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Abstract: Background: The improvement of muscular strength is a well-known extra-skeletal effect of
Vitamin D. The aim of the study was to evaluate the effectiveness of the calcifediol supplementation
compared to various cholecalciferol administration schedules in increasing 25(OH)D serum levels
and improving muscular function. Methods: 107 post-menopausal women with hypovitaminosis D
were assigned to receive Vitamin D supplementation according to four different regimens: colecalcif-
erol single, monthly, or weekly oral dose and calcifediol weekly oral dose. Serum levels of 25(OH)D
and muscular function of lower limbs (Sit-to-Stand test and Timed-Up-and-Go test) were evaluated
at baseline and during 6 months follow-up. Results: Calcifediol and weekly cholecalciferol induced a
greater and faster increase of serum 25(OH)D, compared to monthly or single-dose cholecalciferol
administration. The 25(OH)D increase was associated with an improvement of muscle function
of lower limbs. The larger increase of serum 25(OH)D observed with calcifediol and with weekly
cholecalciferol was associated with a concomitant greater improvement of muscle strength. Conclu-
sions: Supplementation with calcifediol is more effective and faster compared to cholecalciferol in
increasing 25(OH)D serum levels and is associated with a greater improvement of muscular function,
thus representing a therapeutic alternative for treatment of hypovitaminosis D.

Keywords: Vitamin D; calcifediol; cholecalciferol; hypovitaminosis D; muscle strength; Vitamin
D supplementation

1. Introduction

Vitamin D supplementation is the cornerstone for prevention and management of
osteoporosis, as it is associated with a reduction of fracture risk in elderly by contributing
to increase bone mineral density (BMD) [1,2]; furthermore, many clinical and experimental
studies suggest that the beneficial effects of Vitamin D on fracture risk can be due to the
positive effect on muscle strength and the reduction of muscle weakness, which are related
to fall prevention [3,4].

Vitamin D receptors (VDR) have been identified in muscle tissue, confirming the role
of Vitamin D in muscle health, and the improvement of muscular strength is a well-known
extra-skeletal effect of Vitamin D [5]. Hypovitaminosis D is usually asymptomatic, but
subjects with low levels of circulating Vitamin D may present proximal muscle weakness,
diffuse muscle pain, and difficulty in walking. Nevertheless, there is no consensus on a
possible association between circulating levels of Vitamin D and walking speed [6], and
only a few studies have assessed the association among serum Vitamin D levels and muscle
strength and function in post-menopausal women [7].

The main circulating form of Vitamin D is 25(OH)D, whose half-life is 2–3 weeks and
represents the most reliable indicator to monitor the Vitamin D reserves. Conversely, the
serum concentrations of the active metabolite 1,25(OH)2D are approximately 1000 times
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lower, and its half-life is nearly 4 h [8,9]. Serum levels of 1,25(OH)2 Vitamin D do not reflect
Vitamin D storage and its measurement is not useful to evaluate Vitamin D status in clinical
practice, except in special circumstances [10].

There is no consensus concerning the optimal threshold serum levels of 25(OH)D
for bone health and to obtain the different extra-skeletal effects; recommendations vary
between 20 and 30 ng/mL, and several studies suggest that the optimal 25(OH)D concen-
trations should range between 30 and 50 ng/mL to obtain several extra-skeletal effects [11].

The commonest form of Vitamin D supplementation is represented by cholecalciferol
(Vitamin D3), and most healthy adults reach the target of 20 ng/mL with 600 to 800 IU Vita-
min D per day, whereas the cut off level of 30 ng/mL may require from 1800 IU to 4000 IU
vitamin D3 per day [12]. The 25 hydroxylated Vitamin D metabolite (calcifediol) has been
suggested as a therapeutic alternative; it has much shorter half-life compared to cholecal-
ciferol and causes a rapid and sustained increase in plasma 25(OH)D concentration [13,14].
The rapidity and the extent of 25(OH)D circulating levels increase depend on the dosage,
frequency, and kind of Vitamin D metabolite administration. Several randomized clinical
trials showed that calcifediol is more effective and rapid than cholecalciferol in increasing
circulating levels of 25(OH) Vitamin D. Furthermore, several reports suggest that different
frequencies of supplementation with cholecalciferol act with different potency and rapidity
in increasing 25(OH) Vitamin D levels [15,16].

The main aims of the study were: (1) to evaluate the effectiveness of the calcifediol
supplementation compared to several cholecalciferol administration schedules in increasing
25(OH) Vitamin D serum levels; (2) to evaluate the effects of calcifediol supplementation
compared to several cholecalciferol administration schedule on muscular function in terms
of improvement over time of muscular exercise capacity in upper limbs in post-menopausal
women. As secondary endpoint, we evaluated the effect of 25(OH)D serum changes on the
main parameters of calcium and phosphate metabolism.

2. Materials and Methods
2.1. Patients and Methods

One-hundred and 60 post-menopausal white females with hypovitaminosis D at-
tending the outpatient clinic of Rheumatology were recruited. Inclusion criteria were
serum 25(OH) Vitamin D level ranging from 8 ng/mL to 24 ng/mL, Body Mass Index
(BMI) ranging from 18 and 29 kg/m2 and good health. Patients taking drugs which could
interfere with calcium and phosphate homeostasis or suffering from diseases that can alter
the Vitamin D intestinal absorption or that were potentially unable to properly take the
Vitamin D supplementation, and unable to perform muscular exercises were excluded.
The exclusion criteria were diseases with increased risk of hypercalcemia (sarcoidosis,
lymphoma, primary hyperparathyroidism), kidney stones, intestinal malabsorption (celiac
disease, lactose intolerance, gastric resection), severe renal impairment, psychiatric disor-
der, motor disability. Moreover, patients taking antihypertensive drugs, bisphosphonates,
anticonvulsant, anticoagulant, corticosteroid, thiazide diuretics, hormone therapy, estrogen
receptor modulators for 6 months prior to recruitment were also excluded. Other exclusion
criteria were the occurrence of fractures in the last year or fall in the three months before,
high intensity exercise, abuse of alcohol, cigarettes, intensive sun exposure in the three
months before the study. Demographic and clinical data, including previous Vitamin D and
calcium supplementation have been collected at baseline. The enrolled patients were ran-
domly assigned to receive Vitamin D supplementation according to four different regimens,
corresponding to an average daily dose of 1000 IU/day: Group 1 = cholecalciferol (D3)
300,000 IU, single oral dose; Group 2 = cholecalciferol 100,000 IU every two months; Group
3 = weekly oral cholecalciferol 7000 IU; Group 4 = weekly oral calcifediol 7000 IU. Patients
were randomized using a computerized random number generator. Patients attended
the research center every month for blood samples collection and every 20 days for the
evaluation of muscular strength.
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All patients underwent physical examination and routine blood and urinary analysis
at baseline and at each follow-up time point, in a period of time ranging from October
until April. Blood samples were collected at baseline and at each follow-up time point. The
study was conducted in accordance with the ethics guidelines of the Helsinki Declaration.
This study was ancillary to a parallel-group, randomized, placebo-controlled trial which
was approved by the medical ethics committee on the 14 May 2014 and accepted by the
Italian drug agency. All subjects provided written informed consent before recruitment.

2.2. Measurement of Clinical and Metabolic Parameters

Measurement of the biologic serum variables were made on blood samples collected
after an overnight fasting of 12 h at baseline, and every month until the end of follow-
up (6 months); sera were frozen at −20 ◦C until assay. The following parameter were
evaluated: serum levels of 25(OH)D (chemiluminescent immunoassay kit LIAISON—
Diasorin), serum levels of parathormone (PTH) colorimetric immune-enzymatic method)
calcium and phosphates (colorimetric method). It is important to note that although
chromatographic assay is considered the gold standard for the measurement of 25(OH)D,
the automated immunoassays with <10% coefficient of variation (CV) bias can be used in
clinical practice. Diasorin Liaison immunoassay kit, which is one of the most frequently
used method for research purposes, has a CV <10% and in recent years, it has been
reformulated and is now accredited by the Vitamin D Standardization Program (VDSP) as
certified to the National Institute of Standard and Technology (NIST) [17].

For each treatment group, at baseline and every 20 days, muscular function of lower
extremity was evaluates using the 30 s Sit-to-Stand Test (SST) and the Timed-Up-and-Go
(TUG) test. To perform SST, participants were trained to stand from a standard chair and sit
back down as many times as possible within a time frame of 30 s, keeping their arms crossed
on their chest during testing. The same chair was used for all participants. Participants
were encouraged to continue to sit and stand throughout the test. The number of SST
repetitions was recorded and represented the unit for this measure. TUG test measures
the time (in seconds) taken by a subject to stand up from a chair, walk 3 m (10 feet), turn,
walk back to the chair, and sit down [18]. To perform the test, the recruited subjects were
instructed to sit on a standard chair, placing his/her back against the back rest, placing
his/her arms on armrests, and were invited to rise from a chair, walk on the floor 3 m away,
turn around, return, and sit back on a chair. All subjects were allowed to wear their regular
footwear. Time measurement began when participants got up from the chair and stopped
after they sat back on the chair.

Prior to each test, clear and simple instructions were given orally and were followed by
a standardized demonstration. Each participant was allowed one opportunity to practice
trial before the actual measurement for both functional tests. The clinician who assessed
muscular function tests was blinded to different supplementation regimens.

2.3. Statistical Analysis

The results were expressed as mean ± standard deviation (SD) or median and inter-
quartile range, when normality is not verified. Qualitative variables are expressed as
number and frequency. The time is expressed in months or days. The normal distribution
was assessed using the Shapiro–Wilk test. Changes observed at baseline and at the different
time points of follow-up in each treatment group were assessed using paired repeated-
measures analysis of variance (ANOVA) or Friedman’s test as appropriate Comparisons
between groups were assessed using ANOVA followed by Bonferroni test or Kruskal-Wallis
test followed by Dunn-Bonferroni test, as appropriate. p-value ≤ 0.05 was considered
statistically significant. Statistical analyses were performed using IBM SPSS Statistics 23.
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3. Results
3.1. Demographic Characteristics

Overall, 107 subjects completed the study (28 subjects assigned to Group 1, 26 subjects
assigned to Group 2, 27 subjects assigned to Group 3, 26 patients assigned to Group 4,
Figure 1). All recruited patients were from Apulia, in southern Italy.

Figure 1. Flowchart of study population.

At baseline, patients randomly assigned to receive the different Vitamin D supplemen-
tation schemes with cholecalciferol and calcifediol showed no differences with respect to
BMI, age, sex, and serum levels of 25(OH)D3, 1,25(OH)D3, calcium, phosphorus. Patients
of Group 2 showed a greater serum level of PTH compared to other treatment groups
(p < 0.05); patients of Groups 3 and 4 showed higher serum levels of alkaline phosphatase
(ALP) compared to Groups 1 and 2 (p < 0.05). In all groups, both PTH and ALP levels
were within normal limits. No differences in tests for measurement of lower extremity
muscular function were observed at baseline between the different treatment groups. Data
are shown in Table 1.
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Table 1. Baseline characteristics of treatment groups.

Group 1 (28)
D3 300,000 IU
Single Dose

Group 2 (26)
D3 100,000 IU

Monthly

Group 3 (27)
D3 7000 IU

Weekly

Group 4 (26)
HyD3 7000 IU

Weekly
p

Age 60.51 ± 5.1 58.3 ± 7.4 63.4 ± 5.5 60.9 ± 8.1 ns
BMI 24.8 ± 2.3 25.9 ± 0.45 23.8 ± 1.5 23.3 ± 1.2 ns

SST (n) 13.6 ± 1.07 13.7 ± 1.19 14.1 ± 0.8 13.8 ± 1.14 ns
TUG (seconds) 9.36 ± 1 9.19 ± 1.03 8.9 ± 1.01 9.2 ± 1.04 ns

Serum 25(OH)D 13.46 ± 4.3 14.2 ± 3.3 12.5 ± 2.46 13.3 ± 2.9 ns
Serum Ca 9.9 (0.93) 9.9 (0.60) 9.4 (1.8) 9.1 (1.5) ns
Serum P 3.35 (0.3) 3.3 (0.7) 3.3 (0.28) 3.6 (0.35) ns

PTH 33.5 (18.28) 37 (6.27) 35.5(4.1) 28.3 (8.08) * 0.0001
ALP 50.5 (12.17) 50.1 (8.45) 73.2 (9.4) ** 70.5 (7.3) ** 0.0001

TUG = Timed-Up-and-Go; SST = Sit-to-Stand Test; Ca = Calcium; P = phosphates; PTH = parathormone; ALP = Alkaline Phosphatase;
D3 = cholecalciferol; HD3 = calcifediol. * p < 0.05 Group 2 vs. Groups 1, 3, 4; ** p < 0.05 Groups 3, 4 vs. Groups 1, 2. Results for age, BMI,
SST, TUG, serum 25(OH) for which normality was verified, are expressed as mean ± SD. Serum Ca and P, PTH, and ALP that are not
normally distributed are expressed as medial and inter-quartile range.

3.2. Effects of Vitamin D Supplementation on Serum 25(OH)D Levels and Serum
1,25-Dihydroxyvitamin D Levels and Biochemical Markers

All Vitamin D supplementation schemes were able to induce an increase of 25(OH)D
levels (p < 0.0001). Values of 25(OH)D above the threshold of 30 ng/mL were reached at
2 months in patients receiving 7000 IU calcifediol weekly, at 3 months in patients receiving
7000 IU D3 weekly, at 5 months in patients receiving 100,000 IU D3 every two months
(nevertheless it should be noted that the mean serum levels of 25(OH)D were just slightly
below 30 ng/mL–28.58 ng/mL after 4 months of supplementation) and 300,000 IU D3
single dose. The increase in 25(OH) Vitamin D levels was significant from baseline after 1
month in Group 4 and after 2 months in Group 2 and 3, whereas in Group 1 (single 30,000 UI
oral dose of D3) a significant increase of 25(OH) Vitamin D levels appeared after 4 months
from the beginning of supplementation. 25(OH)D continued to increase in each treatment
group until the end of the study. In subjects treated with calcifediol, the circulating levels
of 25(OH)D were significantly higher in each follow-up time point compared to other
treatment groups (p < 0.001), reaching at the end of the study 66.8 ± 3.98 ng/mL versus
33.68 ± 4 ng/mL in Vitamin D3 single dose, 40.8 ± 3.5 ng/mL in Vitamin D3 100,000 IU
every two months and 50.9 ± 4.52 ng/mL in Vitamin D3 7000 IU weekly. Furthermore,
in all study groups an increase of 25(OH)D levels at the end of follow-up compared
to basal time was observed; in particular 174.4% ± 85.4% in Group 1, 204.2% ± 81.2%
in Group 2, 318.8% ± 81.1% in Group 3, and 417.2% ± 113.2% in Group 4. Therefore,
among subjects treated with D3, those receiving 7000 IU D3 weekly experienced a greater
increase of 25(OH)D levels compared to those receiving 100,000 IU monthly (p = 0.0001)
and 300,000 IU single dose D3) (p = 0.0001). Weekly administration of calcifediol (Group 4)
was associated with a significantly greater increase of 25(OH)D serum levels at the end of
follow-up, compared to the other treatment groups (p = 0.0001).

In patients receiving 300,000 IU single dose D3 a lesser increase in 25(OH)D compared
to other treatment groups was observed for the entire follow-up period. No significant
differences in increasing of 25(OH)D were found between Group 1 and Group 2 (p = 0.233).
No significant differences in PTH, calcium and phosphate serum levels were found between
supplementation groups during the follow-up period (Table 2). Changes in circulating
25(OH)D levels in all treatment groups during the follow-up time are showed in Figure 2.
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Table 2. Parameters of calcium and phosphate metabolism.

Baseline 1 Month 2 Months 3 Months 4 Months 5 Months 6 Months

Group 1

Ca 9.9 (0.9) 9.7 (0.8) 9.6 (0.8) 9.7 (0.5) 9.6 (0.6) 9.6 (0.6) 9.4 (0.5)
P 3.3 (0.3) 3.5 (0.4) 3.5 (0.5) 3.5 (0.5) 3.5 (0.5) 3.6 (0.5) 3.5 (0.4)

PTH 33.5 (18.3) 30.6 (9.7) 30 (6.3) 33.1 (11.7) 32.1 (8.4) 33.4 (7.8) 32.8 (10.4)
ALP 50.5 (12.2) 66.8 (12.8) 67 (8.2) 67.3 (5.1) 69.2 (6.4) 69.2 (9.7) 70.3 (10.3)

Group 2

Ca 9.9 (0.6) 9.7 (0.5) 9.4 (0.5) 9.4 (0.6) 9.6 (0.6) 9.5 (0.4) 9.5 (0.5)
P 3.3 (0.7) 3.3 (0.5) 3.6 (0.2) 3.5 (0.3) 3.5 (0.4) 3.6 (0.4) 3.6 (0.6)

PTH 37 (6.3) 40.1 (7.7) 35.7 (7.5) 39.5 (8.3) 44.4 (7.8) 41.4 (6.3) 42.7 (13.1)
ALP 50.1 (8.4) 71.4 (11.1) 64.8 (9.2) 69.7 (9.9) 62.2 (8.1) 61.3 (7.6) 66.4 (7.5)

Group 3

Ca 9.4 (1.8) 9.4 (0.7) 9.5 (0.7) 9.6 (0.4) 9.4 (0.6) 9.6 (0.7) 9.5 (0.5)
P 3.3 (0.4) 3.4 (0.5) 3.5 (0.6) 3.5 (0.5) 3.5 (0.5) 3.5 (0.5) 3.5 (0.5)

PTH 35.5 (4.1) 40.2 (8.3) 40.2 (8.3) 40 (12) 41.3 (7.5) 38.4 (5.8) 34.2 (7.7)
ALP 73.2 (9.4) 68.9 (13.9) 70.5 (9.4) 71.2 (8.9) 71.9 (6.3) 70.2 (6.6) 70.2 (8.5)

Group 4

Ca 9.1 (1.5) 9.4 (0.7) 9.1 (0.8) 9.2 (0.5) 9.1 (0.7) 9.4 (0.5) 9.3 (0.6)
P 3.6 (0.4) 3.6 (0.5) 3.6 (0.6) 3.7 (0.8) 3.7 (0.7) 3.6 (0.7) 3.7 (0.9)

PTH 28.3 (8.1) 30.2 (7.3) 30.1 (9) 30 (6.2) 32.9 (7.1) 33.5 (8.2) 31.2 (6.7)
ALP 70.5 (7.3) 75.9 (10.3) 69.5 (6.1) 70.1 (9.1) 70.1 (4.8) 70.3 (12.4) 69.5 (12.5)

Ca = Calcium; P = phosphates; PTH = parathormone; ALP = Alkaline Phosphatase. Results are expressed as median and inter-quartile
changes.

Figure 2. 25(OH) Vitamin D serum levels. *: p < 0.01 vs. baseline; §: p < 0.01 vs. Group 1, 2, 3; ˆ:
p < 0.01 vs. Group 1,2; †: p < 0.01 vs. Group 1. D3 = cholecalciferol; HyD3 = calcifediol. Group 1
cholecalciferol 300,000 UI single dose; Group 2 cholecalciferol 100,000 every two months; Group 3
cholecalciferol 7000 UI weekly; Group 4 calcifediol 7000 UI weekly.

3.3. Effects of Vitamin D Supplementation on Muscular Lower Extremity Function

Vitamin D supplementation induced a significant improvement of muscular function
evaluated by the functional endpoints TUG test and 30 s repeated SST at the end of the
follow-up observation (6 months) with all Vitamin D treatment regimens. The improvement
of muscular function from baseline was observed starting from day 60 for repeated SST
test and from day 40 for the TUG test, but only in patients treated with calcifediol (both
tests) and cholecalciferol 7000 UI weekly (TUG test). In patients treated with cholecalciferol
100,000 UI every two months and 300,000 single dose, the improvement of muscular
strength was observed starting from day 100 (both tests). Subjects treated with calcifediol
7000 IU weekly showed a significant greater improvement of lower extremity muscular
strength and function evaluated with both tests at the end of follow-up period, compared
to patients treated with the different cholecalciferol treatment regimens (p < 0.05/p < 0.001);
furthermore, the positive effects on muscular strength were greater in subject treated with
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cholecalciferol 7000 IU weekly compared to subject treated with cholecalciferol 100,000 IU
monthly or 300,000 IU single dose (p < 0.05) (Figures 3 and 4).

Figure 3. Sit-to-Stand test. *: p < 0.05 vs. baseline; §: p < 0.05 vs. Group 1, 2, 3; ˆ: p < 0.01 vs.
Group 1, 2. **: p < 0.01 vs. Group 1. D3 = cholecalciferol; HyD3 = calcifediol. Group 1 cholecalciferol
300,000 UI single dose; Group 2 cholecalciferol 100,000 every two months; Group 3 cholecalciferol
7000 UI weekly; Group 4 calcifediol 7000 UI weekly.

Figure 4. Time Up and Go test. *: p < 0.05 vs. baseline; §: p < 0.05 vs. Group 1, 2, 3; ˆ: p < 0.01 vs.
Group 1, 2. D3 = cholecalciferol; HyD3 = calcifediol. Group 1 cholecalciferol 300,000 UI single dose;
Group 2 cholecalciferol 100,000 every two months; Group 3 cholecalciferol 7000 UI weekly; Group 4
calcifediol 7000 UI weekly.

4. Discussion

The results of this study, according to previously published data [19–21] show that
Vitamin D supplementation with calcifediol is significantly more potent and more rapid in
increasing the serum concentrations of 25(OH) Vitamin D; furthermore, results show that
weekly administration of the inactive metabolite cholecalciferol (D3) is associated with a
significantly faster and higher increase of 25(OH) Vitamin D serum levels compared to the
less frequent once every 2 months or single-dose administration. Concerning the effects of
Vitamin D supplementation on muscle function, the results of this study confirm that the
improvement of serum levels of 25(OH)D is associated with a concomitant improvement of
muscle strength and function of lower limbs, expressed as a reduction of time to perform
the TUG test and an increased number of repetitions within 30 s. The greatest and faster
increase of 25(OH)D serum levels observed with calcifediol supplementation is associated
with a greater improvement of muscle strength; also, the more frequent (weekly) supple-
mentation with cholecalciferol is related to a better muscular outcome, compared to once
every two months and single-dose supplementation.

The relationship between different regimens of oral dosing with Vitamin D3, 25(OH)D
and 1,25(OH)D is not well established. However, some randomized controlled trial per-
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formed on small sample size population showed that the cumulative dose of Vitamin
D supplementation may be more important than frequency of dosing [22]. Conversely,
according to the presented data a randomized clinical trial including a greater number
of patients concluded that dosing frequency significantly affect the 25(OH) serum levels,
showing that daily vitamin D3 supplementation is more potent in raising 25(OH)D levels
compared to weekly and monthly supplementation while the 25(OH) increase was higher
with weekly dose compared to monthly dose [23].

The commonest Vitamin D supplementation is represented by oral cholecalciferol
(Vitamin D3). To obtain adequate levels of Vitamin D it has been proposed a daily Vitamin
D intake ranging from a 400 IU/day in children aged 0–1 year, to 600 IU/day in children
older than 1 year and in adolescents and adults up to 50 years, and 800 IU/day (20 mg)
for adults aged over 70 years to maintain the required 25(OH)D concentration [10,24].
Nevertheless, if these amounts of daily intake of Vitamin D are considered enough to
ensure an adequate bone health, it is not clear if the same quantities are sufficient to ensure
the optimal effects on muscle. Furthermore, to obtain blood levels of 25(OH)D consistently
above 30 ng/mL, a daily intake of Vitamin D3 of 1000 UI and 1800 to 4000 UI for subjects
up to 20 years and for subjects older than 50 years respectively, may be required [10,13].
Although cholecalciferol represents the most common form of Vitamin D supplementation,
other Vitamin D metabolites are available in clinical practice, particularly calcifediol that
has much shorter half-life compared to cholecalciferol but is associated with a rapid
and sustained increase in plasma 25(OH)D concentration. Several studies comparing
cholecalciferol with calcifediol showed that oral calcifediol is more effective and rapid in
increasing serum levels of 25(OH)D [25] suggesting calcifediol as a possible therapeutic
alternative.

In a randomized, double blind, controlled parallel-group study including post-
menopausal women, evaluating multiple dosages of cholecalciferol and calcifediol with
different supplementation frequency, calcifediol supplementation given daily, weekly, or
as a single bolus was 2–3 times more potent in increasing 25(OH)D3 serum levels than
Vitamin D3; plasma 25(OH)D3 concentrations of 30 ng/mL were reached more rapidly and
reliably with the 25 hydroxylated Vitamin D metabolite calcifediol [26].

Several open-label studies evaluating different dosages of cholecalciferol and calcife-
diol confirmed that the efficacy of calcifediol in increasing 25(OH)D levels was significantly
higher and faster compared to cholecalciferol, even [20,27,28].

Nevertheless, the efficacy of calcifediol and cholecalciferol supplementation on extra-
skeletal effects are controversial, particularly the effects on muscular strength. The crucial
role played by 1,25(OH)2D in the control of calcium/phosphate homeostasis and in the
regulation of bone metabolism and mineralization is well known; insufficient levels of
Vitamin D induce rickets in children and osteomalacia in adults [29]. Furthermore, Vitamin
D is involved in many physiological processes and exerts a large amount of extra-skeletal
effects through different mechanisms [30–34]. VDR is expressed in several cells and tissues,
including immune cells, brain, gut, breast, heart and muscle [9,35]. Mice lacking VDR show
smaller skeletal muscle fibers and persistence of immature muscle gene expression during
adult life [9]. Many clinical and experimental studies confirm a close relationship between
Vitamin D and muscle health and support the hypothesis that Vitamin D exerts a positive
effect on muscle strength and function.

In subjects with rickets or osteomalacia due to severe Vitamin D deficiency, a charac-
teristic myopathy causing severe weakness of proximal muscle of lower limbs has been
described from a long time [36]. Nevertheless, myopathy related to Vitamin D deficit
is often underdiagnosed, as the decrease of muscle strength is usually progressive but
gradual and a significant loss of muscle strength is necessary before the appearance of
impaired muscle function. Therefore, the main initial symptom could be fatigue and only
in the late stages of myopathy a more significant muscle weakness, causing inability to
walk, could develop [4]. Furthermore, many musculoskeletal symptoms, such as muscle
and bone pain, arthralgia, paresthesia are highly unspecific and can be attributed to other
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rheumatic diseases. Muscular impairment related to Vitamin D deficiency may appear
even before the negative bone effect develops and it has been showed that the treatment of
myopathy related to hypovitaminosis D requires treatment with a higher dose of Vitamin
D [4].

According to the presented study results, a previously published study showed that
daily oral supplementation of calcifediol in post-menopausal women aged 50–70 years
resulted in higher and faster increase in circulating level of 25 (OH)D compared to Vitamin
D3 supplementation, with a concomitant improvement in lower extremity function [21].

Several clinical and experimental studies showed the positive effects of Vitamin D
supplementation on muscular strength and the positive correlation between serum 25(OH)
Vitamin D levels and lower limbs function [37–40]. It has been shown that in patients
suffering from osteomalacia, Vitamin D supplementation improves muscle strength and
reduces the muscle atrophy predominantly observed in type II fibers [40]. Adult subjects
with hypovitaminosis D exhibit a significant slower walking speed compared to subjects
with normal 25(OH)D status, which can at least in part explain the muscular decline
and a greater susceptibility to falls in older subjects [6]. Moreover, supplementation
with Vitamin D has proven to have a positive effect in terms of reduction of risk of
falls and fractures in elderly [41–43]. The effects of Vitamin D on muscle performance
have been summarized in several reviews and meta-analysis [6,44–46] although some
of them reported small and non-significant improvement of muscle exercise capacity.
Nevertheless, the available studies evaluating the effect of Vitamin D supplementation
on muscle strength and mobility are limited and included small numbers of participants,
have been performed on heterogeneous groups, and present large variability in study
design, Vitamin D metabolites, type and interval of intervention and outcomes, without
non-common protocols, making the real interpretation very difficult; furthermore, the
small number of included studies does not permit any firm conclusion [47,48].

As with most of the previously published studies on this topic, the current report is
subject to some limitations. One of the main limitations is represented by the single-center
design of the study; also, the relatively small number of recruited patients could limit the
interpretation of the results, nevertheless it should be considered that most of the available
data on the same subject derive from smaller case-series.

Furthermore, it possible to hypothesize that the quickest increase of 25(OH)D induced
by calcifediol supplementation could be associated with equally faster 25(OH)D decrease
after supplementation discontinuation compared to other regimens, so further studies,
performed on a larger number of subjects and a follow-up period of some months after
the end of supplementation could be addresses in future research to further validate these
preliminary findings.

5. Conclusions

Our results show that supplementation with calcifediol is more effective and faster
compared to cholecalciferol in increasing 25(OH)D serum levels, without toxicity, so cal-
cifediol can represent a therapeutic alternative. Furthermore, weekly cholecalciferol is
more effective and faster compared to single-dose or monthly administration. Increase in
circulating levels of 25(OH)D is associated with an improvement of muscular function, very
important to prevent falls and fractures in post-menopausal women. Insufficient levels of
Vitamin D are partly responsible for proximal muscle weakness of lower limb which in
turn is a determinant factor of the appearance of falls, and contributes to increase the risk
of fracture. The protective effect of Vitamin D on fractures, in addition to its benefits on
calcium homeostasis and bone mineral density, can also be a consequence of the action on
muscle strength and muscular function, thus reducing fracture risk through fall prevention.

Overall, the small number of studies and the high degree of heterogeneity precludes
any firm conclusions, although further investigations are certainly warranted.

Author Contributions: Authors contributed to the manuscript as follow: conceptualization: A.C.
and F.P.C.; methodology: A.C., C.R.; software: C.R.; formal analysis: C.R.; investigation: A.C. and S.B.;



Nutrients 2021, 13, 380 10 of 12

data curation: A.C. and C.R.; writing—original draft preparation: A.C.; writing—review and editing:
A.C. and D.C.; supervision: A.C. and F.P.C. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by local Ethics Committee (common position ASL Lecce-
Ospedali riuniti Foggia; Record n. 11/20-05 2014).

Informed Consent Statement: Written informed consent has been obtained from the patients to
publish this paper.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Dawson-Hughes, B.; Harris, S.S.; Krall, E.A.; Dallal, G.E. Effect of calcium and vitamin D supplementation on bone density in

men and women 65 years of age or older. N. Engl. J. Med. 1997, 337, 670–676. [CrossRef]
2. Ooms, M.E.; Roos, J.C.; Bezemer, P.D.; van der Vijgh, W.J.; Bouter, L.M.; Lips, P. Prevention of bone loss by vitamin D supplemen-

tation in elderly women: A randomized double- blind trial. J. Clin. Endocrinol. Metab. 1995, 80, 1052–1258. [CrossRef]
3. Bischoff-Ferrari, H.A.; Giovannucci, E.; Willett, W.C.; Dietrich, T.; Dawson-Hughes, B. Estimation of optimal serum concentrations

of 25-hydroxyvitamin D for multiple health outcomes. Am. J. Clin. Nutr. 2006, 84, 18–28, Erratum in: Am. J. Clin. Nutr. 2006, 84,
1253. [CrossRef]

4. Glerup, H.; Mikkelsen, K.; Poulsen, L.; Hass, E.; Overbeck, S.; Andersen, H.; Charles, P.; Eriksen, E.F. Hypovitaminosis D
myopathy without biochemical signs of osteomalacic bone involvement. Calcif. Tissue Int. 2000, 66, 419–424. [CrossRef]

5. Dzik, K.P.; Kaczor, J.J. Mechanisms of vitamin D on skeletal muscle function: Oxidative stress, energy metabolism and anabolic
state. Eur. J. Appl. Physiol. 2019, 119, 825–839. [CrossRef]

6. Annweiler, C.; Henni, S.; Walrand, S.; Montero-Odasso, M.; Duque, G.; Duval, G.T. Vitamin D and walking speed in older adults:
Systematic review and meta-analysis. Maturitas 2017, 106, 8–25. [CrossRef]

7. Iolascon, G.; Mauro, G.L.; Fiore, P.; Cisari, C.; Benedetti, M.G.; Panella, L.; De Sire, A.; Calafiore, D.; Moretti, A.; Gimigliano, F.
Can vitamin D deficiency influence muscle performance in postmenopausal women? A multicentre retrospective study. Eur. J.
Phys. Rehabil. Med. 2018, 54, 676–682. [CrossRef]

8. Holick, M.F.; Binkley, N.C.; Bischoff-Ferrari, H.A.; Gordon, C.M.; Hanley, D.A.; Heaney, R.P.; Murad, M.H.; Weaver, C.M.
Endocrine Society. Evaluation, treatment, and prevention of vitamin D deficiency: An Endocrine Society clinical practice
guideline. J. Clin. Endocrinol. Metab. 2011, 96, 1911–1930. [CrossRef]

9. Bouvard, B.; Annweiler, C.; Sallé, A.; Beauchet, O.; Chappard, D.; Audran, M.; Legrand, E. Extraskeletal effects of vitamin D:
Facts, uncertainties, and controversies. Jt. Bone Spine 2011, 78, 10–16. [CrossRef]

10. Holick, M.F. Resurrection of vitamin D deficiency and rickets. J. Clin. Investig. 2006, 116, 2062–2072. [CrossRef]
11. Cashman, K.D. Vitamin D Deficiency: Defining, Prevalence, Causes, and Strategies of Addressing. Calcif. Tissue Int. 2020, 106,

14–29. [CrossRef]
12. Pludowski, P.; Holick, M.F.; Grant, W.B.; Konstantynowicz, J.; Mascarenhas, M.R.; Haq, A.; Povoroznyuk, V.; Balatska, N.; Barbosa,

A.P.; Karonova, T.; et al. Vitamin D supplementation guidelines. J. Steroid Biochem. Mol. Biol. 2018, 175, 125–135. [CrossRef]
13. Bischoff-Ferrari, H.A. Which vitamin D oral supplement is best for postmenopausal women? Curr. Osteoporos. Rep. 2012, 10,

251–257. [CrossRef]
14. Chao, Y.S.; Brunel, L.; Faris, P.; Veugelers, P.J. The importance of dose, frequency and duration of vitamin D supplementation for

plasma 25-hydroxyvitamin D. Nutrients 2013, 5, 4067–4078. [CrossRef]
15. Ish-Shalom, S.; Segal, E.; Salganik, T.; Raz, B.; Bromberg, I.L.; Vieth, R. Comparison of daily, weekly, and monthly vitamin D3 in

ethanol dosing protocols for two months in elderly hip fracture patients. J. Clin. Endocrinol. Metab. 2008, 93, 3430–3435. [CrossRef]
16. Binkley, N.; Gemar, D.; Engelke, J.; Gangnon, R.; Ramamurthy, R.; Krueger, D.; Drezner, M.K. Evaluation of ergocalciferol or

cholecalciferol dosing, 1,600 IU daily or 50,000 IU monthly in older adults. J. Clin. Endocrinol. Metab. 2011, 96, 981–988. [CrossRef]
17. Black, L.J.; Anderson, D.; Clarke, M.W.; Ponsonby, A.L.; Lucas, R.M. Ausimmune Investigator Group. Analytical Bias in the

Measurement of Serum 25-Hydroxyvitamin D Concentrations Impairs Assessment of Vitamin D Status in Clinical and Research
Settings. PLoS ONE 2015, 10, e0135478.

18. Khant, N.; Dani, V.B.; Patel, P.; Rathod, R. Establishing the reference value for “timed up-and-go” test in healthy adults of Gujarat,
India. J. Educ. Health Promot. 2018, 7, 62. [CrossRef]

19. Stamp, T.C.; Haddad, J.G.; Twigg, C.A. Comparison of oral 25-hydroxycholecalciferol, vitamin D, and ultraviolet light as
determinants of circulating 25-hydroxyvitamin D. Lancet 1977, 1, 1341–1343. [CrossRef]

20. Barger-Lux, M.J.; Heaney, R.P.; Dowell, S.; Chen, T.C.; Holick, M.F. Vitamin D and its major metabolites: Serum levels after graded
oral dosing in healthy men. Osteoporos. Int. 1998, 8, 222–230. [CrossRef]

http://doi.org/10.1056/NEJM199709043371003
http://doi.org/10.1210/jcem.80.4.7714065
http://doi.org/10.1093/ajcn/84.1.18
http://doi.org/10.1007/s00223001008
http://doi.org/10.1007/s00421-019-04104-x
http://doi.org/10.1016/j.maturitas.2017.07.012
http://doi.org/10.23736/S1973-9087.17.04533-6
http://doi.org/10.1210/jc.2011-0385
http://doi.org/10.1016/j.jbspin.2010.10.011
http://doi.org/10.1172/JCI29449
http://doi.org/10.1007/s00223-019-00559-4
http://doi.org/10.1016/j.jsbmb.2017.01.021
http://doi.org/10.1007/s11914-012-0118-z
http://doi.org/10.3390/nu5104067
http://doi.org/10.1210/jc.2008-0241
http://doi.org/10.1210/jc.2010-0015
http://doi.org/10.4103/jehp.jehp_12_18
http://doi.org/10.1016/s0140-6736(77)92553-3
http://doi.org/10.1007/s001980050058


Nutrients 2021, 13, 380 11 of 12

21. Bischoff-Ferrari, H.A.; Dawson-Hughes, B.; Stöcklin, E.; Sidelnikov, E.; Willett, W.C.; Edel, J.O.; Stähelin, H.B.; Wolfram, S.; Jetter,
A.; Schwager, J.; et al. Oral supplementation with 25(OH)D3 versus vitamin D3: Effects on 25(OH)D levels, lower extremity
function, blood pressure, and markers of innate immunity. J. Bone Miner. Res. 2012, 27, 160–169. [CrossRef]

22. Mastaglia, S.R.; Mautalen, C.A.; Parisi, M.S.; Oliveri, B. Vitamin D2 dose required to rapidly increase 25(OH)D levels in
osteoporotic women. Eur. J. Clin. Nutr 2006, 60, 681–687.

23. Chel, V.; Wijnhoven, H.A.H.; Smit, J.H.; Ooms, M.; Lips, P.T.A.M. Efficacy of different doses and time intervals of oral vitamin D
supplementation with or without calcium in elderly nursing home residents. Osteoporos. Int. 2008, 19, 663–671.

24. Ross, A.C.; Manson, J.E.; Abrams, S.A.; Aloia, J.F.; Brannon, P.M.; Clinton, S.K.; Durazo-Arvizu, R.A.; Gallagher, J.C.; Gallo, R.L.;
Jones, G.; et al. The 2011 report on dietary reference intakes for calcium and vitamin D from the Institute of Medicine: What
clinicians need to know. J. Clin. Endocrinol. Metab. 2011, 96, 53–58. [CrossRef]

25. Quesada-Gómez, J.M.; Bouillon, R. Is calcifediol better than cholecalciferol for vitamin D supplementation? Osteoporos. Int. 2018,
29, 1697–1711.

26. Jetter, A.; Egli, A.; Dawson-Hughes, B.; Staehelin, H.B.; Stoecklin, E.; Goessl, R.; Henschkowski, J.; Bischoff-Ferrari, H.A.
Pharmacokinetics of oral vitamin D3 and calcifediol. Bone 2014, 59, 14–19.

27. Rossini, M.; Viapiana, O.; Gatti, D.; James, G.; Girardello, S.; Adami, S. The long term correction of vitamin D deficiency:
Comparison between di_erent treatments with vitamin D in clinical practice. Minerva Med. 2005, 96, 1–7.

28. Navarro-Valverde, C.; Sosa-Henríquez, M.; Alhambra-Expósito, M.R.; Quesada-Gómez, J.M. Vitamin D3 and calcidiol are not
equipotent. J. Steriod. Biochem. Mol. Biol. 2016, 164, 205–208.

29. Bouillon, R.; Carmeliet, G. Vitamin D insufficiency: Definition, diagnosis and management. Best Pract. Res. Clin. Endocrinol.
Metab. 2018, 32, 669–684. [CrossRef]

30. Corachán, A.; Ferrero, H.; Aguilar, A.; Garcia, N.; Monleon, J.; Faus, A.; Cervelló, I.; Pellicer, A. Inhibition of tumor cell
proliferation in human uterine leiomyomas by vitamin D via Wnt/β-catenin pathway. Fertil. Steril. 2019, 111, 397–407. [CrossRef]

31. Rezagholizadeh, F.; Keshavarz, S.A.; Djalali, M.; Rad, E.Y.; Alizadeh, S.; Javanbakht, M.H. Vitamin D3 supplementation improves
serum SFRP5 and Wnt5a levels in patients with type 2 diabetes: A randomized, double-blind, placebo-controlled trial. Int. J.
Vitam. Nutr. Res. 2018, 88, 73–79. [CrossRef]

32. Xiong, Y.; Zhang, Y.; Xin, N.; Yuan, Y.; Zhang, Q.; Gong, P.; Wu, Y. 1α,25-Dihydroxyvitamin D3 promotes osteogenesis by
promoting Wnt signaling pathway. J. Steroid Biochem. Mol. Biol. 2017, 174, 153–160. [CrossRef]

33. Neve, A.; Cantatore, F.P.; Corrado, A.; Gaudio, A.; Ruggieri, S.; Ribatti, D. In vitro and in vivo angiogenic activity of osteoarthritic
and osteoporotic osteoblasts is modulated by VEGF and vitamin D3 treatment. Regul. Pept. 2013, 184, 81–84. [CrossRef]

34. Neve, A.; Corrado, A.; Cantatore, F.P. Immunomodulatory effects of vitamin D in peripheral blood monocyte-derived
macrophages from patients with rheumatoid arthritis. Clin. Exp. Med. 2014, 14, 275–283. [CrossRef]

35. Marino, R.; Misra, M. Extra-Skeletal Effects of Vitamin D. Nutrients 2019, 11, 1460. [CrossRef]
36. Skaria, J.; Katiyar, B.C.; Srivastava, T.P.; Dube, B. Myopathy and neuropathy associated with osteomalacia. Acta Neurol. Scand.

1975, 51, 37–58. [CrossRef]
37. Young, A.; Edwards, R.H.T.; Jones, D.A.; Brenton, D.P. Quadriceps muscle strength and fibre size during the treatment of

osteomalacia. In Stokes IAF, Mechanical Factors and the Skeleton; Libbey: London, UK, 1981; Volume 12, pp. 137–145.
38. Glerup, H.; Eriksen, E.F. Osteomalacia and servere vitamin D deficiency—A review of the clinical and paraclinical findings and

guidelines for the treatment with vitamin D. Ugeskr. Laeger. 1999, 161, 2515–2521.
39. Young, A.; Brenton, D.P.; Edwards, R. Analysis of muscle weakness in osteomalacia. Clin. Sci. Mol. Med. 1978, 54, 31.
40. Tanner, S.B.; Harwell, S.A. More than healthy bones: A review of vitamin D in muscle health. Ther. Adv. Musculoskelet. Dis. 2015,

7, 152–159. [CrossRef]
41. Annweiler, C.; Montero-Odasso, M.; Schott, A.M.; Berrut, G.; Fantino, B.; Beauchet, O. Fall prevention and vitamin D in the

elderly: An overview of the key role of the non-bone effects. J. Neuroeng. Rehabil. 2010, 7, 50. [CrossRef]
42. Bischoff-Ferrari, H.A.; Dawson-Hughes, B.; Staehelin, H.B.; Orav, J.E.; Stuck, A.E.; Theiler, R.; Wong, J.B.; Egli, A.; Kiel, D.P.;

Henschkowski, J. Fall prevention with supplemental and active forms of vitamin D: A meta-analysis of randomized controlled
trials. BMJ 2009, 339, b3692. [CrossRef]

43. Murad, M.H.; Elamin, K.B.; Abu Elnour, N.O.; Elamin, M.B.; Alkatib, A.A.; Fatourechi, M.M.; Almandoz, J.P.; Mullan, R.J.; Lane,
M.A.; Liu, H.; et al. Clinical review: The effect of vitamin D on falls: A systematic review and meta- analysis. J. Clin. Endocrinol.
Metab. 2011, 96, 2997–3006. [CrossRef]

44. Annweiler, C.; Schott, A.M.; Berrut, G.; Fantino, B.; Beauchet, O. Vitamin D-related changes in physical performance: A systematic
review. J. Nutr. Health Aging 2009, 13, 893–898. [CrossRef]

45. Muir, S.W.; Montero-Odasso, M. Effect of vitamin D supplementation on muscle strength, gait and balance in older adults: A
systematic review and meta- analysis. J. Am. Geriatr. Soc. 2011, 59, 2291–2300. [CrossRef]

46. Rejnmark, L. Effects of vitamin d on muscle function and performance: A review of evidence from randomized controlled trials.
Ther. Adv. Chronic. Dis. 2011, 2, 25–37. [CrossRef]

http://doi.org/10.1002/jbmr.551
http://doi.org/10.1210/jc.2010-2704
http://doi.org/10.1016/j.beem.2018.09.014
http://doi.org/10.1016/j.fertnstert.2018.10.008
http://doi.org/10.1024/0300-9831/a000509
http://doi.org/10.1016/j.jsbmb.2017.08.014
http://doi.org/10.1016/j.regpep.2013.03.014
http://doi.org/10.1007/s10238-013-0249-2
http://doi.org/10.3390/nu11071460
http://doi.org/10.1111/j.1600-0404.1975.tb01358.x
http://doi.org/10.1177/1759720X15588521
http://doi.org/10.1186/1743-0003-7-50
http://doi.org/10.1136/bmj.b3692
http://doi.org/10.1210/jc.2011-1193
http://doi.org/10.1007/s12603-009-0248-x
http://doi.org/10.1111/j.1532-5415.2011.03733.x
http://doi.org/10.1177/2040622310381934


Nutrients 2021, 13, 380 12 of 12

47. Rosendahl-Riise, H.; Spielau, U.; Ranhoff, A.H.; Gudbrandsen, O.A.; Dierkes, J. Vitamin D supplementation and its influence on
muscle strength and mobility in community-dwelling older persons: A systematic review and meta-analysis. J. Hum. Nutr. Diet.
2017, 30, 3–15. [CrossRef]

48. Stockton, K.A.; Mengersen, K.; Paratz, J.D.; Kandiah, D.; Bennell, K.L. Effect of vitamin D supplementation on muscle strength: A
systematic review and meta-analysis. Osteoporos. Int. 2011, 22, 859–871. [CrossRef]

http://doi.org/10.1111/jhn.12394
http://doi.org/10.1007/s00198-010-1407-y

	Introduction 
	Materials and Methods 
	Patients and Methods 
	Measurement of Clinical and Metabolic Parameters 
	Statistical Analysis 

	Results 
	Demographic Characteristics 
	Effects of Vitamin D Supplementation on Serum 25(OH)D Levels and Serum 1,25-Dihydroxyvitamin D Levels and Biochemical Markers 
	Effects of Vitamin D Supplementation on Muscular Lower Extremity Function 

	Discussion 
	Conclusions 
	References

