635.

[58] van Schoor N, Lips P. Global Overview of Vitamin D Status.
Endocrinology andMetabolismClinics of North America. 2017;
46: 845–870.

[59] Au LE, Rogers GT, Harris SS, Dwyer JT, Jacques PF, Sacheck
JM. Associations of vitamin D intake with 25-hydroxyvitamin D
in overweight and racially/ethnically diverse US children. Jour-
nal of the Academy of Nutrition and Dietetics. 2013; 113: 1511–
1516.

[60] Cashman KD, Ritz C, Adebayo FA, Dowling KG, Itkonen ST,
Öhman T, et al. Differences in the dietary requirement for vita-
min D among Caucasian and East African women at Northern
latitude. European Journal of Nutrition. 2019; 58: 2281–2291.

[61] Adebayo FA, Itkonen ST, Öhman T, Skaffari E, Saarnio EM,
Erkkola M, et al. Vitamin D intake, serum 25-hydroxyvitamin D
status and response to moderate vitamin D3 supplementation: a
randomised controlled trial in East African and Finnish women.
The British Journal of Nutrition. 2018; 119: 431–441.

[62] Wilmot EG, Leggate M, Khan JN, Yates T, Gorely T, Bodicoat
DH, et al. Type 2 diabetes mellitus and obesity in young adults:
the extreme phenotype with early cardiovascular dysfunction.
Diabetic Medicine. 2014; 31: 794–798.

[63] Rai V, Agrawal DK. Role of Vitamin D in Cardiovascular Dis-
eases. Endocrinology andMetabolismClinics of NorthAmerica.
2017; 46: 1039–1059.

[64] Tabatabaeizadeh SA, Tafazoli N. The role of vitamin D in pre-
vention of type 2 diabetes. A meta-analysis. Clinical Nutrition
ESPEN. 2021; 41: 88–93.

[65] Vondra K, Hampl R. Vitamin D and new insights into patho-
physiology of type 2 diabetes. Hormone Molecular Biology and
Clinical Investigation. 2021; 42: 203–208.

[66] Chang Villacreses MM, Karnchanasorn R, Panjawatanan P, Ou
HY, Chiu KC. Conundrum of vitamin D on glucose and fuel
homeostasis. World Journal of Diabetes. 2021; 12: 1363–1385.

[67] Lee TW, Lee TI, Chang CJ, Lien GS, Kao YH, Chao TF, et al.
Potential of vitamin D in treating diabetic cardiomyopathy. Nu-
trition Research. 2015; 35: 269–279.

[68] Wei H, Qu H, Wang H, Ji B, Ding Y, Liu D, et al. 1,25-
Dihydroxyvitamin-D3 prevents the development of diabetic car-
diomyopathy in type 1 diabetic rats by enhancing autophagy via
inhibiting the β-catenin/TCF4/GSK-3β/mTOR pathway. The
Journal of Steroid Biochemistry and Molecular Biology. 2017;
168: 71–90.

[69] Karampela I, Sakelliou A, Vallianou N, Christodoulatos GS,
Magkos F, Dalamaga M. Vitamin D and Obesity: Current Ev-
idence and Controversies. Current Obesity Reports. 2021; 10:
162–180.

[70] di Giuseppe R, Buijsse B, Hirche F, Wirth J, Arregui M, West-
phal S, et al. Plasma fibroblast growth factor 23, parathyroid
hormone, 25-hydroxyvitamin D3, and risk of heart failure: a
prospective, case-cohort study. The Journal of Clinical En-
docrinology and Metabolism. 2014; 99: 947–955.

[71] Abouzid M, Kruszyna M, Burchardt P, Kruszyna Ł, Główka
FK, Karaźniewicz-Łada M. Vitamin D Receptor Gene Polymor-
phism and Vitamin D Status in Population of Patients with Car-
diovascular Disease-A Preliminary Study. Nutrients. 2021; 13:
3117.

[72] Satilmis S, Celik O, Biyik I, Ozturk D, Celik K, Akın F, et al. As-
sociation between serum vitamin D levels and subclinical coro-
nary atherosclerosis and plaque burden/composition in young
adult population. Bosnian Journal of Basic Medical Sciences.
2015; 15: 67–72.

[73] Latic N, Erben RG. Vitamin D and Cardiovascular Disease, with
Emphasis on Hypertension, Atherosclerosis, and Heart Failure.
International Journal of Molecular Sciences. 2020; 21: 6483.

[74] Gouni-Berthold I, Berthold HK. Vitamin D and Vascular Dis-
ease. Current Vascular Pharmacology. 2021; 19: 250–268.

[75] Latic N, Erben RG. Interaction of Vitamin D with Peptide Hor-
mones with Emphasis on Parathyroid Hormone, FGF23, and the
Renin-Angiotensin-Aldosterone System. Nutrients. 2022; 14:
5186.

[76] Atamañuk AN, Litewka DF, Baratta SJ, Seropian IM, Perez Pra-
dos G, Payaslian MO, et al. Vitamin D deficiency among pa-
tients with pulmonary hypertension. BMCPulmonaryMedicine.
2019; 19: 258.

[77] Kwant CT, Ruiter G, Vonk Noordegraaf A. Malnutrition in pul-
monary arterial hypertension: a possible role for dietary inter-
vention. Current Opinion in Pulmonary Medicine. 2019; 25:
405–409.

[78] Tanaka H, Kataoka M, Isobe S, Yamamoto T, Shirakawa K,
Endo J, et al. Therapeutic impact of dietary vitamin D supple-
mentation for preventing right ventricular remodeling and im-
proving survival in pulmonary hypertension. PLoS ONE. 2017;
12: e0180615.

[79] Sosa Henríquez M, Gómez de Tejada Romero MJ. Cholecalcif-
erol or Calcifediol in the Management of Vitamin D Deficiency.
Nutrients. 2020; 12: 1617.

[80] Quesada-Gomez JM, Bouillon R. Is calcifediol better than chole-
calciferol for vitamin D supplementation? Osteoporosis Interna-
tional. 2018; 29: 1697–1711.

[81] Pérez-Castrillon JL, Usategui-Martín R, Pludowski P. Treatment
of Vitamin D Deficiency with Calcifediol: Efficacy and Safety
Profile and Predictability of Efficacy. Nutrients. 2022; 14: 1943.

[82] Okoye C, Calsolaro V, Niccolai F, Calabrese AM, Franchi R,
Rogani S, et al. A Randomized, Open-Label Study to Assess
Efficacy of Weekly Assumption of Cholecalciferol versus Cal-
cifediol in Older Patients with Hypovitaminosis D. Geriatrics.
2022; 7: 13.

[83] Cesareo R, Falchetti A, Attanasio R, Tabacco G, Naciu AM,
Palermo A. Hypovitaminosis D: Is It Time to Consider the Use

11

https://www.imrpress.com


of Calcifediol? Nutrients. 2019; 11: 1016.
[84] Bilezikian JP, Formenti AM, Adler RA, Binkley N, Bouillon R,

Lazaretti-Castro M, et al. Vitamin D: Dosing, levels, form, and
route of administration: Does one approach fit all? Reviews in
Endocrine & Metabolic Disorders. 2021; 22: 1201–1218.

[85] Lim K, Thadhani R. Vitamin D Toxicity. Jornal Brasileiro De
Nefrologia. 2020; 42: 238–244.

[86] Binkley N, Wiebe D. Clinical controversies in vitamin D:
25(OH)D measurement, target concentration, and supplemen-
tation. Journal of Clinical Densitometry. 2013; 16: 402–408.

[87] Glendenning P, Inderjeeth CA. Controversy and consensus re-
garding vitamin D: Recent methodological changes and the risks
and benefits of vitamin D supplementation. Critical Reviews in
Clinical Laboratory Sciences. 2016; 53: 13–28.

[88] Srivastava SB. Vitamin D: Do We Need More Than Sunshine?
American Journal of Lifestyle Medicine. 2021; 15: 397–401.

[89] Carter GD. 25-HydroxyvitaminD assays: the quest for accuracy.

Clinical Chemistry. 2009; 55: 1300–1302.
[90] Hollis BW. Editorial: The determination of circulating 25-

hydroxyvitamin D: no easy task. The Journal of Clinical En-
docrinology and Metabolism. 2004; 89: 3149–3151.

[91] Jones G. Pharmacokinetics of vitamin D toxicity. The American
Journal of Clinical Nutrition. 2008; 88: 582S–586S.

[92] Wielders JPM, Wijnberg FA. Preanalytical stability of 25(OH)-
vitamin D3 in human blood or serum at room temperature: solid
as a rock. Clinical Chemistry. 2009; 55: 1584–1585.

[93] Dalbeni A, Delva P, Minuz P. Could vitamin D supplements be a
new therapy for heart failure? Possible pathogenic mechanisms
from data of intervention studies. American Journal of Cardio-
vascular Drugs: Drugs, Devices, and Other Interventions. 2014;
14: 357–366.

[94] Trehan N, Afonso L, Levine DL, Levy PD. Vitamin D Defi-
ciency, Supplementation, and Cardiovascular Health. Critical
Pathways in Cardiology. 2017; 16: 109–118.

12

https://www.imrpress.com


Temporary page!

LATEX was unable to guess the total number of pages cor-
rectly. As there was some unprocessed data that should
have been added to the final page this extra page has been
added to receive it.

If you rerun the document (without altering it) this sur-
plus page will go away, because LATEX now knows how
many pages to expect for this document.


	1. Introduction
	2. Metabolic Pathway and Role of Vitamin D
	3. Cardiac and Subcellular Remodeling in Heart Failure
	4. Proteomic and Molecular Mechanisms of Vitamin D Action
	5. Role of Vitamin D in Human Heart Failure: Current Evidence and Controversies
	6. Vitamin D in Diabetes, Obesity and Hypertension: Heart Failure Risk Factors
	7. Consideration for the Type and Frequency of Vitamin D Supplement
	8. Technical Considerations When Measuring Vitamin D
	9. Conclusions and Recommendations
	Author Contributions
	Ethics Approval and Consent to Participate
	Acknowledgment
	Funding
	Conflict of Interest

