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Abstract

The association between vitamin D status and diabetes risk has is inconsistent among 

observational studies, and most of the available studies have been in women. In the present study 

we investigated the association between serum 25-hydroxyvitamin D (25(OH)D) levels and 

incident type 2 diabetes (T2D) in older men (≥65 years of age) who participated in the multisite 

Osteoporotic Fractures in Men (MrOS) study enrolled from March 2000 to April 2002. Baseline 

25(OH)D levels were available in 1939 subjects without prevalent T2D. Clinical information, 

Body Mass Index (BMI) and other factors related to T2D were assessed at the baseline visit. 

Incident diabetes, defined by self-report and medication use, was determined over an average 

follow-up of 6.4 years. At baseline, participants were, on average, 73.3 (±5.7) years old, had a 

mean BMI in the overweight range (27.2 Kg/m2±3.6) and had total serum 25(OH)D of 26.1 ng/ml 

(±8.3). Incident diabetes was diagnosed in 139 subjects. Cox regression analysis showed a trend 
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toward a protective effect of higher 25(OH)D levels with a lower risk of T2D (HR 0.87 95% CI: 

0.73 – 1.04 per 1 SD increase of 25(OH)D). After adjusted for BMI and other potential 

confounders, the relationship between 25(OH)D levels and incident diabetes was further 

attenuated (HR 1.03, 95% CI 0.85 – 1.25). No significant difference in the incidence of diabetes 

emerged after analyzing study subjects according to baseline 25(OH)D quartiles. In conclusion, 

25(OH)D levels were not associated with incident T2D in older men.
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INTRODUCTION

Type 2 diabetes (T2D) is a significant global health care problem affecting more than 170 

million people worldwide. By 2035 the total number of people with diabetes is projected to 

rise to over 590 million (1). Although many therapeutic options are available, the increasing 

number of adults with diabetes has raised the need for innovative approaches to prevent the 

disease. Based on studies reporting low 25-hydroxyvitamin D (25(OH)D) levels in people 

with diabetes and an inverse association between 25(OH)D levels and fasting glucose and 

glycated haemoglobin, several authors have hypothesized that vitamin D status could play a 

role as a potential modifiable risk factor for diabetes (2).

Vitamin D receptors are present in β-pancreatic cells and in other extra-skeletal organs, and 

it has been postulated that vitamin D may stimulate insulin release and prevent insulin 

resistance (3). 1,25(OH)2D has immunomodulatory effects (4) and can prevent insulitis and 

the development of experimental diabetes, likely through correction of defective suppressor 

cellular function, or cytokine expression modulation. Although many studies, including 2 

meta-analyses, report an association between higher 25(OH)D and a decreased risk of 

developing T2D (5, 6), other subsequent studies have not found an association (5, 7, 8). For 

example, our group has recently shown that serum 25(OH)D did not independently predict 

incident T2D after 9 years of follow up in older women enrolled in the Study of 

Osteoporotic Fractures (9).

In addition, limited data are available on the effect of vitamin D on diabetes incidence in 

men (10). Because of the conflicting results in women and lack of data in men, we 

investigated the association between 25(OH)D levels and incidence of T2D in older men 

who participated in the Osteoporotic Fractures in Men study (MrOS).

METHODS

Population

From March 2000 through April 2002, 5,994 men ≥ 65 years old were enrolled for the 

baseline examination of the prospective MrOS(11, 12). Men were recruited from population-

based listings in 6 areas of the United States: Birmingham, Alabama; Minneapolis, 

Minnesota; Palo Alto, California; the Monongahela Valley near Pittsburgh, Pennsylvania; 

Portland, Oregon; and San Diego, California. Men with a history of bilateral hip replacement 
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and men who were unable to walk without the assistance of another person were excluded. 

The institutional review boards of each center approved the study protocol, and written 

consent was obtained from all participants. 2554 subjects had 25(OH)D baseline levels 

available. We excluded 376 men with baseline diabetes, 234 with no follow up visit, and 

another 5 without diabetes follow up information, leaving 1939 subjects in the final analysis.

Diabetes and impaired fasting glucose status

Participants attended a baseline visit and returned for up to 4 follow up visits. At the follow-

up visits, men were queried regarding history of diabetes, and a new medication inventory 

was obtained. Incident diabetes was ascertained based on these reports.

At baseline, men with a fasting glucose ≥7 mmol/l, and/or self-reported diabetes, and/or use 

of medications to treat diabetes from a medication inventory (described below) were 

considered to have diabetes.

Questionnaire, Anthropometric Measurements, and Medication Inventory

At baseline, information on demographic, anthropometric, personal and family medical 

history were obtained by self-report, interview, or examination by trained and certified staff 

(12). Data on age and race/ethnicity (white, black, Asian, Hispanic, Native Hawaiian/Pacific 

Islander, American Indian/Alaskan Native, and multiracial) were collected. Physical activity 

was assessed with the Physical Activity Scale for the Elderly (PASE) (13) together with a 

question on daily sedentary activity (sometimes/often sit >4 hours/day). Additional 

questions included specific common medical conditions (e.g., hypertension, congestive heart 

failure, angina, heart attack, and stroke) and lifestyle risk factors including smoking (current, 

past, never) and alcohol consumption. General health status was categorized as excellent/

good versus fair/poor/very poor. Dietary intake of vitamin D and calcium, including 

supplements, was obtained at baseline from a modified food frequency questionnaire 

developed specifically for MrOS by Block Dietary Data Systems (14, 15). At baseline, 

participants were asked to bring all the prescription medications they had taken in the past 

30 days. All medications recorded by the clinics were stored in an electronic medications 

inventory database (San Francisco Coordinating Center, University of California, San 

Francisco, CA). Each medication was matched to its ingredient(s) based on the Iowa Drug 

Information Service (IDIS) Drug Vocabulary (College of Pharmacy, University of Iowa, 

Iowa City, IA). (16).

Body mass index (BMI, kg/m2) was calculated from body weight measured with standard 

balance beam or digital scale calibrated with standard weights and height measured with a 

wall-mounted Harpenden stadiometer.

Laboratory testing

Baseline fasting morning serum was collected and stored at −70°C. Season (spring, summer, 

fall, winter) of blood draw was recorded. Glucose was measured using a hexokinase method 

using previously unthawed serum (Northwest Lipid Metabolism and Diabetes Research 

Laboratories, Seattle, WA). The inter-assay coefficient of variance (CV) for glucose based 

on blind duplicates was <3%. 25(OH)D was measured in archived baseline serum on a 
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random sample (n=2561). In 2007, 1608 participants were randomly selected for 25(OH)D 

measurement (Batch 1). One was excluded due to lack of stored serum and one because the 

result was out of the valid range. In 2012, an additional 953 participants were randomly 

selected (Batch 2). Three were excluded due to lack of stored serum and two because results 

were out of the valid range. Measures of 25(OH)VitD2 and 25(OH)VitD3 were performed at 

the Mayo Clinic using liquid chromatography–tandem mass spectrometry as described (17). 

25(OH)D2 and 25(OH)D3 were quantified and summed for total 25(OH) D (VitD). The 

minimum detectable limit was 4 ng/mL for 25(OH)D2 and 2 ng/mL for 25(OH)D3. The 

inter-assay CV was 4.4% and the intra-assay CV was 4.9%. Agreement between the two 

batches was assessed using measurements made on 28 specimens included in both batches. 

The average CV between batches for 25(OH)D2 was 2.7% and for 25(OH)D3 was 7%, and 

these CVs are within the acceptable limit of variation for the assay. Assay results for batch 2 

were adjusted, using linear regression equations derived from repeat specimens, to be 

comparable to batch 1 results.

Statistical analysis

Differences in baseline characteristics by quartiles of 25(OH)D level were assessed using 

Mantel-Haenszel test for categorical variables and ANOVA for continuous variables.

Cox proportional hazards models were used to assess the relationship between 25(OH)D 

leveland subsequent development of diabetes. The association was examined using 25(OH)D 

as a continuous variable and as a categorical variable (categorized into quartiles). Base 

models were adjusted for age and clinic site. Potential confounders known to be associated 

with 25(OH)D or diabetes were included as adjustment factors in secondary models: BMI, 

PASE score, self-reported health, smoking, alcohol consumption, calcium intake, race, 

season of blood draw, history of cardiovascular diseases, heart failure, heart attack, angina, 

and hypertension. Final multivariable models included only variables that altered the 

association between baseline 25(OH)D and T2D by 5% or more (race, calcium intake, BMI 

and season of blood draw) as well as age and clinic site. Data were analyzed using SAS 9.4 

software (Cary, NC).

RESULTS

At baseline participants were on average 73.3 (±5.7) years old, had a body mass index 

(BMI) in the overweight range (27.2±3.6 kg/m2) and total 25(OH)D of 26.1±8.3 ng/ml. 

During an average follow-up of 6.4 (1.0) years, there were 139 cases of incident diabetes.

Characteristics of participants at baseline across 25(OH)D quartiles are shown in Table 1. 

Compared to the higher quartiles, those in the lowest quartile tended to be older, have a 

higher BMI, have lower physical activity levels, have no alcohol use, have a lower 

consumption of calcium and vitamin D. They were less likely to be Caucasian and to report 

good/excellent self-rated health.

Analysis of diabetes associated with 25(OH)D as a continuous variable in models adjusted 

for age and site, showed a non significant trend toward a protective effect of higher 

25(OH)D levels with a lower risk of T2D (HR/SD=0.87 95% CI: 0.73 – 1.04). After further 
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adjustment for BMI, race, season of blood draw, and calcium intake, the potential 

association was attenuated to a hazard ratio of 1.03 (0.85 – 1.25) (Table 2).

Similarly, there was no evidence of an association between 25(OH)D quartiles and incident 

T2D in any of the analyzed models (p for trend > 0.20) (Table 3).

DISCUSSION

We found no association between serum 25(OH)D concentration and diabetes incidence in a 

cohort of older, community-dwelling men followed for an average over 6 years. Although 

age-adjusted results suggested a trend for a protective effect, further adjustment for BMI 

(related to both incident diabetes and 25(OH)D levels) indicated that this effect was largely 

explained by the inverse association between vitamin D status and high BMI.

Few studies have addressed the relationship of 25(OH)D levels to risk of diabetes in men. 

One study in Finland, based on two nested case-control studies, showed that men in the 

highest quartile of serum 25(OH)D had an 82% lower risk of T2D compared with those in 

the lowest quartile even after adjustment for BMI (10). However, there are some important 

differences between this study and ours that may explain these contrasting results. In our 

study, participants were at least 65 years old and were followed for 6 years, while in the 

study from Kneckt and collegues, participants were younger (range 40–75) and were 

followed for 22 years. Moreover, serum 25(OH)D levels were generally lower and the 

magnitude of difference in serum 25(OH)D levels was much more pronounced (average 

25(OH)D 17 ng/ml; 8.8 ng/ml vs 28 ng/ml in the lowest vs the highest quartile, respectively) 

than in our cohort. Latitude differences between Finland and US sites were MrOS 

participants were recruited may also account. While we cannot determine which aspect of 

these differences might explain the discrepancies, our results do not support that 25(OH)D 

levels in older U.S. men are related to later development of T2D.

Similar unexplained discrepancies exist among studies in women where more data are 

available. In agreement with our data, no evidence of a relationship between 25(OH)D levels 

and later risk of diabetes was found in the Women’s Health Initiative (WHI) study with 7 

years of follow-up of over 5,000 older women (18). Similarly, in the Study of Osteoporotic 

Fractures cohort, a protective effect of 25(OH)D levels on diabetes onset disappeared after 

adjusting for BMI (9).

In addition, no causal association between low serum 25(OH)D and risk of T2D has been 

shown using Mendelian randomization analysis with four genetic polymorphisms which 

have shown to be related to low 25(OH)D levels (5).

In contrast, an earlier meta-analysis of 11 prospective studies involving a total of 3,612 cases 

and 55,713 non-case participants (mostly women) described an inverse association between 

serum 25(OH)D concentration and incident T2D with a risk of future diabetes reduced by 

41% (95% CI 33%, 48%), comparing the top and bottom quartiles of 25(OH)D at baseline 

(6). However, the levels of 25(OH)D within these quartiles and adjustment for important 

factors like age and BMI differed by studies. Some of the reported studies included in this 

metanalysis were limited by lack of available BMI (19, 20), while others have shown a 
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neutral effect of 25(OH)D on incident diabetes after adjustment for BMI (18, 21, 22). Our 

results indicate that BMI may be an important mediator.

Data available from randomized trials of vitamin D supplements have failed to show a 

relationship between vitamin D supplementation and incident diabetes or significant 

improvement in metabolic parameters in those treated with vitamin D compared with 

placebo. A recent meta-analysis has confirmed the lack of effect from available trials for 

vitamin D supplementation on diabetes prevention (OR 1.02;95% CI 0.94 to 1.10) (23). 

Another randomized trial using a dose of 2000 UI of vitamin D is ongoing and may help to 

clarify whether vitamin D supplementation lowers T2D risk (ClinicalTrials.gov Identifier: 

NCT01942694).

Our prospective cohort study of older men is large and well-characterized. Despite these 

strengths, some limitations should be considered. Diabetes was determined by self-report or 

medication use, and we may have missed some subjects who had undiagnosed diabetes. 

25(OH)D was measured only at one time point and no measurements were available over the 

following visits. Study participants were community-dwelling volunteers who were 

ambulatory and mainly white. Results may not apply to the broader population of older men, 

especially those who are institutionalized and might have much lower 25(OH)D levels.

In conclusion, serum 25(OH)D levels were not associated with incident diabetes in this 

cohort of older men, particularly after adjusting for BMI. While we cannot determine with 

our observational study if vitamin D supplementation will decrease diabetes risk, our 

findings suggest that vitamin D status is not associated with diabetes risk in men.

Acknowledgments

The Osteoporotic Fractures in Men (MrOS) Study is supported by National Institutes of Health funding. The 
following institutes provide support: the National Institute on Aging (NIA), the National Institute of Arthritis and 
Musculoskeletal and Skin Diseases (NIAMS), the National Center for Advancing Translational Sciences (NCATS), 
and NIH Roadmap for

Medical Research under the following grant numbers: U01 AR45580, U01 AR45614, U01 AR45632, 
U01AR45647, U01 AR45654, U01 AR45583, U01 AG18197, U01, AG027810, and UL1 TR000128.

NN is supported by research grant provided by Ministero della Salute GR09-277.

The American Diabetes Association provided funding for Elsa Strotmeyer’s grant “Longitudinal Changes in BMD 
with Diabetes Mellitus” (1-04-JF-46, Strotmeyer ES).

CGL receives support from a VA Clinical Science Research and Development Career Development Award, Project 
number 5IK2CW000729-02. ALS receives support from a VA Clinical Science Research and Development Career 
Development Award, Project number 5IK2CX000549-05.

References

1. IDF. Diabetes Atlas (6th). 2014

2. Holick MF. Vitamin D deficiency. N Engl J Med. 2007; 357:266–281. [PubMed: 17634462] 

3. Pittas AG, Lau J, Hu FB, Dawson-Hughes B. The role of vitamin D and calcium in type 2 diabetes. 
A systematic review and meta-analysis. J Clin Endocrinol Metab. 2007; 92:2017–2029. [PubMed: 
17389701] 

4. Mathieu C, Gysemans C, Giulietti A, Bouillon R. Vitamin D and diabetes. Diabetologia. 2005; 
48:1247–1257. [PubMed: 15971062] 

Napoli et al. Page 6

Bone. Author manuscript; available in PMC 2017 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://ClinicalTrials.gov


5. Ye Z, Sharp SJ, Burgess S, Scott RA, Imamura F, Langenberg C, Wareham NJ, Forouhi NG. 
Association between circulating 25-hydroxyvitamin D and incident type 2 diabetes: a mendelian 
randomisation study. Lancet Diabetes Endocrinol. 2015; 3:35–42. [PubMed: 25281353] 

6. Forouhi NG, Ye Z, Rickard AP, Khaw KT, Luben R, Langenberg C, Wareham NJ. Circulating 25-
hydroxyvitamin D concentration and the risk of type 2 diabetes: results from the European 
Prospective Investigation into Cancer (EPIC)-Norfolk cohort and updated meta-analysis of 
prospective studies. Diabetologia. 2012; 55:2173–2182. [PubMed: 22526608] 

7. Veronese N, Sergi G, De Rui M, Bolzetta F, Toffanello ED, Zambon S, Corti MC, Sartori L, 
Musacchio E, Baggio G, Crepaldi G, Perissinotto E, Manzato E. Serum 25-hydroxyvitamin D and 
incidence of diabetes in elderly people: the PRO.V.A. study. J Clin Endocrinol Metab. 2014; 
99:2351–2358. [PubMed: 24731010] 

8. Afzal S, Brondum-Jacobsen P, Bojesen SE, Nordestgaard BG. Vitamin D concentration, obesity, and 
risk of diabetes: a mendelian randomisation study. Lancet Diabetes Endocrinol. 2014; 2:298–306. 
[PubMed: 24703048] 

9. Schafer AL, Napoli N, Lui L, Schwartz AV, Black DM. Serum 25-hydroxyvitamin D concentration 
does not independently predict incident diabetes in older women. Diabet Med. 2014; 31:564–569. 
[PubMed: 24299116] 

10. Knekt P, Laaksonen M, Mattila C, Harkanen T, Marniemi J, Heliovaara M, Rissanen H, Montonen 
J, Reunanen A. Serum vitamin D and subsequent occurrence of type 2 diabetes. Epidemiology. 
2008; 19:666–671. [PubMed: 18496468] 

11. Blank JB, Cawthon PM, Carrion-Petersen ML, Harper L, Johnson JP, Mitson E, Delay RR. 
Overview of recruitment for the osteoporotic fractures in men study (MrOS). Contemporary 
clinical trials. 2005; 26:557–568. [PubMed: 16085466] 

12. Orwoll E, Blank JB, Barrett-Connor E, Cauley J, Cummings S, Ensrud K, Lewis C, Cawthon PM, 
Marcus R, Marshall LM, McGowan J, Phipps K, Sherman S, Stefanick ML, Stone K. Design and 
baseline characteristics of the osteoporotic fractures in men (MrOS) study–a large observational 
study of the determinants of fracture in older men. Contemporary clinical trials. 2005; 26:569–585. 
[PubMed: 16084776] 

13. Washburn RA, Smith KW, Jette AM, Janney CA. The Physical Activity Scale for the Elderly 
(PASE): development and evaluation. Journal of clinical epidemiology. 1993; 46:153–162. 
[PubMed: 8437031] 

14. Block G, Hartman AM, Naughton D. A reduced dietary questionnaire: development and validation. 
Epidemiology. 1990; 1:58–64. [PubMed: 2081241] 

15. Shannon J, Shikany JM, Barrett-Connor E, Marshall LM, Bunker CH, Chan JM, Stone KL, Orwoll 
E. Demographic factors associated with the diet quality of older US men: baseline data from the 
Osteoporotic Fractures in Men (MrOS) study. Public Health Nutr. 2007; 10:810–818. [PubMed: 
17381915] 

16. Pahor M, Chrischilles EA, Guralnik JM, Brown SL, Wallace RB, Carbonin P. Drug data coding 
and analysis in epidemiologic studies. Eur J Epidemiol. 1994; 10:405–411. [PubMed: 7843344] 

17. Orwoll E, Nielson CM, Marshall LM, Lambert L, Holton KF, Hoffman AR, Barrett-Connor E, 
Shikany JM, Dam T, Cauley JA. Vitamin D deficiency in older men. J Clin Endocrinol Metab. 
2009; 94:1214–1222. [PubMed: 19174492] 

18. Robinson JG, Manson JE, Larson J, Liu S, Song Y, Howard BV, Phillips L, Shikany JM, Allison 
M, Curb JD, Johnson KC, Watts N. Lack of association between 25(OH)D levels and incident type 
2 diabetes in older women. Diabetes Care. 2011; 34:628–634. [PubMed: 21289227] 

19. Anderson JL, May HT, Horne BD, Bair TL, Hall NL, Carlquist JF, Lappe DL, Muhlestein JB. 
Relation of vitamin D deficiency to cardiovascular risk factors, disease status, and incident events 
in a general healthcare population. Am J Cardiol. 2010; 106:963–968. [PubMed: 20854958] 

20. Gagnon C, Lu ZX, Magliano DJ, Dunstan DW, Shaw JE, Zimmet PZ, Sikaris K, Grantham N, 
Ebeling PR, Daly RM. Serum 25-hydroxyvitamin D, calcium intake, and risk of type 2 diabetes 
after 5 years: results from a national, population-based prospective study (the Australian Diabetes, 
Obesity and Lifestyle study). Diabetes Care. 2011; 34:1133–1138. [PubMed: 21430082] 

Napoli et al. Page 7

Bone. Author manuscript; available in PMC 2017 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



21. Mattila C, Knekt P, Mannisto S, Rissanen H, Laaksonen MA, Montonen J, Reunanen A. Serum 25-
hydroxyvitamin D concentration and subsequent risk of type 2 diabetes. Diabetes Care. 2007; 
30:2569–2570. [PubMed: 17626891] 

22. Grimnes G, Emaus N, Joakimsen RM, Figenschau Y, Jenssen T, Njolstad I, Schirmer H, Jorde R. 
Baseline serum 25-hydroxyvitamin D concentrations in the Tromso Study 1994–95 and risk of 
developing type 2 diabetes mellitus during 11 years of follow-up. Diabet Med. 2010; 27:1107–
1115. [PubMed: 20854377] 

23. Seida JC, Mitri J, Colmers IN, Majumdar SR, Davidson MB, Edwards AL, Hanley DA, Pittas AG, 
Tjosvold L, Johnson JA. Clinical review: Effect of vitamin D3 supplementation on improving 
glucose homeostasis and preventing diabetes: a systematic review and meta-analysis. J Clin 
Endocrinol Metab. 2014; 99:3551–3560. [PubMed: 25062463] 

Napoli et al. Page 8

Bone. Author manuscript; available in PMC 2017 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Napoli et al. Page 9

Ta
b

le
 1

B
as

el
in

e 
ch

ar
ac

te
ri

st
ic

s 
by

 q
ua

rt
ile

s*
 o

f 
25

(O
H

)D

Q
ua

rt
ile

s 
of

 2
5(

O
H

)D
 (

ng
/m

L
)

Q
1

(3
.1

3–
20

.8
9)

n=
48

2

Q
2

(2
0.

90
–2

5.
63

)
n=

49
2

Q
3

(2
5.

64
–3

0.
59

)
n=

48
0

Q
4

(3
0.

60
–7

4.
77

)
n=

48
5

P
-v

al
ue

#

A
ge

, y
rs

73
.9

 (
6.

2)
73

.3
 (

5.
4)

73
.4

 (
5.

7)
72

.5
 (

5.
2)

0.
00

1

R
ac

e 
(W

hi
te

),
 n

(%
)

41
0 

(8
5.

1)
45

6 
(9

2.
7)

45
2 

(9
4.

2)
45

2 
(9

3.
2)

<
0.

00
01

B
M

I,
 k

g/
m

2
27

.8
 (

3.
9)

27
.4

 (
3.

8)
27

.1
 (

3.
6)

26
.5

 (
2.

9)
<

0.
00

01

Se
lf

 r
ep

or
te

d 
he

al
th

, n
(%

)
0.

00
06

 
Po

or
/V

er
y 

po
or

/F
ai

r
65

 (
13

.5
)

57
 (

11
.6

)
44

 (
9.

2)
35

 (
7.

2)

 
G

oo
d/

E
xc

el
le

nt
41

7 
(8

6.
5)

43
5 

(8
8.

4)
43

6 
(9

0.
8)

45
0 

(9
2.

8)

PA
SE

 s
co

re
14

2.
7 

(7
0.

8)
15

2.
5 

(6
9.

0)
14

8.
0 

(6
3.

6)
16

2.
7 

(6
9.

9)
<

0.
00

01

C
al

ci
um

 f
ro

m
 d

ie
t a

nd
 s

up
pl

em
en

t, 
m

g
98

4 
(5

42
)

11
26

 (
58

7)
12

32
 (

61
3)

12
26

 (
59

8)
<

0.
00

01

Sm
ok

in
g,

 n
(%

)
0.

82

 
N

ev
er

18
0 

(3
7.

3)
19

0 
(3

8.
6)

18
0 

(3
7.

5)
17

3 
(3

5.
7)

 
Pa

st
28

1 
(5

8.
3)

28
9 

(5
8.

7)
28

1 
(5

8.
5)

29
9 

(6
1.

7)

 
C

ur
re

nt
21

 (
4.

4)
13

 (
2.

6)
19

 (
4.

0)
13

 (
2.

7)

D
ri

nk
in

g,
 n

(%
)

0.
02

 
N

on
e

15
8 

(3
2.

8)
16

2 
(3

3.
0)

14
4 

(3
0.

0)
12

8 
(2

6.
5)

 
L

ig
ht

25
3 

(5
2.

5)
28

2 
(5

7.
4)

26
5 

(5
5.

2)
27

8 
(5

7.
4)

 
M

od
er

at
e/

H
ea

vy
71

 (
14

.7
)

47
 (

9.
6)

71
 (

14
.8

)
78

 (
16

.1
)

M
ea

n 
(S

D
) 

un
le

ss
 o

th
er

w
is

e 
sp

ec
if

ie
d

# p-
va

lu
e 

w
as

 c
al

cu
la

te
d 

by
 M

an
te

l-
H

ae
ns

ze
l t

es
t f

or
 c

at
eg

or
ic

al
 v

ar
ia

bl
es

 a
nd

 A
N

O
V

A
 f

or
 c

on
tin

uo
us

 v
ar

ia
bl

es
.

Bone. Author manuscript; available in PMC 2017 September 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Napoli et al. Page 10

Table 2

Relative Rate of incident Type 2 Diabetes associated with 25(OH)D

HR(95% CI) for diabetes, per 1 SD increase in 25(OH)D*

Adjusted for age, site 0.87 (0.73 – 1.04)

Adjusted for age, site, race and season 0.91 (0.75 – 1.09)

Adjusted for age, site, race, season and BMI 1.00 (0.83 – 1.21)

Adjusted for age, site, race, season, BMI, and calcium intake (diet and 
supplement)

1.03 (0.85 – 1.25)

*
1 SD=8.3 ng/ml
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Table 3

Relative rate of incident Type 2 Diabetes by quartiles of 25(OH)D

HR (95% CI) for diabetes, with Q1 as reference

Quartiles of 25(OH)D (ng/mL)
Q1

(3.13–20.89)
n=482

Q2
(20.90–25.63)

n=492

Q3
(25.64–30.59)

n=480

Q4
(30.60–74.77)

n=485

MODEL 1
Adjusted for age, site Ref 1.10 (0.70 – 1.74) 1.14 (0.72 – 1.80) 0.69 (0.41 – 1.17)

MODEL 2
Adjusted for age, site, race and season Ref 1.18 (0.74 – 1.88) 1.25 (0.78 – 2.02) 0.76 (0.44 – 1.31)

MODEL 3
Adjusted for age, site, race, season and BMI Ref 1.37 (0.85 – 2.21) 1.50 (0.92 – 2.43) 0.99 (0.56 – 1.74)

MODEL 4
Adjusted for age, site, race, season, BMI, and calcium intake 
(diet and supplement)

Ref 1.43 (0.89 – 2.30) 1.62 (0.99 – 2.64) 1.07 (0.61 – 1.89)

P for trend are > 0.20 for all models
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