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Abstract
Background: Physical exercises are highly effective in
slowing muscle wasting and loss of function. However,
whether vitamin D deficiency can interfere with this process
in elderly individuals remains unclear. The objective
of this study was to investigate the effect of 25(OH)D
supplementation along with physical exercise in elderly
women in an intervention study design.
Methods: We analyzed data from elderly women aged ≥ 60
years (mean age, 67 ± 5 years) who exercised regularly for at
least one year at the Social Service of Commerce Santana,
Community Center. We included 146 elderly women in the
aquatic training program (AT), 99 elderly women in the
multifunctional fitness program (MF), and 100 communitydwelling elderly women who had not been exercising for
the last year as the control group (CT). In each group, we
administered cholecalciferol to those who had 25(OH)D
levels below the median levels. The individuals in the aquatic
training supplemented group (ATSG), multifunctional fitness
supplemented group (MFSG), and control supplemented
group (CTSG) received one bottle of cholecalciferol each.
They were instructed to consume 21,000 IU/week (4 drops/
week) of cholecalciferol for 12 months. The timed up-andgo (TUG) test, 2-min step (2MST), 30-s chair stand (CS),
functional reach (FRT), unipedal balance test with visual
control (UB), and a portable dynamometer for the strength
of hip flexors (HS) were conducted, and the serum 25(OH)D
and intact parathyroid hormone (PTH) levels were measured
at the beginning and end of the 12 months. The treatments
were compared using a general linear model for repeated
measures, with p < 0.005.

Results: There was a significant increase in 25(OH)D
levels in ATSG (p < 0.001), MFSG (p < 0.001), and CTSG
(p < 0.001). The relationship between 25(OH)D levels and
physical exercise was significant in TUG (p = 0.005), UB (p
= 0.03), HS (p < 0.001), CS (p = 0.04), and 2MST (p = 0.02).
Conclusion: We found an interaction of 25(OH)D levels
with physical exercise in elderly women for maintaining
independence in daily activities and performance.
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Introduction
Global awareness on vitamin D deficiency and
its consequences has been increasing. Furthermore,
there is substantial agreement among all guidelines
that serum 25(OH)D concentrations < 25-30 nmol/L
should be avoided in all age groups [1]. In addition,
hypovitaminosis D is a world health problem, and Brazil
has an elevated prevalence of hypovitaminosis D among
its population [2]. In general, a 25(OH)D level of less
than 20 ng/mL has been associated with neuromuscular
performance issues in elderly people including poor
physical performance, low muscular strength, and
muscle weakness, thus suggesting that vitamin D
supplementation may be beneficial [3,4].
In individuals with a vitamin D deficiency (≤ 20 ng/
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mL), proximal myopathy is observed by the atrophy
of type II muscle fibers (fast twitch), which can have a
negative effect on neuromuscular performance [5,6],
and can contribute to osteopenia and osteoporosis by
increasing parathyroid hormone (PTH) concentrations
and bone turnover [7]. Based on this observation, many
epidemiological studies have analyzed lower extremity
function by testing performance during long walks
among older adults who have low vitamin D levels [8].
Furthermore, vitamin D receptor (VDR) is found
in most body tissues, including skeletal tissue, and
active vitamin D has biological functions. Low vitamin
D levels have been found to be associated with several
conditions that can be common among elderly people,
such as, sarcopenia, which is characterized by low
muscle mass, falls, and fractures [9].
Vitamin D3 promotes muscular protein synthesis and
activates calcium uptake in the sarcoplasmic reticulum,
thus maintaining contractile efficiency in muscles
[10]. A combination of nutritional intervention and
resistance exercises seems to be the therapy of choice,
especially for elderly people with sarcopenia [11]. In
addition, Morley, et al. [11] reported that vitamin D
supplementation was beneficial for elderly people who
needed to increase muscle protein synthesis, muscle
strength, muscle power, balance, and ability to maintain
functional independence in the activities of daily living.
Physical exercises are highly effective in slowing
down muscle wasting and loss of function; however,
at times, elderly individuals do not exercise enough to
prevent these changes [12]. Several studies in elderly
people report a positive relationship between physical
performance and vitamin D status [13].
While aquatic training programs are popular among
elderly individuals, the resulting improvements in the
performance and physical abilities of elderly individuals
remain unclear. In contrast, the multifunctional fitness
program has proved to be a good tool for improving
physical capacities such as muscular strength, balance,
agility, and aerobic resistance in elderly women [14]. In
addition, this exercise program can also contribute to
the prevention of physical function decline that results
from aging [15].
No previous studies have analyzed the relationship
between 25(OH)D supplementation, different modalities of physical exercise, and its neuromuscular effects.
The aim of this study was to investigate the effect of
25(OH)D supplementation with physical exercises on
the functional capacity and performance in elderly
women.

Materials and Methods
The study was performed in accordance with the
Declaration of Helsinki, and it was approved by the
Ethics Committee of the Federal University of the Sao
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Paulo/UNIFESP. All subjects voluntarily signed a written
consent.
This study included 458 elderly women aged ≥
60 years, but only 345 elderly women completed
the intervention after 12 months. Of the total, 146
individuals participated in the aquatic training program
(AT) and 99 participated in the multifunctional fitness
program (MF) at the Social Service of Commerce (SESC),
São Paulo, Brazil. This group had been performing
physical activity for at least one year. Furthermore, 100
community-dwelling elderly women from community
centers providing services to elderly individuals living in
the same geographic area, who had not been performing
any regular physical exercise for at least one year, were
also included in the study as the control group (CT). The
control group did not receive any information about
vitamin D supplementation and physical exercises.
The participants were excluded if they were receiving
hormonal treatment, were on medication for weight
loss, were receiving vitamin D supplementation of >
600 IU/day, and/or had a creatinine level of > 1.5 mg/
dL, a total calcium level of > 10.5 mg/dL, a psychiatric
disorder, and/or an acute illness that would prevent
them from exercising or following the protocol. The
use of antihypertensive, antidiabetic, and antilipid
medications was continued during the protocol,
according to the medical prescriptions.
To confirm the physical activity levels of the
participants, a short version of the International
Physical Activity Questionnaire (IPAQ) was used [16].
The aquatic training supplemented group (ATSG) and
multifunctional fitness supplemented group (MFSG)
were classified by IPAQ as irregularly active, i.e.,
meeting at least one of the criteria of recommendation
regarding the frequency or duration of physical activity:
5 days/week or 150 min/week. The control group was
classified as sedentary (SSG) [17].
In the study, a maximum of three absences per
month were allowed, beyond which the participant
was excluded from the programs. The participants were
guided by the same physical education instructor, twice
a week. The activities were performed indoors, for one
year, and in the same place.
The aquatic training and multifunctional fitness
sessions lasted 60 min, starting with 10-min warmup exercises, followed by cardiorespiratory training,
coordination exercises, and strength and resistance
exercises. The sessions ended with 10 min of stretching
and balance exercises.
Originally, this study included 458 elderly women
who were recruited and invited for laboratory and
physical tests; however, 113 (24.6%) participants were
unable to participate until the end of evaluations for
various reasons. This included 88 (19.2%) participants
who did not participate in the second phase of the
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study, 9 (1.9%) who only participated in the blood
collection phase, 1 (0.2%) who died, 3 (0.6%) who met
the exclusion criteria, 2 (0.4%) who relocated, and 10
(2.1%) who did not use vitamin D supplementation
appropriately.

Study design
We followed an intervention study design. After data
collection at baseline and the lack of consensus in the
literature on vitamin D level cutoffs for performance
evaluation during the study period (2010-2011), the
median serum 25(OH)D levels of the participants were
considered to define the supplemented group (SG)
versus the non-supplemented control group (NG). Thus,
the participants in each group (AT, MF, and CT) with
serum levels of 25(OH)D below the median, 17.6 ng/mL
for ATSG, 18.50 ng/mL for MFSG, and 14.60 ng/mL for
SSG received cholecalciferol supplementation.

Supplementation protocol
According to the Endocrine Society’s practice
guidelines on vitamin D, vitamin D deficiency,
insufficiency, and sufficiency were defined as 25(OH)
D levels of < 20 ng/mL, 21-29 ng/mL, and ≥ 30 ng/mL,
respectively [18].
Two months before the initiation of the supplementation protocol, elderly women were instructed
to discontinue the use of any vitamin D supplements.
The supplemented group received 21,000 IU/week of
vitamin D3 for 12 months. All participants were advised
to take the supplement in the prescribed dose once a
week (4 drops/week). To improve adherence to treatment, participants received a calendar in which the recommended dates for taking the supplement had been
highlighted. On that calendar, there was also a designated area wherein the participants could mark the day of
taking the supplement.
The vitamin D supplements were obtained at
Magister® Pharmacy of Manipulation LTDA., São Paulo,
SP, Brazil. The content of the cholecalciferol drops (5246
± 20 IU/drop) was checked at the AFIP Laboratory for
quality assurance in 17.5% of the sample.
The UNIFESP geriatrics outpatient service routinely
prescribed at least 500 mg of calcium carbonate during
the follow-up period, but calcium supplementation was
not a part of our protocol. Participants were instructed
to continue their usual diets, from which they ingested
approximately 387 (294-513) mg/day of calcium [19].

Laboratory parameters
Blood samples were collected after 12 h of fasting.
All participants had their first blood sample collected in
August 2010 and their second blood sample collected in
October and November 2011. The serum concentration
of 25(OH)D was determined by chemiluminescence
using the LIAISON® 25 OH Vitamin D Total Assay (Product
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code: 310600; DiaSorin Inc., USA), with intra assay and
inter-assay coefficients of 1.6% and 5.6%, respectively.
The intact PTH was determined by a chemiluminescence method (Elecsys® 2010, Roche Diagnostics, USA),
with intra-assay and inter-assay coefficients of 3.0% and
3.5%, respectively. Total calcium was analyzed by an enzymatic colorimetric method (II Selectra Merck).
Anthropometric measurements included body
weight (kg) and height (cm). Body mass index (BMI) was
calculated as kg/m2, and individuals were categorized as
underweight (< 20.0 kg/m2), normal weight (20.0-24.9
kg/m2), overweight (25.0-29.9 kg/m2), or obese (≥ 30.0
kg/m2) [20].

Physical performance measures
Hip strength test (HS): A portable dynamometer
was used to measure muscle strength peak (kg)
during isometric muscle contraction of hip flexors.
The participant sat in a chair with the hips and knees
flexed at 90°. The dynamometer was positioned
perpendicularly on the patient’s thigh, 5 cm above the
upper edge of the patella. The participant had to raise
the limb being tested against the dynamometer using
maximum isometric muscle force for 5 s.
Timed up-and-go test (TUG): The participants were
timed as they got up from a chair, walked 10 feet,
without running, turned back, returned, and sat down
again. The performances of two tests was measured at
the baseline, and the final result was the mean of the
two trials [21].
Unipedal balance test with visual control (UB): In a
standing position, the subject had to flex one of her legs
in a 90° for 30 s. Three attempts were made, and the
average value was recorded [22].
The functional reach test (FRT): The maximum
displacement in horizontal distance that the subjects
could reach ahead with the arms and trunk was
measured. The test result was represented as the mean
difference between the two trials [23].
The 30-s chair stand test (CS): The total number of
repeated actions that the subjects could perform when
they sat and stood up from a chair was recorded [24].
The 2-min step test (2MST): The number of full steps
completed in 2 min while raising a knee to midway
between the patella and iliac crest was measured. The
result was presented as the number of times the right
knee reached the target [25].

Statistical Analysis
Statistical analysis was performed using the
SPSS statistics software (version 19.0 for Windows).
According to the G*Power software and based on
expected observed power of 80% and an effect size of
49% (based in our previous results in a pilot study), in the
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458 old women were recruted in the starting phase

113 excluded:
- 88 missed the second phase of the study; - 09 participated just in the blood collection phase; - 01 died; - 03 met the
exclusion criteria; - 02 relocated, and 10 did not use vitamin D supplementation appropriately.
345 old women completed the study
Aquatic training group (AT)

Multifunctional ﬁtness group
(MF)

Control Group (CT)

146 subjects completed the
study

99 subjects completed the study

100 subjects completed the
study

28 subjects dropped out

19 subjects dropped out

66 subjects dropped out

67 suplemented
Aquatic training
group (ATSG)

79 nonsuplemented
group (AT)

51 suplemented
Multifunctional
ﬁtness group
(MFSG)

48 nonsuplemented
group (MF)

48
suplemented
control group
(CTSG)

52 nonsuplemented
group (CT)

Figure 1: Study design.

TUG test score, the sample size included 432 individuals
(72 individuals in each group). For characterization of
the groups, we performed a descriptive analysis (mean
± standard deviation). The methodology was based on
the median value for the 50% for vitamin D. The data
in the tables are presented as mean and standard
deviation. To verify the normality of the variables,
the Kolmogorov-Smirnov test was used. The Z score
was used to standardize data that did not follow the
normality curve. The sphericity of the variables was
corrected by Greenhouse-Geisser correction, when
necessary. For the classification between the groups,
the Bonferroni post-hoc test was used. The general
linear model for repeated measures procedure was
used for the analysis of physical performance measures;
this method was used to evaluate the effect of time and
the interaction for an association between physical
exercises and supplementation. All data were adjusted
for age and BMI. A value of α < 0.05 was considered
significant.

Results
Figure 1 and Table 1 shows the anthropometric
measurements and clinical data of the groups before
and after supplementation. A 25(OH)D deficiency was
observed in the supplemented group (12.00 ± 3.00 ng/
mL), and the increase in 25(OH)D level after treatment
was significant (38.17 ± 12.41 ng/mL, p < 0.001). The
non-supplemented group also showed increases in
vitamin D levels pre- and post-treatment: 25.00 ± 8.40
ng/mL versus 28.05 ± 12.00 ng/mL (p < 0.001). In a
comparison among the groups, there was a significant
increase in vitamin D levels: ATSG, p < 0.001; MFSG, p <
Nascimento et al. J Geriatr Med Gerontol 2019, 5:061

0.001; and CTSG, p < 0.001. Body mass index and calcium
levels were not statistically different between groups.
Conversely, the PTH levels increased significantly in the
CT group, which did not receive the supplements. The
average age of the participants was 67 ± 5 years.
The data presented in Table 2 shows the mean ± SD
values obtained on the physical tests in both groups. The
comparison was made using the general linear model
test (GLM) repeated measures: *, p ≤ 0.05; **, the effect
of time with vitamin supplementation (comparison
baseline and post-treatment intragroup) and interaction
(effect of time and groups of physical tests with 25[OH]
D); ¤¤indicates the superior treatment between ATSG vs.
CTSG, p < 0.05; ¤indicates superior treatment between
MFSG vs. CTSG; § indicates the superior treatment
between MFSG vs. ATSG.
In the CTSG group, there was a significant interaction
with vitamin D in the TUG test after supplementation
(TUG B). Furthermore, the TUG test showed a significant
superiority in the AT group versus the CT group. In
the UB test, the MF group was superior in relation to
the AT and CT groups. Conversely, the MFSG showed
superiority to both the ATSG and CTSG. In the CS test,
there was statistical significance in both the MFSG versus
CTSG and the ATSG versus the CTSG, and in the nonsupplemented groups, the significance was the same.
In the 2MST test, MFST was statistically significant than
CTSG and ATSG. The latter group was also superior in
relation to CTSG. The MT and AT groups had significantly
better results than the CT group.
Functional reach test (FRT); hip strength test (HS);
timed up-and-go test (TUG); unipedal balance test with
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38.66 ± 14.87

49.12 ± 22.30

9.78 ± 0.42
9.89 ± 0.53

38.30 ± 13.77**

10.86 ± 2.26

29.19 ± 5.16

29.36 ± 5.14

Supplemented group (SG)
Variable
CTSG (n = 48)
Functional tests
FRT_A
21.90 ± 5.84
FRT_B
31.39 ± 7.31
TUG_A
8.18 ± 1.65
TUG_B
7.47 ± 0.97**
UB_A
20.83 ± 9.07
UB_B
21.40 ± 10.55
HS_A
12.27 ± 1.65
HS_B
12.36 ± 1.18
CS_A
11.85 ± 2.95
CS_B
12.00 ± 2.19
2MST_A
69.83 ± 18.43
2MST_B
74.50 ± 12.80

pos

pre

PTH

(pg/ml)

pre
pos

pos

pre

pos

Ca++ (g)

(ng/ml)

25(OH)D

(Kg/m²)

pre

BMI

39.44 ± 11.97

42.49 ± 14.15

9.83 ± 0.43
9.96 ± 0.59

37.36 ± 10.46**

13.01 ± 3.43

27.78 ± 4.32

27.91 ± 4.36

66 ± 4

MFSG (n = 51)

42.94 ± 18.31**

39.32 ± 14.29

9.88 ± 0.53
9.91 ± 0.62

24.87 ± 8.32

22.60 ± 5.85

28.75 ± 4.86

28.64 ± 4.85

66 ± 5

42.30 ± 18.60

38.99 ± 11.92

9.69 ± 0.49
9.66 ± 0.44

29.01 ± 8.86**

25.14 ± 6.12

28.49 ± 4.73

28.69 ± 4.33

67 ± 5

Non-supplemented group (NG)
CT (n = 52)
AT (n = 79)

42.03 ± 17.15

38.69 ± 11.98

9.73 ± 0.46
9.71 ± 0.67

32.24 ± 15**

26.16 ± 6.04

26.55 ± 4.21

26.65 ± 4.11

66 ± 4

MF (n = 48)

MFSG (n = 51)
25.63 ± 5.96
33.18 ± 7.46
6.76 ± 0.85
6.61 ± 1.16¤
24.86 ± 8.20
25.76 ± 7.81¤
12.65 ± 2.46
13.43 ± 1.53¤§
14.37 ± 4.13
14.95 ± 3.58¤
81.93 ± 16.84
82.45 ± 12.71¤§

ATSG (n = 67)

24.13 ± 5.80
30.24 ± 6.39
7.42 ± 1.36
7.23 ± 1.39
19.09 ± 10.50
21.10 ± 9.06
12.37 ± 3.15
12.46 ± 1.14
13.31 ± 2.91
13.92 ± 3.83¤¤
78.25 ± 14.81
81.65 ± 18.30¤¤

23.54 ± 5.81
30.01 ± 6.82
8.32 ± 1.48
7.98 ± 1.19
17.06 ± 11.06
21.34 ± 9.61
12.89 ± 2.23
12.86 ± 1.17
10.82 ± 2.16
11.95 ± 2.21
72.06 ± 12.36
79.85 ± 17.51

23.00 ± 6.44
31.19 ± 6.46
7.00 ± 1.08
6.85 ± 0.98¤¤
22.21 ± 10.23
22.44 ± 8.83
12.09 ± 2.11
12.44 ± 1.48
14.03 ± 2.74
14.86 ± 4.17¤¤
80.47 ± 15.52
89.13 ± 15.39¤¤

Non-supplemented group (NG)
CT (n = 52)
AT (n = 79)

26.30 ± 6.22
32.28 ± 6.17
6.52 ± 1.26
6.51 ± 1.24
27.18 ± 7.09
27.81 ± 6.83¤§
12.14 ± 2.73
12.68 ± 1.49
14.93 ± 2.80
15.58 ± 3.40¤
88.71 ± 15.50
92.66 ± 16.62¤

MF (n = 48)

Table 2: Follow-up of physical tests in treatment and non-treatment groups.

47.09 ± 18.26

50.16 ± 17.53

9.69 ± 0.48
9.76 ± 0.47

39.42 ± 13.82**

12.06 ± 2.64

29.56 ± 4.37

29.66 ± 4.53

70 ± 6

pre

Age (years)

66 ± 6

ATSG (n = 67)

Supplemented group (SG)
Variable
CTSG (n = 48)

Effect time-vitamin
Interaction of 25 (OH)D
Effect time-vitamin
Interaction of 25 (OH)D
Effect time-vitamin
Interaction of 25(OH)D
Effect time-vitamin
Interaction of 25 (OH)D
Effect time-vitamin
Interaction of 25(OH)D
Effect time-vitamin
Interaction of 25 (OH)D

Statistical analysis

effect time 25(OH)D

interaction

interaction
effect time 25(OH)D

effect time 25(OH)D

interaction

effect time 25(OH)D

interaction

Statistical analysis

Table 1: Anthropometric measurements and clinical data, pre- and post-treatment in all groups.

1.49
2.13
0.12
0.82
0.03
1.88
1.22
1.63
1.32
0.12
4.26
0.35

F

10.49

1.29

0.33
0.10

199.34

3.15

1.49

2.12

2.34

F

0.30
0.07
0.66
0.05*
0.33
0.03*
0.96
< 0.001*
0.55
0.04*
0.02*
0.02*

p

< 0.001*

0.27

0.92
0.15

< 0.001*

0.21

0.59

0.48

0.09

p
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80

Serum 25(OH) D ng/ml

B

100

p<0.001*

80

p<0.001*

60

40

0
AT

NG

D
Baseline Hip Strength
Post treatment Hip Strength

14

12

Baseline 2MST
Post treatment 2MST

p=0.02

100

2MST (sec)

Hip Strength (kg)

p=0.03*
p=0.001*

CT

140
120

16

MF

p=0.01*

p=0.02*

*p<0.001*

40

0

18

*p<0.001*
*p<0.001*

20

20

Baseline 25 (OH) D
Post treatment 25 (OH) D

60

20

SG

C

100

25(OH) D baseline
25(OH) D post treatment

Serum 25(OH) D ng/ml

A
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80
60
40

10
20
8

0

ATSG

30

CTSG

Baseline CS
Post treatment CS

ATSG

F

p=0.001*

25

MFSG

CTSG

30

25

20

20

UB (sec)

Chair Stand Test (30 sec)

E

MFSG

15

15

10

10

5

5

0

0

ATSG

MFSG

CTSG

Baseline UB
Post treatment UB

ATSG

MFSG

p=0.002*

CTSG

Figure 2: Supplementation of 25(OH)D among groups and significant superiority of the multifunctional fitness group (MFSG)
when compared to aquatic training group (ATSG) and supplemented control group (CTSG) in the physical tests. (A) Serum
vitamin D concentration at baseline and post-treatment; (B) serum vitamin D concentration at baseline and post-treatment
among the aquatic training (AT), multifunctional fitness (MF), and control treatment (CT) groups; (C) hip strength test results
among ATSG, MFSG, and CTSG at baseline and post-treatment; (D) 2-min step test results among ATSG, MFSG, and CTSG
at baseline and post-treatment; (E) chair stand test results among ATSG, MFSG, and CTSG in baseline and post-treatment;
(F) Unipedal balance test with visual control results among ATSG, MFSG, and CTSG at baseline and post-treatment.
Nascimento et al. J Geriatr Med Gerontol 2019, 5:061
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visual control (UB); 30-s chair stand test (CS); 2-min step
test (2MST); _A, pretreatment; _B, post-treatment.
Data presented as the mean ± SD, the comparison
made using the general linear model test (GLM) repeated
measures; *, p ≤ 0.05; **, effect of time: comparison
baseline and post-treatment intragroup; interaction:
effect of time, and physical tests in groups with 25(OH)
D supplementation.
Figure 2 shows that the MFSG values were superior
in comparison with ATSG and CTSG in the following
tests: HS (MFSG vs. CTSG, p = 0.003; MFSG vs. ATSG, p =
0.02; ATSG vs. CTSG; p = 0.001); 2MST (MFSG vs. CTSG,
p = 0.01; MFSG vs. ATSG, p = 0.02), CS (MFSG vs. CTSG, p
= 0.001); and UB (MFSG vs. CTSG, p = 0.002).

Discussion
This study is the first to show that 25(OH)D
supplementation in active elderly women who have
been exercising improves functional test results. In
a systematic review, Annweiler, et al. [26], provided
important evidence suggesting that the 25(OH)
D concentration was positively associated with
walking velocity among elderly individuals [26]. They
emphasized the necessity to conduct other studies, and
we confirmed that 25(OH)D influences the TUG test
results in elderly women.
By contrast, in our study, the TUG test result improved
in CTSG, indicating that the 25(OH)D supplementation
was effective in enhancing the agility, dynamic balance,
and mobility in elderly women.
In a review by Daly (2010), the term “interaction”
explained the combined effects of two or more variables
as being more than the amount of their individual effects
[27]. Thus, an “interaction” effect of 25(OH)D with
multifunctional fitness programs implies multiplicative
results in elderly women. In that review, regular
progressive resistance with power training and balance
exercises, such as those in multifunctional fitness
programs, plus 25(OH)D supplementation (700-1,000
IU/day) were important for maintaining and optimizing
strength and muscle function in elderly women.
There is evidence that 25(OH)D supplementation can
improve muscle function and functional independence
in the elderly [28,29]. In contrast, on the basis of metaanalyses [30], 25(OH)D supplementation has a small
but positive impact on global muscle strength, more
specifically of the lower limb, in elderly people. In
addition, vitamin D levels depending on serum 25(OH)D
concentrations in the elderly were positively correlated
with improved functional performance and strength,
as well as suppressed rates of decline in performance,
which suggests a relationship between vitamin D and
neuromuscular function [6].
In a recent publication, a larger meta-analysis
consisting of 29 vitamin D supplementation trials has
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also confirmed a small but positive effect on muscle
strength. The mechanisms by which vitamin D affects
muscle strength and function may be can mediated by
VDR. The number of VDRs present in human muscle
tissues has been shown to decline with age. Thus, an
important recent finding is that VDR expression can be
changed by vitamin D supplementation [8].
The study by Ceglia, et al. [31] showed that vitamin
D3 supplementation (4000 IU/day over four months)
increased muscle mass or muscle-specific VDRs [31].
They concluded that the supplementation increased
muscle fiber size by 10% and increased intramyonuclear
VDR concentration by 30% in elderly women with
insufficient vitamin D. This evidence was supportive
of the clinical effects of vitamin D supplementation on
muscle function [8].
In addition to determining a suitable dosage of
25(OH)D supplementation for elderly people to improve their physical performance, it is also important
to evaluate their exercise routine. Unfortunately, this
reluctance may be attributed to a lack of knowledge
concerning appropriate exercises for elderly people
with regard to potential risks and benefits of different
modalities [32].
In our study, NG also showed a significant increase in
the level of 25(OH)D. Even though this improvement was
uncontrolled, it collaborated to improve the physical
performance of the elderly people. Other studies that
corroborate with these results include the trial of
Moreira Pfrimer, et al. [33] involving postmenopausal
women who practiced aquatic exercise, with the
control group receiving 1000 IU of cholecalciferol
supplementation for 24 weeks. The authors showed
that both groups had significantly higher serum levels
of 25(OH)D [34]. Similarly, after supplementation of
25(OH)D, even without regular practice of physical
exercises, other study found an increase in muscular
strength [33].
This study has limitations. There was no randomization, because the intervention was implemented in
groups that were already involved in the exercise modalities for at least one year. We did not evaluate the
factors that influenced serum vitamin D levels during
the study such as lifestyle, nutritional data, and sunlight exposure. We evaluated the supplementation of
vitamin D in individuals following different modalities
of physical exercises to test their physical performance,
and therefore, this was not a blind study. The sample
was confined to only one geographical area. The results
are relevant to a community of physically independent
elderly women.
This study revealed that vitamin D levels were
important for better physical exercise performance
among elderly women. Before starting an exercise
program, elderly people should be aware of their
vitamin D levels.
• Page 7 of 9 •

DOI: 10.23937/2469-5858/1510061

Conclusion
In conclusion, the interaction of serum 25(OH)D
levels with physical exercises can contribute to the
maintenance of functional independence in activities of
daily living.

Conflicts of Interest
The authors declare no potential conflict of interest
with respect to the authorship and/or publication of
this manuscript.

Acknowledgments
This study was supported by FAPESP (Fundação de
Amparo à Pesquisa do Estado de São Paulo; Grant no.
09/53658-8). Thanks to the Social Service of Commerce
for the opportunity to perform most of the study in its
facilities.

References
1. Bouillon R (2017) Comparative analysis of nutritional
guidelines for vitamin D. Nat Rev Endocrinol 13: 466-479.
2. Maeda SS, Saraiva GL, Kunii IS, Hayashi LF, Cendoroglo
MS, et al. (2013) Factors affecting vitamin D status in
different populations in the city of Sao Paulo, Brazil: the
Sao Paulo vitamin D Evaluation Study (SPADES). BMC
Endocr Disord 13: 14.
3. Muir SW, Montero-Odasso M (2011) Effect of vitamin D
supplementation on muscle strength, gait and balance in
older adults: a systematic review and meta-analysis. J Am
Geriatr Soc 59: 2291-2300.
4. Lagari V, Gomez-Marin O, Levis S (2013) The role of
vitamin D in improving physical performance in the elderly.
J Bone Miner Res 28: 2194-2201.
5. Koundourakis NE, Avgoustinaki PD, Malliaraki N, Margioris
AN (2016) Muscular effects of vitamin D in young athletes
and non-athletes and in the elderly. Hormones (Athens) 15:
471-488.
6. Kougias DG, Das T, Perez AB, Pereira SL (2018) A
role for nutritional intervention in addressing the aging
neuromuscular junction. Nutr Res 53: 1-144.
7. de Jongh RT, van Schoor NM, Lips P (2017) Changes in
vitamin D endocrinology during aging in adults. Mol Cell
Endocrinol 453: 144-150.
8. Robinson SM, Reginster JY, Rizzoli R, Shaw SC, Kanis JA,
et al. (2018) Does nutrition play a role in the prevention and
management of sarcopenia? Clin Nutr 37: 1121-1132.
9. Aoki K, Sakuma M, Endo N (2018) The impact of exercise
and vitamin D supplementation on physical function in
community-dwelling elderly individuals: A randomized trial.
J Orthop Sci 23: 682-687.
10. Caprio M, Infante M, Calanchini M, Mammi C, Fabbri A
(2017) Vitamin D: Not just the bone. Evidence for beneficial
pleiotropic extraskeletal effects. Eat Weight Disord 22: 2741.
11. Morley JE (2016) Frailty and sarcopenia in elderly. Wien
Klin Wochenschr 128: 439-445.
12. Dawson-Hughes B (2017) Vitamin D and muscle function.
The Journal of steroid biochemistry and molecular biology.
173: 313-316.

Nascimento et al. J Geriatr Med Gerontol 2019, 5:061

ISSN: 2469-5858

13. Bruyere O, Cavalier E, Souberbielle JC, Bischoff-Ferrari
HA, Beaudart C, et al. (2014) Effects of vitamin D in the
elderly population: Current status and perspectives. Arch
Public Health 72: 32.
14. Nascimento NA, Moreira PF, Marin RV, Moreira LD,
Castro ML, et al. (2016) Relation among 25(OH)D,
aquatic exercises, and multifunctional fitness on functional
performance of elderly women from the community. J Nutr
Health Aging 20: 376-382.
15. Tolomio S, Ermolao A, Lalli A, Zaccaria M (2010) The
effect of a multicomponent dual-modality exercise program
targeting osteoporosis on bone health status and physical
function capacity of postmenopausal women. J Women
Aging 22: 241-254.
16. Adams MA, Ding D, Sallis JF, Bowles HR, Ainsworth BE, et
al. (2013) Patterns of neighborhood environment attributes
related to physical activity across 11 countries: A latent
class analysis. Int J Behav Nutr Phys Act 10: 34.
17. Matsudo VK, Matsudo SM, Araujo TL, Andrade DR, Oliveira
LC, et al. (2010) Time trends in physical activity in the state
of Sao Paulo, Brazil: 2002-2008. Med Sci Sports Exerc 42:
2231-2236.
18. Holick MF (2017) The vitamin D deficiency pandemic:
Approaches for diagnosis, treatment and prevention. Rev
Endocr Metab Disord 18: 153-165.
19. Pinheiro MM, Schuch NJ, Genaro PS, Ciconelli RM, Ferraz
MB, et al. (2009) Nutrient intakes related to osteoporotic
fractures in men and women--the Brazilian Osteoporosis
Study (BRAZOS). Nutr J 8: 6.
20. Hirani V, Cumming RG, Naganathan V, Blyth F, Le
Couteur DG, et al. (2014) Associations between serum
25-hydroxyvitamin D concentrations and multiple health
conditions, physical performance measures, disability, and
all-cause mortality: The concord health and ageing in men
project. J Am Geriatr Soc 62: 417-425.
21. Podsiadlo D, Richardson S (1991) The timed “Up & Go”: a
test of basic functional mobility for frail elderly persons. J
Am Geriatr Soc 39: 142-148.
22. Tesio L, Rota V, Longo S, Grzeda MT (2013) Measuring
standing balance in adults: Reliability and minimal real
difference of 14 instrumental measures. Int J Rehabil Res
36: 362-374.
23. Duncan PW, Weiner DK, Chandler J, Studenski S (1990)
Functional reach: A new clinical measure of balance. J
Gerontol 45: 192-197.
24. Jones CJ, Rikli RE, Beam WC (1999) A 30-s chair-stand
test as a measure of lower body strength in communityresiding older adults. Res Q Exerc Sport 70: 113-119.
25. Rikli RE (2000) Reliability, validity, and methodological
issues in assessing physical activity in older adults. Res Q
Exerc Sport 71: S89-S96.
26. Annweiler C, Henni S, Walrand S, Montero-Odasso M,
Duque G, et al. (2017) Vitamin D and walking speed in older
adults: Systematic review and meta-analysis. Maturitas
106: 8-25.
27. Daly RM (2010) Independent and combined effects of
exercise and vitamin D on muscle morphology, function
and falls in the elderly. Nutrients 2: 1005-1017.
28. Rejnmark L (2011) Effects of vitamin d on muscle function
and performance: A review of evidence from randomized
controlled trials. Ther Adv Chronic Dis 2: 25-37.
29. Oosterwerff MM, Meijnen R, Schoor NM, Knol DL, Kramer
• Page 8 of 9 •

DOI: 10.23937/2469-5858/1510061

MH, et al. (2014) Effect of vitamin D supplementation
on physical performance and activity in non-western
immigrants. Endocr Connect 3: 224-232.
30. Beaudart C, Buckinx F, Rabenda V, Gillain S, Cavalier E,
et al. (2014) The effects of vitamin D on skeletal muscle
strength, muscle mass, and muscle power: A systematic
review and meta-analysis of randomized controlled trials. J
Clin Endocrinol Metab 99: 4336-4345.
31. Ceglia L, Niramitmahapanya S, da Silva Morais M, Rivas
DA, Harris SS, et al. (2013) A randomized study on the
effect of vitamin D(3) supplementation on skeletal muscle
morphology and vitamin D receptor concentration in older
women. J Clin Endocrinol Metab 98: 1927-1935.

Nascimento et al. J Geriatr Med Gerontol 2019, 5:061

ISSN: 2469-5858

32. Zaleski AL, Taylor BA, Panza GA, Wu Y, Pescatello LS, et
al. (2016) Coming of age: Considerations in the prescription
of exercise for older adults. Methodist Debakey Cardiovasc
J 12: 98-104.
33. Moreira-Pfrimer LD, Pedrosa MA, Teixeira L, LazarettiCastro M (2009) Treatment of vitamin D deficiency
increases lower limb muscle strength in institutionalized
older people independently of regular physical activity: A
randomized double-blind controlled trial. Ann Nutr Metab
54: 291-300.
34. Moreira L, Fronza FC, dos Santos RN, Teixeira LR, Kruel
LF, et al. (2013) High-intensity aquatic exercises (HydrOS)
improve physical function and reduce falls among
postmenopausal women. Menopause 20: 1012-1019.

• Page 9 of 9 •

