
RESEARCH ARTICLE

Oral calcitriol in hematopoietic recovery and survival
after autologous stem cell transplantation: a randomized clinical trial

Kosar Raoufinejad1
& Ahmad Reza Shamshiri2 & Shahrzad Pezeshki3 & Bahram Chahardouli4 &

Molouk Hadjibabaie1,5
& Zahra Jahangard-Rafsanjani1 & Kheirollah Gholami1,5 &Mehdi Rajabi3,6 &Mohammad Vaezi4

Received: 22 August 2019 /Accepted: 2 October 2019
# Springer Nature Switzerland AG 2019

Abstract
Background Calcitriol, the active metabolite of vitamin D, is an essential regulator in the hematopoiesis and immunity. However,
knowledge revealing its influence on the immune and hematologic reconstitution after hematopoietic stem cell transplantation
(HSCT) in clinical trials is very limited.
Objectives The effects of calcitriol on short-term and long-term hematopoietic recovery, relapse-free survival (RFS) and overall
survival (OS) inmultiple myeloma, Hodgkin’s and non-Hodgkin’s lymphoma following autologous peripheral blood HSCTwere
assessed.
Methods Eighty patients (age: 18–68 years) in complete remission were allocated 1:1 to two groups by balanced block random-
ization. Calcitriol 0.25 μg or placebo capsule was administered three times daily from transplantation to day 30. Absolute
neutrophil count (ANC), absolute lymphocyte count (ALC), and platelet count (PC) were determined daily from transplantation
to day 30. White blood cell count (WBC), PC, and hemoglobin concentration (HC) of days 180 and 365 were extracted from
clinic files. A thorough examination for oral mucositis (OM) was completed daily during hospital stay. Adverse drug reactions
(ADRs) as well as two-year RFS and OS were evaluated.
Results Median time to ANC engraftment (≥0.5 × 103/μl: 10.0 vs. 11.0 days; P = 0.98) and PC engraftment (≥20.0 × 103/μl: both
14.0 days; P = 0.58) was similar between groups. However, the median time to ALC recovery was significantly shorter in the
calcitriol group (≥0.5 × 103/μl: 13.0 vs. 20.0 days; P < 0.001). Moreover, ALC recovery rates on day 15 (≥0.5 × 103/μl: 82.1%
vs. 42.5%; P < 0.001) and on day 30 (≥1.0 × 103/μl: 91.7% vs. 57.5%; P = 0.001) was significantly higher with calcitriol. WBC,
PC, and HC on days 180 and 365 were not significantly different between groups. None of the OM indices were modulated by
calcitriol. All the ADRs were non-serious and mild, possibly or unlikely related to the intervention. In a median of 29 months
follow-up, RFS was significantly better in the calcitriol group (77.0%, SE = 7.0% vs. 59.0%, SE = 8.0%; P = 0.03), albeit the OS
was not affected (87.0%, SE = 5.0% vs. 92.0%, SE = 4.0%; P = 0.72).
Conclusion Calcitriol could improve ALC recovery and RFS as a safe option post-HSCT.
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Introduction

Autologous hematopoietic stem cell transplantation
(HSCT) following high-dose chemotherapy improves sur-
vival in selected patients with Hodgkin’s lymphoma (HL),
non-Hodgkin’s lymphoma (NHL), and multiple myeloma
(MM). However, relapse is the most common cause of
death after autologous HSCT [1]. Delayed hematopoietic
recovery has been associated with higher rates of infec-
tions, relapse, and death in autologous HSCT [2–5].
Furthermore, early engraftment does not ensure normal
lasting hematopoiesis, though information concerning pre-
dictive factors for long-term autologous hematopoietic
function is limited [6, 7].

An essential regulator involved in the hematopoiesis is
calcitriol, the active metabolite of vitamin D (VD) [8, 9].
Moreover, calcitriol plays key roles in both innate and
adaptive immunity through VD receptors (VDRs). It stim-
ulates the innate responses by inducing phagocytosis and
potent antimicrobial peptides expression whereas sup-
presses the adaptive system, shifting from a pro-
inflammatory towards a tolerogenic status [10–13].
Additionally, calcitriol inhibits proliferation, differentia-
tion, and angiogenesis besides induces apoptosis in tumor
cells [14]. However, findings of the human studies on
immune functions of VD are conflicting and much of
the evidence is at high risk of bias [15].

Sufficient levels of VD at the time of HSCT have been
significantly related to better survivals [16–18]. Despite its
central roles, VD deficiency (<20 ng/ml) has been reported
in 30% to 70% of pediatrics and adults at the time of HSCT
[16, 17, 19, 20]. If the 25-hydroxy-VD (25-OH-D) level <
30 ng/ml (most agreed threshold for immune functions) [21]
is considered, the stated statistics will even grow more to 50%
to 90% despite supplementation [16, 18, 19, 22, 23].

In the HSCT setting, VD has been mainly evaluated in
observational studies and most of the data regarding its
immunoregulatory functions originate from properties
against GvHD [17, 24–26]. Knowledge revealing the in-
fluence of VD or calcitriol on the immune and hemato-
logic reconstitution post-HSCT in clinical trials is very
limited [27, 28]. We preferred calcitriol over VD for this
trial due to interpatient differences in the transformation
of VD to 25-OH-D and finally active 1,25-dihydroxy-VD
(1,25-(OH)2-D) [29, 30], additional time needed for these
conversions, and shorter half-life of the 1,25-(OH)2-D
than 25-OH-D (4 h vs. 2–3 weeks) that makes it more
feasible to manage toxicity [31].

This clinical trial was designed in order to assess the
effects of oral calcitriol on the short-term and long-term
hematopoietic recovery, relapse-free survival (RFS), and
overall survival (OS) in HL, NHL, and MM patients fol-
lowing autologous peripheral blood HSCT.

Methods

Trial design and settings

A parallel, single-centered, patient ratio 1:1, placebo-con-
trolled, balanced block randomized clinical trial was conduct-
ed at the adult bone marrow transplantation wards of Shariati
Hospital. Ethics Committee of Tehran University of Medical
Sciences approved this trial protocol and the ethics code of
IR.TUMS.REC.1394.1368 was assigned. The trial was regis-
tered at IRCT.ir, numbers IRCT2015120816837N2 and
IRCT2016052727435N2.

Participants

HL, NHL, and MM patients waiting for autologous peripheral
blood HSCTwere evaluated for eligibility. Patients from 18 to
68 years, in complete remission of the disease and bone mar-
row (NCCN guidelines) [32], with optimal kidney and liver
functions [33], were included if declared consent. Those with
baseline serum corrected total calcium >10.5 mg/dl, phospho-
rous >4.5mg/dl, magnesium >2.5mg/dl, nephrolithiasis in the
past 5 years, calcitriol therapy in the previous 30 days, hyper-
sensitivity or inability to take oral calcitriol were excluded.

Interventions

Participant timeline is demonstrated in Table 1. Mobilizing
regimen, collection of the peripheral blood progenitor cells,
and conditioning regimen were managed based on hospital
protocols from day −7 through −1 pre-HSCT. Autologous
peripheral blood HSCTwas performed on day zero.

Oral capsules of calcitriol 0.25 μg (Zahravi Pharmaceutical
Co., Tehran, Iran) or placebo (Zahravi Pharmaceutical Co.,
Tehran, Iran) were administered three times daily from day 0
to 30.

Outcomes

Absolute neutrophil count (ANC), absolute lymphocyte count
(ALC), absolute monocyte count (AMC), and platelet count
(PC) were determined daily from day 0 until 30. Complete
blood count on whole blood by the automated hematology
analyzer (Sysmex KX-21 N, Sysmex Corp., Kobe, Japan)
and differential test on the peripheral blood smears by the
biological microscope (Olympus® CX31, Olympus Corp.,
Tokyo, Japan) were performed. White blood cell count
(WBC), PC, and hemoglobin concentration (HC) of days
180 and 365 were extracted from clinic files.

A thorough examination for oral mucositis (OM) was com-
pleted daily during hospital stay with the help of mouth mir-
rors and a high-power lamp. In order to quantitatively analyze
the 1,25-(OH)2-D, blood specimens (5 ml) were obtained in
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the morning prior to the administration of conditioning regi-
men (baseline), day 15 and 30. Samples were centrifuged for
five minutes and serums were stored in microtubes at −80°C

until enzyme immunoassay, by the kits of Immunodiagnostic
Systems Ltd., Frankfurt am Main, Germany.

Pharmacologic doses of VD and its derivatives, uncon-
trolled intake of additional calcium (diet or supplementation),
and dehydration were avoided during calcitriol/placebo phase.
Serum electrolytes as well as kidney and liver profiles were
monitored twice-weekly from day 0 to 30. Interventions were

temporarily withheld if serum corrected total calcium
>11.5 mg/dl or [calcium] × [phosphorous] >70 mg2/dl2 was
noticed [34, 35]. Then, daily monitoring was continued until
renormalization and re-administration of calcitriol/placebo.

Relapse was defined by the criteria in current NCCN clin-
ical practice guidelines in oncology [32]. RFS was defined as
the probability of survival without relapse from the date of
transplantation to relapse, or last follow-up (live non-
relapsed patients), or date of death (deceased non-relapsed
patients). OS was defined as the probability of survival

Table 1 Participant timeline

TIME POINT

STUDY PERIOD

Enrolment Allocation Post-allocation Close-out

Day 

-7 to -3

Day 

-2 to -1
Day 0 

Day 

+15

Day 

+30

Day 

+180

Day 

+365

2-Year

follow-up

ENROLMENT:

Eligibility screen ×

Informed consent ×

Mobilization regimen 

(filgrastim 10 µg/kg/d SC)

Harvesting peripheral stem cells* ×

Conditioning regimen†

Transplantation ×

Random allocation ×

INTERVENTIONS:

Calcitriol or placebo administration 

three times daily

ASSESSMENTS:

Short-term hematopoietic recovery

(ANC, ALC, AMC, PC) 

Long-term hematopoietic recovery

(WBC, PC, HC)
× ×

OM, fever, severe neutropenia, 

additional medications, and ADRs

Serum level of 1,25-(OH)2-D × × ×

RFS and OS

* Collection was implemented if the circulating CD34+ cells count >20/μl achieved
†Hodgkin’s and non-Hodgkin’s lymphoma patients received the conditioning regimen of etoposide (600mg/m2 ), cytarabine (1200mg/m2 ), carboplatin
(1500mg/m2 ), andmelphalan (140 mg/m2 ) on days −2 to −1.Multiple myeloma patients received the melphalan (200mg/m2 ) conditioning regimen on
day −1
Abbreviations: 1,25-(OH)2-D 1,25-dihydroxy-vitaminD,ADRs adverse drug reactions,ALC absolute lymphocyte count, AMC absolute monocyte count,
ANC absolute neutrophil count,HC hemoglobin concentration,OM oral mucositis,OS overall survival, PC platelet count, RFS relapse-free survival, SC
subcutaneous, WBC white blood cell count
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irrespective of disease status from the date of transplant to
death or last follow-up.

Time to recovery of ANC, ALC, and PC were the primary
outcomes. First of three consecutive days from the day of
transplantation to reach the ANC ≥0.5 × 103/μl, ALC ≥0.5 ×
103/μl, ALC ≥1.0 × 103/μl, and PC ≥20.0 × 103/μl (without
platelet transfusion) were defined as the recovery days of the
mentioned cells.

Secondary endpoints were as follow: cell counts and recov-
ery rates on days 15, 30, 180, and 365; adverse drug reactions
(ADRs) incidence, causality (WHO-UMC system) [36], se-
verity (Hartwig-Siegel scale) [37], and seriousness (FDA
criteria) [38]; OM incidence, duration, and severity (WHO
scale) [39]; incidence and duration of fever (oral temperature ≥
38.3°C); duration of severe neutropenia (ANC <0.5 × 103/μl);
length of hospitalization (transplantation to discharge); anti-
infective medicines (ATC classification: J) [40] in addition to
usual care; total dose of hematopoietic supports; duration of
total parenteral nutrition; RFS, and OS.

Sample size and power analysis

At a significance level of 0.05 (alpha = 5%), the sample size of
40 patients in each group for comparing time to recovery (by
log-rank test) showed the statistical power of >80% to detect
25% differences by day 15.

Randomization

A computerized random number generator created the fixed
balanced blocks of size 10 with randomization ratio of 1:1. An
independent pharmacist with no clinical involvement in the
trial dispensed the calcitriol and placebo in identical packag-
ing sequentially numbered from 1 to 80 according to the allo-
cation sequence. The allocation list was locked away in a safe
deposit box until analysis. KR enrolled the participants and
assigned them to interventions.

Blinding

The placebo capsules were identical to the calcitriol for color,
shape, size, taste, and smell. The analysis of both was con-
firmed by high performance liquid chromatography.

The study data were independently monitored.
Participants, healthcare providers (pharmacists, physicians,
nurses responsible for drug administration and sampling, lab-
oratory technicians responsible for smear slides examination
and serum measurements), data collector (KR), outcome ad-
judicators (KR: determiner of hematopoietic recovery and
mucositis score, MV: determiner of relapse), and data analyst
(AS) were blinded to group assignments. A list of allocated
numbers divided in two groups “A” and “B”was given by the

independent pharmacist decoded as “calcitriol” and “place-
bo,” respectively, at the end of the analysis.

Statistical methods

The analysis was planned based on an intention-to-treat ap-
proach. Comparisons between the two groups were performed
with independent samples t-test (mean of quantitative data),
Mann-Whitney U test (median of not-normally distributed
continuous data), and chi-square tests or Fisher’s exact test
(qualitative data). Survival analyses were performed by
Kaplan-Meier curve, and the log-rank test was used to com-
pare survival rates between two groups.

Statistical significance was declared at P < 0.05. Data were
analyzed by the software of IBM SPSS Statistics for
Windows, Released 2017, Version 25.0, IBM Corp.,
Armonk, NY, USA.

Results

During the course of study, 91 patients of HL, NHL, and MM
were referred to the hospital for autologous peripheral blood
HSCT. From whom, nine patients did not meet the inclusion
criteria (two MM partial remission, two hyperphosphatemia,
two renal insufficiency, two history of nephrolithiasis, one
hypersensitivity), and two of the eligible patients declined to
participate. Ultimately, data of 80 patients were analyzed
(Fig. 1). They were enrolled from May 2015 to March 2016
and followed from May 2015 to June 2018. Baseline demo-
graphic, clinical, and HSCT features of the two groups are
summarized in Table 2.

Short-term and long-term hematopoietic recovery

Median time to ANC and PC engraftment was similar be-
tween the two groups (Table 3). However, the median time
to ALC ≥0.5 × 103/μl (13.0 vs. 20.0 days; P < 0.001) and to
ALC ≥1.0 × 103/μl (20.0 vs. 28.0 days; P < 0.001) was signif-
icantly shorter in the calcitriol group.

Recovery rates of hematological parameters on days 15,
30, 180, and 365 are presented in Table 4. Among all, the
recovery rates of ALC were significantly higher in the
calcitriol group than the placebo to ≥0.5 × 103/μl on day 15
(82.1% vs. 42.5%; P < 0.001) and to ≥1.0 × 103/μl on day 30
(91.7% vs. 57.5%; P = 0.001).

There was not a notable difference between the two groups
regarding the infused CD34+ cells dose (Table 2).
Nevertheless, statistical analysis with Poisson Regression
was performed to evaluate the confounding effect of CD34+

cells dose on the ALC recovery of days 15 and 30. Calcitriol,
independent of the CD34+ cells dose had a significant effect
on ALC recovery of days 15 (P = 0.001) and 30 (P = 0.001).
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Mean number of hematologic cells on days 15, 30, 180,
and 365 were not statistically different between the groups
(Table 5), with the exception of ALC mean for which the
calcitriol group was significantly higher on day 15 (0.71 ±
0.44 × 103/μl vs. 0.43 ± 0.35 × 103/μl; P = 0.002) and day 30
(1.44 ± 0.69 × 103/μl vs. 0.94 ± 0.52 × 103/μl; P = 0.001).

Serum levels of 1,25-(OH)2-D

Mean baseline levels of 1,25-(OH)2-D in the calcitriol (n = 18)
and placebo (n = 19) group subsamples were 38.02 ±
17.83 pg/ml and 32.65 ± 14.76 pg/ml, respectively. Mean
levels elevated significantly (by repeated measure ANOVA,
adjusted for baseline values, P = 0.005) with calcitriol than the
placebo on day 15 (48.39 ± 19.78 pg/ml vs. 31.06 ± 22.92 pg/
ml) and day 30 (59.51 ± 24.83 pg/ml vs. 39.60 ± 23.11 pg/ml).

Hospital profile and complications of HSCT

Medications and hematopoietic supports during hospital stay
along with complications of the transplantation are listed in
Table 6. Calcitriol group did not show significant differences
when compared against placebo group regarding any of the
evaluated issues.

ADRs

Regarding the ADRs, there were no significant differences
between the two groups. Hyperphosphatemia (>4.5 mg/dl)
in 11/40 (27.5%) of the calcitriol and 12/40 (30.0%) of the
placebo group (P = 0.80), and hypercalcemia (>10.5 mg/dl) in
1/40 (2.5%) of each group was detected.

Hyperphosphatemia in 8/40 (20.0%) of the calcitriol group
was “possibly” and in 3/40 (7.5%) was “unlikely” related to
the medicine. Additionally, calcitriol was “unlikely” responsi-
ble for 1/40 (2.5%) report of hypercalcemia.

All the reported ADRs in two groups were “non-serious”
and “mild-level-1,” except for 1/40 (2.5%) case of the
calcitriol and 3/40 (7.5%) patients of the placebo group re-
corded as “mild-level-2” due to temporarily holding the inter-
vention for a few doses to successfully reduce the serum cal-
cium and phosphorous and restart calcitriol/placebo.

RFS and OS

The median follow-up time of the survivors was 29.34 (3.34
to 36.46) months in the calcitriol and 29.05 (7.67 to 35.97)
months in the placebo group. Relapse was diagnosed in 8/40
of the calcitriol (fiveMM, twoNHL, one HL) and 18/40 of the
placebo (nine MM, five NHL, four HL) group patients. Two-
year RFS was significantly higher in the calcitriol than the

Fig. 1 Flow diagram of the
participants from enrollment to
intention-to-treat (ITT) analysis
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placebo group (77.0%, SE = 7.0% vs. 59.0%, SE = 8.0%; P =
0.03; Fig. 2a).

Generally, 6/40 of the calcitriol and 5/40 of the placebo
group patients died during the course of trial. Except 4/40
patients of the calcitriol group who deceased before dis-
charge due to the HSCT complications (two of sepsis, one
of intracranial hemorrhage, and one of heart failure), re-
lapse of the primary hematologic malignancy was the
cause of death in all others. Two-year OS was not

significantly different between the calcitriol and placebo
groups (87.0%, SE = 5.0% vs. 92.0%, SE = 4.0%; P =
0.72; Fig. 2b).

Discussion

In this randomized clinical trial, a one-month (day 0 to
30) course of three-times-daily calcitriol 0.25 μg versus

Table 2 Baseline demographic,
clinical, and transplantation
characteristics

Calcitriol

n = 40

Placebo

n = 40

Gender

Male 25 (62.5%) 29 (72.5%)

Female 15 (37.5%) 11 (27.5%)

Age (y)

Mean ± SD 47.53 ± 13.49 46.93 ± 14.39

Median (range) 50.0 (21.0–65.0) 50.0 (18.0–68.0)

Body mass index (kg/m2)

Mean ± SD 26.75 ± 4.49 27.07 ± 4.25

Background conditions

Diabetes 1 (2.5%) 2 (5.0%)

Hepatitis B 1 (2.5%) 1 (2.5%)

Cardiovascular disease 2 (5.0%) 1 (2.5%)

Thyroid disease 0 (0.0%) 1 (2.5%)

Hematologic malignancy

Multiple myeloma 22 (55.0%) 20 (50.0%)

Hodgkin lymphoma 10 (25.0%) 10 (25.0%)

Non-Hodgkin lymphoma 8 (20.0%) 10 (25.0%)

Conditioning regimen

MLP 22 (55.0%) 20 (50.0%)

VP16 + CYT +CBP +MLP 18 (45.0%) 20 (50.0%)

Cycles of chemotherapy before transplantation

Median (range) 8.0 (2.0–24.0) 8.0 (3.0–23.0)

Cycles of radiotherapy before transplantation

Median (range) 0.0 (0.0–24.0) 0.0 (0.0–65.0)

Time from diagnosis to transplantation (month)

Median (range) 19.50 (7.0–108.0) 19.50 (5.0–156.0)

Viability of the transplant product (%)

Mean ± SD 94.41 ± 4.78 94.56 ± 4.94

Volume of the transplant product (ml)

Median (range) 390.0 (160.0–793.0) 432.0 (300.0–953.0)

Dose of CD34+ cells (×106/kg)

Median (range) 1.89 (0.21–22.50) 1.38 (0.45–15.10)

Dose of TNC (×108/kg)

Median (range) 13.06 (4.98–34.83) 12.20 (3.88–34.72)

Dose of MNC (×108/kg)

Median (range) 10.25 (5.09–19.30) 9.81 (4.0–17.01)

Abbreviations: CBP carboplatin, CYT cytarabine, MLP melphalan, MNC mononuclear cells, SD standard devia-
tion, TNC total nucleated cells, VP16 etoposide
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placebo capsule was administered in HL, NHL, and MM
adult patients following autologous peripheral blood
HSCT. Short-term and long-term hematopoietic recovery,
RFS, OS, OM, medications, and ADRs were evaluated.

Our findings suggest that calcitriol could accelerate the
recovery time of ALC and enhance its recovery rates on
days 15 and 30 after autologous HSCT. However, we did
not find calcitriol improving the engraftment of ANC or
PC. Recovery of ALC post-HSCT in relation to VD or
calcitriol has not been studied before.

Hamidieh et al. [27] reported no significant difference
in neutrophil or platelet engraftment time with once-daily

calcitriol 0.25 μg vs. placebo capsules from conditioning
initiation up to 14 days, in a double-blind randomized
clinical trial on allogenic HSCT pediatrics. Caballero-
Velázquez et al. [28] also found no significant differences
amongst three adult groups (control, VD 1000 IU/d, VD
5000 IU/d orally from day −5 to +100) of their clinical
trial in terms of ANC and PC engraftment after allogenic
HSCT. Beebe et al. [18] stated equal time to neutrophils
engraftment with pre-transplantation normal and low
levels of 25-OH-D in pediatric allogenic HSCT.

The first cells to engraft within few weeks after HSCT are
monocytes, rapidly followed by granulocytes, platelets, and

Table 4 Hematopoietic recovery rates on days 15, 30, 180, and 365 in the calcitriol and placebo groups of HL, NHL, andMM after autologous HSCT

Calcitriol
n† (%)

Placebo
n† (%)

Relative risk 95% CI P value*

ANC-15 ≥ 0.5 × 103/μl 34/39 (87.2) 37/40 (92.5) 0.94 0.81 to 1.09 0.48

ANC-30 ≥ 2.0 × 103/μl 25/36 (69.4) 23/40 (57.5) 1.21 0.86 to 1.70 0.28

ALC-15 ≥ 0.5 × 103/μl 32/39 (82.1) 17/40 (42.5) 1.93 1.31 to 2.85 <0.001

ALC-30 ≥ 1.0 × 103/μl 33/36 (91.7) 23/40 (57.5) 1.59 1.20 to 2.12 0.001

PC-15 ≥ 20.0 × 103/μl 24/39 (61.5) 25/40 (62.5) 0.98 0.70 to 1.39 0.93

PC-30 ≥ 100.0 × 103/μl 20/36 (55.6) 18/40 (45.0) 1.23 0.79 to 1.94 0.36

PC-180 ≥ 150.0 × 103/μl‡ 19/32 (59.4) 21/31 (67.7) 0.88 0.60 to 1.28 0.49

PC-365 ≥ 150.0 × 103/μl‡ 20/28 (71.4) 20/29 (69.0) 1.04 0.74 to 1.45 0.84

WBC-180 ≥ 4.0 × 103/μl‡ 27/32 (84.4) 26/31 (83.9) 1.01 0.81 to 1.25 >0.99

WBC-365 ≥ 4.0 × 103/μl‡ 26/28 (92.9) 24/29 (82.8) 1.12 0.92 to 1.36 0.42

HC-180 recovery‡ 17/32 (53.1) 17/31 (54.8) 0.97 0.61 to 1.53 0.89

HC-365 recovery‡ 17/28 (60.7) 14/29 (48.3) 1.26 0.78 to 2.03 0.35

* Chi-square tests or Fisher’s exact test (if appropriate)
† Fraction of live patients who recovered by defined days. The rest failed to recover or died before scheduled dates. Additionally laboratory results of days
180 and 365 were not available for all live patients
‡Normal values were defined as: WBC: 4.0–11.0 × 103 /μl; PC: 150.0–450.0 × 103 /μl; HC: males: 14.0–18.0 g/dl, females: 12.0–16.0 g/dl

Abbreviations: ALC-15 absolute lymphocyte count on day 15, ALC-30 absolute lymphocyte count on day 30, ANC-15 absolute neutrophil count on day
15, ANC-30 absolute neutrophil count on day 30, CI confidence interval, HC-180 hemoglobin concentration on day 180, HC-365 hemoglobin
concentration on day 365, HL Hodgkin’s lymphoma, HSCT hematopoietic stem cell transplantation, MM multiple myeloma, NHL non-Hodgkin’s
lymphoma, PC-15 platelet count on day 15, PC-30 platelet count on day 30, PC-180 platelet count on day 180,PC-365 platelet count on day 365,WBC-
180 white blood cell count on day 180, WBC-365 white blood cell count on day 365

Table 3 Median time to the recovery of ANC, ALC, and PC in the calcitriol and placebo groups of HL, NHL, and MM after autologous HSCT

Calcitriol Placebo P value*

n† Median SE 95% CI n† Median SE 95% CI

Time to ANC ≥0.5 × 103/μl (day) 38 10.00 0.37 9.28 to 10.72 39 11.00 0.26 10.50 to 11.50 0.98

Time to ALC ≥0.5 × 103/μl (day) 34 13.00 0.51 12.00 to 14.00 33 20.00 1.89 16.29 to 23.71 <0.001

Time to ALC ≥1.0 × 103/μl (day) 33 20.00 1.65 16.17 to 23.23 23 28.00 0.28 27.44 to 28.56 <0.001

Time to PC ≥20.0 × 103/μl (day) 32 14.00 1.03 11.98 to 16.02 32 14.00 1.26 11.52 to 16.48 0.58

*Kaplan-Meier curve, log-rank test
†Number of patients who recovered within 30 days. The rest failed to recover or died before day 30

Abbreviations: ALC absolute lymphocyte count, ANC absolute neutrophil count,CI confidence interval,HLHodgkin’s lymphoma,HSCT hematopoietic
stem cell transplantation, MM multiple myeloma, NHL non-Hodgkin’s lymphoma, PC platelet count, SE standard error
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natural killer (NK) cells. B and T lymphocytes last on average
6 months to recover following autologous HSCT [41].

Currently, it is accepted that VD can boost the first line of
innate defense and inhibit the post-developmental functional
properties of adaptive immune cells, protecting from various
autoimmune diseases and limiting graft rejection [11].
Calcitriol favors the monocytes differentiation and maturation
into macrophages as well as neutrophils functions [42].
Contrary to the potent antiproliferative activity on B and T
cells [8], the literature regarding the impact of calcitriol on
NK cells has been varied and ranges from augmentation of
proliferation and cytotoxicity to inhibition of these activities
[43–47]. Indeed, chronic deficiency may also negatively reg-
ulate lymphocyte counts and functions [48, 49].

It has been suggested that VD stimulates the early devel-
opmental phases of innate immune recovery [16]. Cortes et al.
[50] elucidated that treatment of human hematopoietic stem
and progenitor cells with 1,25-(OH)2-D (10 μM) significantly
elevated survival, proliferation, and activity of all lineage col-
ony forming units via VDRs compared to control cells.
Further, antagonism of 1,25-(OH)2-D synthesis or VDRs sig-
nificantly reduced the percentage of lymphoid progenitors and
hematopoietic stem cells. On the other hand,Weeres et al. [51]
showed suppressive effects of 1,25-(OH)2-D (10 nM) on the
numbers and functions of NK cells developed from

hematopoietic stem cells in vitro, with no effects on mature
NK cells. Addition of 1,25-(OH)2-D led to rapid commitment
of hematopoietic progenitor cells to the myeloid lineage with
significant monocyte development. Nonetheless, the AMC
was similar between our groups on days 15 and 30.

An important caveat with in vitro data [50, 51] is that VD
metabolism pathways are tightly regulated enzymatic process-
es that are difficult to model in vitro. In addition, the local
concentrations of calcitriol in the bone marrow or secondary
lymphoid tissues are not known. Hence, the influence of
calcitriol on myelopoiesis and lymphopoiesis in human might
be debatable. Although the contribution of VD within the
immune system has been investigated in depth, its effect on
stem cells and potentially on engraftment and immune recon-
stitution following HSCT is still far from being understood.

Higher RFS in the calcitriol group was another important
outcome of this trial. In an observational study by Hansson
et al. [16], following 123 children for up to 8 years after allo-
genic HSCT, RFS and OS were significantly better in VD-
sufficient group at the time of transplantation than patients
with insufficient levels. As well, Beebe et al. [18] indicated
a significant lower one-year OS for children with deficient
compared to normal pre-HSCT VD. Nevertheless, two other
observations failed to prove significant association between
higher pre-allogenic-HSCT 25-OH-D levels with better two/

Table 5 Blood cell counts on days 15, 30, 180, and 365 in the calcitriol and placebo groups of HL, NHL, and MM after autologous HSCT

Calcitriol Placebo Mean Difference 95% CI P value*

n† Mean ± SD n† Mean ± SD

ANC-15 (×103/μl) 39 3.16 ± 3.32 40 2.78 ± 2.19 0.37 −0.88 to 1.63 0.56

ANC-30 (×103/μl) 36 2.51 ± 1.38 40 2.18 ± 1.02 0.33 −0.22 to 0.88 0.24

ALC-15 (×103/μl) 39 0.71 ± 0.44 40 0.43 ± 0.35 0.28 0.10 to 0.46 0.002

ALC-30 (×103/μl) 36 1.44 ± 0.69 40 0.94 ± 0.52 0.49 0.22 to 0.77 0.001

AMC-15 (×103/μl) 39 0.56 ± 0.58 40 0.57 ± 0.83 −0.01 −0.33 to 0.31 0.96

AMC-30 (×103/μl) 36 0.60 ± 0.39 40 0.65 ± 0.44 −0.05 −0.24 to 0.14 0.60

PC-15 (×103/μl) 39 33.95 ± 32.31 40 39.43 ± 43.75 −5.48 −22.74 to 11.79 0.53

PC-30 (×103/μl) 36 117.06 ± 90.95 40 114.13 ± 98.62 2.93 −40.59 to 46.45 0.89

PC-180 (×103/μl) 32 161.13 ± 59.04 31 174.87 ± 71.00 −13.75 −46.60 to 19.11 0.41

PC-365 (×103/μl) 28 185.07 ± 67.50 29 183.38 ± 55.06 1.69 −30.95 to 34.34 0.92

WBC-180 (×103/μl) 32 5.29 ± 1.63 31 5.35 ± 1.40 −0.06 −0.83 to 0.70 0.87

WBC-365 (×103/μl) 28 6.03 ± 1.97 29 5.39 ± 1.60 0.64 −0.31 to 1.59 0.18

HC-180 (g/dl) 32 12.97 ± 1.81 31 13.31 ± 1.40 −0.34 −1.16 to 0.48 0.41

HC-365 (g/dl) 28 13.45 ± 1.81 29 13.31 ± 1.45 0.14 −0.73 to 1.01 0.75

* Independent samples t-test
†Number of patients who were alive on scheduled dates. Laboratory results of days 180 and 365 were not available for all live patients

Abbreviations: ALC-15 absolute lymphocyte count on day 15, ALC-30 absolute lymphocyte count on day 30, AMC-15 absolute monocyte count on day
15, AMC-30 absolute monocyte count on day 30, ANC-15 absolute neutrophil count on day 15, ANC-30 absolute neutrophil count on day 30, CI
confidence interval, HC-180 hemoglobin concentration on day 180, HC-365 hemoglobin concentration on day 365, HL Hodgkin’s lymphoma, HSCT
hematopoietic stem cell transplantation,MMmultiple myeloma, NHL non-Hodgkin’s lymphoma, PC-15 platelet count on day 15, PC-30 platelet count
on day 30, PC-180 platelet count on day 180, PC-365 platelet count on day 365, SD standard deviation,WBC-180 white blood cell count on day 180,
WBC-365: white blood cell count on day 365
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three-year survivals in adults [17, 25]. Besides, Caballero-
Velázquez et al. [28] reported similar two-year progression-
free survival and OS across their clinical trial arms.

Early ALC recovery has been found as a consistent
predictor of improved survival after autologous HSCT
regardless of exact mechanism of reconstitution. In
Porrata et al. [2, 3, 5] investigations, ALC ≥0.5 × 103/μl
on day 15 has been significantly linked with better
progression-free survival and OS after autologous HSCT
in HL, NHL, and MM. Similar outcomes were reflected
by other researchers for reaching ALC ≥1.0 × 103/μl until
day 30 [52–54]. In fact, early ALC recovery plays impor-
tant antitumor roles against minimal residual disease pro-
gression as the innate immunity after autologous HSCT
[5, 55]. That may suggest calcitriol early intervention
profited the eradication of the residual disease by enhanc-
ing the innate lymphocytes and consequently resulted in
better two-year RFS, albeit the OS was not affected.

Day-180 and day-365 WBC, PC, and HC recovery rates
were not different by calcitriol from placebo in this trial.
Possible factors affecting long-term hematopoietic recovery
are rarely known. Hansson et al. [16] found significantly
higher ANC up to three months, but similar ALC up to one
year post-HSCT in baseline-VD-sufficient compared to defi-
cient group. Hematopoietic effects of calcitriol post-HSCT
might be time- and/or dose-dependent requiring longer
courses and/or higher doses for more benefits.

In addition to immunomodulatory, anti-inflammatory, and
antimicrobial properties [8, 10, 56], calcitriol exerts anti-
oxidative characteristics [57]. These activities can fight
against OM which significantly affects almost 75% of
HSCT patients [58]. However, none of the OM indices were
modulated by calcitriol in our trial, aligned with a similar trial
in allogenic HSCT [27]. Perhaps, starting calcitriol before
conditioning regimen could provide enough time for the in-
flammatory cascade of mucositis to be modulated.

Table 6 Medications and hematopoietic supports during hospital stay as well as the complications of transplantation in the calcitriol and placebo
groups of HL, NHL, and MM after autologous HSCT

Calcitriol
n = 40

Placebo
n = 40

Effect size 95% CI P value

Mean duration of hospitalization (day) 16.31 ± 7.17 15.25 ± 3.50 1.06* −1.48 to 3.59 0.41*

Mean number of anti-infectives in addition
to usual care (n)§

2.63 ± 1.72 3.03 ± 1.25 −0.40* −1.07 to 0.27 0.24*

Mean total dose of filgrastim (mcg)§ 4920.0 ± 2626.61 4867.50 ± 2443.35 52.50* −1076.73 to 1181.73 0.93*

Mean total units of platelet (n)§ 9.15 ± 10.77 10.35 ± 15.54 −1.20* −7.15 to 4.75 0.69*

Median total units of packed cell (n)§ 0.0 (0.0–5.0) 0.0 (0.0–8.0) N/A N/A 0.70†

Median duration of TPN (day)¶ 0.0 (0.0–8.0) 0.0 (0.0–3.0) N/A N/A 0.58†

Incidence of OM 24 (60.0%) 27 (67.5%) 0.89‡ 0.64 to 1.24 0.49‡

Mean duration of OM (day) 10.17 ± 5.20 7.85 ± 3.54 2.32* −0.19 to 4.83 0.07*

Incidence of OM grade 3–4 4 (10.0%) 7 (17.5%) 0.57‡ 0.18 to 1.80 0.33‡

Mean duration of OM grade 3–4 (day) 9.25 ± 6.08 5.67 ± 1.63 3.58* −5.84 to 13.00 0.33*

OM severity (WHO scale)

None 16 (40.0%) 13 (32.5%)

Grade 1 10 (25.0%) 11 (27.5%) N/A N/A 0.88‡

Grade 2 10 (25.0%) 9 (22.5%)

Grade 3 2 (5.0%) 4 (10.0%)

Grade 4 2 (5.0%) 3 (7.5%)

Incidence of fever 35 (87.5%) 37 (92.5%) 0.95‡ 0.82 to 1.10 0.71‡

Mean duration of fever (day) 3.54 ± 3.53 2.49 ± 2.23 1.06* −0.32 to 2.44 0.13*

Mean duration of severe neutropenia (day) 8.78 ± 3.81 8.35 ± 3.31 0.43* −1.16 to 2.01 0.60*

* Independent samples t-test with mean difference
† Independent samples Mann-Whitney U test
‡Chi-square tests or Fisher’s exact test (if appropriate) with relative risk
§All the post-HSCT patients received oral fluconazole (100 mg q.12.h), oral acyclovir (200 mg q.8.h), oral nystatin (20 drops q.3.h), and subcutaneous
filgrastim (5–10 μg/kg/day based on the neutrophil response) in the hospital. Additionally, according to the hospital protocol, transfusion of platelet for
PC <10.0 × 103 /μl or higher if clinical bleeding, and packed cell for HC <7.0 g/dl was indicated
¶ One patient in the calcitriol group and two patients in the placebo group received TPN in the hospital

Abbreviations: CI confidence interval, HL Hodgkin’s lymphoma, HSCT hematopoietic stem cell transplantation, MM multiple myeloma, N/A not
applicable, NHL non-Hodgkin’s lymphoma, OM oral mucositis, TPN total parenteral nutrition
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Unexpectedly, the calcitriol group had a trend for longer
duration of OM, the reasons for which are unclear. Since this
result was onlymarginally towards statistical significance, and
multiple comparisons were employed, the possibility of a type
I error is more likely.

Calcitriol capsules were well tolerated and the recorded
ADRs were confirmed previously in the literature [34, 35].
Although, hypercalcemia is the main concern with calcitriol
therapy (>10% frequency) [35] and originates the majority of
its ADRs [34], hyperphosphatemia was more frequent in our
trial. Whereas Hamidieh et al. [27] detected neither hypercal-
cemia nor hyperphosphatemia with a lower dose of calcitriol
in 14 children.

All the ADRs were “possibly” or even “unlikely” related to
the calcitriol. Adverse reactions of the high-dose chemother-
apy and multiple medicines administered post-HSCT weak-
ened the causality relationship between the suspected ADRs
and our intervention. However, all the imbalances were “non-
serious” and similar between the two groups, consisting of
“mild” transient episodes of hypercalcemia and/or

hyperphosphatemia, which were managed effectively by tem-
porary discontinuation of the treatment.

Heterogeneous population including HL, NHL, and MM
might have affected our results; however, patients were equal-
ly distributed between the two groups regarding the hemato-
logic malignancy, conditioning regimen, history of treatments
prior to transplantation, HSCT product characteristics, age,
and sex. In generalizability point of view, this heterogeneity
suggests that administration of calcitriol and VD analogs can
be implemented in all autologous HSCT patients.

Conclusion

Lineage specification during hematopoiesis is a complex pro-
cess where stem and progenitor cells integrate external signals
from cytokine receptors and surface proteins. Calcitriol plays
key roles in immunity and hematopoiesis. Calcitriol 0.25 μg
capsule three times daily, from day of transplantation up to
one month, is an effective and safe option for early ALC

Fig. 2 Relapse-free survival (a)
and overall survival (b) graphs in
the calcitriol and placebo groups
after a median of 29 months
follow-up post-HSCT
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recovery and better RFS after autologous HSCT. However,
the OM and OS were not improved by calcitriol in our trial.
The impact of different dosage forms and doses of calcitriol on
the outcomes needs further exploration. In addition, calcitriol
significantly reduces the apoptosis and increases the number
and activity of CD34+ cells [50]. One might argue that initia-
tion of calcitriol prior to the collection of CD34+ cells could be
a beneficial action to take.
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