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Serum 25-hydroxyvitamin D as a
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membranous nephropathy
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Chengning Zhang, Bo Zhang, Huijuan Mao, Changying Xing*‡

and Yanggang Yuan*‡

Department of Nephrology, The First Affiliated Hospital of Nanjing Medical University, Nanjing Medical
University, Nanjing, China

Background: Primary membranous nephropathy (PMN) is an immune-related

disease with increased morbidity and the most common cause of adult nephrotic

syndrome (NS). The serum 25-hydroxyvitamin D [25(OH)D)], a biomarker of

vitamin D (VD) status, tends to decline in patients with kidney disease. However,

the relationship between 25(OH)D and PMN is still unclear. Therefore, this study

aims to clarify the association between 25(OH)D and disease severity and therapy

response of PMN.

Methods: A total of 490 participants diagnosed with PMN by biopsy from January

2017 to April 2022 were recruited at the First Affiliated Hospital of Nanjing Medical

University. The correlations between baseline 25(OH)D and manifestations of

nephrotic syndrome (NS) or seropositivity of anti-PLA2R Ab were confirmed

by univariate and multivariate logistic analyses. Spearman’s correlations were

used to examine the associations between baseline 25(OH)D and other clinical

parameters. In the follow-up cohort, Kaplan-Meier analysis was used to assess

remission outcomes among groups with low, medium, and high levels of

25(OH)D. Furthermore, the independent risk factors for non-remission (NR) were

explored by COX regression analysis.

Results: At baseline, 25(OH)D was negatively related to 24-h urinary protein

and serum anti-PLA2R Ab. The lower level of baseline 25(OH)D was associated

with an increased risk for the incidence of NS in PMN (model 2, OR 6.8, 95%

CI 4.4, 10.7, P < 0.001) and seropositivity of anti-PLA2R Ab (model 2, OR 2.4,

95% CI 1.6, 3.7, P < 0.001). Furthermore, the lower level of 25(OH)D during

follow-up was demonstrated as an independent risk factor for NR even after

adjusting age, gender, MBP, 24 h UP, serum anti-PLA2R Ab, serum albumin,

and serum C3 [25(OH)D (39.2–62.3 nmol/L): HR 4.90, 95% CI 1.02, 23.53

P = 0.047; 25(OH)D < 39.2 nmol/L: HR 17.52, 95% CI 4.04, 76.03 P < 0.001); vs.

25(OH)D ≥ 62.3 nmol/L]. The Kaplan-Meier survival analysis also demonstrated

that the higher level of follow-up 25(OH)D had a higher possibility of remission

than the lower one (log-rank test, P < 0.001).

Conclusion: Baseline 25(OH)D was significantly correlated with nephrotic

proteinuria and seropositivity of anti-PLA2R Ab in PMN. As an independent
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risk factor for NR, a low level of 25(OH)D during follow-up might serve as a

prognostic tool for sensitively identifying cases with a high probability of poor

treatment response.

KEYWORDS

25 (OH) vitamin D, primary membranous nephropathy, anti-phospholipase A2 receptor
antibody, proteinuria, predictor

Introduction

Primary membranous nephropathy (PMN) is a podocyte-
related disease characterized by adult patients with nephrotic
syndrome (NS), with an increasing incidence rate in recent
years (1). Most patients suffered from heavy proteinuria,
hypoproteinemia, and high risks for infection. Phospholipase
A2 receptor (PLA2R), a podocyte-targeted antigen, accounts for
the pathogenesis in 70–80% of patients with PMN (2). Serum
anti-PLA2R antibodies (Ab) were widely used in diagnosis,
monitoring treatment, and evaluating prognosis in clinical practice
(2–5).

Vitamin D (VD), a key substance for bone growth and
calcium homeostasis, has been demonstrated to play an important
role beyond the musculoskeletal system in recent years (6). The
majority of VD was derived from 7-dehyrocholesterol in the
skin, and a small amount was obtained from a daily diet. 25-
hydroxyvitamin D [25(OH)D] was the metabolic product of
VD in the liver and was abundant in circulation, acting as a
reliable biomarker for VD status (7). A low level of 25(OH)D
was not only closely related to higher cardiovascular mortality
(8) but was also common in proteinuric kidney disease (7).
Besides, 25(OH)D was converted into the active form of VD
[1,25-dihydroxyvitamin (1,25 (OH)2 D3)] by the cytochrome
P450 enzyme, 1-alpha-hydroxylase (CYP27B1), in the kidney and
other tissues (6, 7). Hence, low serum 25(OH)D concentrations
contributed to reduced 1,25 (OH)2 D3 levels by providing less
substrate for conversion (9). 1,25 (OH)2 D3 has been shown to play
a role in tumor cell metabolism via regulating cell proliferation,
apoptosis, and inflammation and to participate in autoimmune
diseases by regulating both adaptive and innate immunity (6, 10–
12). More importantly, in chronic kidney disease (CKD), 1,25
(OH)2 D3 was associated with creatinine clearance and disease
progression (13, 14). Activated VD has been determined to enhance
the antiproteinuric effect of renin-angiotensin-aldosterone system
(RAAS) inhibitors in IgA nephropathy, lupus nephritis (LN), and
as a renoprotector delaying the onset of diabetic kidney disease
(DKD) (6, 14). However, it remains largely unclear whether VD
is associated with disease activity and treatment response in
patients with PMN.

The current study aimed to investigate the association of
serum 25(OH)D level with clinical parameters of disease activity
and the predictive ability of risk stratification. Furthermore,
the predictive value of follow-up 25(OH)D on the treatment
response of patients with PMN who had NS was also assessed to
reinforce the point.

Materials and methods

Participant selection

Patients diagnosed with PMN by renal biopsy at the First
Affiliated Hospital of Nanjing Medical University from January
2017 to April 2022 were retrospectively reviewed. The inclusion
criteria were as follows: (1) age ≥ 18 years; and (2) newly diagnosed
MN confirmed by renal biopsy. The exclusion criteria were as
follows: (1) secondary to other diseases, including hepatitis B virus
(HBV) and other infections, tumors, and autoimmune diseases;
(2) patients with incomplete baseline data, such as serum anti-
PLA2R Ab and 25(OH)D; and (3) patients with end-stage kidney
disease (ESKD) (eGFR ≤ 15 ml/min/1.73 m2 or who received renal
replacement therapy) at baseline. A previous study was referred
to as the theoretical or reference basis for the selection criteria
(15). In addition, as suggested by the KDIGO 2021 guidelines on
glomerular diseases, patients with 24-h urinary protein >3.5 g
were stratified into at least a moderate-risk group. Therefore, they
were closely monitored and constituted the follow-up cohort in the
current study (16). In total, the follow-up cohort was composed of
146 patients with NS, a follow-up time >6 months, and complete
follow-up records, including 25(OH) D levels (Figure 1).

Data collection

All demographic data (sex and age) and clinical data, including
systolic (SBP) and diastolic blood pressure (DBP), serum anti-
PLA2R Ab, 24-h urinary protein, serum albumin, serum 25 (OH)D,
total cholesterol (TC), triglyceride (TG), high-density lipoprotein
cholesterol (HLD-C), low-density lipoprotein cholesterol (LDL-C),
serum calcium, serum phosphorus, serum creatinine, estimated
glomerular filtration rate (eGFR), serum uric acid (UA), serum
immunoglobulin G (IgG), serum immunoglobulin A (IgA), serum
immunoglobulin M (IgM), serum complement 3 (C3), serum
complement 4 (C4), serum parathyroid hormone, the history
of hypertension, diabetes mellitus (DM), infection, and the
therapeutic regimen (glucocorticoids, immunosuppressive agents,
angiotensin converting enzyme inhibitor or angiotensin receptor
inhibitor (ACEI/ARB), and VD supplementary treatment), were
collected from medical records at the time of renal biopsy. Clinical
response to treatment was also recorded for each patient. These
patients were followed up for at least 6 months. At the most
recent follow-up, 25 (OH)D, 24-h urinary protein, eGFR, and the
therapeutic regimen (glucocorticoids, immunosuppressive agents,
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FIGURE 1

Flowchart of study participants. PMN, primary membranous nephropathy; sMN, secondary membranous nephropathy; anti-PLA2R Ab,
anti-phospholipase A2 receptor antibody; 25(OH)D, 25-hydroxyvitamin D; ESKD, end-stage kidney disease.

and ACEI/ARB) were recorded. Mean blood pressure (MBP) was
calculated as DBP plus one-third of the difference between SBP and
DBP. eGFR was calculated according to Chronic Kidney Disease
Epidemiology Collaboration (CKD-EPI) equation (17). The serum
25(OH)D level was determined by electrochemiluminescence
immunoassay according to the manufacturer’s instructions (Roche
Diagnostic GmBH, Germany). M25(OH)D was the difference of
25(OH)D between baseline and follow-up.

Treatment and follow-up

The therapeutic regimens (use of glucocorticoids,
immunosuppressive agents, and ACEI/ARB) and the definitions of
remission complied with the KDIGO (Kidney Disease: Improving
Global Outcomes) guidelines for glomerulonephritis. According
to the Kidney Disease Outcomes Quality Initiative (KDOQI)
guidelines, patients with MN who had VD insufficiency (<30
ng/ml) initiated VD supplementation (18). During follow-up,
treatment success was evaluated after at least 6 to 12 weeks by
measuring serum 25(OH)D to target concentrations of 30–50
ng/ml (75 to 125 nmol/L) (19).

Complete remission (CR) was defined as urinary protein
excretion of <0.3 g/day with a stable GFR. Partial remission (PR)
was defined as urinary protein excretion of <3.5 g/day and at least
a 50% reduction from baseline values with a stable GFR. Otherwise,
the outcome was defined as non-remission or non-response (NR).
ESKD was defined as the initiation of maintenance dialysis or
kidney transplantation.

Statistical analysis

Mean and standard deviation (SD), median with interquartile
range (IQR), or frequencies with percentages were employed

separately to describe data distribution as appropriate.
Comparisons between groups were performed using one-way
analysis of variance (ANOVA), Student’s t-test, Kruskal–Wallis test,
Wilcoxon rank-sum test, or χ2 test as appropriate. Correlations
between baseline 25(OH)D and clinical parameters were performed
using Spearman’s correlation. Receiver-operating characteristic
(ROC) curve analysis was used to explore the predictive value
of the 25(OH)D level at baseline and follow-up time. Logistic
regression analysis was used to assess the association between
baseline 25(OH)D and patients with NS or serum anti-PLA2R
Ab level. Univariate and multivariate Cox proportional hazards
models were employed to investigate the risk factors for NR in
the follow-up cohort. Moreover, Kaplan–Meier analysis and the
log-rank test were used to compare the remission rate between
groups with different levels of follow-up 25(OH) D. All values were
analyzed using IBM SPSS Statistics version 26.0 and R version
4.0.2, and a two-tailed P-value of <0.05 was considered significant.

Results

Comparisons of baseline parameters
according to different levels of urinary
protein

A total of 490 patients diagnosed with PMN by biopsy were
divided into three groups according to levels of 24-h urinary
protein (UP). Patients with massive proteinuria (24 h UP > 8 g)
were assigned to group 3, and those with mild proteinuria (24 h
UP < 3.5g) were assigned to group 1. As shown in Table 1,
among 490 participants, 301 (61.4%) were men, and the median
age was 54.0 (IQR 42.0, 63.0) years. At the time of biopsy, patients
with positive serum anti-PLA2RAb (≥ 20 RU/ml) accounted for
60.2% of the total cohort. The median baseline 25(OH)D was
17.7 (IQR 9.8, 28.5) nmol/L, and 451 (92.0%) patients received
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TABLE 1 Baseline characteristics of patients with different levels of proteinuria.

Total Urinary protein (g/day) P-value

Parameter n = 490 <3.5 (n = 177) 3.5–8.0 (n = 194) >8.0 (n = 119)

Demographic characteristics

Male sex, no. (%) 301 (61.4%) 84 (47.5%) 128 (66.0%) 89 (74.8%) <0.001#

Age, years 54.0 (42.0,63.0) 52.0 (40.5,60.0) 55.0 (44.0,65.0) 54.0 (40.0,63.0) 0.063

Clinical characteristics

SBP, mmHg 131.0 (121.0,142.25) 126.0 (116.0,138.0) 131.0 (121.0,145.0) 137.0 (127.0,149.0) <0.001*

DBP, mmHg 83.0 (75.0,90.0) 80.0 (72.0,87.0) 83.0 (76.0,92.0) 87.0 (80.0,95.0) <0.001*

Laboratory characteristics

Anti-PLA2R Ab, RU/ml 35.90 (4.31,145.47) 9.64 (1.59,51.93) 72.09 (13.99,188.51) 74.69 (15.39,216.20) <0.001#

Serum anti-PLA2R Ab positive, no. (%) 295 (60.2%) 71 (40.1%) 136 (70.1%) 88 (73.9%) <0.001#

Albumin, g/L 23.9 ± 7.0 29.4 ± 6.60 22.0 ± 5.1 19.1 ± 4.4 <0.001*

Baseline 25 (OH)D, nmol/L 17.7 (9.8,28.5) 27.4 (18.9,41.2) 16.0 (9.4,24.5) 9.9 (3.8,16.2) <0.001*

TC, mmol/L 6.94 (5.57,8.55) 5.76 (4.66,7.26) 7.22 (5.99,8.94) 8.14 (6.74,9.72) <0.001*

TG, mmol/L 1.85 (1.34,2.74) 1.52 (1.13,2.25) 2.04 (1.48,2.86) 2.41 (1.61,3.37) <0.001#

HDL-C, mmol/L 1.36 (1.12,1.63) 1.33 (1.08,1.63) 1.39 (1.12,1.64) 1.39 (1.16,1.73) 0.252

LDL-C, mmol/L 4.32 (3.35,5.49) 3.50 (2.79,4.58) 4.68 (3.57,5.60) 5.14 (4.13,6.25) <0.001*

Serum calcium, mmol/L 1.97 ± 0.17 2.07 ± 0.14 1.94 ± 0.13 1.86 ± 0.19 <0.001*

Serum phosphorus, mmol/L 1.18 ± 0.21 1.18 ± 0.24 1.19 ± 0.19 1.19 ± 0.22 0.761

Serum creatinine, µmol/L 69.10 (56.58,83.98) 60.80 (50.85,73.60) 70.75 (60.20,84.70) 82.80 (65.30,102.50) <0.001*

eGFR, ml/min/1.73 m2 99.33 (83.97,111.40) 105.4 (95.8,116.6) 97.9 (82.6,107.2) 91.00 (67.62,105.72) <0.001*

Uric acid, µmol/L 373.5 ± 104.6 362.9 ± 103.7 382.5 ± 103.3 374.8 ± 107.4 0.169

Serum IgG, g/L 5.65 (3.87,7.58) 7.25 (5.32,9.42) 5.36 (4.04,6.93) 4.19 (2.85,5.92) <0.001*

Serum IgA, g/L 2.11 (1.60,2.80) 2.17 (1.65,2.93) 2.07 (1.53,2.73) 2.13 (1.55,2.79) 0.303

Serum IgM, g/L 1.03 (0.69,1.41) 1.08 (0.73,1.48) 1.10 (0.73,1.40) 0.93 (0.65,1.39) 0.387

Serum C3, g/L 1.0 ± 0.2 0.9 ± 0.2 1.0 ± 0.2 1.0 ± 0.2 0.001#

Serum C4, g/L 0.24 (0.20,0.31) 0.22 (0.18,0.26) 0.25 (0.20,0.32) 0.28 (0.23,0.32) <0.001*

Comorbid disease

Hypertension no. (%) 215 (43.9%) 69 (39.0%) 82 (42.3%) 64 (53.8%) 0.036*

Diabetes mellitus no. (%) 56 (11.4%) 18 (10.2%) 19 (9.8%) 19 (16.0%) 0.201

Infection no. (%) 43 (8.8%) 10 (5.6%) 17 (8.8%) 16 (13.4%) 0.131

Therapy

Glucocorticoids no. (%) 370 (75.5%) 85 (48.0%) 175 (90.2%) 110 (92.4%) <0.001#

Immunosuppressive agents no. (%) 364 (74.3%) 100 (56.5%) 162 (83.5%) 102 (85.7%) <0.001#

ACEI/ARB no. (%) 387 (79.0%) 137 (77.4%) 153 (78.9%) 97 (81.5%) 0.695

VD supplementation no. (%) 451 (92.0%) 146 (82.5%) 186 (95.9%) 119 (100.0%) <0.001*

SBP, systolic blood pressure; DBP, diastolic blood pressure; Anti-PLA2R Ab, serum anti-phospholipase A2 receptor antibody; TC, serum total cholesterol; TG, serum triglycerides; HDL-C,
serum high-density lipoprotein cholesterol; LDL-C, serum low-density lipoprotein cholesterol; eGFR, estimated glomerular filtration rate; IgG, serum immunoglobulin G; IgA, serum
immunoglobulin A; IgM, serum immunoglobulin M; C3, serum complement 3; C4, serum complement 4; 25(OH)D, 25-hydroxyvitamin D; ACEI, angiotensin-converting enzyme inhibitor;
ARB, angiotensin receptor inhibitor; VD, vitamin D. Urinary protein: 3.5–8.0 g/L (≥3.5 and ≤8.0).
*There was a statistical difference between the groups.
#There was no statistical difference between Group 2 (urinary protein: 3.5–8.0 g/L) and Group 3 (urinary protein > 8.0 g/L).
Data were presented as the mean ± standard, the median with interquartile range or counts and percentages. Bold values denote statistical significance at the P < 0.05 level.

VD supplements. Moreover, levels of SBP, DBP, serum albumin,
baseline 25(OH)D, TC, LDL-C, serum calcium, serum creatinine,
eGFR, serum IgG, serum C4, the ratio of hypertension, and the
number of VD receivers were significantly different between any
two of the three groups (P < 0.05). Meanwhile, the titers of serum

anti-PLA2R Ab, TG, and serum C3, the proportion of male patients
and positive serum anti-PLA2R Ab, and the use of glucocorticoids
and immunosuppressive agents were also statistically different
among the three groups. No significant difference was observed
between Group 2 and Group 3 (P < 0.05). However, there was

Frontiers in Nutrition 04 frontiersin.org

https://doi.org/10.3389/fnut.2023.1171216
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/


fnut-10-1171216 April 19, 2023 Time: 14:8 # 5

Duan et al. 10.3389/fnut.2023.1171216

FIGURE 2

Association of baseline 25(OH)D and clinical parameters in all enrolled patients. VD, serum 25-hydroxyvitamin D; IgG, serum Immunoglobulin G; Alb,
serum albumin; UA, serum uric acid; TG, serum triglyceride; C3, serum complement 3; C4, serum complement 4; SBP, systolic blood pressure; DBP,
diastolic blood pressure; PLA2R, seropositivity of anti-phospholipase A2 receptor antibody; UP, urinary protein; TC, serum total cholesterol; LDL,
serum low-density lipoprotein cholesterol; Ca, serum calcium; P, serum phosphate; eGFR, estimated glomerular filtration rate.

no statistical difference in age and other clinical parameters among
the three groups, including HDL-C, serum phosphorus, serum uric
acid, serum IgA, serum IgM, the proportion of DM and infection,
and the use of ACEI/ARB (P > 0.05).

Correlations between baseline 25 (OH)D
level and clinical parameters

Figure 2 displays the correlations between the baseline
25(OH)D level and clinical parameters. The positive correlations
between 25(OH)D level and serum albumin (r = 0.62, P < 0.001),
serum calcium (r = 0.52, P < 0.001), and serum IgG (r = 0.44,
P < 0.001) were observed. Meanwhile, 25(OH)D level was
negatively correlated with 24 h UP (r = −0.43, P < 0.001), serum
TC (r = −0.40, P < 0.001), serum LDL-C (r = −0.39, P < 0.001),
serum phosphate (r = −0.10, P = 0.032), and seropositivity of anti-
PLA2R Ab (r = −0.29, P < 0.001), serum C4 (r = −0.12, P = 0.008),
SBP (r = −0.12, P = 0.009), and DBP (r = −0.09, P = 0.041). No
significant association was observed for other clinical parameters,
including TG, HDL-C, eGFR, serum C3, and uric acid.

Associations of baseline 25(OH)D level
with proteinuria and anti-PLA2R Ab level

Based on the results that the baseline 25(OH)D level was
significantly discriminated between different groups of 24 h UP,

further ROC curves were employed to determine the predictive
value of 25(OH)D on proteinuria and the seropositivity of anti-
PLA2R Ab. Baseline 25(OH)D level showed an AUC of 0.780 for
predicting UP ≥ 3.5 g/day with a 72.5% sensitivity and 73.4%
specificity (Supplementary Figure 1A), and an AUC of 0.758
for predicting UP > 8 g/day with a 77.3% sensitivity and 64.2%
specificity (Supplementary Figure 1B). Accordingly, the optimal
cutoff predictive value of baseline 25(OH)D for differentiating the
diagnosis of NS was 19.55 nmol/L (AUC = 0.79), as calculated by
obtaining the best Youden index (Supplementary Figure 1C). In
addition, the optimal cutoff value of 25(OH)D level for predicting
seropositivity of anti-PLA2R Ab was 20.05 nmol/L (AUC = 0.672)
(Supplementary Figure 1D). By further dividing patients into
strata based on the above cutoff values, we found that the lower
level of baseline 25(OH)D was associated with an increased risk
for patients with PMN presenting NS (OR 8.0, 95% CI 5.3,
12.1, P < 0.001). After adjusting for sex, age, and MBP, the
associations between 25(OH)D level and the diagnosis of NS were
still significant with an OR of 7.9 (95% CI 5.1, 12.2, model 1 in
Table 2). After extensive adjustment for sex, age, MBP, anti-PLA2R
Ab, and eGFR, patients with 25(OH)D with an optimal cutoff value
of ≤19.55 nmol/L still had 6.8 times higher risk for the diagnosis
of NS compared to those with 25(OH)D > 19.55 nmol/L (model
2, 95%CI 4.4, 10.7, P < 0.001) (Table 2). Moreover, compared with
patients with 25(OH)D with a cutoff value >20.05 nmol/L, patients
with 25(OH)D ≤ 20.05 nmol/L had 3.2 times higher likelihood of
positive anti-PLA2R Ab (95%CI 2.2, 4.7, P < 0.001). This increased
risk persisted in the lower 25(OH)D, even after adjustment for sex,
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TABLE 2 Predicted performance of baseline 25(OH)D for patients with
PMN who had the nephrotic syndrome.

Variables Baseline 25(OH)D (nmol/L) P-value

≤19.55
(n = 274)

>19.55
(n = 216)

Patients with nephrotic
syndrome, no. (%)

225 (82.1%) 79 (36.6%) <0.001

Unadjusted ORs 8.0 (5.3,12.1) Reference <0.001

Adjusted ORs, adjusted for

Model 1: age, gender and
MBP

7.9 (5.1,12.2) Reference <0.001

Model 2: model
1 + anti-PLA2R Ab + eGFR

6.8 (4.4,10.7) Reference <0.001

Odds ratio (OR) and 95% confidence intervals were derived from logistic regression analyses.
Model 1: unadjusted. Model 2: adjusted for age, gender, and MBP. Model 3: Model 2 plus
anti-PLA2R Ab and eGFR. MBP, mean blood pressure; eGFR, estimated glomerular filtration
rate; Anti-PLA2R Ab, anti-phospholipase A2 receptor antibody. A two-tailed P < 0.05 was
considered statistically significant.

TABLE 3 Predicted performance of baseline 25(OH)D for seropositivity
of the anti-PLA2R Ab in patients with PMN.

Variables Baseline 25(OH)D (nmol/L) P-value

≤20.05
(n = 279)

>20.05
(n = 211)

Patients with seropositivity
of the anti-PLA2R Ab, no.
(%)

201 (72.0%) 94 (44.5%) <0.001

Unadjusted ORs 3.2 (2.2,4.7) Reference <0.001

Adjusted ORs, adjusted for

Model 1: age, gender and
MBP

3.1 (2.1,4.5) Reference <0.001

Model 2: model 1 + 24 h
urinary protein + eGFR

2.4 (1.6,3.7) Reference <0.001

Odds ratio (OR) and 95% confidence intervals were derived from logistic regression analyses.
Model 1: unadjusted. Model 2: adjusted for age, gender, and MBP. Model 3: Model 2 plus 24-h
urinary protein and eGFR. Anti-PLA2R Ab, anti-phospholipase A2 receptor antibody; MBP,
mean blood pressure; eGFR, estimated glomerular filtration rate. A two-tailed P < 0.05 was
considered statistically significant.

age, and MBP (OR 3.1, 95%CI 2.1, 4.5, P < 0.001, model 1 in
Table 3). When adjusting for sex, age, MBP, 24 h UP, and eGFR,
patients with 25(OH)D ≤ 20.05 nmol/L still had 2.4 times higher
probability for seropositivity of anti-PLA2R Ab (model 2, 95%CI
1.6, 3.7, P < 0.001) (Table 3).

Comparisons of parameters between
groups with different outcomes

The final follow-up cohort was composed of 146 patients
diagnosed with PMN concurrent with NS by biopsy and with
complete follow-up data. During the median 19.8 (IQR 12.5, 30.5)
month follow-up, 107 patients reached remission, including 60
(56.1%) with CR and 47 (43.9%) with PR. Accordingly, patients
were divided into two groups, namely, the remission group
(CR + PR) (n = 107) and the no remission group (NR) (n = 39). As
shown in Table 4, the titer of serum anti-PLA2R Ab, the proportion
of male patients, and the incidence of infection was significantly

increased, while levels of serum albumin, baseline 25(OH)D,
follow-up 25(OH)D, M25(OH)D levels, and serum calcium were
significantly decreased in NR compared to the remission group
(P < 0.05).

Relationships between 25(OH)D level
and remission rate in patients with PMN
who had nephrotic syndrome

To substantiate our findings, we employed ROC analysis to
evaluate the predictive value of baseline and follow-up 25(OH)D
levels on remission rate (CR or PR). The follow-up 25(OH)D level
showed a favorable predictive ability for remission (CR or PR) with
an AUC of 0.844 (sensitivity = 94.4%, specificity = 59.0%), which
was followed by M25(OH)D (AUC = 0.817, sensitivity = 84.1%,
specificity = 69.2%) (Supplementary Figures 2A, B). The optimal
cutoff values for 25(OH)D levels during follow-up and M25(OH)D
for predicting remission were 26.35 and 22.00 nmol/L, respectively.
Meanwhile, the AUC of baseline 25(OH)D for predicting remission
was 0.625 with a sensitivity of 54.2% and a specificity of 71.8%
(Supplementary Figure 2C).

We further divided the cohort into three groups according
to the tertiles of follow-up 25(OH)D levels. The Kaplan–Meier
survival analysis demonstrated that the higher level of 25(OH)D
during follow-up had a higher possibility of remission than
lower levels (log-rank test, P < 0.001) (Figure 3). Moreover, the
association between the follow-up 25(OH)D and risks for NR was
determined by the Cox proportional hazard model (Table 5). In
unadjusted models, when compared with the third tertile (≥62.3
nmol/L), the second tertile (Group 2: 39.2–62.3 nmol/L) and the
first tertile (Group 1: <39.2 nmol/L) were associated with 4.97
times and 19.16 times higher likelihoods for NR, respectively. The
associations remained statistically significant after adjusting for age,
gender, MBP, 24 h UP, anti-PLA2R Ab, serum albumin, and serum
C3 in multivariate analysis (Group 2: HR 4.90, 95% CI 1.02, 23.53
P = 0.047, Group 1: HR 17.52, 95% CI 4.04, 76.03 P < 0.001; vs.
Group 3).

Discussion

Our study confirmed the association between 25(OH)D and
clinical parameters of disease activity and treatment response in
PMN. First, we found a significant difference in baseline 25(OH)D
among patients with low levels of proteinuria (<3.5 g/day),
nephrotic proteinuria (3.5–8 g/day), and massive proteinuria
(>8 g/day). Second, the lower level of baseline 25(OH)D was
associated with an increased risk for the occurrence of NS and
a higher likelihood of a positive anti-PLA2R Ab in patients
with PMN. Then, we focused on the correlation between follow-
up 25(OH)D and clinical outcomes and found that 25(OH)D
significantly differentiated between the remission group (CR or
PR) and the NR group in the follow-up cohort. Furthermore,
lower levels of 25(OH)D during follow-up were demonstrated as
an independent risk factor for NR even after adjusting age, gender,
MBP, 24 h UP, anti-PLA2R Ab, serum albumin, and serum C3.
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TABLE 4 Characteristics of patients with nephrotic syndrome according to different outcomes.

Total CR + PR NR P-Value

n = 146 n = 107 n = 39

Demographic characteristics

Male sex, no. (%) 99 (67.8%) 66 (61.7%) 33 (84.6%) 0.009

Age, y 54.0 (42.8,63.0) 54.0 (39.0,63.0) 56.0 (48.0,65.0) 0.127

Clinical characteristics

SBP, mmHg 134.0 (124.0,145.0) 134.0 (124.0,145.0) 131.0 (123.0,141.0) 0.402

DBP, mmHg 84.5 (77.0,91.3) 85.0 (78.0,93.0) 80.0 (74.0,90.0) 0.269

MBP, mmHg 100.3 (91.9,109.1) 101.0 (93.3,109.3) 98.3 (90.7,107.0) 0.271

Laboratory characteristics

Anti-PLA2R Ab, RU/mL 79.7 (21.1,218.2) 56.9 (15.4,155.0) 160.7 (71.1,494.2) <0.001

Albumin, g/L 20.5 ± 4.2 21.0 ± 4.2 19.1 ± 4.1 0.012

Urinary protein, g/d 7.71 (5.29,10.58) 7.69 (5.52,10.52) 7.77 (5.19,11.15) 0.810

Baseline 25(OH)D, nmol/L 12.95 (3.75,19.43) 14.50 (7.60,20.10) 10.30 (3.75,16.60) 0.020

Follow-up 25(OH)D, nmol/L 51.00 (34.35,70.65) 57.90 (41.50,75.30) 23.30 (12.60,42.8) <0.001

125(OH)D, nmol/L 35.28 (16.78,58.18) 44.40 (28.40,62.90) 10.80 (1.00,33.60) <0.001

TC, mmol/L 7.74 (6.30,9.13) 7.94 (6.36,9.28) 7.21 (6.21,8.48) 0.115

TG, mmol/L 2.13 (1.46,2.84) 2.12 (1.50,2.96) 2.20 (1.39,2.71) 0.808

HDL-C, mmol/L 1.40 (1.16,1.64) 1.42 (1.17,1.66) 1.31 (1.02,1.53) 0.193

LDL-C, mmol/L 4.87 (3.87,5.72) 5.01 (3.94,6.06) 4.46 (3.67,5.52) 0.095

Serum calcium, mmol/L 1.91 ± 0.01 1.93 ± 0.13 1.86 ± 0.11 0.002

Serum phosphorus, mmol/L 1.20 ± 0.02 1.20 ± 0.20 1.18 ± 0.23 0.639

Serum creatinine, µmol/L 74.00 (62.23,88.68) 72.40 (60.20,86.70) 77.60 (63.40,95.80) 0.119

eGFR, ml/min/1.73 m2 95.14 (79.58,108.90) 96.44 (81.18,109.67) 91.51 (74.31,105.94) 0.240

Uric acid, µmol/L 374.4 ± 104.1 373.5 ± 101.9 376.7 ± 111.2 0.872

Serum IgG, g/L 4.90 (3.74,6.51) 5.06 (3.80,6.54) 4.59 (3.53,6.25) 0.293

Serum IgA, g/L 1.96 (1.42,2.55) 1.96 (1.49,2.62) 1.90 (1.29,2.54) 0.647

Serum IgM, g/L 0.98 (0.65,1.36) 0.96 (0.66,1.36) 1.08 (0.64,1.41) 0.744

Serum C3, g/L 1.0 ± 0.2 1.0 ± 0.2 0.9 ± 0.2 0.365

Serum C4, g/L 0.26 (0.22,0.31) 0.27 (0.23,0.31) 0.26 (0.21,0.31) 0.748

Comorbid disease

Hypertension no. (%) 75 (51.4%) 53 (49.5%) 22 (56.4%) 0.462

Diabetes mellitus no. (%) 20 (13.7%) 14 (13.1%) 6 (15.4%) 0.721

Infection no. (%) 13 (8.9%) 6 (5.6%) 7 (17.9%) 0.021

Therapy

Glucocorticoids no. (%) 141 (96.6%) 103 (96.3%) 38 (97.4%) 0.730

Immunosuppressive agents, no. (%) 140 (95.9%) 102 (95.3%) 38 (97.4%) 0.570

ACEI/ARB no. (%) 124 (84.9%) 91 (85.0%) 33 (84.6%) 0.949

Follow up

Follow-up time, m 19.8 (12.5,30.5) 20.4 (12.6,31.0) 18.2 (10.6,26.4) 0.230

CR, complete remission; PR, partial remission; NR, non-remission/response; SBP, systolic blood pressure; DBP, diastolic blood pressure; MBP, mean blood pressure; Anti-PLA2R Ab, serum
anti-phospholipase A2 receptor antibody; TC, serum total cholesterol; TG, serum triglycerides; HDL-C, serum high-density lipoprotein cholesterol; LDL-C, serum low-density lipoprotein
cholesterol; eGFR, estimated glomerular filtration rate; IgG, serum immunoglobulin G; IgA, serum immunoglobulin A; IgM, serum immunoglobulin M; C3, serum complement 3; C4, serum
complement 4; ACEI, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor inhibitor. 125 (OH)D: the difference between follow-up 25(OH)D and baseline 25(OH)D. Data
were presented as the mean ± standard, the median with interquartile range or counts and percentages. Bold values denote statistical significance at the P < 0.05 level.

Vitamin D, an essential substance for the development of the
body, is known for playing a key role in the musculoskeletal
system and the metabolism of calcium and phosphorus (20, 21).

25(OH)D, acting as the metabolic product of VD from the liver,
was the dominant form of existence in the circulatory system
and was used for assessing VD state in clinical practice (7).
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FIGURE 3

Cumulative incidence of CR and PR between different groups shown by the Kaplan–Meier survival curve. The groups were stratified according to
the tri-sectional quantiles of follow-up 25(OH)D levels. The difference among the three groups was tested by a log-rank test (P < 0.001).

Epidemiological studies have documented a high prevalence of
VD deficiency as a global problem (19, 22). VD was synthesized
mainly in the skin after being exposed to ultraviolet light, and a
small amount was obtained through diet, so outdoor exercise, sun
exposure, nutritional status, seasonal alternation, dietary habits,
and other factors could affect serum concentrations of 25(OH)D
independently of the renal alterations (23). Besides, VD deficiency
had a high prevalence in patients with kidney disease, the reasons
for which included impaired VD function due to the action of 1α-
hydroxylase, which declined at the same pace as reduced nephron
mass, and VD-binding protein (DBP), which was less represented
in the renal proximal tubule (13). In addition, a growing body of
evidence suggested that serum 25(OH)D levels were related to the
activity and severity of diseases (24, 25). One major recent study
found that VD deficiency increased all-cause mortality and that a
concentration of 25(OH)D > 50 nmol/L could decrease the risk of
death (26). Lin TC et al. found that serum 25(OH)D levels were
lower in patients with LN than in those without renal lesions.
Despite the absence of nephrotic lesions and urinary protein loss,
lupus patients with disease activity had lower levels of 25(OH)D,
and serum 25(OH)D levels were inversely correlated with disease
activity (24). Thus, the potential effects of VD deficiency on kidney
diseases need more in-depth studies.

Our results suggested that VD deficiency may be one of
the critical mechanisms in the pathological process of PMN.
Previous studies have demonstrated that 25(OH)D deficiency is
related to podocyte injury, and VD supplement treatment can
relieve proteinuria by restoring the nephrin signaling pathway in
podocytes in diabetic nephropathy mouse models (14). Moreover,

VD could inhibit RAAS and relieve interstitial fibrosis (14). In LN,
25(OH)D reduced aberrant autophagy to protect podocytes from
injury caused by autoantibodies (27). More recently, Ristov MC
et al. identified the VD signaling pathway as podocyte protective
and as counteracting their dedifferentiation (28). Agrawal S et al.
summarized that VD activated the VD receptor (VDR) and
ameliorated podocyte injury in experimental models and cultured
human podocytes. One potential mechanism was that VDR played
significant roles in podocyte signaling and the maintenance of
podocyte health (29). Altogether, low 25(OH)D levels may be
involved in the podocyte injury and then the kidney damage in MN,
considering MN as one of the major and typical podocytopathies.
Besides, additional studies have suggested that VD could regulate
immunity by targeting immune-related cells, such as T regulatory
(Treg) cells, helper T cells (Th)17 and Th9 cells, B cells, and
antigen-presenting cells, including dendritic cells and monocytes
(12). The VDR was widely identified in activated T and B cells and
monocytes (30, 31). Tsoukas CD et al. suggested that 1,25(OH)2D3
inhibited activated T-cell proliferation via suppressing interleukin-
2 (IL-2), a lymphokine-promoting T-cell growth (30). Moreover,
1,25(OH)2D3 had inhibitory effects on effector functions of T
and B cells, switched memory B cells, and plasma cells (31, 32).
However, 1,25(OH)2D3 could promote the function of monocytes
in antigen presentation, which presented the opposite effects
on immunosuppression. Thus, the balance between positive and
negative immunoregulation of 1,25(OH)2D3 played an important
role in immunity (31). Furthermore, it was reported that VD
regulated the inducement of regulatory T (Treg) cells, and VD
deficiency was found to influence the function of Treg cells
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TABLE 5 Risk factors of non-remission in PMN determined by univariate
and multivariate Cox regression.

Univariate analysis Multivariate analysis

HR (95% CI) P-value HR (95% CI) P-value

Gender

Female

Male 2.76 (1.15,6.63) 0.023 3.25 (1.11,9.51) 0.031

Age

<55 years

≥55 years 1.03 (0.54,1.95) 0.936 1.21 (0.58,2.51) 0.618

MBP 0.99 (0.96,1.02) 0.395 0.99 (0.96,1.02) 0.435

Serum anti-PLA2R Ab

<20 RU/ml

≥20 RU/ml 1.33 (0.58,3.03) 0.500 1.41 (0.67,3.01) 0.51

UP

≤8 g/day

>8 g/day 0.97 (0.51,1.85) 0.934 1.42 (0.67,3.01) 0.359

Follow-up 25(OH)D

Group 1 (<39.2) 19.16 (4.56,80.54) <0.001 17.52 (4.04,76.03) <0.001

Group 2
(39.2–62.3)

4.97 (1.07,23.08) 0.041 4.90 (1.02,23.53) 0.047

Group 3 (≥62.3) Reference 1 Reference 1

Serum albumin 0.91 (0.84,0.98) 0.023 0.98 (0.89,1.08) 0.692

TC 0.93 (0.80,1.07) 0.307

HDL 0.75 (0.33,1.72) 0.494

LDL 0.84 (0.68,1.05) 0.126

eGFR 0.99 (0.98,1.00) 0.108

Serum IgG 0.89 (0.75,1.06) 0.182

Serum C3 0.12 (0.03,0.55) 0.006 0.20 (0.04,1.15) 0.072

Serum C4 0.53 (0.01,40.17) 0.773

Multivariate analysis was adjusted for age, gender, MBP, 24-h urinary protein, serum anti-
PLA2R Ab, serum albumin, and serum C3. MBP, mean blood pressure; Anti-PLA2R Ab,
anti-phospholipase A2 receptor antibody; UP, urinary protein; TC, serum total cholesterol;
HDL-C, serum high-density lipoprotein cholesterol; LDL-C, serum low-density lipoprotein
cholesterol; eGFR, estimated glomerular filtration rate; IgG, serum immunoglobulin G; C3,
serum complement 3; C4, serum complement 4. Bold values denote statistical significance at
the P < 0.05 level.

among pregnant women (33, 34). In addition, PMN was known
as imbalanced immune regulation, including changes in helper T
(Th) cell subsets, decreased Treg cells, and increased Th17-Treg
ratio (35–37). The changes in immunoglobulin heavy chain (IGH)
repertoire in B cell receptors (BCR) were observed in patients with
PMN (38). Rituximab (RTX), an agent targeting CD20 + B cells, was
recommended as the first-line treatment option for PMN, which
further demonstrated the key role of B cells in the pathogenesis
of PMN (39, 40). Treg cells were also a useful predictor for
RTX treatment (36). Hence, VD might contribute to regulating
immunological reactions in the pathogenesis of PMN. Further
studies would be required for the mechanism of VD deficiency
needed to be better understood in the context of podocyte biology
and pathological process of MN.

In our study, baseline 25(OH)D level was negatively associated
with 24 h UP and showed predictive ability for UP ≥ 3.5 g/day
and UP > 8 g/day. The findings were further supported by the
multivariate logistic regression analysis, which showed that patients
with 25(OH)D ≤ 19.55 nmol/L had 6.8 times higher risk for the
incidence of NS compared to those with 25(OH)D > 19.55 nmol/L
in a fully adjusted model. According to the KDIGO 2021 glomerular
diseases guidelines, 24 h UP was not only a solid predictor of the
clinical outcome but also a favorable indicator of risk stratification
and risk-based treatments in PMN (16). Previous studies have
demonstrated 25(OH)D levels were independently associated with
albuminuria in patients with CKD (41–44). A series of studies
explained that VD suppressed renin transcription, inhibiting the
RAAS, and ultimately leading to a reduction in proteinuria through
hemodynamic and non-hemodynamic pathways (45, 46). However,
in the circulation, most of 25(OH)D was bound with DBP, some
with serum albumin, and only less than 1% existed in a dissociative
form (7). Increasing levels of proteinuria may perpetuate VD
deficiency due to direct loss of DBP-bound 25(OH)D in the urine
(47). Altogether, there may be a synergistic interplay between
low 25(OH)D level and proteinuria, leading to a vicious cycle
for progressive deterioration of renal function (13). Moreover, in
several randomized controlled trials, active VD supplementation
has been suggested to reduce the degree of proteinuria in patients
with proteinuric kidney disease, and hence recent guidelines
support 25(OH)D supplementation in CKD due to the anti-
proteinuric effect (46, 48). Coupled with our observation that
the lower follow-up 25(OH)D level was an independent risk
factor for NR, patients with PMN who had low 25(OH)D levels
should receive more attention in intensive VD supplementation.
Additionally, our data suggested that patients with PMN may
benefit from the 25(OH)D levels that increased by 22.00 nmol/L
and reached at least 62.3 nmol/L after VD treatment to achieve a
high probability of remission outcome.

Primary membranous nephropathy was a typical organ-specific
autoimmune disease, arising from a loss of normal immune
tolerance to podocyte antigens with the formation of disease-
causing antibodies that resulted in a pathognomonic pattern
of injury in glomeruli (40, 49). PLA2R, a landmark podocyte
antigen, was associated with 70–80% PMN (2). Serum anti-
PLA2R Ab, as the product of the immune reaction, aided in
disease diagnosis, monitoring treatment response, and evaluating
the prognosis of PMN (3, 4, 50). The decline of anti-PLA2R
Ab levels has been proven to predict immunological remission
(51). According to the 2021 KDIGO guidelines, serum anti-
PLA2R Ab has been well-applied as a valuable biomarker for
evaluating the risk of progressive loss of kidney function and
initiating adapted treatment for each patient in clinical practice
(52). In the study, we found that baseline 25(OH)D level was
negatively correlated with seropositivity of anti-PLA2R Ab. ROC
curve analysis demonstrated the ability of baseline 25(OH)D
to discriminate patients with seropositivity of anti-PLA2R Ab
(sensitivity 68.1%, specificity 60.0%), and the cutoff value was
20.05 nmol/L (AUC = 0.672). Logistic regression analysis further
verified that a lower level of 25 (OH)D was related to the higher
likelihood of seropositivity of anti-PLA2R Ab (OR 2.4 95%CI 1.6,
3.7, P < 0.001) in the fully adjusted model. Our findings supplied
evidence for the association of VD and B cell homeostasis since
autoantibodies generated by autoreactive B cells were a key driver
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in the immunopathogenesis of MN (40). Numerous studies have
reported that active VD suppresses the proliferation of activated
B cells, generation of switched memory B cells, differentiation
of antigen-secreting plasma cells, and Ig secretion (32, 53). VD
also induced apoptosis of activated B cells (32, 53). Moreover,
declined serum 25(OH)D was associated with many autoimmune
diseases, such as systemic lupus erythematosus (SLE). VD plays
an important role in maintaining B cell homeostasis, and the
deficiency might contribute to B cell hyperactivity in SLE (32).
Hence, we hypothesized that 25(OH)D might participate in the
production of anti-PLA2R Ab via exerting effects on B cells,
which needed further well-designed studies to explore. In addition,
when related to the clinical outcome, lower baseline and follow-
up 25(OH)D levels were associated with a significantly lower
probability to achieve remission during follow-up. Combined
with our results, VD supplementation may be important in the
treatment of B cell-mediated autoimmune disorders. In addition,
supplementation of VD to at least a level of 20.05 nmol/l might have
a greater likelihood of getting a negative serum anti-PLA2R Ab and
therefore achieving immunological remission.

There were several limitations to our study. First, many
immune-related indexes, including the count and proportion of T
and B cell subtypes, were not routine tests in clinical practice and
were lacking in the analysis due to the nature of this retrospective
study. Second, VD supplementation was prescribed to patients
who had VD insufficiency (<30 ng/ml) and dynamically adjusted
by measurement of serum 25(OH)D to ensure a sufficient VD
status in accordance with the guidelines in the current study (18,
19). Further large, randomized controlled, prospective studies that
take the accurate dose and duration of VD supplementation into
consideration when relating to remission outcomes are necessary
to better elucidate the efficacy of VD supplementation on PMN.
Moreover, although our study identified the association between
VD and clinical parameters and treatment responses, whether VD
was involved in the pathogenesis of PMN via immunoregulation
and the potential mechanism of VD deficiency on autoantibody
production and heavy proteinuria would be worth exploring
in future studies.

In conclusion, we found the value of baseline 25(OH)D in
identifying patients with PMN who had NS or seropositivity of
anti-PLA2R Ab, and the predictive ability of follow-up 25(OH)D
on remission outcomes. The lower level of 25(OH)D during
follow-up was demonstrated as an independent risk factor for
NR after adjusting for important clinical confounders. Our data
shed light on the indispensable role of VD detection and timely
supplementation in MN.

Data availability statement

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

Ethics statement

The studies involving human participants were reviewed and
approved by the Ethics Committee of the First Affiliated Hospital

of Nanjing Medical University. The patients/participants provided
their written informed consent to participate in this study.

Author contributions

SD and YY designed the research. SC contributed to the writing.
SC, MZ, LJ, and CC conducted the research. SC and FL analyzed
the data and performed the statistical analysis. LG, RS, YX, ZH, CZ,
BZ, and HM reviewed the manuscript. CX conceived, coordinated
the study, and had responsibility for its final content. YY was the
guarantor of this study, who had complete access to all the data in
the study and took ultimate responsibility for the study design and
integrity of data analysis. All authors read the final manuscript and
approved the submission.

Funding

This study was supported by grants from the National
Natural Science Foundation of China (82170699 and 81870469
to YY and 82100767 to SD), the Natural Science Foundation of
Jiangsu Province (BK20191075 to SD), “PRO•Run” Fund of the
Nephrology Group of CEBM (KYJ202206–0003-6 to YY), the “333
Project” of Jiangsu Province, the Six Talent Peaks Project in Jiangsu
Province (WSN-010 to YY), “Yiluqihang·Shenmingyuanyang”
Medical Development and Scientific Research Fund Project on
Kidney Diseases (SMYY20220301001 to YY), Project of Clinical
Capability Improvement of the First Affiliated Hospital of
Nanjing Medical University (JSPH-MC-2021-14 to SD), Project
of Bethune PuAi Medical Research Fund (PAYJ-058 to SD),
Postgraduate Research & Practice Innovation Program of Jiangsu
Province (JX10213856 to MZ), and the Priority Academic Program
Development (PAPD) of Jiangsu Higher Education Institution.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fnut.2023.
1171216/full#supplementary-material

Frontiers in Nutrition 10 frontiersin.org

https://doi.org/10.3389/fnut.2023.1171216
https://www.frontiersin.org/articles/10.3389/fnut.2023.1171216/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fnut.2023.1171216/full#supplementary-material
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/


fnut-10-1171216 April 19, 2023 Time: 14:8 # 11

Duan et al. 10.3389/fnut.2023.1171216

References

1. Xu X, Wang G, Chen N, Lu T, Nie S, Xu G, et al. Long-term exposure to air
pollution and increased risk of membranous nephropathy in China. J Am Soc Nephrol.
(2016) 27:3739–46. doi: 10.1681/ASN.2016010093

2. Ronco P, Beck L, Debiec H, Fervenza F, Hou F, Jha V, et al. Membranous
nephropathy. Nat Rev Dis Primers. (2021) 7:69. doi: 10.1038/s41572-021-00303-z

3. Bobart S, De Vriese A, Pawar A, Zand L, Sethi S, Giesen C, et al. Noninvasive
diagnosis of primary membranous nephropathy using phospholipase A2 receptor
antibodies. Kidney Int. (2019) 95:429–38. doi: 10.1016/j.kint.2018.10.021

4. Reinhard L, Zahner G, Menzel S, Koch-Nolte F, Stahl R, Hoxha E. Clinical
relevance of domain-specific phospholipase A2 receptor 1 antibody levels in patients
with membranous nephropathy. J Am Soc Nephrol. (2020) 31:197–207. doi: 10.1681/
ASN.2019030273

5. Seitz-Polski B, Debiec H, Rousseau A, Dahan K, Zaghrini C, Payre C, et al.
Phospholipase A2 receptor 1 epitope spreading at baseline predicts reduced likelihood
of remission of membranous nephropathy. J Am Soc Nephrol. (2018) 29:401–8. doi:
10.1681/ASN.2017070734

6. Zhang S, Miller D, Li W. Non-musculoskeletal benefits of vitamin D beyond the
musculoskeletal system. Int J Mol Sci. (2021) 22:2128. doi: 10.3390/ijms22042128

7. Tsuprykov O, Chen X, Hocher C, Skoblo R, Lianghong Y, Hocher B. Why should
we measure free 25(OH) vitamin D? J Steroid Biochem Mol Biol. (2018) 180:87–104.
doi: 10.1016/j.jsbmb.2017.11.014

8. Wimalawansa S. Vitamin D and cardiovascular diseases: causality. J Steroid
Biochem Mol Biol. (2018) 175:29–43. doi: 10.1016/j.jsbmb.2016.12.016

9. Cozzolino M, Bernard L, Csomor P. Active vitamin D increases the risk
of hypercalcaemia in non-dialysis chronic kidney disease patients with secondary
hyperparathyroidism: a systematic review and meta-analysis. Clin Kidney J. (2021)
14:2437–43. doi: 10.1093/ckj/sfab091

10. Sirbe C, Rednic S, Grama A, Pop T. An update on the effects of vitamin D
on the immune system and autoimmune diseases. Int J Mol Sci. (2022) 23:9784.
doi: 10.3390/ijms23179784

11. Sofi N, Jain M, Kapil U, Seenu V, Kamal V, Pandey R. Nutritional risk factors and
status of serum 25(OH)D levels in patients with breast cancer: a case control study in
India. J Steroid Biochem Mol Biol. (2018) 175:55–9. doi: 10.1016/j.jsbmb.2016.09.020

12. Christakos S, Dhawan P, Verstuyf A, Verlinden L, Carmeliet G. Vitamin D:
metabolism, molecular mechanism of action, and pleiotropic effects. Physiol Rev.
(2016) 96:365–408. doi: 10.1152/physrev.00014.2015

13. Gembillo G, Siligato R, Amatruda M, Conti G, Santoro D. Vitamin D and
glomerulonephritis. Medicina. (2021) 57:186. doi: 10.3390/medicina57020186

14. Huang H, Lin T, Hong Z, Lim L. Vitamin D and diabetic kidney disease. Int J
Mol Sci. (2023) 24:3751. doi: 10.3390/ijms24043751

15. Luo J, Yuan Y, Tian J, Zhou Z, Su C, Yang F, et al. Clinicopathological
characteristics and outcomes of PLA2R-associated membranous nephropathy in
seropositive patients without PLA2R staining on kidney biopsy. Am J Kidney Dis.
(2022) 80:364–72. doi: 10.1053/j.ajkd.2022.01.426

16. Kidney Disease: Improving Global Outcomes (KDIGO) Glomerular Diseases
Work Group. KDIGO 2021 clinical practice guideline for the management of
glomerular diseases. Kidney Int. (2021) 100:S1–276. doi: 10.1016/j.kint.2021.0
5.021

17. Levey A, Stevens L, Schmid C, Zhang Y, Castro AI, Feldman H, et al. A New
Equation to estimate glomerular filtration rate. Ann Intern Med. (2009) 150:604–12.
doi: 10.7326/0003-4819-150-9-200905050-00006

18. Kramer H, Berns J, Choi M, Martin K, Rocco M. 25-Hydroxyvitamin D testing
and supplementation in CKD: an NKF-KDOQI controversies report. Am J Kidney Dis.
(2014) 64:499–509. doi: 10.1053/j.ajkd.2014.05.018

19. Pludowski P, Takacs I, Boyanov M, Belaya Z, Diaconu C, Mokhort T, et al.
Clinical practice in the prevention, diagnosis and treatment of vitamin D deficiency:
a central and eastern European expert consensus statement. Nutrients. (2022) 14:1483.
doi: 10.3390/nu14071483

20. Pludowski P, Holick M, Pilz S, Wagner C, Hollis B, Grant W, et al. Vitamin D
effects on musculoskeletal health, immunity, autoimmunity, cardiovascular disease,
cancer, fertility, pregnancy, dementia and mortality-a review of recent evidence.
Autoimmun Rev. (2013) 12:976–89. doi: 10.1016/j.autrev.2013.02.004

21. Wintermeyer E, Ihle C, Ehnert S, Stöckle U, Ochs G, de Zwart P, et al. Crucial
role of vitamin D in the musculoskeletal system. Nutrients. (2016) 8:319. doi: 10.3390/
nu8060319

22. Palacios C, Gonzalez L. Is vitamin D deficiency a major global public health
problem? J Steroid Biochem Mol Biol. (2014) 144:138–45. doi: 10.1016/j.jsbmb.2013.
11.003

23. Nair P, Venkatesh B, Center J. Vitamin D deficiency and supplementation in
critical illness-the known knowns and known unknowns. Crit Care. (2018) 22:276.
doi: 10.1186/s13054-018-2185-8

24. Lin T, Wu J, Kuo M, Ou L, Yeh K, Huang J. Correlation between disease activity
of pediatric-onset systemic lupus erythematosus and level of vitamin d in Taiwan: a
case-cohort study. J Microbiol Immunol Infect. (2018) 51:110–4. doi: 10.1016/j.jmii.
2015.12.005

25. de Haan K, Groeneveld A, de Geus H, Egal M, Struijs A. Vitamin D deficiency
as a risk factor for infection, sepsis and mortality in the critically ill: systematic
review and meta-analysis. Crit Care. (2014) 18:660. doi: 10.1186/s13054-014-0
660-4

26. Sutherland J, Zhou A, Hyppönen E. Vitamin D deficiency increases mortality
risk in the UK Biobank: a nonlinear Mendelian randomization study. Ann Internal
Med. (2022) 175:1552–9. doi: 10.7326/M21-3324

27. Yu Q, Qiao Y, Liu D, Liu F, Gao C, Duan J, et al. Vitamin D protects podocytes
from autoantibodies induced injury in lupus nephritis by reducing aberrant autophagy.
Arthritis Res Ther. (2019) 21:19. doi: 10.1186/s13075-018-1803-9

28. Ristov M, Lange T, Artelt N, Nath N, Kuss A, Gehrig J, et al. The shglomassay
combines high-throughput drug screening with downstream analyses and reveals the
protective role of vitamin D3 and calcipotriol on podocytes. Front Cell Dev Biol. (2022)
10:838086. doi: 10.3389/fcell.2022.838086

29. Agrawal S, He J, Tharaux P. Nuclear receptors in podocyte biology and
glomerular disease. Nat Rev Nephrol. (2021) 17:185–204. doi: 10.1038/s41581-020-
00339-6

30. Tsoukas C, Provvedini D, Manolagas S. 1,25-Dihydroxyvitamin D3: a novel
immunoregulatory hormone. Science. (1984) 224:1438–40.

31. Manolagas S, Provvedini D, Tsoukas C. Interactions of 1,25-dihydroxyvitamin
D3 and the immune system. Mol Cell Endocrinol. (1985) 43:113–22.

32. Chen S, Sims G, Chen X, Gu Y, Chen S, Lipsky P. Modulatory effects of 1,25-
dihydroxyvitamin D3 on human B cell differentiation. J Immunol. (2007) 179:1634–47.
doi: 10.4049/jimmunol.179.3.1634

33. Unger W, Laban S, Kleijwegt F, van der Slik A, Roep B. Induction of Treg by
monocyte-derived dc modulated by vitamin D3 or dexamethasone: differential role for
PD-L1. Eur J Immunol. (2009) 39:3147–59. doi: 10.1002/eji.200839103

34. Vijayendra Chary A, Hemalatha R, Seshacharyulu M, Vasudeva Murali M,
Jayaprakash D, Dinesh Kumar B. Vitamin D deficiency in pregnant women impairs
regulatory T cell function. J Steroid Biochem Mol Biol. (2015) 147:48–55. doi: 10.1016/
j.jsbmb.2014.11.020

35. Zhao Q, Dai H, Liu X, Jiang H, Liu W, Feng Z, et al. Helper T cells in idiopathic
membranous nephropathy. Front Immunol. (2021) 12:665629. doi: 10.3389/fimmu.
2021.665629

36. Rosenzwajg M, Languille E, Debiec H, Hygino J, Dahan K, Simon T, et al. B-
and T-cell subpopulations in patients with severe idiopathic membranous nephropathy
may predict an early response to rituximab. Kidney Int. (2017) 92:227–37. doi: 10.1016/
j.kint.2017.01.012

37. Motavalli R, Etemadi J, Soltani-Zangbar M, Ardalan M, Kahroba H, Roshangar
L, et al. Altered Th17/Treg ratio as a possible mechanism in pathogenesis of idiopathic
membranous nephropathy. Cytokine. (2021) 141:155452. doi: 10.1016/j.cyto.2021.
155452

38. Su Z, Jin Y, Zhang Y, Guan Z, Li H, Chen X, et al. The diagnostic and prognostic
potential of the B-cell repertoire in membranous nephropathy. Front Immunol. (2021)
12:635326. doi: 10.3389/fimmu.2021.635326

39. Rovin B, Adler S, Barratt J, Bridoux F, Burdge K, Chan T, et al. Executive
summary of the KDIGO 2021 guideline for the management of glomerular diseases.
Kidney Int. (2021) 100:753–79. doi: 10.1016/j.kint.2021.05.015

40. So B, Yap D, Chan TM. B cells in primary membranous nephropathy: escape
from immune tolerance and implications for patient management. Int J Mol Sci. (2021)
22:13560. doi: 10.3390/ijms222413560

41. Damasiewicz M, Magliano D, Daly R, Gagnon C, Lu Z, Ebeling P, et al. 25-
Hydroxyvitamin D levels and chronic kidney disease in the AusDiab (Australian
diabetes, obesity and lifestyle) study. BMC Nephrol. (2012) 13:55. doi: 10.1186/1471-
2369-13-55

42. de Boer I, Ioannou G, Kestenbaum B, Brunzell J, Weiss N. 25-Hydroxyvitamin
D levels and albuminuria in the third national health and nutrition examination
survey (NHANES III). Am J Kidney Dis. (2007) 50:69–77. doi: 10.1053/j.ajkd.2007.0
4.015

43. Isakova T, Gutiérrez O, Patel N, Andress D, Wolf M, Levin A. Vitamin
D deficiency, inflammation, and albuminuria in chronic kidney disease: complex
interactions. J Ren Nutr. (2011) 21:295–302. doi: 10.1053/j.jrn.2010.07.002

44. Liu M, Wang J, He Y. Serum 25-Hydroxyvitamin D were associated with higher
risk of both albuminuria and impaired GFR incidence: a cohort study based on CLHLS
study. BMC Nephrol. (2019) 20:20. doi: 10.1186/s12882-019-1202-8

45. Andress D. Vitamin D in chronic kidney disease: a systemic role for selective
vitamin D receptor activation. Kidney Int. (2006) 69:33–43.

Frontiers in Nutrition 11 frontiersin.org

https://doi.org/10.3389/fnut.2023.1171216
https://doi.org/10.1681/ASN.2016010093
https://doi.org/10.1038/s41572-021-00303-z
https://doi.org/10.1016/j.kint.2018.10.021
https://doi.org/10.1681/ASN.2019030273
https://doi.org/10.1681/ASN.2019030273
https://doi.org/10.1681/ASN.2017070734
https://doi.org/10.1681/ASN.2017070734
https://doi.org/10.3390/ijms22042128
https://doi.org/10.1016/j.jsbmb.2017.11.014
https://doi.org/10.1016/j.jsbmb.2016.12.016
https://doi.org/10.1093/ckj/sfab091
https://doi.org/10.3390/ijms23179784
https://doi.org/10.1016/j.jsbmb.2016.09.020
https://doi.org/10.1152/physrev.00014.2015
https://doi.org/10.3390/medicina57020186
https://doi.org/10.3390/ijms24043751
https://doi.org/10.1053/j.ajkd.2022.01.426
https://doi.org/10.1016/j.kint.2021.05.021
https://doi.org/10.1016/j.kint.2021.05.021
https://doi.org/10.7326/0003-4819-150-9-200905050-00006
https://doi.org/10.1053/j.ajkd.2014.05.018
https://doi.org/10.3390/nu14071483
https://doi.org/10.1016/j.autrev.2013.02.004
https://doi.org/10.3390/nu8060319
https://doi.org/10.3390/nu8060319
https://doi.org/10.1016/j.jsbmb.2013.11.003
https://doi.org/10.1016/j.jsbmb.2013.11.003
https://doi.org/10.1186/s13054-018-2185-8
https://doi.org/10.1016/j.jmii.2015.12.005
https://doi.org/10.1016/j.jmii.2015.12.005
https://doi.org/10.1186/s13054-014-0660-4
https://doi.org/10.1186/s13054-014-0660-4
https://doi.org/10.7326/M21-3324
https://doi.org/10.1186/s13075-018-1803-9
https://doi.org/10.3389/fcell.2022.838086
https://doi.org/10.1038/s41581-020-00339-6
https://doi.org/10.1038/s41581-020-00339-6
https://doi.org/10.4049/jimmunol.179.3.1634
https://doi.org/10.1002/eji.200839103
https://doi.org/10.1016/j.jsbmb.2014.11.020
https://doi.org/10.1016/j.jsbmb.2014.11.020
https://doi.org/10.3389/fimmu.2021.665629
https://doi.org/10.3389/fimmu.2021.665629
https://doi.org/10.1016/j.kint.2017.01.012
https://doi.org/10.1016/j.kint.2017.01.012
https://doi.org/10.1016/j.cyto.2021.155452
https://doi.org/10.1016/j.cyto.2021.155452
https://doi.org/10.3389/fimmu.2021.635326
https://doi.org/10.1016/j.kint.2021.05.015
https://doi.org/10.3390/ijms222413560
https://doi.org/10.1186/1471-2369-13-55
https://doi.org/10.1186/1471-2369-13-55
https://doi.org/10.1053/j.ajkd.2007.04.015
https://doi.org/10.1053/j.ajkd.2007.04.015
https://doi.org/10.1053/j.jrn.2010.07.002
https://doi.org/10.1186/s12882-019-1202-8
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/


fnut-10-1171216 April 19, 2023 Time: 14:8 # 12

Duan et al. 10.3389/fnut.2023.1171216

46. Franca Gois P, Wolley M, Ranganathan D, Seguro A. Vitamin D deficiency in
chronic kidney disease: recent evidence and controversies. Int J Environ Res Public
Health. (2018) 15:1773. doi: 10.3390/ijerph15081773

47. National Kidney Foundation [NKF]. K/DOQI clinical practice guidelines for
bone metabolism and disease in chronic kidney disease. Am J Kidney Dis. (2003)
42:S1–201.

48. Wu C, Liao M, Hsiao P, Lu C, Hsu Y, Lu K, et al. Antiproteinuria effect of calcitriol
in patients with chronic kidney disease and vitamin D deficiency: a randomized
controlled study. J Ren Nutr. (2020) 30:200–7. doi: 10.1053/j.jrn.2019.09.001

49. Nieto-Gañán I, Iturrieta-Zuazo I, Rita C, Carrasco-Sayalero Á. Revisiting
immunological and clinical aspects of membranous nephropathy. Clin Immunol.
(2022) 237:108976. doi: 10.1016/j.clim.2022.108976

50. Burbelo P, Joshi M, Chaturvedi A, Little D, Thurlow J, Waldman M,
et al. Detection of PLA2R Autoantibodies before the diagnosis of membranous
nephropathy. J Am Soc Nephrol. (2020) 31:208–17. doi: 10.1681/ASN.2019050538

51. Dahan K, Debiec H, Plaisier E, Cachanado M, Rousseau A, Wakselman L,
et al. Rituximab for severe membranous nephropathy: a 6-month trial with extended
follow-up. J Am Soc Nephrol. (2017) 28:348–58. doi: 10.1681/ASN.2016040449

52. Rojas-Rivera J, Fervenza F, Ortiz A. Recent clinical trials insights into the
treatment of primary membranous nephropathy. Drugs. (2022) 82:109–32. doi: 10.
1007/s40265-021-01656-1

53. Geldmeyer-Hilt K, Heine G, Hartmann B, Baumgrass R, Radbruch A, Worm M.
1,25-dihydroxyvitamin D3 impairs NF-κB activation in human naive B cells. Biochem
Biophys Res Commun. (2011) 407:699–702. doi: 10.1016/j.bbrc.2011.03.078

Frontiers in Nutrition 12 frontiersin.org

https://doi.org/10.3389/fnut.2023.1171216
https://doi.org/10.3390/ijerph15081773
https://doi.org/10.1053/j.jrn.2019.09.001
https://doi.org/10.1016/j.clim.2022.108976
https://doi.org/10.1681/ASN.2019050538
https://doi.org/10.1681/ASN.2016040449
https://doi.org/10.1007/s40265-021-01656-1
https://doi.org/10.1007/s40265-021-01656-1
https://doi.org/10.1016/j.bbrc.2011.03.078
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/

	Serum 25-hydroxyvitamin D as a predictive biomarker of clinical outcomes in patients with primary membranous nephropathy
	Introduction
	Materials and methods
	Participant selection
	Data collection
	Treatment and follow-up
	Statistical analysis

	Results
	Comparisons of baseline parameters according to different levels of urinary protein
	Correlations between baseline 25 (OH)D level and clinical parameters
	Associations of baseline 25(OH)D level with proteinuria and anti-PLA2R Ab level
	Comparisons of parameters between groups with different outcomes
	Relationships between 25(OH)D level and remission rate in patients with PMN who had nephrotic syndrome

	Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Publisher's note
	Supplementary material
	References


