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Rheumatoid arthritis (RA) is a systemic multifactorial autoimmune disorder. The interactions between diverse environmental and
genetic factors lead to the onset of this complex autoimmune disorder. Serum levels of vitaminD (VD) are involved in the regulation
of various immune responses. Vitamin D is a key signalingmolecule in the human body thatmaintains calciumaswell as phosphate
homeostasis. It also regulates the functions of the immune system and, thus, can play a substantial role in the etiology of various
autoimmunedisorders, includingRA. Low serumVD levels have been found to be associatedwith a higher risk of RA, although this
finding has not been replicated consistently.Themolecular mechanisms by which VD influences autoimmunity need to be further
explored to understand how variation in plasma VD levels could affect the pathogenesis of RA. This mini-review focuses on the
influence of VD and its serum levels on RA susceptibility, RA-associated complexities, treatment, and transcriptome products of
key proinflammatory cytokines, along with other cytokines that are key regulators of inflammation in rheumatoid joints.

1. Rheumatoid Arthritis

Rheumatoid arthritis (RA) is a systemic autoimmune mul-
tifactorial complex disease [1]. The key characteristic of
this complex autoimmune disorder is the inflammation of
the small joints [2–4]. Rheumatoid arthritis is associated
with significant morbidity and mortality. The worldwide
prevalence of RA is one percent [5]. The disease is usually
more common among females than males [6, 7]. Mortality
data from the United Nations Population Prospects database
from 1987-2011 and World Health Organization mortality
database for 31 countries show that RA accounted for almost
18 percent of all deaths caused by different forms of arthritis
and other musculoskeletal disorders [8].

The interface between diverse environmental and genetic
elements leads to the onset of RA [9]. The initial stages of
RA are usually not evident clinically. One of the disease
hallmarks of RA is the production of rheumatoid factor (RF)
triggered by the autoimmunity. The imbalance of different
immunological mediators leads to cellular damage, which

in the case of RA manifests in bone and joint damage
[10]. Cytokines are an imperative regulatory element in the
pathogenesis of RA. Generally, the cytokines involved in RA
can be grouped into two main categories: proinflammatory
and anti-inflammatory cytokines.

Tumor necrosis factor alpha (TNF𝛼), interleukin1 (IL-1),
interleukin6 (IL-6), and interleukin17 (IL-17) are key proin-
flammatory cytokines that play vital regulatory roles in the
chronic inflammation of joints and associated cartilage and in
bone deformation. TNF𝛼 is an inflammatory mediator that is
arthritogenic even in its membrane-bound form [11]. IL-1 is a
central cytokine in both RA and RA-mediated destruction of
cartilage. IL-6 contributes to the production of autoantibod-
ies. IL-6 also regulates the activation and differentiation of
various immune cells. These cytokines have been targeted for
gaining therapeutic insights into RA [12]. Proinflammatory
cytokines have a significant role in the disease occurrence
and severity of RA. Multiple genetic studies focusing on key
proinflammatory cytokine genes have investigated the role
of common genetic variation in relation to RA risk, disease
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Figure 1: Route map of vitamin D from production to action.

severity index, and drug response. Polymorphisms in the
regulatory regions of these cytokine genes can significantly
affect the binding of various transcription factors that can
influence the risk of RA [13–17]. Since the focus of this
short review is on the effect of VD on proinflammatory
cytokines, anti-inflammatory cytokines are not discussed
here.

2. Vitamin D (1,25-Dihydroxyvitamin D)

Vitamin D (VD) is a secosteroid hormone that is produced
mainly by skin under the exposure of 𝛽-radiations and
UV light [18]. Kidney and liver are major players for VD
metabolism [19, 20]. It can also be supplemented through diet
where gastrointestinal absorption takes it to blood circulation
[21]. VD is considered as one of the essential nutrients in
the human body. Its most significant role is to maintain
calcium and phosphate homeostasis. Optimal serum VD
level is 30 ng/ml [22, 23]. Different forms of VD have
different activity levels [24]. Once it is generated in the body
through sunlight or after body received it from food, VD

is chemically converted to its active form (Figure 1). Two
different enzymes generate the active form of VD. First,
25-hydroxylase, a liver enzyme, converts recently produced
inactive VD to 25-hydroxyvitamin D [25(OH)D] that sub-
sequently is activated by a kidney enzyme, 1𝛼-hydroxylase,
to form 1,25-dihydroxyvitamin D [1,25(OH)

2
D3] [25]. Acti-

vated VD is responsible for maintaining calcium and phos-
phate homeostasis by increasing intestinal phosphate and
calcium absorption. VD plays an essential role in several
physiological processes, including bone formation, immu-
nity, cellular growth, and cellular differentiation [26]. Serum
VD level variation has been implicated in various diseases,
including cancer, metabolic syndrome, immune system dis-
orders, frailty, cardiovascular disorders, and neurological
disorders [27–31]. A microarray analysis has estimated that
VD regulates 5% of the human genome either directly
or indirectly and regulates the physiological behavior of
more than 36 different cell types [32]. Many small scale
genetic and genome-wide association studies (GWAS) have
implicated multiple genetic loci (GC, DHCR7, CYP2R1,
CYP24A1, SEC23A, AMDHD1, A2BP1, GPR114, DAB1, MLL3,
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FOXA2, and HMCN1) that are involved in the synthe-
sis, transportation, metabolism, and degradation of VD
[33].

Vitamin D receptor (VDR) is a member of the nuclear
hormone receptors’ family [34]. VD acts as a ligand for
VDR. The lipophilic 1,25(OH)

2
D

3
can easily pass through

cellular membranes and binds to its receptors without the
involvement of any additional signal transduction steps, as
is the case of the ligand molecules that bind to transmem-
brane receptors [35]. Since VDR is ubiquitously expressed,
a wide range of different cell types are responsive to
VD [36]. VDR is expressed in chondrocytes and synovio-
cytes present in inflamed joints of RA subjects. Genetic
variation in the VDR gene has been linked to RA risk
[37–40].

3. VD and Immunity

The discovery of the existence of VDR on peripheral blood
mononuclear cells (PBMCs) and its role in the pathogen-
esis of RA laid down the foundation about the potentially
important role of VD as an important immunity regulator
[41–43]. VD plays a vital part in the regulation of various
immunity mediated responses [44]. It has a significant
role in controlling innate and adaptive immunity but in
an antagonistic manner [45]. VD controls the innate and
adaptive immune systems mainly through toll-like receptors
(TLRs) and differentiation of T-cells, predominantly Th17
cells, and these Th17 cells have a crucial role in RA pathology
[46]. VD modulates the regulation and differentiation of
immune cells. It controls the production and secretion of
autoantibody in B-cells [47]. It suppresses the proliferation
and differentiation of B-cells by inducing apoptosis in acti-
vated B-cells [48]. VD obstructs the T-cells proliferation and
inhibits the synthesis of IL2, INF-𝛾, and TNF𝛼 cytokines
[49].

4. VD and Autoimmunity

In an autoimmune response, VD is involved in maintaining
an optimum balance between Th1 and Th2 to suppress the
autoimmune response mediated by T cells, by regulating
CD4+T cells production and activity [43]. It also halts antigen
representation [50]. To overcome the effects of autoreactive T
cells, VD increases the regulatory T cells activity [51]. Estro-
gen in RA synovial tissue boosts the immune response and
VD is found to downregulate the estrogen synthetase activity,
hence controlling the autoimmune response [52]. VD has an
immunosuppressive effect and the physiologic concentration
of VD has been shown to provide protection against autoim-
mune diseases [53, 54]. Changes in serum availability of VD
can affect various cells and their normal signaling cascades.
This can lead to disturbances in homeostasis at the molecular
level, leading to onset and pathogenesis of various disorders,
especially those related to calcium and bone metabolism and
immune system dysfunction. Deficiency of VD has been
linked to many autoimmune disorders, including insulin-
dependent diabetes mellitus, systemic lupus erythematosus
(SLE), and RA [55–57].

5. Vitamin D and Tumor Necrosis
Factor-Alpha (TNF𝛼)

Inflammation in RA occurs due to the abundant presence
of inflammation-promoting cytokines [58]. TNF𝛼 is impli-
cated in systemic inflammation. This is mainly synthesized
by activated macrophages. Numerous other cell types can
also produce TNF𝛼, including fibroblast, monocytes, natural
killer cells, andmast cells [59].Most of theseTNF𝛼 producing
cells have VDR [60, 61]. TNF𝛼 is encoded by the TNFA gene
that is present on chromosome 6p21.3.The gene is ∼3 kb and
comprises 4 exons [62]. TNF𝛼 promotes inflammatory sig-
naling and performs a key role in the onset and pathogenesis
of RA.The level of TNF𝛼 has been shown to be higher in RA
patients than controls, as TNF𝛼 is involved in inflammation
followed by joint destruction [63]. However, the role of TNFA
genetic variations in RA has not been established yet [64].

Studies intending to explore the effect of VD treatment
on TNF𝛼 production have shown an inverse correlation
between these two. This correlation has been investigated
by quantification of mRNA or level of protein production
and protein release in numerous studies. In PBMCs, TNFA
transcriptome, as well as proteome, was reported to be
inversely correlated with VD stimulation [65]. A VDR bind-
ing sequence has been found in the promoter of TNFA.
VD levels can affect the binding of VDR to its target
sequences in the upstream regulatory regions of the TNFA
gene, which in turn can regulate the transcription of TNFA
mRNA.VD levels, however, are not linkedwith TNFAmRNA
stability. VD, therefore, regulates TNF𝛼 at transcriptional
level [66]. A study conducted on a mouse model concluded
that VD acts as a shield against RA because this promotes
the apoptosis of fibroblast-like synoviocytes, which are key
factors for cartilage destruction in RA [67]. Another study
conducted on healthy women showed an inverse correla-
tion between VD and TNF𝛼 concentration and suggested
the preventive role of VD against inflammatory conditions
[68].

6. Vitamin D and Interleukin-1 (IL-1)

IL-1 family is a group of 11 different cytokines [69]. Interleukin
1 alpha (IL-1𝛼) and interleukin 1 beta (IL-1𝛽) are the most
studied members of this immunoregulatory molecule family.
These cytokines are encoded by IL1A and IL1B genes that are
located on 2q14. These two cytokines have a common antag-
onist called IL-1 receptor antagonist (IL-1Ra). The receptor
for IL-1𝛼 and IL-1𝛽 is IL-1 receptor I (IL-1RI). IL-1Ra also
binds to IL-1RI but it cannot induct any intracellular signaling
and thus it acts to regulate the action of IL-1𝛼 and IL-
1𝛽 [70]. IL-1𝛽 is produced by endothelial cells, monocytes,
macrophages, activated T cells, and B cells [71]. It is expressed
in mononuclear blood cells and synovial membrane [72].
It is involved in proteoglycan degradation and inhibits the
synthesis of proteoglycan [73]. IL-1𝛽has a key role in articular
damage in RA and it also elicits the production of other
cytokines, especially IL-6, in RA [74]. Studies of RA in animal
models have shown the involvement of IL-1𝛼 and IL-1𝛽 in
joint damage and cartilage degradation [75, 76].
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IL-1𝛽 is found in infected cells and VD elevates IL-1𝛽
levels in macrophages during infection through direct tran-
scription mechanism [77]. Similarly, another study showed
that VD induced IL-1𝛽 production in lipopolysaccharide-
treated human monocytes-derived macrophages and it also
increased the production and phosphorylation of IL-1𝛽
transcriptional regulatory factor (C/EBP𝛽-CCAAT enhancer
binding protein 𝛽) [78]. Another study conducted to find
out the effect of VD on levels of proinflammatory cytokines
found that VD significantly downregulated the levels of IL-
1𝛽 [79]. VD has been reported to be inversely associated
with IL-1𝛼 and IL-1𝛽 levels [80, 81], although a few earlier
studies reported a positive correlation of VD and IL-1𝛼 and
IL-1𝛽 [82–84]. Similar to IL-6 production, the levels and
kind of influence VD has on IL-1 transcriptome depends on
several additional factors. In human monocytic cell lines, the
presence or absence of any connection between VD levels
and IL-1 expression depends on the presence/absence and the
nature of costimulus being present [85].

7. Vitamin D and Interleukin-6 (IL-6)

IL-6 is a monomeric glycoprotein of 26 kDa that is encoded
by an interleukin-6 gene (IL6) located on 7p21. The glyco-
protein is arranged into four long helical chains [86, 87].
IL-6 is a pleiotropic cytokine that is released by a range of
different immune cells, including epithelial cells, fibroblasts,
monocytes, and T cells [88].The IL-6 receptor consists of two
different polypeptide chains: gp130 and IL-6 receptor (IL-6R)
while IL-6R specifically binds to gp130 and it serves to medi-
ate intracellular signaling that can be either via JAK (Janus
kinase)/STAT(signal transducer and activator of transcrip-
tion) pathway or via mitogen-activated protein (MAP) kinase
pathway [89, 90].The STAT/JAK intracellular signaling path-
way is known to play a vital role in immune-related responses
that are mediated by IL-6 [91]. IL-6 is a primary mediator
of inflammation. The levels of this cytokine are considerably
elevated in the serum of RA patients [92–94]. IL-6 has been
known to contribute towards the production of autoantibod-
ies and it also acts as a regulator of TH-cells differentiation
[95].The signaling pathway triggered by IL-6 ultimately leads
to joint inflammation and bone erosion in RA [96]. IL-6 is
also involved in the initiation of the acute-phase response,
the proliferation of synovial fibroblasts, and the stimulation
of the precursor cells of hematopoietic lineage [97].

Serum levels of VD have been reported to be inversely
related to serum IL-6 levels [98]. VD has been implicated
as a downregulator of IL-6 mRNA levels in prostate cells.
VD inhibits p38 molecule by the induction of MAPK
phosphatase-1 (MKP1). This leads to the dephosphorylation
of p38 byMKP1 and thus the activated p38 levels are reduced.
p38 inhibition, in turn, is responsible for the reduction of IL-6
transcripts in the target cells [99]. IL-6 expression regulation
has also been correlated with the differentiation of immune
cells. The expression of IL-6 has been, therefore, linked with
the degree of maturation of the immune cell, cytokine, and
other signaling molecules [85]. Th17 cells are considered a
crucial component of autoimmune-mediated response and
1,25(OH)

2
D

3
has shown to stop the IL-6 expression, which

in turn stimulate the production of Th17 cells [100, 101].
Exposure of VD reduces IL-6 levels in TNF- 𝛼 stimulated
synovial stroma cells (SSCs) from RA patients [102].

8. Vitamin D and Interleukin-17 (IL-17)

IL-17 is an inflammatory cytokine which is produced mainly
by Th17 and other innate immune cells that have a crucial
role in immune response and tissue impairment in RA [103].
It is mostly expressed in synovial fluid and synovium of RA
patients [104]. Due to the immunomodulatory effect of VD
on Th17 cells, it was found that active form of VD decreases
the production of Th17 from CD4+T cells in humans and
also it cuts down the expression of IL-17 in CD4+ T cells
[105]. A recent study provides support to this observation
where deficiency of VD in RA patients was found to affect
Th17 cells function and, hence, IL-17 production, indicating
that sufficient levels of VD may guard RA patients against
IL-17 mediated immune response [106]. Some animal model
studies have also reported similar findings where VD was
associatedwith reduced production of IL-17 [107, 108]. T cells,
especially Th17, are one of the main target sites for VD. VD
action on T-cells halts the T-helper cells cytokines and alters
the cytokine expression pattern of antigen presenting cells
[109–112].

9. Vitamin D and Other Cytokines

Being an autocrine growth factor, IL-2 plays a significant
role in optimum immune system functioning by acting as
an activator, growth factor, and key component for T-cells
differentiation [113, 114]. In the adaptive immune system,
multiple T lymphocytes are favorite action sites for VD.
VD is found to be an inhibitory factor for Th1 cells and
subsequently reduced the production of INF𝛾 and IL-2,
which are important Th1 cytokines [115, 116]. In an in vitro
study, it was found that VD regulated theTh2 production and
Th2 cells were the main source of IL-2 and IL-10 production.
Th2 cells are also involved in Th1 cells function inhibition
[117]. A study conducted on human T-cell line confirmed that
VD suppressed the IL-2 gene expression and reduced the IL-
2 production by blocking the positive regulatory elements
of transcriptional factor (NFAT) within the promoter region
of the IL-2 gene [118]. In most of the cases, VD is found
to downregulate the production of different cytokines, but,
in case of IL-4 and IL-10, VD has an opposite effect where
it upregulates the synthesis of IL-4 [119] and IL-10 [120].
An in vitro study showed that treatment of 1,25(OH)

2
D

3

on CD4+Mel14+ T cells enhanced the synthesis of Th2
lymphocytes and ultimately increased the production of IL-
4, IL-5, and IL-10 [121]. IL-12 determines the fate of T cells
and its levels are found to be higher in RA patients [122]. In
human PBMCs, VD was found to have an inhibitory effect
on the production of IL-2 and IL-12 [123]. VD also blocks
the differentiation of a dendritic cell and thus inhibits the
IL-12 production. The complex of 1,25(OH)2D3, VDR, and
NF𝜅B hinder with NF𝜅B-derived transcription of IL-12 [124].
VD also downregulates the production of IL-12 and IL-23 by
elevating the production of IL-10 [125, 126].
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10. Connection between VD and RA

Vitamin D has been shown to act as a key player in the onset
and pathogenesis of RA. In murine RA, the hormonally acti-
vated form of VD (1,25-Dihydroxvitamin D3 [1,25(OH)2D3])
has been implicated in preventing the onset and RA patho-
genesis [119]. In vitro studies in different cell lines that mimic
RA like pathology have revealed that VD promotes anti-
inflammatory response [127]. An In vivo study on a transgenic
mouse model of RA showed that deletion of VDR was
associated with inflammation followed by bone loss [128].

The prevalence of RA has been found to decrease in
individuals with high intake of VD, including both dietary
and supplemental forms of VD [129]. Epidemiological data
have revealed that a significant number of RA patients (30-
63%) have decreased VD levels [130]. VD intake is inversely
associated with RA activity [131]. Distribution of serum VD
levels has been examined in a number of RA case-control
studies. A vast majority of these studies have found signif-
icantly different VD levels between cases and controls and
these results are summarized in Table 1. Belowwe summarize
the outcomes of significant studies.

A study conducted on RA patients that were not taking
any VD supplements found a severe deficiency of VD [132].
A recent meta-analysis which combined data from fifteen
different studies on a total of 1,143 RA patients and 963 con-
trols reported the same inverse correlation between serum
VD levels and disease severity [133]. A similar association
between disease activity score (DAS28) and serum VD
levels was found [134]. A cross-sectional study measured
serum VD levels and reported VD insufficiency in a group
of rheumatic patients [135]. Another study conducted on
Caucasian women also reported serum VD insufficiency in
RA patients as compared to controls [136]. A few other
studies also reported a similar inverse association between
VD levels and disease severity [137–141]. A recent meta-
analysis combined results from different reports on 2,148
cases and 1,991 healthy controls, reported lower serum VD
levels in RA patients as compared to healthy controls, and
further reported an inverse correlation between serum VD
levels and disease severity score [142]. Wang et al. [143]
studied the effect of serum VD levels on 154 RA patients
and reported an inverse relationship between VD levels and
disease activity and anti-CCP level. A European League
Against Rheumatism (EULAR) that supported a study on
625 RA patients and 276 healthy controls from 13 different
European countries also reported hypovitaminosis in RA
patients and inversely correlated serum VD levels with RA-
associated complexities [144]. A study on a much larger
sample size of 894 RA and 861 healthy controls reported
an inverse correlation between serum VD levels and RA
disease activity [145]. Another study on 93 RA patients and 31
healthy controls from an Iranian population also reported the
inverse association between serumVD levels and RA severity
and suggested VD supplementation for RA treatment along
with other regular medications [146]. A study conducted
on the Turkish population reported an inverse relationship
between serum VD levels and RA susceptibility but did not
find any association between serum VD levels and disease

activity [147]. Similar results have been published by research
published on Iranian population [148].

Severe deficiency of VD has been reported in early
inflammatory arthritis [149]. A study conducted on 4,793
Japanese RA patients reported a severe deficiency of VD in
RApatients and indicated an inverse association between lev-
els of VD and RA related clinical symptoms [150]. Similarly,
another study conducted on European RA patients reported
the same results and linked VD levels inversely with RA-
associated clinical symptoms, but it did not demonstrate any
correlation between serum VD levels and disease severity
score [151]. Studies conducted on the Italian population also
reported VD deficiency in RA patients [152, 153]. In line
with these results, data fromNorth Italy rheumatology outpa-
tients’ clinic demonstrated 87% prevalence of VD deficiency
in patients suffering from autoimmune rheumatic diseases
[154]. Parallel to these results, almost 90%of hypovitaminosis
D was reported in RA patients from the UK and Swiss
outpatients clinics [155, 156]. Comorbidities in Rheumatoid
Arthritis (COMORA) cohort comprising 1,431 patients from
15 different countries also found low serum VD levels with
RA incidence and comorbidities [157]. A study conducted on
Saudi Arabian RA patients reported VD as a good predictor
of disease activity [158].

In RA treatment, combination therapy of denosumab and
VD increases bilateral total hips bone mineral density (H-
BMD) [159]. Another study suggested the role of VD inmain-
taining endothelial homeostasis in RA patients based on VD
levels and CD34+ cell count in RA patients [160]. Two more
studies suggested the potential immunomodulatory role of
VD that can have a promising effect in RA patients [161, 162].
VD also affects other disease parameters, including Th17 cell
count and incidence of anti-CCP antibodies [163]. Despite
the immunomodulatory properties of VD, the beneficial role
of VD supplementation as a component of RA treatment has
produced inconsistent results [164–166].

11. VD and RA Related Complexities

A recent study in Northwest China found that RA patients
with depression have much lower serum VD levels (mean=
15.24 ± 8.78 ng/mL) as compared to RA patients without
depression (mean= 24.68 ± 10.98 ng/mL) and associated
hypovitaminosis with depression, anxiety, and disease activ-
ity in RA patients [167]. Another study also associated
low serum VD levels with increased neuropathic pain in
RA patients [168]. Furthermore, low serum VD levels are
inversely associated with ROS (reactive oxygen species) levels
in RA patients [169]. A recent data indicate that low serum
VD levels in RA patients may lead to secondary osteoporosis
[170].

12. Conclusions

The human body can synthesize VD under the exposure of
𝛽-radiations and UV light or can absorb it through food.
Kidney and liver metabolize the absorbed VD. VDmaintains
the calcium and phosphate homeostasis in the body. VD can
regulate innate and adaptive immunity mainly through B and
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T-cell production and differentiation. It inhibits the synthesis
of IL2, INF-𝛾, and TNF𝛼. Immunomodulatory properties of
VDhavemade it an important factor inmultiple autoimmune
conditions. VD serum levels are inversely associated with
RA susceptibility, disease activity, and related pathological
complexities. VD is a significant regulator of various genes
involved in the immune system and plays an important role in
various immune-related responses, including the expression
of proinflammatory cytokines. VD, through suppression of
cytokines levels, can prevent the onset and pathogenesis of
RA.Therefore, VD deficiency, coupled with genetic and envi-
ronmental factors, may lead to the onset of RA. Additional
studies are needed to explore the precise molecular pathways
and mechanisms by which VD levels mediate RA-derived
immune response. Research on the potential role of VD
supplementation in RA treatment has produced inconsistent
results; additional large-scale pharmacological research is
required to find out the effect of VD augmentation during the
treatment of RA.
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disease activity and functional ability in different rheumatic
patients,”TheAmerican Journal of the Medical Sciences, vol. 349,
no. 1, pp. 46–49, 2015.

[136] M. L. Brance, L. R. Brun, S. Lioi, A. Sánchez, M. Abdala, and
B. Oliveri, “Vitamin D levels and bone mass in rheumatoid
arthritis,” Rheumatology International, vol. 35, no. 3, pp. 499–
505, 2015.

[137] R. Sharma, R. Saigal, L. K. Goyal et al., “Estimation of vitamin
D levels in rheumatoid arthritis patients and its correlation with
the disease activity,”The journal of the association of Physicians
of India, vol. 62, pp. 678–681, 2014.

[138] Q. Hong, J. Xu, S. Xu, L. Lian, M. Zhang, and C. Ding, “Asso-
ciations between serum 25-hydroxyvitamin D and disease

activity, inflammatory cytokines and bone loss in patients with
rheumatoid arthritis,” Rheumatology, vol. 53, no. 11, pp. 1994–
2001, 2014.

[139] T. A. Gheita, S. Sayed, H. A. Gheita, and S. A. Kenawy, “Vitamin
D status in rheumatoid arthritis patients: relation to clinical
manifestations, disease activity, quality of life and fibromyalgia
syndrome,” International Journal of Rheumatic Diseases, vol. 19,
pp. 294–299, 2014.

[140] M. A. Atwa, M. G. Balata, A. M. Hussein, N. I. Abdelrahman,
and H. H. Elminshawy, “Serum 25-hydroxyvitamin D concen-
tration in patients with psoriasis and rheumatoid arthritis and
its association with disease activity and serum tumor necrosis
factor-alpha,” Saudi Medical Journal, vol. 34, no. 8, pp. 806–813,
2013.

[141] I. Kostoglou-Athanassiou, P. Athanassiou, A. Lyraki, I. Raftakis,
and C. Antoniadis, “Vitamin D and rheumatoid arthritis,”Ther-
apeutic Advances in Endocrinology andMetabolism, vol. 3, no. 6,
pp. 181–187, 2012.

[142] J. Lin, J. Liu, M. L. Davies, and W. Chen, “Vitamin D level and
rheumatoid arthritis disease activity: review andmeta-analysis,”
PLoS One, vol. 11, Article ID e0146351, 2016.

[143] Y. Wang, F. Zhang, S. Wang et al., “Serum vitamin D level
is inversely associated with anti-cyclic citrullinated peptide
antibody level and disease activity in rheumatoid arthritis
patients,” Archives of Rheumatology, vol. 31, no. 1, pp. 64–70,
2016.

[144] J. Vojinovic, A. Tincani, A. Sulli et al., “European multicentre
pilot survey to assess vitamin D status in rheumatoid arthritis
patients and early development of a new patient reported
outcome questionnaire (D-PRO),” Autoimmunity Reviews, vol.
16, no. 5, pp. 548–554, 2017.

[145] S. Cecchetti, Z. Tatar, P. Galan et al., “Prevalence of vitamin
D deficiency in rheumatoid arthritis and association with
disease activity and cardiovascular risk factors: data from the
COMEDRA study,” Clinical and Experimental Rheumatology,
vol. 34, pp. 984–990, 2016.

[146] E. Rajaee et al., “The relationship between serum level of
vitamin D3 and the severity of new onset rheumatoid arthritis
activity,” Journal of Clinical and Diagnostic Research, vol. 11, pp.
Oc28–Oc30, 2017.

[147] T. Baykal, K. Senel, F. Alp, A. Erdal, and M. Ugur, “Is there an
association between serum 25-hydroxyvitamin D concentra-
tions and disease activity in rheumatoid arthritis?” Bratislava
Medical Journal, vol. 113, pp. 610-611, 2012.

[148] M. Sahebari, Z. Mirfeizi, Z. Rezaieyazdi, H. Rafatpanah, and L.
Goshyeshi, “25(OH) vitamin D serum values and rheumatoid
arthritis disease activity (DA S28 ESR),” Caspian Journal of
Internal Medicine, vol. 5, pp. 148–155, 2014.

[149] Y.-E. Park, B.-H. Kim, S.-G. Lee et al., “Vitamin D status of
patients with early inflammatory arthritis,” Clinical Rheumatol-
ogy, vol. 34, no. 2, pp. 239–246, 2015.

[150] T. Furuya, T. Hosoi, E. Tanaka et al., “Prevalence of and factors
associated with vitamin D deficiency in 4,793 Japanese patients
with rheumatoid arthritis,”Clinical Rheumatology, vol. 32, no. 7,
pp. 1081–1087, 2013.

[151] H. J. Haga, A. Schmedes, Y. Naderi, A. M. Moreno, and E.
Peen, “Severe deficiency of 25-hydroxyvitamin D

3
(25-OH-D

3
)

is associated with high disease activity of rheumatoid arthritis,”
Clinical Rheumatology, vol. 32, no. 5, pp. 629–633, 2013.

[152] M. Rossini, S. M. Bongi, G. la Montagna et al., “Vitamin D
deficiency in rheumatoid arthritis: prevalence, determinants



12 BioMed Research International

and associations with disease activity and disability,” Arthritis
Research &Therapy, vol. 12, no. 6, article R216, 2010.

[153] M. Varenna, M. Manara, F. P. Cantatore et al., “Determi-
nants and effects of vitamin D supplementation on serum 25-
hydroxy-vitamin D levels in patientswith rheumatoidarthritis,”
Clinical and Experimental Rheumatology, vol. 30, pp. 714–719,
2012.

[154] P. P. Sainaghi, M. Bellan, S. Carda et al., “Hypovitaminosis
D and response to cholecalciferol supplementation in patients
with autoimmune and non-autoimmune rheumatic diseases,”
Rheumatology International, vol. 32, no. 11, pp. 3365–3372, 2012.

[155] M. Mouyis, A. J. Ostor, A. J. Crisp, A. Ginawi, D. J. Halsall,
and N. Shenker, “Hypovitaminosis D among rheumatology
outpatients in clinical practice,”Rheumatology, vol. 47, no. 9, pp.
1348–1351, 2008.

[156] D. Stoll, J. Dudler, O. Lamy et al., “High prevalence of hypovi-
taminosis D in a Swiss rheumatology outpatient population,”
Swiss Medical Weekly, vol. 141, Article ID w13196, 2011.

[157] N. Hajjaj-Hassouni, N. Mawani, F. Allali et al., “Evaluation of
vitamin D status in rheumatoid arthritis and its association
with disease activity across 15 countries: ’the comora study’,”
International Journal of Rheumatology, vol. 2017, Article ID
5491676, 8 pages, 2017.

[158] F. S. Azzeh and O. A. Kensara, “Vitamin D is a good marker
for disease activity of rheumatoid arthritis disease,” Disease
Markers, vol. 2015, Article ID 260725, 6 pages, 2015.

[159] Y. Nakamura, T. Suzuki, T. Yoshida, H. Yamazaki, and H.
Kato, “Vitamin d and calcium are required during denosumab
treatment in osteoporosis with rheumatoid arthritis,”Nutrients,
vol. 9, no. 5, 2017.

[160] A. Lo Gullo, G. Mandraffino, G. Bagnato et al., “Vitamin D
status in rheumatoid arthritis: inflammation, arterial stiffness
and circulating progenitor cell number,” PLoS ONE, vol. 10, no.
8, Article ID e0134602, 2015.

[161] A. S. Bansal, F. Henriquez, N. Sumar, and S. Patel, “Thelper cell
subsets in arthritis and the benefits of immunomodulation by
1,25(OH) 2 vitamin D,” Rheumatology International, vol. 32, no.
4, pp. 845–852, 2012.

[162] J. P. Van Hamburg, P. S. Asmawidjaja, N. Davelaar et al.,
“TNF blockade requires 1,25(OH) 2D 3to control humanTh17-
mediated synovial inflammation,” Annals of the Rheumatic
Diseases, vol. 71, no. 4, pp. 606–612, 2012.

[163] Y. Liu and H. Wen, “Impact of vitamin deficiency on clinical
parameters in treatment-na∩ve rheumatoid arthritis patients,”
Zeitschrift für Rheumatologie, vol. 77, pp. 833–840, 2018.

[164] N. L. Bragazzi, A. Watad, S. G. Neumann et al., “Vitamin D and
rheumatoid arthritis: an ongoing mystery,” Current Opinion in
Rheumatology, vol. 29, no. 4, pp. 378–388, 2017.

[165] N. Maruotti and F. P. Cantatore, “Vitamin D and the immune
system,”The Journal of Rheumatology, vol. 37, p. 491, 2010.

[166] G. Adami, M. Rossini, L. Bogliolo et al., “An exploratory study
on the role of vitaminD supplementation in improving pain and
disease activity in rheumatoidarthritis,”Modern Rheumatology,
pp. 1–4, 2018.

[167] D. Pu, J. Luo, Y. Wang et al., “Prevalence of depression and
anxiety in rheumatoid arthritis patients and their associations
with serum vitamin D level,”Clinical Rheumatology, vol. 37, no.
1, pp. 179–184, 2018.

[168] H. Yesil, U. Sungur, S. Akdeniz, G. Gurer, B. Yalcin, and U.
Dundar, “Association between serum vitamin D levels and

neuropathic pain in rheumatoid arthritis patients: a cross-
sectional study,” International Journal of Rheumatic Diseases,
vol. 21, no. 2, pp. 431–439, 2018.

[169] S. Mateen, S. Moin, S. Shahzad, and A. Q. Khan, “Level
of inflammatory cytokines in rheumatoid arthritis patients:
Correlation with 25-hydroxy vitamin D and reactive oxygen
species,” Plos One, vol. 12, Article ID e0178879, 2017.

[170] L.-M. Tan, T.-T. Long, X.-L. Guan et al., “Diagnostic value of
vitamin D status and bone turnover markers in rheumatoid
arthritis complicated by osteoporosis,” Annals of Clinical and
Laboratory Science, vol. 48, pp. 197–204, 2018.


