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INTRODUCTION in the overall bone metabolism [1, 2]. Deficiency in this
vitamin may lead to clinical diseases mainly osteoporosis,
osteomalacia and rickets. Major concerns of this condition
has grown higher and higher in the medical field, and

Vitamin D is an important, fat-soluble, vitamin that is
integral in the calcium metabolism as a whole and integral
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locally, in the Middle East and North Africa; up to 81% of
people, from various age groups, have this deficiency [3,
4]. Moreover, internationally, it is estimated that up to 1
billion people have clinical and subclinical deficiency and
some literature considered it a pandemic [5, 6]. Thus, some
measures have been taken in order to help for limiting this
issue. For example, milk is fortified with vitamin D in many
countries, which results in eradicating rickets in children in
almost all the world. Unfortunately, the general knowledge
and awareness about this deficiency is lacking in many
countries, including Saudi Arabia, and this can be crucial
for early diagnosis and thus prognosis [7]. This paper is
aimed to review the current knowledge on vitamin D
deficiency, etiology behind it, clinical features, diagnosis,
and management of such cases.

METHODOLOGY

PubMed database was used for articles selection, and the
following key terms used in the mesh ((“Vitamin D
deficiency"[Mesh]) AND  (“Diagnosis"[Mesh] OR
"Management"[Mesh])). In regards to the inclusion criteria,
the articles were selected based on inclusion of one of the
following topics; Vitamin D deficiency pathophysiology,
evaluation, management and diagnosis. Exclusion criteria
were all other articles, which did not have any of these
topics as their primary endpoint.

Review

It has been proved that Vitamin D plays a critical role in
bone and mineral metabolism. Moreover, it is effective in
prevention and the treatment of rickets and osteomalacia.
Furthermore, it has been associated with other diseases,
such as osteoporosis, cancer, cardiovascular diseases,
diabetes, autoimmune diseases, and depression. This can be
related to the fact that vitamin D receptors (VDRs) are
expressed in almost every cell which make the many extra
skeletal effects of vitamin D deficiency a wide field of
research.

Physiology:

Generally, vitamin D has 2 varieties including
ergocalciferol (D2) and cholecalciferol (D3) that both can
be acquired via dermal synthesis and dietary intake. The
most common source of vitamin D production is the
ultraviolet-B (UV-B)-induced production in the skin with
around 80% of the supply, and with dietary intake (e.g.
eggs, fish, and/or vitamin D fortified food) providing a
lesser role. D2 and D3 are then converted into 25-
hydroxyvitamin D2  (25-OH-D2), and/or  25-
hydroxyvitamin D3 (25-OH-D3). This process is done by
hepatic enzyme 25-hydroxylase, in the liver. The next step
is converting these 2 hydroxyvitamin variety into 1,
25dihydroxyvitamin D (1,25[OH]2D-or calcitriol-) which

is the most active form of the vitamin. This process is done
in the kidney by 1-alpha-hydroxylase enzyme. The resulted
1,25 dihydroxyvitamin D is the most active form (and has
the highest affinity to related receptors) which carry out the
main functions related to human physiology including
increasing the rate of intestinal absorption of calcium,
increasing bone resorption rate, and decreasing renal
excretion rate of phosphate and calcium. Vitamin D
metabolites circulating in the body mainly bound to vitamin
D-binding protein (DBP), and to albumin and lipoproteins.
However, less than 1% is circulating the body in its
unbound -free- form, and most cells are dependent on this
form, which diffuses through cell membrane, reaching the
intracellular vitamin D receptors (VDR). Nevertheless,
some tissues can still take up the DBP bound vitamin D
metabolite megalin—cubilin system [8, 9]. Regarding the
definition of vitamin D deficiency, serum (or plasma) levels
of 25 hydroxyvitamin D are the best markers to assess it.
This is primarily because it reflects the free fractions of the
vitamin D metabolites due to its much longer life (about 3
weeks in comparison to 1 day in vitamin D), and higher
serum concentration; however, bioavailable fractions may
be more clinically informative. 1,25 dihydroxyvitamin D
does not reflect the supply because it depends on many
regulators of mineral metabolism such as parathyroid
hormone (PTH), phosphate and/or fibroblast growth factor-
23 (FGF-23) levels, and/or kidney function [10].

Etiology and Risk Factors:

As many diseases, genes play a role in this disease and this
can be noted with certain malabsorption syndromes like
celiac disease and cystic fibrosis that may lead to vitamin
D deficiency. In some cases, children may present with
hereditary vitamin D resistant rickets where their end
organs show resistance to vitamin D itself. Moreover, other
causes of malabsorption such as inflammatory bowel
disease, short bowel syndrome, gastric bypass, and chronic
pancreatic insufficiency still cause the deficiency in many
cases. In the elderly it is noted that the oral intake of vitamin
D from its food sources is less. Another possible etiology
behind the disease is inadequate sun exposure since it is the
main source of vitamin D. Hence, twenty minutes of sun
exposure daily with more than 40% of the skin exposed
provides enough protection against vitamin D deficiency.
Some risk factors that are involved are aging due to less
cutaneous synthesis, race (e.g. African Americans &
Hispanics), excessive sun-screen usage, people working in
institutions, and/or prolonged hospitalizations. Defective
enzymes that are needed in the physiology of vitamin D —
mentioned earlier- can be seen in conditions like chronic
(e.g. cirrhosis), failure,
hyperparathyroidism, and 1-alpha hydroxylase deficiency
[11, 12]. Some medications have been associated with this
dexamethasone,

liver  diseases renal

deficiency including carbamazepine,
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phenobarbital, spironolactone, rifampin, clotrimazole, and
nifedipine. These medications induce the hepatic p450
enzymes that result in degradation of vitamin D [13].

Pathophysiology:

All the aforementioned factors may lead to chronic and/or
severe vitamin D deficiency, which result in less calcium
and phosphorus absorption in intestines. Thus,
hypocalcemia is a direct result of this deficiency, and a
secondary hyperparathyroidism is noted in these patients as
Moreover, the resulted secondary
hyperparathyroidism causes phosphaturia in these patients
and further accelerates the bone demineralization process.
All these mechanisms may result in many complications
such as osteomalacia (in adults & children), osteoporosis
(in adults), and rickets (in children) [14].

well.

Clinical Features:

Unfortunately, most vitamin D deficiency patients are
asymptomatic. Nevertheless, patients with even mild
deficiency may develop complications such as osteoporosis
mainly in the elderly. So patients may present to the
primary health care center with fall and history of fractures,
which shall alarm the clinician for the possibility of vitamin
D deficiency. Moreover, patients may present to the family
clinician with symptoms of secondary hyperparathyroidism
when the vitamin D deficiency is severe or prolonged.
These symptoms include bone pain, myalgias, fatigue,
weakness, arthralgias, and fasciculations (muscle
twitching). Nevertheless, the clinician shall not forget that
children may present with this disease as well and usually
presenting with lethargy, irritability, bone changes,
developmental delay, and/or fractures. The exact effect of
vitamin D deficiency alone on falls and fractures risk is
controversial. Some studies showed small to no benefit at
all when treated; however, this can be attributed to the fact
that only sensitive people showed benefit, like high
fractures and fall risk patients (e.g. long time hospitalized
individuals) [11, 15].

Diagnosis and Screening:

Clinical suspicion is pivotal in this disease especially in
children, because the diagnosis is easily made by the
measurement of serum 25-hydroxyvitamin D. The cut-off
number for deficiency of vitamin D is a controversial matter
between studies and guidelines. Nevertheless, most studies
regard levels of —serum or plasma- 25-OH-D below
75nmol/L (or 30ng/ml) as vitamin D deficiency.
Moreover, severe deficiency is defined as any level below
25 (or 30 in some guidelines) nmol/L (or 10-12 ng/ml). In
these patients, the risk of complications
osteomalacia and nutritional rickets increases dramatically
[16]. Nevertheless, some clinical guidelines, such as the
Endocrine Society Task Force on Vitamin D, defined

such as

50 nmol/L as the cut-off level of vitamin D deficiency.
Additionally, many studies and clinical societies, including
The Institute of Medicine (IOM -USA-), have defined the
dietary reference intake for normal healthy people as
50 nmol/L per day. Institute of Medicine (IOM) further
advices that vitamin levels of below 30 nmol/L (or
12 ng/ml) should be prevented with a wide-public-health
approach if discovered in a significant number in society
[17, 18]. If the deficiency is diagnosed, the primary health
care physician shall check levels of parathyroid hormone
and serum calcium immediately to evaluate the presence of
secondary hyperparathyroidism. Patients may require a
referral to a specialist if they come presenting with one of
the complications, or if the primary health care center is not
fully equipped to do these tests [19].

Regarding screening, it is not recommended to do screening
on all people if there are no risk factors. However, all
patients with any vitamin D deficiency associated disease,
taking medication, and/or condition (e.g. bariatric surgery)
should be screened. High-risk patients shall be screened as
well on their check up with family physician, including the
elderly, cases with low sun exposure, and patients with high
risk of fall. This screening is paramount in order for early
diagnose of the disease and prevention of any future
complication [20].

Management:

The clinician should encourage the patient to change her/his
lifestyle, consume more food with vitamin D, and try to be
more exposed to the sun. However, generally the clinician
starts management with vitamin D supplements and re-
evaluation of the patient in two months. Various vitamin D
metabolites and supplements are available, with different
efficacy, half-life, and risk of toxicity. However, vitamin
D3 (cholecalciferol) supplements have shown better results
achieving the targeted 25-hydroxyvitamin D levels when
compared to vitamin D2 (ergocalciferol). As a result,
vitamin D3 supplements are favored as a treatment of
choice in these cases. Based on the degree of deficiency and
the presence of all underlying risk factors, the clinician
decides about the dosage given to these patients. Family
physician can start vitamin D3 supplement with an initial
dose of 6,000 international units (IU) daily or 50,000 TU
once a week, for two months. If the patient had a level of
serum 25(OH)D higher than 30 ng/mL upon follow up,
clinician can start a maintenance dose of 1,000 to 2,000 TU
per day. Moreover, in high-risk adult patients (e.g. obese,
African Americans, Hispanics, malabsorption syndromes)
it is recommended to start Vitamin D3 supplements with
10,000 IU per day. and upon follow up, if these patients’
serum 25(OH)D level was higher than 30ng/mL, a
maintenance dose of 3000 to 6000 IU per day can be
initiated. Children with this condition generally advised to
start vitamin D3 supplements on 50,000 IU once a week or
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2000 IU per day for a month and half. If the serum
25(OH)D level is higher than 30 ng/mL was children, the
maintenance dose is 1000 IU per day. If patients did not
show any improvement after using D3 and D2 supplements,
calcitriol shall be considered by the physician. Other cases
to consider calcitriol are patients with fat malabsorption or
severe liver disease.The clinician should tightly monitor the
serum calcium levels, because there is a higher risk of
secondary hypercalcemia in patients taking calcitriol.
Clinician should be clear with the patient not to exceed the
recommended dose that results in toxicity. Patients show
toxicity with 25-hydroxyvitamin D level more than 88
ng/mL; acute toxicity may cause acute hypercalcemia,
which presents with confusion, vomiting,
polyuria, polydipsia, and muscle weakness. Patients who
have chronic vitamin D intoxication may present with bone
pain and nephrocalcinosis [11, 21, 22].

In terms of prevention, the American Academy of
Pediatrics, recommends a 400 IU dose of vitamin D
supplements per day, if the child is being breastfed and/or
consumes less than 1 L of vitamin D-fortified milk.
Generally, adults younger than 65 years of age with limited
sun exposure shall take between 600 and 800 IU of vitamin
D3 supplements daily. Moreover, adults who are 65 years
of age should consume between 800 and 1000 IU of vitamin
D3 supplements daily. Some studies have reported that a
daily consumption of vitamin D supplements has been
associated with overall mortality. However,
according to Women’s Health Initiative, vitamin D
supplementation (and calcium) results in lower risk of all
cancers, (including breast & colorectal cancer) but does not
affect mortality [23-25].

anorexia,

lower

CONCLUSION

Vitamin D deficiency has been established as a cause
behind many diseases like rickets and osteomalacia and is
associated with many other problems. Thus, -early
detection, screening the high-risk population and
prevention are paramount for society. Raising the
community awareness about the sources of vitamin D,
possible symptoms, and risk factors of this disease can be a
huge factor to prevent complications. Furthermore, despite
the differences among guidelines and recommendations,
the clinician does not miss deficiency cases (especially if
severe), investigates possible causes, and monitors calcium
and parathyroid hormone levels. Treating this deficiency is
possible by means of supplements, and the clinician should
encourage adopting new lifestyles by all patients. Follow
up by family physicians is important because doses and
management may change dependent on each case. New
large-scale studies concerning the full scope of the effects
of this disease, recommended dosage, and diagnosing

values, are being done to fully understand this prevalent
condition.

REFERENCES

[1] Khoja SO, Al-Jehani RF, Bahlas SM, Algamdi SA,
Attar S. Evaluation of relationship between vitamin D
receptor gene polymorphisms and rheumatoid arthritis
in Saudi population. Pharmacophores. 2018;9(1):85-
94.

[2] Bazkiaiy NA, Mousavi P, Iravani M, Hossein M,
Zadeh H. Evaluation of the effect of vitamin D on
sexual satisfaction and self-efficacy in women of
reproductive age. J Biochem Tech. 2019;(2):79-83.

[3] Zidan AA, Taleb FM, Omran AA, Elnaggar OE.
Vitamin D Receptor Gene Polymorphism as a
Prognostic Marker in Acute Myeloid Leukemia
Patients. Int. J. Pharm. Res. Allied Sci. 2018;7(3):81-
90.

[4] Alqudsi KK, Abdelaziz SA, Al-Agha AE. Association
between Vitamin D Status and Type 1 Diabetes
Mellitus in Saudi Adolescents. Int. J. Pharm. Res.
Allied Sci. 2019;8(3):204-211.

[5] Nair R, Maseeh A. Vitamin D: The "sunshine" vitamin.
Journal of Pharmacology & Pharmacotherapeutics.
2012 Apr;3(2):118-26.

[6] Al-Daghri NM. Vitamin D Arabia:
prevalence, distribution and disease associations. The
Journal of Steroid Biochemistry and Molecular
Biology. 2018 Jan 1;175:102-7.

[71 Wahl DA, Cooper C, Ebeling PR, Eggersdorfer M,
Hilger J, Hoffmann K, Josse R, Kanis JA, Mithal A,
Pierroz DD, Stenmark J. A global representation of
vitamin D status in healthy populations. Archives of
osteoporosis. 2012 Dec 1;7(1-2):155-72.

[8] Macdonald HM, Mavroeidi A, Fraser WD, Darling
AL, Black AJ, Aucott L, O’Neill F, Hart K, Berry JL,
Lanham-New SA, Reid DM. Sunlight and dietary
contributions to the seasonal vitamin D status of
cohorts of healthy postmenopausal women living at
northerly latitudes: a major cause for concern?
Osteoporosis International 2011. 22 2461-2472.

[9] Pilz S, Obeid R, Schwetz V, Trummer C, Pandis M,
Lerchbaum E, Pieber TR, Obermayer-Pietsch B,
Wilhelm M, Hahn A, Schon C. Hormonal
contraceptive use is associated With higher total but
unaltered free  25-hydroxyvitamin D
concentrations. Journal of Clinical Endocrinology and
Metabolism 2018. 103 2385-2391.

[10] Munns CF, Shaw N, Kiely M, Specker BL, Thacher
TD, Ozono K, Michigami T, Tiosano D, Mughal MZ,
Mikitie O, Ramos-Abad L. Global consensus
recommendations on prevention and management of

in Saudi

serum

130



International Journal of Pharmaceutical and Phytopharmacological Research (elJPPR) | December 2020 | Volume 10 | Issue 6| Page 127-131
Eman Hamed A Albalawi, An Overview on Vitamin D Deficiency Diagnosis and Management in Primary Health Care Settings: Simple Literature
Review

—
—
—_—

—

[12]

[13

—_

[14

=

[16]

nutritional rickets. Journal of Clinical Endocrinology
& Metabolism. 2016;101:394-415.

Holick MF, Binkley NC, Bischoff-Ferrari HA, Gordon
CM, Hanley DA, Heaney RP, Hassan Murad M &
Weaver CM; Evaluation, Treatment, and Prevention of
Vitamin D Deficiency: an Endocrine Society Clinical
Practice Guideline; Journal of Clinical Endocrinology
& Metabolism; 2011; 96(7) 1911-1930.

Al Zarooni AA, Al Marzouqi FI, Al Darmaki SH,
Prinsloo EA, Nagelkerke N. Prevalence of vitamin D
deficiency and associated comorbidities among Abu
Dhabi Emirates population. BMC Res Notes. 2019; 12,
503.

Grober U, Kisters K. Influence of drugs on vitamin D
and calcium metabolism. Dermatoendocrinol. Journal
of Dermato-Endocrinology. 2012;4(2):158-166.
Bouillon R, Marcocci C, Carmeliet G, Bikle D, White
JH, Dawson-Hughes B, Lips P, Munns CF, Lazaretti-
Castro M, Giustina A, Bilezikian J. Skeletal and
Extraskeletal Actions of Vitamin D: Current Evidence
and Outstanding Questions. Journal of Endocrine
Reviews 2019;40(4):1109-1151.

Amrein K, Scherkl M, Hoffmann M, Neuwersch-
Sommeregger S, Kostenberger M, Berisha AT,
Martucci G, Pilz S, Malle O. Vitamin D deficiency 2.0:
an update on the current status worldwide. Eur J Clin
Nutr. 2020;1-16. doi: 10.1038/s41430-020-0558-y.
Martineau AR, Jolliffe DA, Hooper RL, Greenberg L,
Aloia JF, Bergman P, Dubnov-Raz G, Esposito S,
Ganmaa D, Ginde AA, Goodall EC. Vitamin D
supplementation to prevent acute respiratory tract
infections: systematic review and meta-analysis of
individual participant data. BMJ. 2017;356:16583.
Holick MF, Binkley NC, Bischoff-Ferrari HA, Gordon
CM, Hanley DA, Heaney RP, Murad MH, Weaver
CM. Evaluation, treatment, and prevention of vitamin
D deficiency: an Endocrine Society Clinical Practice
Guideline. Journal of Clinical Endocrinology &
Metabolism. 2011;96:1911-30.

Cashman KD. Vitamin D deficiency: defining,
prevalence, causes, and strategies of addressing.

(191

(20]

(21]

(22]

(23]

(4]

(2]

Journal of Calcified Tissue International . 2019; 106,
14-29.

Gani LU, How CH. PILL Series. Vitamin D
deficiency. Singapore Med J. 2015;56(8):433-437.
doi:10.11622/smedj.2015119.

Kennel KA, Drake MT, Hurley DL. Vitamin D
deficiency in adults: when to test and how to treat.
Mayo Clin Proc. 2010;85(8):752-758.
doi:10.4065/mcp.2010.0138.

Lee JY, So TY, Thackray J. A review on vitamin d
deficiency treatment in pediatric patients. Journal of
Pediatric Pharmacology and Therapeutics.
2013;18(4):277-291.

LeFevre ML, LeFevre NM. Vitamin D Screening and
Supplementation in Community-Dwelling Adults:
Common Questions and Answers. Journal of American
Family Physician. 2018;97(4):254-260.

Rusinska A, Pludowski P, Walczak M, Borszewska-
Kornacka MK, Bossowski A, Chlebna-Sokot D,
Czech-Kowalska J, Dobrzanska A, Franek E, Helwich
E, Jackowska T. Vitamin D Supplementation
Guidelines for General Population and Groups at Risk
of Vitamin D Deficiency in Poland-Recommendations
of the Polish Society of Pediatric Endocrinology and
Diabetes and the Expert Panel With Participation of
National Specialist Consultants and Representatives of
Scientific Societies-2018 Update. Front Endocrinol
(Lausanne). 2018;9:246. Published 2018 May 31.
doi:10.3389/fend0.2018.00246.

Bolland MJ, Grey A, Gamble GD, Reid IR. Calcium
and vitamin D supplements and health outcomes: a
reanalysis of the Women's Health Initiative (WHI)
limited-access data set. Am J Clin Nutr.
2011;94(4):1144-1149. doi:10.3945/ajen.111.015032
Autier P, Gandini S. Vitamin D supplementation and
total mortality: a meta-analysis of randomized
controlled trials. Arch Intern Med. 2007;167(16):1730-
1737. doi:10.1001/archinte.167.16.1730.

131



