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Abstract: This study was carried out to evaluate the effects of vitamin D supplementation
on the metabolic profiles of insulin-resistant subjects with polycystic ovary syndrome (PCOS).
This randomized double-blind, placebo-controlled trial was conducted on 90 insulin-resistant women
with PCOS. Participants were randomly assigned to three groups to intake either 4000 IU of vitamin D
or 1000 IU of vitamin D or placebo (n = 30 each group) daily for 12 weeks. Vitamin D supplementation
(4000 IU), compared with vitamin D (1000 IU) and placebo, led to significant reductions in
total testosterone (−0.2 ± 0.2 vs. −0.1 ± 0.6 and +0.1 ± 0.2 ng/mL, respectively, p = 0.02),
free androgen index (FAI) (−0.06 ± 0.12 vs. −0.02 ± 0.12 and +0.004 ± 0.04, respectively, p = 0.04),
hirsutism (−1.1 ± 1.1 vs. −0.8 ± 1.2 and −0.1 ± 0.4, respectively, p = 0.001) and high-sensitivity
C-reactive protein (hs-CRP) (−0.7 ± 1.4 vs. −0.5 ± 0.9 and +0.5 ± 2.4 mg/L, respectively, p = 0.01).
In addition, we found significant elevations in mean change of sex hormone-binding globulin (SHBG)
(+19.1 ± 23.0 vs. +4.5 ± 11.0 and +0.7 ± 10.4 nmol/L, respectively, p < 0.001) and total antioxidant
capacity (TAC) (+130 ± 144 vs. +33 ± 126 and −36 ± 104 mmol/L, respectively, p < 0.001) in
the high-dose vitamin D group compared with low-dose vitamin D and placebo groups. Overall,
high-dose vitamin D administration for 12 weeks to insulin-resistant women with PCOS had beneficial
effects on total testosterone, SHBG, FAI, serum hs-CRP and plasma TAC levels compared with
low-dose vitamin D and placebo groups.
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1. Introduction

Polycystic ovary syndrome (PCOS) is the most common ovarian disorder associated with
disturbances of reproductive, hyperinsulinemia and androgen excess in women [1]. PCOS and
insulin resistance affect 5–20% [2] and 44.8–51.4% [3] of women in reproductive age worldwide.
Recent evidence suggests a chronic inflammation condition in PCOS could be considered one of
the potential links between PCOS, type 2 diabetes mellitus (T2DM) and cardiovascular disease [4].
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In addition, the increased production of reactive oxygen species (ROS) in PCOS is related to vascular
complications [5].

Hypovitaminosis D is common in women with PCOS [6]. It has been reported that vitamin
D status may contribute to the progress of the metabolic disorders associated with PCOS,
chiefly hyperinsulinemia and impaired glucose tolerance states [6]. Results of a meta-analysis
demonstrated that vitamin D supplementation was beneficial in reducing total testosterone levels,
but did not affect other androgenic profiles [7]. However, a meta-analysis study conducted by
He et al. [8] indicated that vitamin D intake did not affect metabolic and hormonal profiles in PCOS
women. In another meta-analysis study, vitamin D administration decreased parathyroid hormone and
triglycerides levels in PCOS women, but could not influence insulin metabolism and androgens [9].

As there is evidence that vitamin D intake may improve hormonal profiles, and has
anti-inflammatory and antioxidant effects, we hypothesized that vitamin D supplementation might
help subjects with PCOS to control hormonal profiles, biomarkers of inflammation and oxidative
stress. To our knowledge, there is scarce data on different doses of vitamin D supplementation on
hormonal profiles, biomarkers of inflammation and oxidative stress in insulin-resistant patients with
PCOS. The Food and Nutrition Board of the National Academy of Sciences states that 4000 IU vitamin
D/day is the highest dosage with no adverse effect [10]. Substantial concern has been described about
the safety of taking vitamin D at dosages higher than 1000 IU/day [10,11]. Gloth et al. [12] showed
that in older populations with 25-hydroxyvitamin D concentrations < 25 nmol/L, vitamin D intakes
ranged as high as 1100 IU/day. The purpose of the present study was to evaluate the effects of two
different doses of vitamin D supplementation on metabolic profiles among PCOS patients.

2. Materials and Methods

2.1. Trial Design, Participants and Ethics Statements

This randomized, double-blind, placebo-controlled trial, registered in the Iranian website for
registration of clinical trials as http://www.irct.ir: IRCT201604145623N75, was conducted among
90 insulin-resistant (homeostasis model of assessment-insulin resistance (HOMA-IR) > 2.5) women,
aged 18–40 years old with PCOS who were referred to the Kosar Clinic, Arak, Iran, from March 2016
to December 2016. We recruited patients from 7 March 2016 till 15 March 2016 from our Referral
center for PCOS in Arak. However, due to administrative problems, the current study registered as
retrospective registration (20 April 2016), the intervention was started at 16 March 2016 till 15 June
2016. Therefore, we had 12 weeks of intervention for this study. Drafting the manuscript as well as
data analyses was done in 3 months. All study participants were rather young, but were already
obese. This investigation was carried out in accordance with the Declaration of Helsinki, and informed
consent was taken from all subjects. Diagnosis of PCOS was performed according to the Rotterdam
criteria [13]. Women who were pregnant during the intervention, had androgen-secreting tumors,
hyperprolactinemia, thyroid dysfunction, diabetes or impaired glucose tolerance at enrollment time
were excluded from the study.

2.2. Study Design

Subjects were randomly assigned into three groups to take either high-dose vitamin D + metformin
(4000 IU/day) or low-dose vitamin D + metformin (1000 IU/day) or vitamin D placebo + metformin
(n = 30 each group) for 12 weeks. We used dosage of 4000 IU vitamin D based on a previous study
in PCOS women [14]. Vitamin D and its placebo were manufactured by Zahravi Pharmaceutical
Company (Tabriz, Iran) and Barij Essence Pharmaceutical Company (Kashan, Iran), respectively.
The appearance of the placebo capsules, such as color, shape, size, and packaging, were identical
to vitamin D3 capsules. To evaluate the compliance, 25(OH) vitamin D levels of participants was
quantified by the enzyme-linked immunosorbent assay (ELISA) method. All subjects completed 3-day
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food records at weeks 0, 3, 6, 9 and 12 of the intervention. Daily macro- and micro-nutrient intakes
were analyzed by nutritionist IV software (First Databank, San Bruno, CA, USA).

2.3. Assessment of Anthropometric Measures

A trained staff member at the clinic did the anthropometric measurements at baseline and after
the 12-week intervention (Seca, Hamburg, Germany) body mass index (BMI) was calculated as weight
in kg divided by height in meters squared.

2.4. Clinical Assessment

Clinical assessment included determinations of hirsutism using a modified Ferriman-Gallwey
score (mFG) scoring system [15].

2.5. Biochemical Assessment

We considered hormonal profiles as primary variables, and biomarkers of inflammation
and biomarkers of oxidative stress as secondary variables. Ten milliliter fasting blood samples
were taken before and after the 12-week treatment at Arak reference laboratory, Arak, Iran.
Serum 25-hydroxyvitamin D levels were determined by an ELISA kit (IDS, Boldon, UK) with inter-
and intra-assay coefficient variances (CVs) of 4.6 to 6.7%, respectively. Serum insulin levels were
measured using an ELISA kit (DiaMetra, Milano, Italy) with intra- and inter-assay CVs of 2.7 and 4.5%,
respectively. Enzymatic kit (Pars Azmun, Tehran, Iran) was used to determine FPG. Insulin-resistant
was considered as HOMA-IR > 2.5. Serum total testosterone with inter- and intra-assay CVs of 3.8
to 5.6% and sex hormone-binding globulin (SHBG) with inter- and intra-assay CVs of 3.3 to 9% were
determined by using commercial kits (DiaMetra, Milano, Italy). Free androgen index (FAI) was
calculated as the ratio of total testosterone to SHBG. Dehydroepiandrosterone sulfate (DHEAS) values
were measured using an ELISA kit (Monobind, Lake Forest, CA, USA) with inter- and intra-assay CVs
of 3.9 to 0.5%, respectively. Serum hs-CRP values were quantified using an ELISA kit (LDN, Nordhorn,
Germany) with inter- and intra-assay CVs of 4.3 to 6.4%, respectively. The plasma nitric oxide (NO) by
the Griess method, TAC by the use of the ferric reducing antioxidant power method developed by
Benzie and Strain, total glutathione (GSH) using the method of Beutler et al. and malondialdehyde
(MDA) levels by the thiobarbituric acid reactive substance spectrophotometric test with inter- and
intra-assay CVs lower than 5% were determined.

2.6. Sample Size

To determine the sample size, we considered type one error (α) of 0.05 and type two error (β) of
0.20 (power = 80%). Based on a previous study [16], we used 0.11 ng/mL as SD and 0.09 ng/mL as the
difference in mean of total testosterone levels as primary variable. Based on this, we needed 25 subjects
in each group. Considering a dropout rate of 5 subjects per group, we calculated we needed to have
30 subjects per group.

2.7. Randomization

Randomization assignment was conducted by computer-generated random numbers.
Randomization and concealment of the allocations from the investigators and populations were
carried out by trained staff at the clinic.

2.8. Statistical Analysis

We used the Kolmogrov-Smirnov test to examine the normal distribution of variables. One-way
analysis of variance (ANOVA) was used to detect differences in anthropometric characteristics and
dietary intakes between the three groups. To determine the effects of vitamin D supplementation
on metabolic profiles, we used ANOVA test. The changes across three groups were compared using
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Bonferoni post hoc pair-wise comparisons. To control the effect of confounders, we adjusted all
analyses for baseline values, age and baseline BMI to avoid potential bias. These analyses were
conducted by analysis of covariance (ANCOVA) using general linear models. We used Pearson
correlations analysis to assess between changes of metabolic profiles and changes in the 25(OH)D3
concentrations. p < 0.05 was considered as statistically significant. All statistical analyses were done
using the Statistical Package for Social Science version 18 (SPSS Inc., Chicago, IL, USA).

3. Results

Firstly, we invited 248 participants with PCOS (44 participants from usual attendance and
204 participants from pool); however, 112 subjects were excluded in the eligibility phase because
of not meeting inclusion criteria (HOMA-IR < 2.5) and 41 others did not agree to participate. Out of
95 participants who were selected for the intervention, 5 participants were excluded from the study
because of diagnosis of diabetes (Figure 1). All patients were taking the metformin tablet at the initial
dose of 500 mg, which was enhanced in a stepwise manner during the first 3 weeks to incorporate
the side effects until the patients were taking a total of 1500 mg/day [17]. No side effects were
reported following the intake of high-dose vitamin D and metformin in patients with PCOS throughout
the study.
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Figure 1. Summary of patient flow diagram.

Mean age, height, and weight and BMI at baseline and end-of-trial were not statistically different
between the three groups (Table 1). Pearson correlations analysis revealed that there was no association
between the changes in metabolic equivalents (MET)-h and the changes in BMI (R2 = 0.01, p = 0.23).
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Table 1. General characteristics of study participants 1.

General Measurements Placebo
(n = 30)

Low-Dose Vitamin D
(n = 30)

High-Dose Vitamin D
(n = 30) p 2

Age (year) 25 ± 5 26 ± 5 28 ± 5 0.65
Height (cm) 161 ± 6 158 ± 6 161 ± 7 0.32

Weight at study baseline (kg) 78 ± 15 83 ± 13 81 ± 18 0.34
Weight at end-of-trial (kg) 78± 14 83 ± 13 80 ± 18 0.32

Weight change (kg) −0.3 ± 1 −0.6 ± 2 −0.4 ± 1 0.32
BMI at study baseline (kg/m2) 30 ± 6 33 ± 5 31 ± 6 0.79

BMI at end-of-trial (kg/m2) 30 ± 6 33 ± 5 31 ± 6 0.78
BMI change (kg/m2) −0.1 ± 0.5 −0.2 ± 0.6 −0.1 ± 0.5 0.78

MET-h/day at study baseline 28 ± 1 28 ± 1 27 ± 2 0.15
MET-h/day at end-of-trial 28 ± 1 28 ± 1 27 ± 2 0.24

MET-h/day change −0.1 ± 0.3 0.009 ± 0.4 0.1 ± 0.3 0.17
1 Data are means ± standard deviations (SDs); 2 Obtained from analysis of variance (ANOVA) test; METs,
metabolic equivalents.

We found no significant difference in mean dietary macro- and micro-nutrient intakes between
the three groups at the throughout the trial (Table 2).

Table 2. Dietary intakes of study participants throughout the study 1.

Nutrients Placebo
(n = 30)

Low-Dose Vitamin D
(n = 30)

High-Dose Vitamin D
(n = 30) p 2

Energy (kcal/day) 2368 ± 233 2329 ± 272 2256 ± 268 0.24
Carbohydrates (g/day) 321.0 ± 41.0 320.8 ± 47.2 302.0 ± 46.3 0.17

Protein (g/day) 86.3 ± 13.4 85.6 ± 18.5 84.2 ± 19.0 0.89
Fat (g/day) 85.6 ± 13.5 78.8 ± 14.9 82.8 ± 14.7 0.19
SFA (g/day) 26.0 ± 5.0 25.1 ± 5.3 25.8 ± 5.5 0.78

PUFA (g/day) 26.6 ± 7.1 24.3 ± 7.1 26.0 ± 7.1 0.43
MUFA (g/day) 24.0 ± 6.3 21.4 ± 5.6 23.3 ± 6.2 0.25

Cholesterol (mg/day) 194.3 ± 73.7 213.5 ± 125.8 206.0 ± 114.9 0.78
TDF (g/day) 18.9 ± 4.2 19.6 ± 5.0 18.5 ± 4.3 0.61

Vitamin D (µg/day) 2.9 ± 1.0 2.8 ± 0.8 3.0 ± 1.0 0.76
1 Data are means ± SDs; 2 Obtained from ANOVA test; MUFAs, monounsaturated fatty acids; PUFAs,
polyunsaturated fatty acids; SFAs, saturated fatty acids; TDF, total dietary fiber.

Vitamin D supplementation (4000 IU), compared with vitamin D (1000 IU) and placebo, led to
a significant increase in 25-hydroxyvitamin D values (+12.0 ± 2.5 vs. +5.9 ± 4.4 and +0.2 ± 0.9 ng/mL,
respectively, p < 0.001) (Table 3). Vitamin D supplementation (4000 IU), compared with vitamin
D (1000 IU) and placebo, led to significant reductions in FPG (−3.8 ± 6.9 vs. −3.2 ± 3.2 and
−0.1 ± 3.6 mg/dL, respectively, p = 0.009), serum insulin levels (−2.3 ± 2.1 vs. −1.3 ± 3.1 and
+0.1 ± 2.9 µIU/mL, respectively, p = 0.003), HOMA-IR (−0.5 ± 0.4 vs. −0.3 ± 0.7 and −0.1 ± 0.6,
respectively, p = 0.004), total testosterone (−0.2 ± 0.2 vs. −0.1 ± 0.6 and +0.1 ± 0.2 ng/mL,
respectively, p = 0.02), FAI (−0.06 ± 0.12 vs. −0.02 ± 0.12 and +0.004 ± 0.04, respectively, p = 0.04),
hirsutism (−1.1 ± 1.1 vs. −0.8 ± 1.2 and −0.1 ± 0.4, respectively, p = 0.001) and hs-CRP (−0.7 ± 1.4 vs.
−0.5 ± 0.9 and +0.5 ± 2.4 mg/L, respectively, p = 0.01). In addition, we found significant elevations in
mean change of SHBG (+19.1 ± 23.0 vs. +4.5 ± 11.0 and +0.7 ± 10.4 nmol/L, respectively, p < 0.001)
and TAC (+130 ± 144 vs. +33 ± 126 and −36 ± 104 mmol/L, respectively, p < 0.001) in the high-dose
vitamin D group compared with low-dose vitamin D and placebo groups. We did not observe any
significant effect on DHEAS, NO, GSH and MDA values following the supplementation of high-dose
vitamin D compared with low-dose vitamin D and placebo groups.

When we controlled the analysis for baseline values of biochemical parameters, age and baseline
BMI, hs-CRP (p = 0.10) became non-significant, and other findings did not alter (Table 4).
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Table 3. Hormonal profiles, biomarker of inflammation and oxidative stress at baseline and after the 12-week intervention in insulin-resistant patients with polycystic
ovary syndrome 1.

Variable
Placebo (n = 30) Low-Dose Vitamin D (n = 30) High-Dose Vitamin D (n = 30)

p 2

Wk0 Wk12 Change Wk0 Wk12 Change Wk0 Wk12 Change

25-OH-vitamin D (ng/mL) 12.9 ± 2.4 13.1 ± 2.5 0.2 ± 0.9 12.6 ± 3.4 18.5 ± 4.9 5.9 ± 4.4 a 12.6 ± 2.7 24.6 ± 3.3 12.0 ± 2.5 a,b <0.001
HOMA-IR 3.0 ± 0.3 3.1 ± 0.7 0.1 ± 0.6 3.2 ± 0.4 2.9 ± 0.6 −0.3 ± 0.7 3.2 ± 0.4 2.7 ± 0.4 −0.5 ± 0.4 a 0.004

Total testosterone (ng/mL) 1.8 ± 0.6 1.9 ± 0.6 0.1 ± 0.2 1.9 ± 0.9 1.8 ± 0.9 −0.1 ± 0.6 1.6 ± 0.7 1.4 ± 0.6 −0.2 ± 0.2 a 0.02
SHBG (nmol/L) 42.9 ± 18.0 43.6 ± 16.5 0.7 ± 10.4 49.0 ± 19.1 53.4 ± 24.2 4.5 ± 11.0 a 40.2 ± 10.8 59.3 ± 25.3 19.1 ± 23.0 a,b <0.001

FAI 0.17 ± 0.12 0.17 ± 0.12 0.004 ± 0.04 0.18 ± 0.18 0.16 ± 0.11 −0.02 ± 0.12 0.16 ± 0.17 0.10 ± 0.07 −0.06 ± 0.12 a 0.04
mF-G scores 12.3 ± 5.2 12.2 ± 5.1 −0.1 ± 0.4 14.0 ± 3.9 13.1 ± 3.7 −0.8 ± 1.2 a 13.2 ± 5.7 12.1 ± 5.3 −1.1 ± 1.1 a 0.001

DHEAS (µg/mL) 1.0 ± 0.3 1.0 ± 0.3 −0.04 ± 0.3 1.3 ± 0.6 1.2 ± 0.5 −0.08 ± 0.3 1.0 ± 0.5 0.9 ± 0.4 −0.1 ± 0.2 0.54
hs-CRP (mg/L) 4.2 ± 2.2 4.6 ± 2.2 0.5 ± 2.4 4.4 ± 1.0 3.9 ± 1.1 −0.5 ± 0.9 4.6 ± 1.0 3.9 ± 1.6 −0.7 ± 1.4 a 0.01
NO (µmol/L) 41.8 ± 7.2 42.3 ± 9.8 0.5 ± 8.9 39.5 ± 8.9 41.0 ± 13.9 1.5 ± 16.0 40.8 ± 3.6 42.0 ± 5.9 1.2 ± 6.7 0.94

TAC (mmol/L) 754 ± 160 718 ± 202 −36 ± 104 799 ± 93 832 ± 123 33 ± 126 742 ± 67 872 ± 123 130 ± 144 a,b <0.001
GSH (µmol/L) 657 ± 181 697 ± 187 40± 99 722 ± 121 755 ± 129 34 ± 98 734 ± 176 784 ± 237 50 ± 180 0.88
MDA (µmol/L) 2.3 ± 0.5 2.4 ± 1.1 0.1 ± 1.5 2.4 ± 1.0 2.3 ± 0.8 −0.1 ± 0.6 2.1 ± 0.9 1.9 ± 0.8 −0.2 ± 0.5 0.37

1 All values are means ± SDs; 2 Obtained from ANOVA test; a significant difference with the placebo group; b significant difference with the low-dose vitamin D group; DHEAS,
dehydroepiandrosterone sulfate; FAI, free androgen index; GSH, total glutathione; HOMA-IR, homeostasis model of assessment-estimated insulin resistance; high-sensitivity C-reactive
protein; mF-G, modified Ferriman Gallwey; MDA, malondialdehyde; NO, nitric oxide; SHBG, sex hormone-binding globulin; TAC, total antioxidant capacity.
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Table 4. Adjusted changes in metabolic profiles of the patients with polycystic ovary syndrome 1.

Variable Placebo Group
(n = 30)

Low-Dose Vitamin D
(n = 30)

High-Dose Vitamin D
(n = 30) p 2

25-OH-vitamin D (ng/mL) −0.1 ± 0.5 6.0 ± 0.5 12.1 ± 0.5 <0.001
HOMA-IR −0.03 ± 0.1 −0.3 ± 0.1 −0.5 ± 0.1 0.02

Total testosterone (ng/mL) 0.1 ± 0.1 −0.03 ± 0.1 −0.3 ± 0.1 0.002
SHBG (nmol/L) 1.0 ± 2.9 3.8 ± 3.0 19.5 ± 3.0 <0.001

FAI 0.002 ± 0.01 −0.02 ± 0.01 −0.06 ± 0.01 0.001
mF-G scores −0.2 ± 0.2 −0.8 ± 0.2 −1.1 ± 0.2 0.002

DHEAS (µg/mL) −0.1 ± 0.04 −0.03 ± 0.04 −0.1 ± 0.04 0.21
hs-CRP (mg/L) 0.2 ± 0.3 −0.5 ± 0.3 −0.6 ± 0.3 0.10
NO (µmol/L) 1.0 ± 1.9 1.1 ± 1.1 1.1 ± 1.9 0.99

TAC (mmol/L) −36.0 ± 23.4 39.3 ± 23.7 124.6 ± 23.5 <0.001
GSH (µmol/L) 35.2 ± 24.3 39.7 ± 24.1 48.6 ± 24.0 0.92
MDA (µmol/L) 0.1 ± 0.2 −0.1 ± 0.2 −0.3 ± 0.2 0.27

1 All values are means ± SEs. Values are adjusted for baseline values, age and baseline BMI; 2 Obtained from
ANCOVA test; DHEAS, dehydroepiandrosterone sulfate; FAI, free androgen index; GSH, total glutathione;
HOMA-IR, homeostasis model of assessment-estimated insulin resistance; high-sensitivity C-reactive protein;
mF-G, modified Ferriman Gallwey; MDA, malondialdehyde; NO, nitric oxide; SHBG, sex hormone-binding
globulin; TAC, total antioxidant capacity.

The plot of the changes in FAI, serum DHEAS and plasma NO levels against the respective
changes in 25(OH)D3 concentrations provided statistically significant negative correlations (R2 = 0.07,
p = 0.01, R2 = 0.11, p = 0.001 and R2 = 0.08, p = 0.007, respectively) (Figure 2). In addition, the plot of the
changes in plasma GSH levels against the respective changes in 25(OH)D3 concentrations provided
statistically significant positive correlations (R2 = 0.25, p < 0.001).
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Figure 2. (A–K) Pearson correlation coefficients between changes of metabolic profiles and changes 
in the 25(OH)D3 concentrations in patients with polycystic ovary syndrome. DHEAS, 
dehydroepiandrosterone sulfate; FAI, free androgen index; GSH, total glutathione; HOMA-IR, 
homeostasis model of assessment-estimated insulin resistance; high-sensitivity C-reactive protein; 
mF-G, modified Ferriman Gallwey; MDA, malondialdehyde; NO, nitric oxide; SHBG, sex hormone-
binding globulin; TAC, total antioxidant capacity. 

4. Discussion 

We found that vitamin D supplementation at a dosage of 4000 IU/day for 12 weeks to insulin-
resistant women with PCOS had beneficial effects on total testosterone, SHBG, FAI, hs-CRP and TAC 
levels compared with 1000 IU/day of vitamin D and placebo groups, but did not affect DHEAS, NO, 
GSH and MDA levels. To our knowledge, data on vitamin D supplementation on hormonal profiles, 
biomarkers of inflammation and oxidative stress in insulin-resistant women with PCOS are scarce. It 
must be considered that in the current study, baseline levels of vitamin D among insulin-resistant 
patients with PCOS were low (~12 ng/mL). Vitamin D deficiency is highly prevalent in Iranian 
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Figure 2. (A–K) Pearson correlation coefficients between changes of metabolic profiles and
changes in the 25(OH)D3 concentrations in patients with polycystic ovary syndrome. DHEAS,
dehydroepiandrosterone sulfate; FAI, free androgen index; GSH, total glutathione; HOMA-IR,
homeostasis model of assessment-estimated insulin resistance; high-sensitivity C-reactive protein;
mF-G, modified Ferriman Gallwey; MDA, malondialdehyde; NO, nitric oxide; SHBG, sex hormone-binding
globulin; TAC, total antioxidant capacity.

4. Discussion

We found that vitamin D supplementation at a dosage of 4000 IU/day for 12 weeks to
insulin-resistant women with PCOS had beneficial effects on total testosterone, SHBG, FAI, hs-CRP
and TAC levels compared with 1000 IU/day of vitamin D and placebo groups, but did not affect
DHEAS, NO, GSH and MDA levels. To our knowledge, data on vitamin D supplementation on
hormonal profiles, biomarkers of inflammation and oxidative stress in insulin-resistant women with
PCOS are scarce. It must be considered that in the current study, baseline levels of vitamin D among
insulin-resistant patients with PCOS were low (~12 ng/mL). Vitamin D deficiency is highly prevalent
in Iranian women due to their particular form of dressing and coverage. Earlier studies in the country
have shown that PCOS is prevalent among 20% of adult women [18] and vitamin D deficiency affect
75% of women [19].

Subjects with PCOS are susceptible to hyperandrogenism, increased biomarkers of inflammation
and oxidative [14,20]. The current study demonstrated that compared with 1000 IU/day of vitamin
D and placebo, supplementation with 4000 IU/day of vitamin D for 12 weeks to PCOS women
resulted in significant decreases in serum insulin, HOMA-IR, serum total testosterone levels, FAI and
hirsutism, and a significant increase in SHBG, but did not influence DHEAS. It must be kept in
mind that in the current study, no signifiant effect in HOMA-IR (or other parameters of PCOS) was
observed after 12 weeks of metformin treatment in the placebo and the low-dose vitamin D groups.



Nutrients 2017, 9, 1280 9 of 13

This may be due to lack of efficacy of metformin in our cohort. We have previously shown that
vitamin D-K-calcium co-administration for 8 weeks to women with PCOS was effective in reducing
free testosterone and DHEAS, but did not affect other hormonal profiles [21]. Vitamin D and calcium
co-supplementation to PCOS women for 12 weeks also resulted in a significant reduction in total
testosterone and androstenedione levels [22]. In addition, vitamin D and calcium co-supplementation
in PCOS women could result in a better outcome in a variety of PCOS symptoms, such as menstrual
regularity, and ovulation [23]. However, vitamin D supplementation for 6 months among obese
vitamin D-deficient PCOS women had no significant effect on androgen levels and clinical features
of hyperandrogenism [24]. In addition, two meta-analysis studies conducted by He et al. [8] and
Xue et al. [9] demonstrated no evidence that vitamin D intake reduced or mitigated metabolic and
hormonal profiles in PCOS women. It must be kept in mind that in our study, total testosterone levels,
FAI and hirsutism significantly decreased and significantly SHBG levels that was against two previous
meta-analysis studies [8,9]. This may have few reasons. The study duration may be one possible
explanation for such discrepancy. Five of sixteen studies in meta-analysis by Xue et al. [9] and three
of six studies in meta-analysis by He et al. [8] had a study duration lower than 3 months. The short
duration of randomized controlled trials may cause non-significant effect on androgens. In addition,
the subjects recruited in interventional studies had different baseline levels of vitamin D, insulin levels
and HOMA-IR score. For instance, in a meta-analysis study conducted by He et al. [8], two of six
studies had evaluated the effects of vitamin D supplementation on metabolic profiles in PCOS women
with vitamin D deficiency. Thus, we assumed that intervention with vitamin D in the PCOS population
may be important; while the beneficiary effect of vitamin D on androgens may be increased when
individuals have longer duration of supplementation and baseline levels of vitamin D deficiency. In the
current study, all patients had insulin resistance according to HOMA-IR criteria, whereas this was not
reported in the abovementioned meta-analysis studies. On the other hand, some researchers could not
observe any beneficial effect of vitamin D supplementation on glycemic control and other metabolic
profiles. For example, vitamin D supplementation at a dosage of 30,000 IU once weekly for 8 weeks
to populations with abnormal glucose tolerance [25], 1200 IU/day for 16 weeks to non-Western
vitamin D-deficient immigrants with prediabetes [26] and 28,000 IU once weekly for 24 weeks to
patients at risk for T2DM [27] did not affect glucose homeostasis parameters. Similar findings
were observed following the supplementation of vitamin D at a dosage of 20,000 IU/week for
1 year in populations with prediabetes [28], a bolus oral dose of 100,000 IU cholecalciferol followed
by 4000 IU cholecalciferol/day for 16 weeks in overweight or obese subjects [29] and 50,000 IU
ergocalciferol/week for 12 weeks in healthy adults [30]. The different findings might be explained by
different study designs, different dosages of vitamin D used as well as different populations of the
study. Hyperinsulinemia may directly be associated with the development of hyperandrogenism [31],
or activation of cytochrome P450c17 enzyme and the reduction of SHBG synthesis [32]. It was reported
that that decreasing insulin resistance due to weight loss or metformin therapy [33] may result in
a significant decrease in androgen levels. In addition, estrogen biosynthesis is regulated by vitamin D
through the decrease of aromatase gene expression as well as maintaining homeostasis of extracellular
calcium [33].

We have previously documented that the taking of calcium plus vitamin D for 8 weeks by
overweight and vitamin D-deficient subjects with PCOS had beneficial effects on hs-CRP, TAC and
GSH, but did not affect NO levels [20]. Vitamin D3 supplementation (200,000 IU) in elderly women
with vitamin D insufficiency also decreased inflammatory factors and increased TAC levels, but did
not influence MDA levels [34]. Two meta-analysis studies have reported the effects of vitamin D
supplementation on CRP levels in subjects without PCOS [35,36]. In meta-analysis study conducted
by Chen et al. [35], it was documented that vitamin D intake was useful in reducing hs-CRP.
However, vitamin D supplementation did not affect selected inflammatory biomarkers, including CRP,
tumor necrosis factor alpha and interleukin 6 in the obese and overweight subjects. In contrast with our
findings, supplementation with 50,000 IU/2 weeks vitamin D3 for 4 months among adult populations
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with non-alcoholic fatty liver disease led to amelioration in MDA levels, but unchanged TAC values [37].
Increased biomarkers of oxidative stress may play an important role in the pathophysiology of PCOS
women [38]. Less production of parathyroid hormone following supplementation of vitamin D may
result in decreased production of inflammatory factors [39]. Vitamin-D may also decrease inflammatory
cytokines through inhibiting nuclear factor-κB [40]. In addition, decreasing production of ROS and
pro-inflammatory factors by vitamin D supplements may explain its beneficial effects on oxidative
stress [41].

Our study had a few limitations. Firstly, in the current study, the evaluation of insulin
resistance was only based on HOMA-IR. We evaluated no direct dynamic test, such as glucose
tolerance test or hyperinsulinemic euglycemic clamp. Therefore, this should be taken into account in
the interpretation of our findings. Another limitation of the current study was its single-center,
randomized double-blind, placebo-controlled trial and ethnicity group. In addition, the use of
concomitant metformin with vitamin D or placebo may affect results. However, individuals in both
intervention and non-intervention groups were taking metformin; this should be considered in the
interpretation of our findings. In addition, we did not evaluate the effects of vitamin D supplementation
on HbA1c, follicle-stimulating hormone and luteinizing hormone. To obtain nutrient intakes of the
participants, we used 3-day food diaries. This questionnaire cannot accurately reflect habitual dietary
intake, as the day-to-day variation in individuals is high in most populations. Despite this, our findings
about 3-day food diaries should be interpreted with caution.

5. Conclusions

Overall, high-dose vitamin D supplementation (4000 IU/day) for 12 weeks to insulin-resistant
women with PCOS had beneficial effects in total testosterone, SHBG, FAI, hs-CRP and TAC values
compared with low-dose vitamin D (1000 IU/day) and placebo groups, but unchanged DHEAS, NO,
GSH and MDA values.
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