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Abstract

Context:

Vitamin D insufficiency is associated with increased cardiovascular events in the general population.
Additionally, low serum 25-hydroxyvitamin D [25(OH)D] is associated with endothelial dysfunction and
arterial stiffness. However, little is known about the association between serum 25(OH)D level and
myocardial blood flow.

Objective:

Our objective was to examine the association between serum 25(OH)D levels and coronary flow reserve
(CFR) measured by N-positron emission tomography in asymptomatic middle-aged male twins.

Design:

The Emory Twin Study is a cross-sectional study of soldiers from the Vietnam Era Registry.

Setting:

The study was conducted at the General Clinical Research Center, Emory University, Atlanta, GA.

Participants:

A total of 368 middle-aged male twins were enrolled for the study. Serum 25(OH)D levels were
measured in all subjects and classified as vitamin D insufficiency [25(OH)D <30 ng/ml] or sufficiency
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[25(OH)D ≥30 ng/ml]. Positron emission tomography with [ N]ammonia was used to evaluate
myocardial blood flow at rest and after adenosine stress. CFR was measured as the ratio of maximum
to rest myocardial blood flow.

Main Outcome Measure:

Primary outcome was CFR measurement.

Results:

Mean overall serum 25(OH)D concentration was 37.0 ± 21.4 ng/ml; 167 twins (45%) were vitamin D
insufficient. CFR was significantly lower in subjects with vitamin D insufficiency compared with
subjects with vitamin D sufficiency (2.41 vs. 2.64; P = 0.007), even after adjustment for traditional
cardiovascular risk factors, serum PTH, calcium, and phosphorus levels, and season. An abnormal CFR
(CFR <2) was more prevalent in subjects with vitamin D insufficiency than with vitamin D sufficiency
(31 vs. 20%; P = 0.03). In addition, in vitamin D status-discordant twin pairs, CFR was significantly
lower in the vitamin D-insufficient twin than in the vitamin D-sufficient co-twin (2.35 vs. 2.58; P =
0.037).

Conclusion:

Vitamin D insufficiency is associated with lower CFR in men. This association may help explain some of
the increased cardiovascular risk reported in individuals with vitamin D insufficiency.

Vitamin D insufficiency is a common problem, affecting individuals across the globe. Hypovitaminosis
D is associated with several chronic disease states including cardiovascular disease (CVD). Several
epidemiological studies have demonstrated an association between low serum 25-hydroxyvitamin D
[25(OH)D] concentrations and the risk of hypertension, left ventricular hypertrophy, heart failure,
peripheral arterial disease, coronary artery disease, myocardial infarction, and cardiovascular mortality
(1–6).

Vitamin D  is produced in the skin from 7-dehydrocholesterol upon exposure to UV light. Cutaneous
production of vitamin D  represents the primary source of vitamin D for humans, although some foods
have small amounts of vitamin D  or D . Both vitamin D  and vitamin D  undergo hydroxylation in
the liver to 25[OH]D. Subsequently, 25(OH)D is converted to 1,25-dihydroxyvitamin D [1,25(OH) D]
by the 1-α-hydroxylase enzyme predominantly in the kidney, although this enzyme is also found in
several other tissues including endothelial cells, vascular smooth muscle cells, and cardiomyocytes
(7–10). 1,25(OH) D exerts its effects through binding with the vitamin D receptor (VDR) in the
nucleus of target cells (11). Like the enzyme 1α-hydroxylase, VDR is widely expressed in several human
tissues besides bone, including the heart and vasculature (10, 12). Consequently there could be a local
conversion of serum 25(OH)D to 1,25(OH) D in the cardiovascular system; the active hormone, in turn,
through VDR binding might act in an autocrine or paracrine fashion modulating endothelial, vascular
smooth muscle, and cardiac cell function as well as inflammatory pathways (13). In fact, vitamin D
deficiency has been linked with markers of abnormal vascular function such as increased arterial
stiffness and abnormal vascular endothelial reactivity and vascular calcification (14–18). All of these
mechanisms may result in a greater risk of ischemic heart disease and myocardial infarction. However,
whether vitamin D insufficiency is associated with abnormal myocardial blood flow, an early marker of
myocardial microcirculatory dysfunction and future coronary artery disease, is unknown.

The purpose of this study was to examine the association between serum 25(OH)D concentration and

3

3

3 2 3 2

2

2

2

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B1
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B6
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B7
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B10
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B11
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B10
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B12
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B13
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B14
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3537102/?report=printable#B18


Vitamin D Status and Coronary Flow Reserve Measured by Positron Emission Tomography: A Co-Twin Control Study

file:///C|/Users/processamento/Desktop/ENVIADO%20PARA%20CHASQUEBOX/909651.htm[06/01/2014 14:20:04]

coronary flow reserve (CFR) measured with positron emission tomography (PET) imaging with
[ N]ammonia in a national sample of middle-aged male twins. Additionally, because of the twin
design, we were able to assess the potential familial or genetic confounding of the association between
vitamin D status and CFR.

Subjects and Methods

Study population

The Emory Twin Study (ETS) is an investigation of the psychological, behavioral, and biological risk
factors for subclinical CVD using twins (19). Middle-aged male monozygotic and dizygotic twin pairs
born between 1946 and 1956 were obtained from the Vietnam Era Twin Registry (20). The ETS
includes three random samples: pairs discordant for major depression, pairs discordant for
posttraumatic stress disorder (PTSD), and pairs free of depression or PTSD. All twins were examined in
pairs at the Emory University General Clinical Research Center, and all data collection occurred during
a 24-h admission under controlled conditions. The twins resided in a range of latitudes in the United
States between 21° and 49° N, except for one subject who was living at 61° N. The ETS was approved
by the Emory Institutional Review Board, the research procedures used were in accordance with the
ethical standards of Emory University, and all subjects signed an informed consent form to participate
in the study.

Measurements

All measurements were performed in the morning after an overnight fast, and both twins in a pair were
tested at the same time. A medical history was obtained and a physical examination was performed on
all twins. Cigarette smoking was categorized as current or no smoking. Physical activity was assessed
with a modified version of the Baecke Questionnaire of Habitual Physical Activity, with values ranging
from 3.43 (minimal) to 13.04 (intense) (21). The Framingham risk score was calculated according to
published criteria (22). Measured weight and height were used to calculate body mass index (BMI) as
weight in kilograms divided by the height in square meters. Systolic blood pressure and diastolic blood
pressure were measured by mercury sphygmomanometer in the right arm after 10 min of rest with the
subject in a sitting position. The average of two measurements obtained 5 min apart was used in the
analyses. Diabetes mellitus was considered present if the patients received treatment with insulin or
oral hypoglycemic drugs or had a fasting glucose above 126 mg/dl.

Venous blood samples were drawn for the measurement of glucose, lipid profile, creatinine, calcium,
phosphorus, 25(OH)D, and PTH after an overnight fast. Serum creatinine, calcium, phosphorus, and
glucose levels were measured on the Beckman CX-7 chemistry autoanalyzer (Beckman Counter
Diagnosis, Fullerton, CA). Total cholesterol was determined by enzymatic methods (Beckman Coulter
Diagnostics). Direct high-density lipoprotein and direct low-density lipoprotein cholesterol were
obtained using homogeneous assays (Equal Diagnostics, Exton, PA). The Emory Lipid Research
Laboratory, a participant in the Centers for Disease Control/National Heart, Lung, and Blood Institute
Lipid Standardization Program, performed all analyses from freshly isolated EDTA plasma. Serum
25(OH)D concentrations were determined by ELISA (IDS Inc., Fountain Hills, AZ). Vitamin D
insufficiency was defined as serum 25(OH)D levels less than 30 ng/ml and vitamin D sufficiency as
serum 25(OH)D levels equal to or higher than 30 ng/ml. Accuracy of the 25(OH)D measurements were
ensured by participation in the vitamin D external quality assessment scheme as well as the National
Institute of Standards and Technology/National Institutes of Health Vitamin D Metabolites Quality
Assurance Program. Serum PTH levels were determined by ELISA (Immutopics International, San
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Clemente, CA). Both serum 25(OH)D and PTH measurements were performed in duplicate.

PET protocol

The PET [ N]ammonia protocol employed for this study has been described before (23) and is briefly
summarized here. All twins received a similar low-fat dinner the night before the PET studies were
performed and remained fasting thereafter until the scans were completed. They were instructed to
abstain from smoking and drinking alcoholic or caffeinated beverages and from eating any food other
than what was served to them for 24 h before the studies. All medications were withheld the morning
of the PET scan. The entire imaging protocol was performed by personnel blinded to the clinical status
of the twins. Twins underwent PET imaging at rest and after pharmacological (adenosine) stress
testing. The PET data were collected in two-dimensional mode using a CTI ECAT Exact 47 (921)
camera (5-mm resolution) (Siemens, Knoxville, TN). In December 2006, this camera was
decommissioned and substituted with a three-dimensional GE PET-CT Discovery LS scanner (General
Electric, Milwaukee, WI). Approximately 18% of the sample was assessed with the new camera. Similar
scanning methodology was used with the two cameras. We performed a repeatability study by imaging
five volunteers with each of the two cameras and comparing the myocardial perfusion results. This
comparison study found a good correlation coefficient of 0.72 between the two cameras (P < 0.001).
However, each patient underwent imaging and myocardial blood flow quantification using only one
PET scanner; hence, the repeatability study was not strictly necessary to validate the conclusions of this
study. The PET study started with the injection of 2- to 3-mCi dose of [ N]ammonia followed by a 4-
min static scan that was reconstructed without any attenuation correction to simply verify the subject's
position. Subsequently, rest and pharmacological stress [ N]ammonia imaging was performed. The
rest and stress imaging protocols were identical and required the injection of 20 mCi of [ N]ammonia;
for the stress phase, adenosine (0.14 mg/kg · min) was infused for 2 min before the injection of
[ N]ammonia and for 2 more minutes after the injection of the radiotracer. Data were collected in 47
planes, 3.375 mm thick, covering a range of 16 cm for the CTI ECAT 921 camera or in 35 planes, 4.25
mm thick, covering a range of 15 cm for the GE PET-CT Discovery LS scanner. After the conclusion of
the dynamic sequence, a 15-min gated acquisition was started. Finally, transmission data were collected
for 5 min using germanium 68 ( Ge) rods for segmented attenuation correction. The injections of
[ N]ammonia were separated by at least 50 min to allow [ N]ammonia from the first injection to
decay to a level where it would not interfere with the second study. Images were reconstructed with
filtered back projection using a Hann filter cutoff at 1 cycle/cm and included attenuation correction.
The electrocardiographic output was monitored continuously, and blood pressure and heart rate
measurements were taken before, during (every minute), and after adenosine infusion.

Myocardial blood flow measures and CFR determination

Myocardial blood flow was measured at rest and after pharmacological stress with adenosine. The input
function was generated by drawing a region of interest in the left ventricular chamber on a
midventricular slice, and flow was calculated (expressed in milliliters per minute per gram of tissue)
using established techniques (24). The left ventricle was sampled radially from 40 different angles, and
40 samples of flow were obtained for each short axis slice. The resulting hundreds of samples were
grouped into 20 segments.

The CFR for the entire myocardium (across all 20 regions) was defined as the ratio of maximum
myocardial blood flow during stress to myocardial blood flow at rest. Abnormal CFR was defined as
CFR below 2 (25, 26).
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Myocardial perfusion defect score

A summed score was constructed describing the number and severity of visible perfusion defects across
20 myocardial segments. In each segment, the defect severity was quantified on a point scale varying
from 0 (normal) to 4 (absent perfusion); the points were then summed up across the 20 segments
yielding a total score. Separate scores were obtained for the rest (summed rest score) and stress
[summed stress score (SSS)] scans. A reversibility defect score (summed difference score) was obtained
by subtracting the stress score from the rest score. A true perfusion abnormality was considered
present when the SSS was at least 4 (27).

Statistical analyses

We compared demographic and clinical variables between study subjects based on vitamin D status. P
values were corrected for the correlation between co-twins using generalized estimating equations for
categorical variables and mixed-effects models for continuous variables. Spearman correlation was
initially used to evaluate the association between 25(OH)D level and CFR. We then used regression
modeling for twin pairs to examine the association between vitamin D status and CFR. In the analysis
of twins as separate individuals, in which all twins were included, we initially fit an unadjusted mixed
linear model adapted for twins studies (28) that examined the association of vitamin D status with CFR
(base model). We then adjusted for traditional cardiovascular risk factors, including the Framingham
risk score, history of CVD, medications (statins, aspirin, β-blockers, angiotensin-converting enzyme
inhibitors, and angiotensin receptor antagonists), physical activity, BMI, and history of depression
and/or PTSD. Because we wanted to know whether vitamin D insufficiency was associated with an
abnormal CFR regardless of coronary artery disease, in a subsequent step, we included the presence of
perfusion abnormalities in the model. Analyses were further adjusted for markers of mineral
metabolism (serum calcium, phosphorus, and PTH) and season of blood collection (November–March
vs. April–October) (29). We repeated the above analyses using a dichotomous definition of abnormal
CFR (i.e. CFR <2) and a true perfusion abnormality (i.e. SSS ≥4); for these analyses, we used a
generalized estimating equation logistic regression model.

Finally, we reevaluated the association of vitamin D status with CFR within twin pairs discordant for
vitamin D status (one brother was insufficient and the other sufficient). The within-pair approach
automatically takes into account shared familial and environmental influences. These within-pair
analyses were further stratified by zygosity to determine whether the association between vitamin D
status and CFR were different between monozygotic and dizygotic twins. Monozygotic twins share
100% of their genes, whereas dizygotic twins only share on average 50% of their genes. Smaller within-
pair differences in myocardial perfusion among vitamin D-discordant monozygotic twins than vitamin
D-discordant dizygotic pairs would suggest genetic confounding. This is formally tested by including a
zygosity by vitamin D term in the model. These analyses were conducted using mixed regression
modeling and examined the relationship between vitamin D status and CFR both before and after
adjustment for cardiovascular risk factors, history of CVD, and severity of perfusion defects (SSS).

A two-tailed P value <0.05 was considered statistically significant. Statistical analyses were performed
using the statistical software package SPSS version 19 (SPSS Inc., Chicago, IL).

Results

Demographic and clinical characteristics

In total, 368 twins underwent 25(OH)D assay and PET imaging. The mean serum 25(OH)D
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concentration in the whole study cohort was 37.0 ± 21.4 ng/ml (median 31 ng/ml; interquartile range
23–44.7 ng/ml) and 167 twins (45.4%) had vitamin D insufficiency (Table 1). The mean serum
25(OH)D level collected during the winter months was significantly lower compared with the samples
collected during the summer months (33.3 ± 21.3 vs. 39.5 ± 21.2 ng/ml; P = 0.006). History of
depression and diabetes mellitus were more prevalent in the insufficient vitamin D group compared
with the sufficient vitamin D group. There was a trend toward a higher BMI and greater use of
angiotensin-converting enzyme inhibitors in the group with vitamin D insufficiency.

Vitamin D status and PET results

There was a weak but significant association between 25(OH)D levels and CFR (r = 0.165; P = 0.002).
The mean CFR was significantly lower in the vitamin D-insufficient group compared with the vitamin
D-sufficient group (2.41 vs. 2.64, respectively; P = 0.007) (Fig. 1 and Table 2). Furthermore, the
prevalence of abnormal CFR (CFR <2) was significantly higher in the group with vitamin D
insufficiency (P = 0.03) (Table 2). Both perfusion defect severity score at rest (summed rest score) and
after stress (SSS) were significantly higher in the vitamin D-insufficient group compared with the
sufficient group, but the extent of ischemia (summed difference score) was not different between
groups (Table 2).

In the unadjusted model, CFR was significantly lower in the vitamin D-insufficient group than in the
sufficient group. After adjustments for the Framingham risk score, CFR remained lower in the vitamin
D-insufficient group. Furthermore, CFR remained significantly lower in the insufficient group after
adjusting for history of CVD, use of medications that could affect CFR, physical activity, BMI, history of
depression, severity of perfusion defects, serum levels of calcium, phosphorus and PTH, and season (P
= 0.03, Table 3). The results remained essentially unchanged after excluding patients with previous
history of CVD (data not shown). The unadjusted estimated odds ratio of vitamin D insufficiency in the
presence of an abnormal CFR was 1.53 (95% confidence interval = 1.07–2.17).

Table 4 shows the within-pair comparisons of CFR in twin pairs discordant for vitamin D status. There
were 54 twin pairs (32 monozygotic and 22 dizygotic twin pairs) who were discordant for vitamin D
status. Analysis of these pairs demonstrated that CFR was lower in the twins with vitamin D
insufficiency compared with their co-twins with vitamin D sufficiency even after adjustment for
cardiovascular risk factors, severity of perfusion defects, and season. In zygosity-specific analyses, the
association of vitamin D status and CFR was marginally significant for dizygotic twins (P = 0.06
unadjusted and P = 0.079 adjusted) but not statistically significant for monozygotic pairs (P = 0.2
unadjusted and P = 0.17 adjusted). The interaction between vitamin D status and zygosity was not
statistically significant (P = 0.17).

Discussion

In this cross-sectional study, middle-aged male twins with vitamin D insufficiency had a lower CFR
than participants with normal serum levels of 25(OH)D even after adjustment for several confounders
and history of CVD. The association persisted within twin pairs, which represents a form of control for
shared early familial and genetic factors. It is possible that a genetic substrate is shared between
vitamin D status and myocardial perfusion. However, a formal test of the interaction of vitamin D and
zygosity on CFR was not significant. Thus, although there was some evidence of potential genetic
confounding (absence of an effect in monozygotic pairs), the data are not completely supportive (lack of
a significant interaction by zygosity).

PET has emerged as a very helpful imaging tool for the diagnosis and risk stratification of coronary
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artery disease. This imaging modality further allows an estimation of blood flow per gram of myocardial
tissue, and our demonstration that a lower CFR persisted after adjustment for severity of perfusion
abnormalities suggests, without proving, that the lower CFR observed in individuals with vitamin D
insufficiency may be due to microvascular abnormalities rather than flow-limiting epicardial coronary
artery stenoses. Abnormal myocardial microvascular function is believed to be an early marker of
coronary artery disease and has adverse prognostic implications (30). Furthermore, long-term
abnormalities of myocardial microcirculation may lead to functional and eventually irreversible
structural changes leading to left ventricular dysfunction (31–33). Several cardiovascular risk factors
such as diabetes, smoking, hypertension, inflammation, and dyslipidemia are associated with
microvascular impairment (30, 33). In this study, we have further demonstrated that vitamin D
insufficiency is associated with lower CFR. To date, the association between low serum 25(OH)D levels
and parameters of vascular function has been assessed with brachial artery flow-mediated dilation
studies, carotid-femoral pulse wave velocity, and digital reactive hyperemia index. Low vitamin D
status has been associated with vascular endothelial dysfunction, arterial stiffness, and abnormal
microvascular circulation in conductance and resistance arteries (14–18, 34, 35). Additionally several
short-term studies demonstrated improvement of several parameters of peripheral vascular function
after vitamin D replacement in individuals with suboptimal serum 25(OH)D concentration (36–39).
Our results extend these findings by showing an association between serum 25(OH)D levels and
reduced myocardial blood flow. Whether CFR may be improved after normalization of serum 25(OH)D
levels via sun exposure or supplementation is unknown.

Several studies showed an association of low vitamin D levels with cardiovascular risk factors including
hypertension, diabetes mellitus, the metabolic syndrome, obesity, hyperparathyroidism, inflammation,
and depression (5, 40–44). Although vitamin D status could affect myocardial microcirculatory
function and atherosclerosis through these risk factors, direct vascular effects are possible. The VDR
and very likely the 25(OH)D-1α-hydroxylase enzyme are widely expressed on vascular endothelial cells
(7), vascular smooth muscle cells (45), cardiomyocytes, and monocytes/macrophages (46). It is
therefore plausible that active vitamin D [1,25(OH) D] may interact with these cells, triggering specific
genes that, in turn, lead to functional and morphological cardiovascular changes. Recently, Jablonski et
al. (15) showed that brachial artery flow-mediated vasodilation was positively associated with serum
25(OH)D but not serum 1,25(OH) D, suggesting a local conversion of serum 25(OH)D to its active
form, acting as an autocrine or paracrine hormone.

Under physiological conditions, coronary blood flow is regulated by several mechanisms including
metabolic, endothelial, myogenic, and neurohumoral pathways that influence the vascular tone. This
regulation is crucial to provide an adequate supply of oxygen and substrates to the heart (30, 47).
Several experimental and clinical studies have demonstrated that a low vitamin D level may trigger a
number of functional and structural cardiovascular abnormalities, at least in part due to dysfunction of
the vitamin D signaling pathway, such as the renin-angiotensin system activation (48–50), cardiac
hypertrophy and myocardial fibrosis (51), vascular endothelial dysfunction (52), inflammation (53),
vascular smooth muscle cell proliferation (45), and vascular and cardiac calcification (54). In this
context, we could speculate that vitamin D insufficiency and reduced VDR activation could affect both
vascular smooth muscle relaxation and release of endothelium-dependent factors ultimately blunting
the normal vascular dilatory response, as reflected in a lower CFR.

There were several limitations in our study. First, the cross-sectional design limits our ability to make
causal inferences between vitamin D status and CFR. Our sample was derived from a twin registry of
military veterans and included only middle-aged, predominantly Caucasian men; therefore, our results
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should not be generalized to women, younger individuals, and other ethnic groups. We have no way to
prove that a reduced CFR may have an adverse prognostic impact on patients with vitamin D
insufficiency.

In conclusion, we described an association between low serum 25(OH)D level and reduced CFR in a
cohort of middle-aged male twins asymptomatic for coronary artery disease. The association was
independent of numerous potential confounders. This suggests that low serum 25(OH)D levels are
associated with a reduction in coronary vasodilatory response. Our data contribute to the growing
evidence linking vitamin D insufficiency to adverse cardiovascular outcomes.
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Footnotes
Abbreviations:

BMI Body mass index
CFR coronary flow reserve
CVD cardiovascular disease
1,25(OH) D 1,25-dihydroxyvitamin D
25(OH)D 25-hydroxyvitamin D
ETS Emory Twin Study
PET positron emission tomography
PTSD posttraumatic stress disorder
SSS summed stress score
VDR vitamin D receptor.
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Figures and Tables

Table 1.

Demographic and clinical characteristics in the entire sample and according to vitamin D status

Demographic and
clinical characteristics

All twins,
n = 368

Vitamin D insufficiency
[25(OH)D <30 ng/ml], n = 167

Vitamin D sufficiency
[25(OH)D ≥30 ng/ml], n = 201

P
value

Demographics

a
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Age (yr) 54.9 ± 3.0 55.1 ± 2.9 54.7 ± 3.0 0.3

Caucasian [n (%)] 344 (93.5) 151 (90.4) 193 (96) 0.1

History of depression [n
(%)]

88 (23.9) 50 (29.3) 38 (18.9) 0.006

Mineral metabolism
characteristics

Calcium (mg/dl) 8.97 ± 0.3 8.98 ± 0.3 8.97 ± 0.3 0.8

Phosphorus (mg/dl) 3.09 ± 0.5 3.09 ± 0.5 3.09 ± 0.5 0.8

25(OH)D (ng/ml) 37.04 ±
21.4

21.3 ± 5.9 50.1 ± 20.9 <0.001

PTH (pg/ml) 59.5 ± 22.3 60.9 ± 21.5 58.4 ± 22.9 0.2

Cardiovascular risk factors

Smoking, yes (%) 94 (25.5) 49 (29.3) 45 (22.4) 0.1

Physical activity score 7.34 ± 1.8 7.34 ± 1.9 7.43 ± 1.7 0.3

BMI (kg/m ) 29.4 ± 4.9 29.9 ± 5.6 29 ± 4.1 0.07

Systolic blood pressure
(mm Hg)

130.2 ±
15.3

129.7 ± 15.1 130.6 ± 15.6 0.6

Diastolic blood pressure
(mm Hg)

81.2 ± 10.4 81.5 ± 10.6 80.9 ± 10.3 0.6

Total cholesterol (mg/dl) 186.4 ±
37.9

185.5 ± 39.6 187.1 ± 36.5 0.7

High-density lipoprotein
(mg/dl)

38.6 ± 10.3 38.1 ± 10.9 38.9 ± 8.7 0.4

Low-density lipoprotein
(mg/dl)

122.4 ±
33.6

122.8 ± 35.9 122.1 ± 31.7 0.8

eGFR (ml/min · 1.73 m ) 88.4 ± 12.4 88.8 ± 13.3 88.1 ± 11.5 0.5

Diabetes, yes (%) 37 (10.1) 24 (14.4) 13 (6.5) 0.02

CVD history, yes (%) 60 (16.3) 31 (18.6) 29 (14.4) 0.6

Framingham risk score 6.2 ± 2.23 6.24 ± 2.3 6.16 ± 2.1 0.7

Concurrent medications

ACE inhibitors, yes (%) 51 (13.9) 29 (17.4) 22 (10.9) 0.07

Angiotensin receptor
blockers, yes (%)

13 (3.5) 8 (4.8) 5 (2.5) 0.4

Statins, yes (%) 83 (22.6) 38 (22.8) 45 (22.4) 0.7

Aspirin, yes (%) 94 (25.5) 45 (26.9) 49 (24.4) 0.6

β-Blockers, yes (%) 46 (12.5) 25 (15) 21 (10.4) 0.2

All data are reported as mean ± SD or number of subjects (percentage). ACE, Angiotensin-converting
enzyme; eGFR, estimated glomerular filtration rate.

P value among 25(OH)D status.

Fig. 1.
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Vitamin D status and CFR. The horizontal thick lines indicate the median values; the upper and lower bounds represent
the 75th and 25th percentile.

Table 2.

Myocardial perfusion imaging in the entire sample and according to 25(OH)D status

Myocardial
perfusion

All twins,
n = 368

Vitamin D insufficiency
[25(OH)D <30 ng/ml], n = 167

Vitamin D sufficiency [25(OH)D
≥30 ng/ml], n = 201

P
value

MBF at rest
(ml/min · g)

0.67 ± 0.15 0.68 ± 0.14 0.66 ± 0.16 0.089

MBF during stress
(ml/min · g)

1.62 ± 0.47 1.59 ± 0.42 1.65 ± 0.5 0.2

CFR 2.54 ± 0.82 2.41 ± 0.72 2.64 ± 0.89 0.007

CFR <2 93 (25.3) 52 (31.1) 41 (20.4) 0.03

SSS 2.31 ± 4.9 2.72 ± 4.98 1.96 ± 4.9 0.04

SSR 0.59 ± 2.4 0.91 ± 2.98 0.32 ± 1.7 0.002

SSD 1.67 ± 4.9 1.72 ± 3.46 1.62 ± 4.6 0.3

Abnormal
perfusion (SSS ≥4)

90 (24.5) 49 (29.3) 41 (20.6) 0.07

a

b

b

b
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Data are reported as mean ± SD or number of subjects (percentage). MBF, Myocardial blood flow; SSD,
summed difference score; SSR, summed rest score.

P value among 25(OH)D status.
P values are corrected to SSS, SSR, and SSD log-transformed (to improve the distribution).

Table 3.

Mixed-model linear regression analysis for CFR by vitamin D status, treating twins as individuals

CFR Vitamin D
insufficiency, n =
167 [mean (95%

CI)]

Vitamin D
sufficiency, n =
201 [mean (95%

CI)]

Difference
(mean ±

SE)

P
value

Model 1: Unadjusted 2.41 (2.29–2.53) 2.64 (2.53–2.75) −0.23 ±
0.08

0.007

Model 2: model 1 + adjustment for Framingham risk
score,  history of CVD, and medications,  physical
activity, BMI, and history of depression and PTSD

2.42 (2.15–2.68) 2.62 (2.35–2.90) −0.21 ±
0.08

0.02

Model 3: model 2 + adjustment for perfusion defects 2.43 (2.17–2.69) 2.62 (2.35–2.89) −0.19 ±
0.08

0.03

Model 4: model 3 + adjustment for mineral
metabolism  and vitamin D season variability

2.41 (2.14–2.68) 2.60 (2.32–2.87) −0.19 ±
0.09

0.03

CI, Confidence interval.

Adjusted for Framingham risk score including age, serum total cholesterol and high-density
lipoprotein, systolic/diastolic blood pressure, presence of diabetes mellitus, and smoking.

Medications included use of statins, aspirin, β-blockers, angiotensin-converting enzyme inhibitor, and
angiotensin receptor antagonist.
Adjusted for severity of perfusion defects (SSS).
Adjusted for serum PTH, calcium, and phosphorus.

Table 4.

Mixed-model linear regression analysis for CFR by vitamin D status within twin pairs

Sample and
analysis

Vitamin D insufficiency [mean
(95% CI)]

Vitamin D sufficiency [mean
(95% CI)]

Within-pair
difference

Estimate ±
SE

P
value

All pairs

Unadjusted 2.36 (2.16–2.56) 2.60 (2.40–2.80) −0.24 ± 0.10 0.03

Adjusted 2.35 (2.10–2.59) 2.58 (2.35–2.81) −0.24 ± 0.11 0.037

Monozygotic

Unadjusted 2.42 (2.13–2.71) 2.60 (2.31–2.89) −0.18 ± 0.14 0.2

Adjusted 2.27 (1.91–2.63) 2.48 (2.16–2.81) −0.21 ± 0.15 0.17

a

b

a b

c

d

a

b

c

d

a
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Dizygotic

Unadjusted 2.26 (1.98–2.55) 2.59 (2.31–2.88) −0.33 ± 0.17 0.06

Adjusted 2.38 (2.02–2.73) 2.69 (2.34–3.04) −0.32 ± 0.17 0.079

For all discordant twin pairs, n = 54; for monozygotic pairs, n = 32; and for dizygotic pairs, n = 22. CI,
Confidence interval.

Adjusted for Framingham risk score including age, serum total cholesterol, serum high-density
lipoprotein, systolic/diastolic blood pressure, presence of diabetes mellitus, smoking, history of CVD,
season, and severity of perfusion defects (SSS).

Articles from The Journal of Clinical Endocrinology and Metabolism are provided here courtesy of The Endocrine
Society
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