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Abstract

ABSTRACT

Introduction: vitamin D Deficiency has been reported in patients with
many types of musculoskeletal pain, nonspecific bone pain at different
regions of the skeletal system such as leg pain, widespread pain, arthralgia,
rib pain and back pain. Vitamin D endocrine system plays potential immune-
regulatory roles and to exert an action on the immune system cells,
generating  anti-inflammatory and  immunoregulatory  effects in
rheumatological diseases.

Aim: to determine the status of vitamin D sufficiency in a sample of patients
presenting at rheumatology clinic in a tertiary referral hospital in greater
Cairo area and identify its impact on diagnosis and symptomatology of
common rheumatological diseases.

Patients and methods: our study included 80 patients who were classified
according to different disease groups into 20 Patients with Rheumatoid
Anrthritis, 20 Patients with Systemic Lupus Erythematosus, 20 Patients with
Osteoarthritis and 20 Patients with Miscellaneous Rheumatological Diseases.

Results: our study revealed relation between serum 25 (OH) vitamin D and
different rheumatological diseases, Serum 25 (OH) vitamin D recorded the
lowest level in the Rheumatoid Arthritis patients followed by Systemic Lupus
Erythematosus, Osteoarthritis and Miscellaneous diseases respectively at (P
value < 0.05). Moeover, there were statistically significant differences
between serum 25 (OH) vitamin D sufficiency groups as regard smoking and
corticosteroid therapy.

Conclusion: Knowledge about the potential role of serum 25 (OH) vitamin D
made it a fundamental investigation in diagnosis and follow up of
rheumatological diseases as it is implicated in pathogenesis and treatment of
such diseases.

Keywords: 25 (OH) vitamin D, Rheumatological diseases, complications
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INTRODUCTION

Vitamin D refers to a group of fat-soluble vitamin
responsible for enhancing intestinal absorption of calcium, iron,

magnesium, phosphate and zinc (Holick, 2006).

In humans, the most important compounds in this group are
vitamin D; (also known as cholecalciferol) and vitamin D,
(ergocalciferol). Cholecalciferol and ergocalciferol can be
ingested from the diet and from supplements. Very few foods
contain vitamin D, synthesis of vitamin D (specifically
cholecalciferol) in the skin is the major natural sources of the
vitamin. Dermal synthesis of vitamin D from cholesterol is
dependent on sun exposure (specifically UV-B radiation at
wavelengths between 290- 315 nm that occur predominantly in

the summer months (Norman, 2008).

Vitamin D has known importance to bone health including
calcium and phosphate homeostasis and appears to have a role in
skeletal muscle health as well. Insufficient vitamin D plays a role
in musculoskeletal pain, sarcopenia and myopathy (Tanner and
Harwell, 2015).

Deficiency of vitamin D has been reported in patients with
many types of musculoskeletal pain. There is a positive
association of vitamin D deficiency with a variety of nonspecific

bone pain at different regions of the skeletal system diagnosed as
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leg pain, widespread pain, arthralgia, rib pain, back pain and
fibromyalgia (Heidari et al., 2010).

Vitamin D deficiency is frequently the sole cause of
polyarthralgia, myalgia, bone pain and chronic widespread pain in
patients referred to rheumatology clinic. Referring physicians
ought to have a lower threshold for this eminently curable
condition. (Yadav et al., 2012).

Vitamin D is active throughout the body not only to
regulate calcium and bone metabolism but also to reduce the risk
of chronic diseases including auto immune diseases, malignancies,
cardiovascular and infectious diseases. It has been estimated that 1
billion people worldwide have vitamin D deficiency or
insufficiency (Holick, 2007).

Vitamin D deficiency is considered to be the most common
nutritional deficiency and also one of the most common

undiagnosed medical conditions in the world (Holick et al., 2011).

In a study conducted on 90 healthy Egyptian adults aged 20
-60 years, the prevalence of vitamin D insufficiency was 20% |,
while that of vitamin D deficiency was found to be 77%
(Marawan et al., 2017).

In another study was conducted on 404 healthy Egyptian
females. Results show a high prevalence of vitamin D deficiency
among healthy Egyptian females (Botros et al., 2015).
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AIM OF THE WORK

we aim to determine the status of vitamin D sufficiency in a
sample of patients presenting at rheumatology clinic in a tertiary
referral hospital in greater Cairo area and identify its impact on
diagnosis and symptomatology of common rheumatological

diseases.




