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ABSTRACT
Background: Vitamin D might have beneficial potential in influencing the natural history of the coronavirus disease

2019 (COVID-19) due to its immunomodulatory and anti-inflammatory properties.

Objective: The aim was to investigate whether vitamin D deficiency is associated with COVID-19 incidence and disease

severity in Chinese people.

Methods: In a cross-sectional study we retrospectively analyzed 335 COVID-19 patients (median: 56.0; IQR: 43.0–

64.0 y) who were admitted to the Wuhan Tongji Hospital between 27 February and 21 March 2020. We also included

an age- and sex-matched population of 560 individuals (median: 55; IQR: 49.0–60.0 y) who underwent the physical

examination program. Their serum 25-hydroxyvitamin D [25(OH)D] concentrations were measured during the same

period from 2018–2019. Serum 25(OH)D concentrations were measured for all COVID-19 patients on admission. Severity

of COVID-19 was determined based on the level of respiratory involvement. A general linear model with adjustment

for covariates was used to compare 25(OH)D concentrations between the COVID-19 and 2018–2019 control groups.

Adjusted ORs with 95% CIs for associations between vitamin D status and COVID-19 severity were estimated via

multivariable logistic regression.

Results: In the general linear model adjusted for age, sex, comorbidities, and BMI, serum 25(OH)D concentrations

were significantly lower among COVID-19 patients than the 2018–2019 controls [ln transformed values of

3.32 ± 0.04 vs. 3.46 ± 0.022 ln (nmol/L), P = 0.014]. Multivariable logistic regression showed that male sex (OR: 2.26;

95% CI: 1.06, 4.82), advanced age (≥65 y) (OR: 4.93; 95% CI: 1.44, 16.9), and vitamin D deficiency (<30 nmol/L) (OR:

2.72; 95% CI: 1.23, 6.01) were significantly associated with COVID-19 severity (all P < 0.05).

Conclusions: These findings suggested that vitamin D deficiency impacts COVID-19 hospitalization and severity in

the Chinese population. J Nutr 2020;00:1–6.
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Introduction

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-
2) has caused a global pandemic of coronavirus disease 2019
(COVID-19). Infected persons display varied symptoms ranging
from mild to severe illness, even death. Noticeably, the elderly,
men, African Americans, Latinos, and patients with underlying

The authors reported no funding received for this study.
Author disclosures: The authors report no conflicts of interest.
Supplemental Figure 1 and Supplemental Tables 1 and 2 are available from the
“Supplementary data” link in the online posting of the article and from the same
link in the online table of contents at https://academic.oup.com/jn/.
Address correspondence to LC (e-mail: chengliming2015@163.com).
Abbreviations used: ACE, angiotensin-converting enzyme; COVID-19, coron-
avirus disease 2019; RAS, renin angiotensin system; RTI, respiratory tract
infection; SARS-CoV-2, severe acute respiratory syndrome coronavirus 2;
25(OH)D, 25-hydroxyvitamin D.

diseases seem to be more susceptible to COVID-19 and are
disproportionately affected by severe COVID-19 (1, 2). To
date, the mechanisms underlying this variability are still being
elucidated.

Vitamin D is a pluripotent hormone that regulates cellular
functions throughout the body. Generally, vitamin D deficiency
is more prevalent among people with poor health status, the
elderly, and ethnic groups with darker skin (3, 4). Vitamin D
deficiency has been recognized as a pandemic, affecting almost
1 billion people worldwide (5). These 2 pandemics may be
interrelated because they share some common epidemiological
characteristics and risk factors (6). Over the last decade,
vitamin D deficiency has been associated with infections and
poor outcomes of several common viral infections, such as
influenza, HIV type 1, and hepatitis (7–9). Science et al.
(10) described an inverse relation between serum vitamin D
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concentrations and viral respiratory tract infections (RTIs) in
a prospective cohort study. The authors observed that serum
vitamin D concentrations <75 nmol/L increased the risk of
viral RTI by 50% and concentrations <50 nmol/L increased
the risk by 70% in 743 children from Canadian Hutterite
communities. Similarly, data from meta-analysis of 25 eligible
randomized controlled trials from 14 different countries (total
11,321 participants) suggested that vitamin D supplementation
reduced the risk of RTIs (OR: 0.88; 95% CI: 0.81, 0.96)
and patients with deficient vitamin D experienced the most
benefit (OR: 0.30; 95% CI: 0.17, 0.53) (11). Another long-term
prospective cohort study in 426 patients with chronic hepatitis
B demonstrated that vitamin D deficiency was independently
associated with adverse clinical outcomes (including cirrhotic
complications, hepatocellular carcinoma, and/or death) (12).
Vitamin D is anti-inflammatory; it modulates the immune
system and is an inhibitor of the renin angiotensin system (RAS).
Therefore, it could contribute to resistance against COVID-19
incidence or progression. However, this hypothesis still needs to
be tested.

Currently, vitamin D deficiency and COVID-19 are global
public health concerns and many studies have investigated
the possible relation between these pandemics. A study from
Switzerland revealed that vitamin D concentrations were
significantly lower in patients with COVID-19 than in those
without the disease (13). Many other studies have also indicated
the correlation between vitamin D deficiency and COVID-19
infection, suggesting that vitamin D supplementation could
reduce the risk of disease (14–16). However, the analyses of
UK Biobank data neither supported this potential correlation
nor indicated if vitamin D concentrations could explain the
differences between ethnic groups regarding the incidence of
COVID-19 (17). Thus, the association between vitamin D status
and COVID-19 incidence is controversial. Here, we aimed to
explore the association of the serum vitamin D status with
COVID-19 incidence and severity in a Chinese population.

Methods
Study design and population
This retrospective cross-sectional study was conducted in Tongji
Hospital of the Huazhong University of Science and Technology
(Wuhan, China). We enrolled 335 consecutive patients with COVID-
19 who were admitted to the hospital between 27 February and
21 March 2020. Data regarding demographic characteristics, treatment,
ventilation condition, and outcome were retrospectively reviewed from
electronic medical records. The follow-up period was extended to
2 May 2020. Six patients eventually died, and the remaining 329
patients survived and were discharged. Meanwhile, we reviewed 22,387
vitamin D measurements from the physical examination program in
2018–2019. The serum vitamin D status of the individuals in this
program was influenced by sex, age, and sampling season (Supplemental
Figure 1). We selected an age- and sex-matched population of 560
individuals who underwent vitamin D measurements during the same
period (27 February to 21 March) from those (control) who underwent
the physical examination program during 2018–2019. This work was
approved by the Ethics Committee of Tongji Hospital, Tongji Medical
College, Huazhong University of Science and Technology.

Diagnosis, definitions, and measurements
Patients with COVID-19 tested positive for SARS-CoV-2 infection
as per nucleic acid tests of nasopharyngeal or oropharyngeal speci-
mens. According to the diagnosis and treatment protocol for novel
coronavirus pneumonia (version 7) released by the National Health
Commission and State Administration of Traditional Chinese Medicine

(18), the COVID-19 patients were classified into 4 levels based on
the severity of illness, as follows—1) mild: mild symptoms with
no signs of pneumonia on imaging; 2) moderate: fever, respiratory
symptoms with radiological evidence of pneumonia; 3) severe [i.e.,
meeting any of the following: respiratory distress, respiratory rate
≥30 breaths/min, hypoxemia, oxygen saturation (SpO2) ≤93% (at rest),
or lung infiltrates of >50% within 24–48 h]; and 4) critical (i.e., meeting
any of the following criteria: respiratory failure requiring mechanical
ventilation, shock, or multiple organ dysfunction requiring intensive
care unit monitoring and treatment). In this study, mild and moderate
cases were classified into the nonsevere group, while severe and critical
cases were classified into the severe group. Nonsevere patients whose
symptoms became progressively severe during hospitalization were
defined as severe cases. With regard to vitamin D concentrations,
patients were categorized into vitamin D–deficient (<30 nmol/L) and
non-vitamin D–deficient (≥30 nmol/L) groups. BMI was calculated as
weight (kilograms) divided by height (meters) squared (kg/m2). The
estimated glomerular filtration rate was calculated using the Chronic
Kidney Disease Epidemiology Collaboration equation developed in
2009 (19).

Laboratory analysis
Blood samples were obtained from each COVID-19 patient upon
admission. For the purpose of this study, serum 25-hydroxyvitamin D
[25(OH)D] concentration, which represents the major circulating form
of vitamin D, was determined using chemiluminescence immunoassay
(DiaSorin, Inc.). Routine tests for COVID-19 to detect plasma
concentrations of high-sensitivity C-reactive protein, calcium, phos-
phate, alanine aminotransferase, aspartate aminotransferase, alkaline
phosphatase, and lactate dehydrogenase were measured using the
Cobas 8000 system (ISE module, c701, c701, c701, and c502; Roche
Diagnostics) and original reagents. Serum procalcitonin and IL-6
concentrations were evaluated with the Cobas e602 immunoassay
analyzer using original reagents (Roche Diagnostics). D-dimer was
assessed with a STA-R MAX coagulation analyzer (Diagnostica Stago)
using commercially available kits. Complete blood count was conducted
using the Sysmex XE-2100 hematology analyzer (Sysmex). All tests were
performed in the Department of Laboratory Medicine, Tongji Hospital.

Statistical analysis
Statistical analysis was performed using GraphPad Prism (version
5.0; GraphPad Software, Inc.) and SPSS (version 20.0; IBM, Inc.).
Data normality was analyzed using the Kolmogorov-Smirnov test.
Normally distributed data were compared using the unpaired t test
and expressed as means ± SDs. Non–normally distributed data
are expressed as medians and IQRs. Between-group comparisons
were assessed using the Mann-Whitney U test, while between-group
comparisons were analyzed using the Kruskal-Wallis test and Dunn’s
multiple-comparison test. Pearson’s chi-square test or Fisher’s exact
test was performed to analyze the categorical data. A general linear
model with adjustment for covariates was used to compare the serum
25(OH)D concentrations between COVID-19 patients and the 2018–
2019 controls. A multivariable logistic regression model adjusted for
confounding factors was used to estimate the ORs, 95% CIs, and
P values for associations between serum 25(OH)D concentrations and
COVID-19 severity. Multiple linear regression was used to determine the
association between serum 25(OH)D and ln-transformed hospital stay,
adjusted for age, sex, comorbidities, smoking status, and BMI. P values
were 2-tailed, and P < 0.05 was considered statistically significant.

Results
Characteristics of the study population

A total of 335 COVID-19 patients and 560 controls from
2018–2019 were included in this study. Table 1 presents the
background characteristics. The median ages for the COVID-
19 and 2018–2019 control groups were 56.0 (IQR: 43.0–64.0)
y and 55.0 (IQR: 49.0–60.0) y, respectively. The proportion of

2 Luo et al.



TABLE 1 Baseline characteristics of 2018–2019 controls and patients with COVID-191

Total COVID-19

2018–2019 Controls COVID-19 P Nonsevere group2 Severe group3 P 4

n 560 335 261 74
Age, y 55.0 (49.0–60.0) 56.0 (43.0–64.0) 0.18 54.0 (40.0–62.0) 62.5 (51.0–75.3) <0.0001
Male, n (%) 257 (45.9) 148 (44.2) 0.62 105 (40.2) 43 (58.1) 0.006
BMI,5 kg/m2 24.6 ± 3.35 23.5 ± 3.13 <0.0001 23.6 ± 3.07 23.1 ± 3.37 0.4
Comorbidity status,6 n (%) 145 (26.5)7 147 (43.9) <0.0001 97 (37.2) 50 (67.6) <0.0001
Smoking status

Never Unknown 290 (86.6) 229 (87.7) 61 (82.4) 0.24
Former/current Unknown 45 (13.4) 32 (12.3) 13 (17.6)

Serum 25(OH)D, nmol/L 32.5 (25.3–41.8) 26.5 (20.7–33.8) <0.0001 27.5 (21.8–34.5) 23.1 (18.1–28.3) <0.0001
Serum vitamin D status, n (%) <0.0001 0.0004

Deficient8 228 (40.7) 218 (65.1) 157 (60.2) 61 (82.4)
Nondeficient9 332 (59.3) 117 (34.9) 104 (39.8) 13 (17.6)

1Values are medians (IQRs) or means ± SDs for continuous variables or frequencies (%) for categorical variables. COVID-19, coronavirus disease 2019; 25(OH)D,
25-hydroxyvitamin D.
2Nonsevere patients were those with mild respiratory illness with fever, cough, or pneumonia on chest radiography.
3Severe COVID-19 was defined as meeting any of the following: respiratory distress, respiratory rate ≥30 breaths/min, hypoxemia, oxygen saturation (SpO2) ≤93% (at rest),
lung infiltrates >50% within 24–48 h, respiratory failure requiring mechanical ventilation, shock, or multiple organ dysfunction requiring intensive care unit monitoring and
treatment.
4Continuous values were compared by Mann-Whitney U test or unpaired t test; categorical variables were compared by Pearson’s chi-square test.
5Observations were not available for all subjects: n = 533 (2018–2019 controls), n = 255 (COVID-19), n = 206 (nonsevere group), n = 49 (severe group).
6Including hypertension, diabetes, cardiovascular disease, cerebrovascular disease, chronic lung diseases, chronic kidney disease, and tumors.
7Information on comorbidity status was available for 547 controls.
8Serum 25(OH)D concentrations <30 nmol/L.
9Serum 25(OH)D concentrations ≥30 nmol/L.

men was 44.2% in the COVID-19 group and 45.9% in the
2018–2019 control group. There was no significant difference
between the 2 groups in terms of age distribution and sex
proportion. While 2018–2019 controls had fewer subjects with
comorbidity, their mean BMI was higher than that in COVID-
19 patients.

Vitamin D status in 2018–2019 control and COVID-19
groups

The median 25(OH)D concentrations were significantly lower
in the COVID-19 group (median: 26.5; IQR: 20.7–33.8 nmol/L)
than in the 2018–2019 control group (median: 32.5; IQR:
25.3–41.8 nmol/L) (Table 1). The prevalence of vitamin D
deficiency was higher among COVID-19 patients than among
2018–2019 controls (65.1% vs. 40.7%; P < 0.0001). After
adjusting for confounders including comorbidities, BMI, age,
and sex, the ln-transformed 25(OH)D concentrations in the
COVID-19 group remained significantly lower than those in
the 2018–2019 control group [3.32 ± 0.04 vs. 3.46 ± 0.022 ln
(nmol/L), P = 0.014] (Figure 1). Back-transformed means were
27.7 nmol/L and 31.8 nmol/L, respectively.

Association between vitamin D status and severity of
COVID-19

In the COVID-19 group, 261 (77.9%) patients were categorized
as nonsevere and 74 (22.1%) were categorized as severe
(Table 1). The severe COVID-19 patients were significantly
older than the nonsevere COVID-19 patients [median (IQR):
62.5 (51.0–75.3) vs. 54.0 (40.0–62.0) y]. A greater proportion
of men were in the severe group than in the nonsevere
group (58.1% vs. 40.2%). However, there was no significant
difference between the severe and nonsevere groups in terms
of BMI distribution and smoking status. Ninety-seven patients
(37.2%) in the nonsevere group and 50 patients (67.6%) in the
severe group had ≥1 pre-existing comorbidities (P < 0.0001).
The median hospital stay was 15.0 (IQR: 11.0–22.0) d in

the nonsevere group and 20.0 (IQR: 13.8–33.3) d in the
severe group (Supplemental Table 1; P = 0.0001). During the
follow-up period, 329 COVID-19 patients survived and were
discharged and the remaining 6 died. In the linear regression

FIGURE 1 Vitamin D concentrations in 2018–2019 controls and
patients with COVID-19. Values are estimated marginal means ± SEs
from general linear models adjusted for comorbidities, BMI, age, and
sex. ∗Different from 2018–2019 controls, P < 0.05. Serum 25(OH)D
was ln-transformed. Back-transformed means are as follows: 2018–
2019 controls, 31.8 nmol/L; COVID-19 patients, 27.7 nmol/L. The 2018–
2019 controls consisted of an age/sex-matched population from the
2018–2019 physical examination program during the same period
(27 February to 21 March), n = 560; patients with COVID-19
were those cases recruited between 27 February and 21 March
2020, n = 335. COVID-19, coronavirus disease 2019; 25(OH)D,
25-hydroxyvitamin D.
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TABLE 2 Risk factors of disease severity in patients with
COVID-191

OR (95% CI) P

Sex
Female Reference
Male 2.26 (1.06, 4.82) 0.035

Age groups
13–42 y Reference
43–55 y 2.99 (0.99, 9.03) 0.052
56–64 y 1.88 (0.59, 5.94) 0.29
65–92 y 4.93 (1.44, 16.9) 0.011

Comorbidities
No Reference
Yes 1.30 (0.58, 2.91) 0.52

BMI (continuous) 0.95 (0.85, 1.06) 0.33
Smoking status

Never Reference
Former/current 1.11 (0.44, 2.82) 0.83

Serum vitamin D status
Nondeficient2 Reference
Deficient3 2.72 (1.23,6.01) 0.014

1ORs, 95% CIs, and P values were adjusted by sex, age, comorbidities, BMI,
smoking status, and vitamin D status; Reference = 1. COVID-19, coronavirus disease
2019; 25(OH)D, 25-hydroxyvitamin D.
2Serum 25(OH)D concentrations ≥30 nmol/L.
3Serum 25(OH)D concentrations <30 nmol/L.

analysis, age was directly associated with the length of hospital
stay among discharged patients, whereas serum 25(OH)D
concentrations, sex, comorbidities, BMI, or smoking status were
not associated with the length of hospital stay (Supplemental
Table 2). In the severe group, 22 (29.7%) patients received
corticosteroid treatment and 16 (21.6%) received ventilation
assistance (5 with noninvasive ventilation and 11 with invasive
ventilation) at the hospital (Supplemental Table 1). Serum
25(OH)D concentrations were lower in the severe group than
in the nonsevere group (Table 1). Consistently, 82.4% of the
severe COVID-19 patients and only 60.2% of the nonsevere
COVID-19 patients were vitamin D deficient (P = 0.0004).
Multivariable analysis revealed that male sex (OR: 2.26; 95%
CI: 1.06, 4.82), advanced age (≥65 y) (OR: 4.93; 95% CI: 1.44,
16.9), and vitamin D deficiency (OR: 2.72; 95% CI: 1.23, 6.01)
were significantly associated with COVID-19 severity (Table 2).

Vitamin D status in severe COVID-19 patients

Six of the 74 severe COVID-19 patients (8.11%), of whom
5 were males, eventually died. The remaining 68 patients
survived and were discharged (Table 3). All patients who
died had pre-existing comorbidities, and 83.3% of them were
vitamin D deficient. The median hospital stay was 17.0 (IQR:
11.0–23.5) d in the discharged group and 19.5 (IQR: 8.75–39.3)
d in the death group (P = 0.74). No significant difference in
serum 25(OH)D concentrations was observed between those
who died and those who were discharged (18.7 nmol/L vs.
23.2 nmol/L); this may be due to the small number of patients
in the death group.

Discussion

The COVID-19 outbreak has become a global threat. Public
health measures to reduce the risk of infection, severity, and
death are desperately needed. Currently, there is no strong

evidence from the intervention trials to conclusively prove that
vitamin D beneficially affects COVID-19 outcomes. However, a
few retrospective observational studies evaluated the relation
between vitamin D status and incidence of COVID-19 (17,
20, 21). Our study revealed that 25(OH)D concentrations
on admission were significantly lower in COVID-19 patients
than in the 2018–2019 controls, even after adjusting for
comorbidities, BMI, age, and sex. An Israeli population
study with 7807 participants demonstrated that vitamin D
concentrations were significantly lower among the COVID-19–
positive individuals than COVID-19–negative individuals (20).
Similarly, a retrospective cohort study from the University of
Chicago Medicinein the United States included 499 patients
who underwent vitamin D measurement and treatment within
1 y before they were tested for SARS-CoV-2 (21). The study
indicated that patients with vitamin D deficiency, who were not
sufficiently treated, were at an increased relative risk of COVID-
19 infection compared with patients with likely sufficient
vitamin D concentrations. The vitamin D measurements in these
2 studies were not performed while SARS-CoV-2 tests were
carried out. Thus, the actual vitamin D status may not have
been reflected. Furthermore, a recent study from the United
Kingdom, which recruited 348,598 Biobank participants, found
that the vitamin D concentration was associated with COVID-
19 infection in a univariate analysis, but not after adjustment
for confounders, including ethnicity, age, sex, smoking status,
health rating, household income, and BMI, to name a few
(17). However, the baseline vitamin D concentration and health
status in the study were obtained 10 y prior, which could
have resulted in a time-lag bias. In our study, vitamin D
deficiency was more common in COVID-19 patients than
in 2018–2019 controls, indicating that vitamin D deficiency
could be a risk factor for SARS-CoV-2 infection. However, this
cross-sectional analysis does not allow us to draw conclusions
regarding causality, and more research is needed. Overall,
evidence suggests that vitamin D could be an etiological factor
in COVID-19 infection.

Our data revealed significantly lower serum 25(OH)D
concentrations in severe COVID-19 patients than in nonsevere
patients. We observed that vitamin D deficiency was associated
with COVID-19 severity, after adjusting for several potential
confounders, such as age, sex, comorbidities, BMI, and smoking
status. While stratifying the severe COVID-19 patients by
outcomes, it was found that 25(OH)D concentrations in the
death group were lower (but not significant) than that in
the discharged group (18.7 nmol/L vs 23.2 nmol/L). This
was likely due to the small number of patients in the death
group. Recently, a single-center, retrospective, and observational
study investigated the possible associations of vitamin D status
with disease severity and survival (22). The authors examined
185 COVID-19 patients, of whom 28 patients had invasive
mechanical ventilation and/or died. This study showed that
vitamin D deficiency (<30 nmol/L) was associated with higher
risk of invasive mechanical ventilation and/or death [HR (95%
CI): 6.12 (2.79, 13.42) and 14.73 (4.16, 52.19); P < 0.001,
respectively]. It is noteworthy that the disease severity criteria
in this study were different from ours as mentioned above.
Altogether, vitamin D deficiency could act as an important risk
factor for COVID-19 severity.

The role of vitamin D in barrier function and innate
immunity could partially explain the relation of vitamin D
deficiency with COVID-19 incidence and disease severity.
Vitamin D promotes barrier integrity by upregulating a complex
set of proteins (23) and inducing the expression of defense
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TABLE 3 Baseline characteristics of patients with severe COVID-19 in the discharged and death groups1

Variables Discharged group (n = 68) Death group (n = 6) P 2

Demographic parameters
Age, y 62.4 ± 15.3 64.8 ± 10.2 0.10
Male, n (%) 38 (55.9) 5 (83.9) 0.38
BMI,3 kg/m2 23.3 ± 3.38 22.6 ± 0.66 0.68
Comorbidity status4 44 (64.7) 6 (100) 0.17
Smoking status 0.62

Never 57 (83.8) 4 (66.7)
Former/current 11 (16.2) 2 (33.3)

Serum 25(OH)D, nmol/L 23.2 (18.6–28.4) 18.7 (17.0–28.3) 0.38
Hospital stay, d 17.0 (11.0–23.5) 19.5 (8.75–39.3) 0.74
Serum vitamin D status, n (%) 1.0

Deficient5 56 (82.4) 5 (83.3)
Nondeficient6 12 (17.6) 1 (16.7)

1Values are medians (IQRs) or means ± SDs for continuous variables or frequencies (%) for categorical variables. COVID-19, coronavirus disease 2019; 25(OH)D,
25-hydroxyvitamin D.
2Continuous values were compared by Mann-Whitney U test or unpaired t test; categorical variables were compared by Pearson’s chi-square test (with continuity correction) or
Fisher’s exact test.
3Information on BMI was available for 45 cases in the discharged group and 4 in the death group.
4Including hypertension, diabetes, cardiovascular disease, cerebrovascular disease, chronic lung diseases, chronic kidney disease, and tumors.
5Serum 25(OH)D concentrations <30 nmol/L.
6Serum 25(OH)D concentrations ≥30 nmol/L.

peptides, such as cathelicidin and β-defensins (24); both of
these functions protect the host from pathogen invasion.
Recently, the RAS has been suggested as a potential mechanism
underlying the association between vitamin D and COVID-
19 (25). SARS-CoV-2 infection can enhance angiotensin-
converting enzyme (ACE)/angiotensin II expression and reduce
ACE2/angiotensin-(1–7) concentrations (25). This is conducive
for COVID-19 pathogenesis and subsequent disease severity
and mortality. However, vitamin D negatively regulates the RAS
by inhibiting renin, ACE, and angiotensin II and activating
the ACE2/angiotensin-(1–7) axis, thereby exerting protective
effects against COVID-19 (16, 26). Uncontrolled inflammation
and cytokine release also play critical roles in COVID-19
pathogenesis and clinical manifestations. Increasing evidence
indicates that vitamin D can suppress the expression of
proinflammatory cytokines, such as IL-6, TNF-α, IFN-γ ,
IL-1β, IL-8, and IFN-γ , in immune cells (27). It induces this
effect by increasing intracellular glutathione concentrations
and suppressing excessive reactive oxygen species, NF-κB, and
p38 mitogen-activated protein kinase expression. Furthermore,
vitamin D exerts anti-inflammatory effects by promoting
anti-inflammatory cytokine generation, such as transforming
growth factor-β and IL-10 (27, 28). Therefore, vitamin D may
reduce cytokine storm syndrome in COVID-19 patients and
prevent multiple organ damage. Additionally, thrombotic or
thromboembolic events are common in patients with severe
COVID-19. The antithrombotic effects of vitamin D in other
conditions have been well documented (29, 30) and may also
apply to COVID-19. Taken together, vitamin D may play an
important role in reducing the risk of COVID-19 development,
progression, and severity.

Our study has several strengths. Most importantly, this is a
real-world study investigating, for the first time, the vitamin
D status of COVID-19 patients in a Chinese population.
Additionally, sample collections from COVID-19 patients for
serum 25(OH)D were completed within ∼1 mo for reducing
seasonal variation in vitamin D status. However, the study also
had some limitations. First, the cross-sectional study design
may be a major limitation. Although vitamin D deficiency was

associated with COVID-19 incidence and disease severity, we
could not establish the causality. Better-designed clinical trials
are warranted in the future. Second, we could not obtain a
sufficient number of vitamin D measurements from population-
wide tests during the study period (2020) due to the COVID-
19 outbreak. Thus, we selected the 2018–2019 cohort as
representative of vitamin D status of the general public. Third,
information on smoking status was not available for the 2018–
2019 controls. While we assessed the potential impact of
vitamin D deficiency on COVID-19 incidence, this risk factor
was not controlled for.

In conclusion, our study showed that individuals with
vitamin D deficiency were more common among patients with
COVID-19 infection and severe illness. Interventional trials
would be helpful in clarifying the role of vitamin D in COVID-
19 infection and disease severity.

Acknowledgments

We thank the Department of Laboratory Medicine, Tongji
Hospital, for providing instruments and reagents for sample
testing. The authors’ responsibilities were as follows—XL and
LC: designed the research and drafted the manuscript; QL,
YS, and HL: were responsible for specimen collection and
measurement and conducted the statistical analysis; LC: had
primary responsibility for final content; and all authors: were
involved in critical revisions and read and approved the final
manuscript.

References
1. Weiss P, Murdoch DR. Clinical course and mortality risk of severe

COVID-19. Lancet North Am Ed 2020;395(10229):1014–5.

2. Webb Hooper M, Nápoles AM, Pérez-Stable EJ. COVID-19 and
racial/ethnic disparities. JAMA 2020;323(24):2466–7.

3. Holick MF. Vitamin D deficiency. N Engl J Med 2007;357(3):266–81.

4. Wang H, Chen W, Li D, Yin X, Zhang X, Olsen N, Zheng SG. Vitamin
D and chronic diseases. Aging Dis 2017;8(3):346–53.

5. Nair R, Maseeh A. Vitamin D: the “sunshine” vitamin. J Pharmacol
Pharmacother 2012;3(2):118–26.

Vitamin D deficiency and COVID-19 5



6. Kara M, Ekiz T, Ricci V, Kara O, Chang KV, Ozcakar L. “Scientific
strabismus” or two related pandemics: coronavirus disease and vitamin
D deficiency. Br J Nutr 2020;124(7):736–41.

7. Beard JA, Bearden A, Striker R. Vitamin D and the anti-viral state. J Clin
Virol 2011;50(3):194–200.

8. Watkins RR, Lemonovich TL, Salata RA. An update on the association
of vitamin D deficiency with common infectious diseases. Can J Physiol
Pharmacol 2015;93(5):363–8.

9. Teymoori-Rad M, Shokri F, Salimi V, Marashi SM. The
interplay between vitamin D and viral infections. Rev Med Virol
2019;29(2):e2032.

10. Science M, Maguire JL, Russell ML, Smieja M, Walter SD, Loeb M.
Low serum 25-hydroxyvitamin D level and risk of upper respiratory
tract infection in children and adolescents. Clin Infect Dis 2013;57(3):
392–7.

11. Martineau AR, Jolliffe DA, Hooper RL, Greenberg L, Aloia JF, Bergman
P, Dubnov-Raz G, Esposito S, Ganmaa D, Ginde AA, et al. Vitamin D
supplementation to prevent acute respiratory tract infections: systematic
review and meta-analysis of individual participant data. BMJ 2017;356:
i6583.

12. Wong GLH, Chan HLY, Chan HY, Tse CH, Chim AML, Lo AOS, Wong
VWS. Adverse effects of vitamin D deficiency on outcomes of patients
with chronic hepatitis B. Clin Gastroenterol Hepatol 2015;13(4):
783–90.

13. D’Avolio A, Avataneo V, Manca A, Cusato J, De Nicolo A, Lucchini
R, Keller F, Cantu M. 25-Hydroxyvitamin D concentrations are
lower in patients with positive PCR for SARS-CoV-2. Nutrients
2020;12(5):1359.

14. Grant WB, Lahore H, McDonnell SL, Baggerly CA, French CB, Aliano
JL, Bhattoa HP. Evidence that vitamin D supplementation could reduce
risk of influenza and COVID-19 infections and deaths. Nutrients
2020;12(4):988.

15. Rhodes JM, Subramanian S, Laird E, Kenny RA. Editorial: low
population mortality from COVID-19 in countries south of latitude
35 degrees north supports vitamin D as a factor determining severity.
Aliment Pharmacol Ther 2020;51(12):1434–7.

16. Aygun H. Vitamin D can prevent COVID-19 infection-induced
multiple organ damage. Naunyn Schmiedebergs Arch Pharmacol
2020;393(7):1157–60.

17. Hastie CE, Mackay DF, Ho F, Celis-Morales CA, Katikireddi SV,
Niedzwiedz CL, Jani BD, Welsh P, Mair FS, Gray SR, et al. Vitamin
D concentrations and COVID-19 infection in UK Biobank. Diabetes
Metab Syndr 2020;14(4):561–5.

18. National Health Commission & National Administration of
Traditional Chinese Medicine. Diagnosis and treatment protocol
for novel coronavirus pneumonia (trial version 7). Chin Med J
2020;133(9):1087–95.

19. Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF 3rd, Feldman
HI, Kusek JW, Eggers P, Van Lente F, Greene T, et al. A new equation
to estimate glomerular filtration rate. Ann Intern Med 2009;150(9):
604–12.

20. Merzon E, Tworowski D, Gorohovski A, Vinker S, Cohen
AG, Green I, Frenkel-Morgenstern M. Low plasma 25(OH)
vitamin D level is associated with increased risk of COVID-19
infection: an Israeli population-based study. FEBS J 2020;287(17):
3693–702.

21. Meltzer DO, Best TJ, Zhang H, Vokes T, Arora V, Solway J.
Association of vitamin D deficiency and treatment with COVID-
19 incidence. medRxiv. Published online May 13, 2020. doi:
10.1101/2020.05.08.20095893.

22. Radujkovic A, Hippchen T, Tiwari-Heckler S, Dreher S, Boxberger M,
Merle U. Vitamin D deficiency and outcome of COVID-19 patients.
Nutrients 2020;12(9):2757.

23. Zhang YG, Wu S, Sun J. Vitamin D, vitamin D receptor, and tissue
barriers. Tissue Barriers 2013;1(1):e23118.

24. Schwalfenberg GK. A review of the critical role of vitamin
D in the functioning of the immune system and the clinical
implications of vitamin D deficiency. Mol Nutr Food Res 2011;55(1):
96–108.

25. Arnold RH. COVID-19—does this disease kill due to imbalance of the
renin angiotensin system (RAS) caused by genetic and gender differences
in the response to viral ACE 2 attack? Heart Lung Circ 2020;29(7):
964–72.

26. Xu J, Yang JL, Chen J, Luo QL, Zhang Q, Zhang H. Vitamin D alleviates
lipopolysaccharide-induced acute lung injury via regulation of the renin-
angiotensin system. Mol Med Rep 2017;16(5):7432–8.

27. Meftahi GH, Jangravi Z, Sahraei H, Bahari Z. The possible
pathophysiology mechanism of cytokine storm in elderly adults with
COVID-19 infection: the contribution of “inflame-aging”. Inflamm Res
2020;69(9):825–39.

28. Hoe E, Nathanielsz J, Toh ZQ, Spry L, Marimla R, Balloch A,
Mulholland K, Licciardi PV. Anti-inflammatory effects of vitamin D
on human immune cells in the context of bacterial infection. Nutrients
2016;8(12):806.

29. Garcia-Carrasco M, Jimenez-Herrera EA, Galvez-Romero JL,
Mendoza-Pinto C, Mendez-Martinez S, Etchegaray-Morales I,
Munguia-Realpozo P, Vazquez de Lara-Cisneros L, Santa Cruz
FJ, Cervera R. The anti-thrombotic effects of vitamin D and
their possible relationship with antiphospholipid syndrome. Lupus
2018;27(14):2181–9.

30. Verdoia M, Pergolini P, Nardin M, Rolla R, Negro F, Kedhi E,
Suryapranata H, Marcolongo M, Carriero A, De Luca G, et al. Vitamin
D levels and platelet reactivity in diabetic patients receiving dual
antiplatelet therapy. Vasc Pharmacol 2019;120:106564.

6 Luo et al.


