
 

 

 

Editorial team 

Laman: https://www.ajol.info/index.php/rmj/about/editorialTeam  

 

 

 

 

 

 

 

 

https://www.ajol.info/index.php/rmj/about/editorialTeam


 Editorial team (lanjutan …) 

Laman: https://www.ajol.info/index.php/rmj/about/editorialTeam 

 

 

 

 

 

 

 

https://www.ajol.info/index.php/rmj/about/editorialTeam


Daftar isi 

Laman: https://www.ajol.info/index.php/rmj/issue/view/24292 

 

 

 

  

https://www.ajol.info/index.php/rmj/issue/view/24292


 

 



Rwanda Medical Journal, Vol. 81, no. 2, p. 36-46, 2024. https://dx.doi.org/10.4314/rmj.v81i2.5 -36-

*Corresponding author: Yenny, Department of Pharmacology and Clinical Pharmacy, Faculty of Medicine, Universitas Trisakti, Jakarta post code 11440, Indonesia; Email: 
yennyfarmako@trisakti.ac.id; Orchid id: 0000-0001-9390-5527; Potential Conflicts of Interest (CoI): All authors: no potential conflicts of interest disclosed; Funding: 

All authors: Research funding from Universitas Trisakti No. 0303/PUF/FK/2021-2022; Academic Integrity. All authors confirm that they have made substantial academic 
contributions to this manuscript as defined by the ICMJE; Ethics of human subject participation: The study was approved by the local Institutional Review Board.  Informed 
consent was sought and gained where applicable; Originality: All authors: this manuscript is original has not been published elsewhere; Review: This manuscript was peer-

reviewed by three reviewers in a double-blind review process; Type-editor: Peter (USA).

 Received: 21st February 2024; Initial decision given: 14th April 2024; Revised manuscript received: 14th April 2024; Accepted: 27th May 2024.
Copyright: © The Author(s). This is an Open Access article distributed under the terms of the Creative Commons Attribution License (CC BY-NC-ND) (click here) which 

permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited. Publisher: Rwanda Biomedical Centre (RBC)/Rwanda 
Health Communication Center, P. O. Box 4586, Kigali. ISSN: 2079-097X (print); 2410-8626 (online) 

Citation for this article: Yenny; R. Wratsangka; E. Herwana et al. Supplementary vitamin D3 and vitamin D receptor polymorphisms affect blood vitamin D levels in type-2 
diabetes mellitus in Indonesia. Rwanda Medical Journal, Vol. 81, no. 2, p. 36-46, 2024. https://dx.doi.org/10.4314/rmj.v81i2.5

ORIGINAL ARTICLE

Open AccessORIGINAL ARTICLE

Supplementary vitamin D3 and vitamin D receptor polymorphisms 
affect blood vitamin D levels in type-2 diabetes mellitus in Indonesia
Authors: Yenny1,*; R. Wratsangka1; E. Herwana1; J. V. Kalumpiu1, P. B. Liman1

Affiliation: 1Faculty of Medicine, Universitas Trisakti, Jakarta, Indonesia

ABSTRACT

INTRODUCTION: There are no data on vitamin D receptor (VDR) gene single nucleotide 
polymorphism (SNP) influence on blood 25-hydroxy-cholecalciferol [25(OH)D] levels after 
supplementary vitamin D in Indonesian type 2 diabetes mellitus (T2DM) patients. This study 
evaluated the effects of the supplementary vitamin D3 and VDR gene SNPs rs1555410 and 
rs2228570 on blood 25(OH)D levels in T2DM cases.
METHODS: A randomized, double-blind placebo-controlled trial (RDPCT) was conducted at one 
research setting using 85 T2DM subjects divided into vitamin D group (VDG) and control group 
(CG) and receiving 5,000 IU/day vitamin D3 (cholecalciferol) or placebo once daily for 84 days. 
Levels of 25(OH)D were determined baseline and after supplementary vitamin D3 administration 
for 84 days. Circulatory 25(OH)D was assayed using ELISA. VDR polymorphisms were detected 
using sequencing.
RESULTS: Post-supplementary blood 25(OH)D rose appreciably from baseline in VDG for VDR 
rs1544410 genotypes G/G (p=0.001) and G/A (p=0.010), and in VDR rs2228570 genotypes T/T 
(p=0.012), T/C (p<0.001), and C/C (p=0.001). Post-supplementary VDG still contained 30.3% of 
subjects not reaching blood 25(OH)D ≥30 ng/mL. 
In attaining blood 25(OH)D ≥30 ng/mL post-supplementation, VDR rs2228570 genotype T/C 
differed significantly from T/T (52.4% v. 100%; p=0.027), but there were no appreciable differences 
between genotypes C/C and T/T (78.6% v. 100%; p=0.273), as well as between VDR rs1544410 
genotypes G/G and G/A (67.5% v. 100%; p=0.542).
CONCLUSION: Only 52.4% of subjects with VDR rs2228570 genotype T/C achieved sufficiently 
high blood 25(OH)D levels. VDR rs2228570 polymorphisms apparently influence T2DM response 
to supplementary vitamin D.  

Keywords: Diabetes Mellitus, Vitamin D, Single Nucleotide Polymorphism, Indonesia

INTRODUCTION

Indonesia, with 10.7 million type 2 diabetes 
mellitus (T2DM) patients, occupies the 7th global 

rank, with predicted T2DM prevalence rising to 
16.6 million in 2045 [1]. T2DM vitamin D deficiency 
prevalence is higher than in the general global 
population, with prevalences of 63.2 - 83.2% [2,3]. 
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The latter are higher than in Europe, with a vitamin 
D deficiency  prevalence of 40.4% (blood 25(OH)
D) <20 ng/mL) [4], while vitamin D deficiency 
prevalence in South Asia is 68% [5]. 
Vitamin D supplementation raises serum 25(OH)
D concentration, influences health outcomes, 
and achieves maximum mortality rate reductions 
in developed countries from the commonest 
fatal diseases, such as cardiovascular disease and 
T2DM [6]. Gross vitamin D deficiency at 25(OH)
D <12 ng/mL (or <30 nmol/L) is a health hazard 
[7] and should be corrected through vitamin D 
supplementation [8]. 
The utility of providing additional vitamin D to 
T2DM patients for glucose hemostasis and reducing 
insulin resistance is still debated, presumably 
because of the diversity of study populations for 
serum vitamin D status, supplementation dose and 
duration, methodology, gender, BMI, and ethnicity 
[9,10]. 
Vitamin D regulates signal transmission 
through the vitamin D receptor (VDR) [11]. The 
vitamin D-responsive element (VDRE) gene on 
chromosome 12q13.1 comprises nine exons and 
eight introns [11]. VDR activates and controls gene 
transcription via the target gene promoter VDRE. 
The VDR  gene has over 470 polymorphisms [11], 
the most common being FokI (rs2228570 C to T) 
and BsmI (rs1544410 A to G)[11]. VDR rs1544410 
at intron 8 regulates mRNA stability, thereby 
affecting gene expression [12]. VDR rs2228570 lies 
in the exon 2 start codon and changes the initiation 
sites [13]. VDR gene SNPs may influence VDR 
mRNA and protein stability and activity, resulting in 
a suboptimal response to supplementary vitamin 
D [14,15]. 
Multiple factors may affect post-supplementary 
blood 25(OH)D,  such as sunshine exposure, aging, 
body mass index, calcium intake, supplementary 
vitamin D, and genetics [4,16]. It is currently 
uncertain whether VDR SNPs affect blood vitamin 
D levels after supplementary vitamin D in T2DM 
patients [17], due to difficulties in detecting gene 
involvement in the development of T2DM, because 
of possible minute differences in the gene and its 
interaction with genetic or non-genetic factors 
[18]. VDR SNP influence on increases in blood 
25(OH)D levels that depict vitamin D condition, 
can be evaluated only with a randomized, double-
blind placebo-controlled trial (RDBPCT).
Currently, few randomized double-blind placebo-
controlled trials (RDBPCT) exist for evaluating 

VDR rs1544410 and rs2228570 relationships with 
vitamin D therapeutic response. Waterhouse et al. 
[14]. Studied Australian elderly aged 60 – 80 years 
receiving vitamin D3 supplementation (30.000 
vs. 60.000 IU/month) for 12 months and found 
rs2228570 was not associated with increases in 
25(OH)D levels after supplementary vitamin D. 
A 20-week Chinese RDBPCT [15] on vitamin D 
deficiency cases receiving vitamin D3 at 2000 IU/
day or placebo, demonstrated that rs2228570 
showed stronger influences on 25(OH)D levels 
(p<0.04). Post-treatment, VDR rs2228570-G, and 
its alleles had higher 25(OH)D levels (p = 0.009). 
The RDBPCT of Cavalcante et al. [19]. on elderly 
females aged 68 ± 6 years with vitamin D 
insufficiency and receiving 200.000 IU vitamin 
D3 supplementation for 4 weeks, showed higher 
blood 25(OH)D concentrations in persons with 
BsmI genotypes BB/Bb (p<0.001) who responded 
better to supplementary vitamin D than those with 
bb genotype. 
A prospective case-control study involving 125 
T2DM patients and 125 controls, revealed that low 
blood 25(OH)D and gene rs2228570 correlated 
with T2DM risk [20].  The inconsistent study 
results on VDR SNP relationships were caused by 
variations in pre-supplementary blood vitamin D 
levels, study designs, small sample sizes, vitamin D 
dose, duration of supplementary vitamin D, dietary 
intake, and ethnicity. 
There are currently no reports on the causal 
relationship of VDR SNPs rs1544410 and 
rs2228570 with supplementary vitamin D among 
Indonesian T2DM patients, for which an RDBPCT is 
necessary. The outcome may be useful for vitamin 
D3 therapeutic dose personalization in T2DM 
patients to reduce morbidity and mortality rates. 
Primary research outcomes would be responses 
to supplementary vitamin D by comparing post-
supplementary blood 25(OH)D values. Secondary 
outcomes would be the impact of rs1544410 and 
rs2228570 polymorphisms on blood 25(OH)D 
changes and attainment of blood 25(OH)D of ≥30 
ng/mL

METHODS

Research design
This RDBPCT was conducted from June to August 
2022 at Puskesmas Mampang in South Jakarta, with 
subjects signing informed consent. Study protocol 
approval was by the Research Ethics Committee, 

Yenny et al. Blood vitamin D levels in type-2 diabetes mellitus in Indonesia 
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Faculty of Medicine, Universitas Trisakti, under No. 
001/KER/FK/1/2022. 

Patients and intervention
The study subjects were Mampang area residents 
with T2DM. Inclusion criteria: males and females 
≥18 years old, T2DM, HbA1c 7-8.5%, oral 
antidiabetic drug monotherapy, agreeing to follow-
up controls. T2DM was diagnosed using American 
Diabetes Association criteria [21], namely fasting 
blood glucose ≥126 mg/dL, or 2-hour postprandial 
blood glucose  ≥200 mg/dL and HbA1c ≥6.5%. 
Exclusion criteria: previously and currently on 
insulin therapy, suspect kidney disease (estimated 
glomerular filtration rate <30 mL/min/1.73m2), 
abnormal liver function (SGPT 3 times normal 
upper limit), pregnant or lactating, allergy, 
hypercalcemia (plasma calcium >2.65 mmol/L), 
or receiving daily supplementary vitamin D in 
preceding 84 days. Dropout criteria: blood 25(OH)
D >100 ng/mL, hypercalcemia, cholecalciferol 
hypersensitivity.
The study enrolled 115 subjects allocated by 
simple randomization to vitamin D  (intervention) 
and control (placebo) groups at 1:1 ratio, which 
was conducted by personnel blinded to the 
intervention. VDG received daily vitamin D3 tablets 
containing 5,000 IU cholecalciferol, whereas 
controls received once-daily placebo tablets 
(120mg calcium), all tablets taken for 84 days. The 
vitamin D and placebo tablets contained in dark-
colored glass bottles coded A and B were identical 
in visual, olfactory, and gustatory qualities. 
Participants and the statistician were all blinded to 
the origin of the tablets, whether from VDG or CG. 
Compliance with the intervention was determined 
by weekly counting the remaining tablets. VDG had 
6 dropouts because of protocol non-compliance, 
returning to the home village, and diarrhea, while 
CG had 7 dropouts because of not agreeing to 
participate, protocol non-compliance, and nausea 
and vomiting. Subjects completing the study were 
85 in number, consisting of 43 in VDG and 42 in CG 
(Figure 1).
The researchers were blinded to subject allocation 
in all study phases (recruitment, enrolment, 
data collection, and group assignment). For 
improving verification and compliance, all empty 
medication bottles were returned monthly to the 
cadres for evaluation of subject compliance to 
supplementation at the completion of the study. 
Subjects’ complaints (potential adverse events) 

were noted for recording. The principal investigator 
evaluated the complaints and their connection 
with the supplements. The development of all 
reported symptoms was monitored until the study 
was completed. The allocation codes stored by an 
independent third party were opened after the 
study was completed.

Measurements
On day zero (admission date), before administration 
of vitamin D tablets, subjects meeting recruitment 
criteria were interviewed to collect subject data 
on age, gender, and duration of diabetes mellitus, 
followed by blood collection at 08.00 and 9.00 
a.m. local time. 

Biochemical measurements
From each participant, 5 mL of venous whole 
blood was collected, with 3 mL for blood 25(OH)
D determination and 2 mL in EDTA tubes for VDR 
SNP genotyping. 
Blood 25(OH)D level was determined by 
chemiluminescent microparticle immunoassay 
(ARCHITECT 25-OH Vitamin D assay, Abbott), 
with measuring interval 8.0 - 160.0 ng/mL (20.0 - 
400.0 nmol/L), limit of detection (LoD) ≤ 10.0 ng/
mL, limit of quantitation (LoQ) ≤ 20 ng/mL, and 
imprecision ≤ 10% within total CV.
Blood 25(OH)D data were presented as median 
± SD, and categorized according to Endocrine 
Society 2011 clinical practice guideline, with  <20 
ng/mL defined as vitamin D deficiency, 20 – 30 ng/
mL as vitamin D insufficiency, 30 – 100 ng/mL as 
vitamin D sufficiency [8]. 

Vitamin D receptor single nucleotide 
polymorphisms 
Genomic DNA was extracted using QIAamp 
DNA Blood Mini Kit (QIAGEN) from 200 L EDTA 
blood and its purity and level were determined 
using a NanoDrop 2000 spectrophotometer 
(ThermoScientific). VDR SNPs were detected by 
PCR, followed by sequencing. PCR used MyTaq 
HS Red Mix Kit (Bioline) to amplify the target 
sequence using specific primers, namely for 
rs1544410: forward primer 5’- GGG AGT ATG AAG 
GAC AAA GAC C -3’ and reverse primer 5’- CCC GCA 
AGA AAC CTC AAA TAA C -3’ and for rs2228570: 
forward primer 5’-GCA CTG ACT CTG GCT CTG -3’ 
and reverse primer 5’-TGG ACA TTG TAA GGA AGG 
AGA TG-3’. PCR amplification used 2 l DNA, 8.5 L 
nuclease-free water, 2x 12.5l My Taq HS Red Mix, 
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and 1.0 l each of forward and reverse primers. 
Conditions: initial activation at 95oC for 5 minutes, 
denaturation at 95oC for 15 seconds, annealing 
at 58oC for 30 seconds, extension at 72oC for 30 
seconds for 40 cycles, and final extension at 72oC 
for 3 minutes. PCR products on 2% agarose gel 
were visualized by electrophoresis. Purified PCR 
products were sequenced using BigDye Terminator 
Kit (Thermo Fisher Scientific) and ABI 3500 
sequencer (Applied Biosystems). Sequence analysis 
was performed with BioEdit software to confirm 
mutations, which were compared to NCBI BLAST 

database with accession number NG_008731.1.

Sample size 
In each group, 40 subjects were required to 
detect a treatment difference at 5% two-sided 
significance level (0.05) and 90% study power. µ1 
− µ2 = predicted between-group mean difference, 
estimated at 4; α2 = expected population variance 
from the preliminary study, estimated at 1.02. To 
anticipate dropouts, the sample size became 95 
for adequate power to detect outcome measure 
differences. 
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Figure 1: Flow of participants throughout trial
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Statistical analysis

Continuous data of normal distribution were shown 
as mean and standard deviation (SD), continuous 
data of skewed distribution as median (minimum-
maximum), and categorical data as percentages. 
Data were checked for normal distribution using 
the Kolmogorov-Smirnov test. Unpaired Student’s 
t-test, Mann-Whitney U test, Chi-square test, 
and Fisher exact test were used for baseline 
comparisons between VDG and CG, based on the 
variable type and data distribution. Mann-Whitney 
test was used to compare blood 25(OH)D in VDG 
and CG at baseline and post-supplementation. 
Baseline and post-supplementation vitamin D 
status differences were evaluated using Fisher’s 
exact test and Chi-square test. VDG baseline and 
post-supplementation blood 25(OH)D differences 
between rs1544410 genotypes were evaluated by 
the Mann-Whitney test.  VDG baseline and post-
supplementation blood 25(OH)D levels between 
rs2228570 genotypes were compared using the 
Kruskal-Wallis test, Wilcoxon signed rank test, and 
paired t-test at p <0.05. Statistical analysis used 
SPSS for Windows version 23. 

RESULTS 

Baseline subject characteristics 
We had 85 T2DM participants, with 68 (80%) 
females, mean age 55.8 ± 0.6 years, median 
T2DM duration 12 (1 – 36) months, and median 
blood 23(OH)D 11.6 (2.4 – 30.3) ng/mL. The 
most frequent rs1555410 genotype was G/G, 
comprising 79 subjects (92.9%), followed by G/A 
with 6 subjects (7.1%), without any T/T.  Gene 
rs2228570 had genotypes T/C, C/C, and T/T with 
38 (44.7%), 32 (37.6%), and 15 (17.6%) subjects, 
respectively.  Vitamin D status was mostly deficient 
in 74 subjects (84.1%), insufficiency in 9 subjects 
(10.6%), and sufficiency in 2 subjects (2.4%). After 
group randomization, no significant differences 
were observed in age, gender, T2DM duration, and 
VDR genotype between VDG and CG (Table 1).

Baseline and post-supplementation blood 25(OH)
D and vitamin D status
After vitamin D3 supplementation for 84 days, 
there was a much greater increase in VDG blood 
25(OH)D than in CG (46(9.4-79.4) v. 14.4(6.9-38.3); 
(p<0.001) (Table 2). 

Characteristic

Treatment group P-value

VDG (n=43) CG (n=42)

Age (years) 56 (35 – 80) 56 (35 – 69) 0.396a

Gender

  Male 8 (47.1) 9 (52.9) 0.745b

  Female 35 (51.5) 33 (48.5)

Duration of DM (months) 12 (1 – 36) 12 (1 – 36) 0.967a

VDR genotype (n,%)

  rs1544410

    G/G  40 (50.6) 39 (49.4) 1.000c

    G/A 3 (50) 3 (50)

    A/A 0 (0) 0 (0)

  rs 2228570

    T/T 8 (53.3) 7 (46.7) 0.614b

    T/C 21 (55.3) 17 (44.7)

    C/C 14 (43.8) 18 (56.2)

Table 1: Subject characteristics at the start of the study in VDG and CG

Values presented as median (min-max) or n(%). Statistical analysis: aMann-Whitney test; bChi-square test; cFisher’s 
exact test; p<0.05 = statistically significant. VDG = vitamin D group; CG = control group
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Blood 25(OH)D level (ng/mL)

VDG Start of study (n=43) 84 days (n=42) p-value

VDR genotypes

  rs1544410

    G/G (n= 40) 10.5 (4.7 – 30.5) 46.5 (9.4 – 79.4) 0.001c*

    G/A (n= 3) 10.8 ± 1.3 45.7 ± 7.2 0.010d*

P value 0.924a 0.924a

  rs2228570

    T/T (n=8) 11.4 (6.2 – 17.9) 61.2 (32.1 – 79.4) 0.012c*

    T/C (n=21) 10.5 (7.6 – 30.3) 34.2 (9.4 – 67.4) <0.001c*

    C/C (n=14) 11.0 ± 4.4 43.7 ± 12.4 0.001d*

P value 0.373b 0.024b*

Yenny et al. Blood vitamin D levels in type-2 diabetes mellitus in Indonesia 

Comparison of blood 25(OH)D levels by VDR 
genotype after supplementary vitamin D3 
administration in VDG
To find the effects of VDR genotype on post-
supplementation blood 25(OH)D, 25(OH)D blood 
levels were compared between genotypes in 
VDG (Table 3). Blood 25(OH)D levels increased 
significantly above baseline after supplementary 
vitamin D3 in rs1544410 genotypes G/G [10.5 (4.7 

– 30.5) v. 46.5 (9.4 – 79.4) ng/mL; p=0.001] and 
G/A [10.8 ± 1.3 v. 45.7 ± 7.2 ng/mL; p =0.010]. No 
great differences were found in 25(OH)D between 
rs1544410 genotypes G/G and G/A [46.5 (9.4 – 
79.4) ng/mL v. 45.7 ± 7.2 ng/mL; p=0.924].

As compared to baseline, post-supplementation 
rs2228570 blood 25(OH)D levels increased 
significantly for genotypes T/T [11.4 (6.2 – 17.9) v. 

Group

Start of study

p

value

After supplementation

p-value VDG (n=43) CG (n=42)  VDG (n=43) CG

(n=42)

Blood 25(OH)D level 
(ng/mL)

10.5

 (4.7 – 30.3)

13.05

 (2.4 – 26.9)

0.264a 46

 (9.4 – 79.4)

14.4 

(6.9 – 38.3)

0.001a*

Vitamin D status

  Deficiency 40 (50.6) 34 (45.9) 3 (8.6) 32 (91.4)

  Insufficiency 2 (22.2) 7 (77.8) 1.000c 10 (62.5) 6 (37.5) 0.001b*

  Sufficiency 1 (50) 1 (50) 30 (88.2) 4 (11.8)

Table 2: Blood 25 (OH)D level and vitamin D status in VDG and CG at baseline versus 84 days after 
supplementation with vitamin D3.

Groups:  VDG= vitamin D3 5.000IU/day, CG = placebo
Vitamin D status (blood 25(OH)D level): deficiency ( < 20 ng/mL); insufficiency (20 – 30ng/mL); sufficiency (30 – 100 ng/
mL). Statistical analysis: aMann Whitney test; bChi-square test; cFisher’s exact test; *p<0.05 =statistically significant
VDG = vitamin D group; CG = control group

Table 3: Blood 25(OH)D levels in VDG by VDR genotype after supplementary vitamin D3 administration 

Statistical analysis: aMann-Whitney test; bKruskal-Wallis test;c Wilcoxon signed rank test; dpaired t-test; *p value 
<0.05 = statistically significant
VDG = vitamin D group; CG = control group
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61.2 (32.1 – 79.4); p=0.012], T/C [10.5 (7.6 – 30.3) 
v. 34.2 (9.4 – 67.4); p<0.001], and C/C [11.0 ± 4.4 v. 
43.7 ± 12.4; p=0.001] (Table 3).

There were also significant differences in post-
supplementation blood 25(OH)D between 
rs2228570 genotypes T/T, T/C, and C/C themselves 
[61.2 (32.1 – 79.4) ng/mL v. 34.2 (9.4 – 67.4) ng/
mL v. 43.7 ± 12.4 ng/mL; p=0.024] (Table 3).

To determine the genotypes causing the post-
supplementation differences in rs2228570, a post-
hoc analysis was conducted, showing significant 
differences between genotypes T/T and T/C 
(p=0.015) and between T/T and C/C (p=0.017), but 
not between T/C and C/C (p=0.391).
Regarding blood 25(OH)D responses to 
supplementary vitamin D of rs1544410 genotypes 
G/G and G/A, among the 43 VDG subjects, only 
30 (69.7%) attained blood 25 (OH)D levels ≥30 
ng/mL. The same is true for the three rs2228570 
genotypes T/T, T/C, and C/C (Table 4).

No prominent differences were found between 
rs1544410 G/G and G/A in attaining blood 25(OH)
D ≥30 ng/mL (67.5% v. 100%; p=0.542).  In 
rs2228570, significant differences occurred in 
blood 25(OH)D level attainment between T/C and 
T/T (52.4% v. 100%; p=0.027).

DISCUSSION

Vitamin D deficiency was found in 84.1% of 
subjects, with a median blood 23(OH)D level of 

11.6 (2.4 – 30.3) ng/mL, which is much greater than 
in Europe, where 25(OH)D levels below 20 ng/mL 
and 12 ng/mL are observed in 40.4% and 13.0%, 
respectively, of the population [4]. Conversely, adult 
vitamin D deficiency prevalence in 5 South Asian 
countries was 68% [5]. Our results approximate 
those of earlier studies demonstrating that T2DM 
vitamin D deficiency prevalence is around 63.2  
83.2% [2,3], and that vitamin D deficiency is also 
found in tropical countries, such as Indonesia, 
with abundant sunshine for cutaneous vitamin D 
synthesis.
Vitamin D as a prohormone is available as 
vitamin D2 (ergoalciferol) in foods and vitamin 
D3 (cholecalciferol) in UV-exposed human 
skin. Generally, vitamin D deficiency is caused 
by low dietary intake and reduced cutaneous 
synthesis from inadequate sunlight exposure due 
to geographic location, skin color, age, indoor 
lifestyle, and cultural or religious practices[22,23]. 
Our greater vitamin D deficiency prevalence shows 
that foods and sunlight alone cannot maintain 
optimal vitamin D status, necessitating vitamin D 
supplementation.
Signal transmission in humans occurs through 
vitamin D binding with the vitamin D receptor 
(VDR) [11] expressed by insulin-sensitive tissues. 
Apparently, vitamin D may have a direct influence 
on insulin sensitivity and insulin receptor 
expression, thereby enhancing insulin-stimulated 
glucose transport. Vitamin D may also have 
an indirect influence [17] by reducing insulin 
resistance-inducing inflammatory responses [24]. 
A meta-analysis showed that vitamin D 

VDR genotype

Blood 25(OH)D level p-value

< 30 ng/mL (n,%) ≥30 ng/mL (n,%)

VDG

rs 1544410

  G/G (n=40) 13 (32.5) 27 (67.5)

  G/A (n=3) 0 (0) 3 (100) 0.542

rs 2228570

  T/T (n=8) 0 (0) 8 (100)

  T/C (n= 21) 10 (47.6) 11 (52.4) 0.027*

  C/C (n=14) 3 (21.4) 11 (78.6) 0.273

Table 4: Attainment of blood 25(OH)D levels in VDG by VDR genotype after supplementary vitamin D 
administration

Statistical analysis: logistic regression test; *p value <0.05 = statistically significant
VDG = vitamin D group
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supplements can raise blood 25(OH)D and 
reduce insulin resistance in T2DM [25]. However, 
systematic reviews of T2DM RCTs failed to find 
evidence for the efficacy of vitamin D supplements 
in glucose hemostasis and in decreasing insulin 
resistance [26,27]. According to another meta-
analysis, vitamin D dosage, status, and length 
of supplementation affect the therapeutic 
response[9]. High-dose vitamin D supplementation 
produces greater effects in obese vitamin 
D-deficient Asians[9]. Irrespective of vitamin D 
supplementation's impact on T2DM patients, 
vitamin D deficiency should be corrected because 
vitamin D serves an essential function in calcium 
hemostasis and bone metabolism [22]. 
Our study showed that rs1555410 had genotype 
G/G in 79 (92.9%) subjects and no genotype A/A, 
whereas Chinese T2DM patients [17] had mostly 
rs1544410 genotype G/A (93.75%), but similarly 
no A/A. Our rs2228570 genotype proportions 
comprised T/C in 44.7%, C/C in 37.6%, and T/T in 
17.6% of subjects, whereas the Chinese study [17] 
comprised rs2228570 genotype C/C in 59.8%, T/T 
in 23.2%, and C/T in 16.9% of subjects,  showing 
that Asians vary in rs1544410 and rs2228570 gene 
proportions. Similarly, the research results of Sari 
et al. [28]. on healthy North Sumatran women 
differed from ours, because all subjects had 
heterozygous A>G for BsmI (rs1544410), and T>C 
for Taql (rs2228570), showing that Indonesians 
also have differing VDR genotype proportions, 
supporting the supplementary vitamin D dosage 
personalization concept.
In our study, supplementary vitamin D at 5000 IU/
day caused a 3.2-fold higher rise in blood 25(OH)
D in VDG compared to CG [46 (9.4 – 79.4) ng/mL v. 
14.4(6.9 – 38.3) ng/mL; p=0.001] (Table 2). Blood 
25(OH)D may rise around 1 ng/mL (2.5 nmol/L) per 
100 IU daily vitamin D3 supplement given for 56 
- 84 days [29], although the supplementary dose 
may not be linearly correlated with blood 25(OH)
D [30]. 
After 84 days of vitamin D supplementation at 
5000 IU/day, among our 43 subjects, 13 (30.2%) 
subjects still did not attain blood 25 (OH)D levels of 
≥30 ng/mL (Table 4.) This agrees with the findings 
of Yao et al. [15], from a 140-day RDBPCT on 448 
Chinese with vitamin D deficiency receiving 2000 
IU/day vitamin D3 or placebo, where the vitamin D 
increased blood 25(OH)D, but could not overcome 
vitamin D deficiency in 25% of subjects. Al-Daghari 
et al. [31]. Studying T2DM patients on 2000 IU/day 

supplementary vitamin D for 12 months showed 
that 42% of subjects still could not reach target 
blood 25(OH)D. Hu et al. [17]. in their study on 
T2DM subjects receiving supplementary vitamin D 
at 800 IU/day for 12 months, also found that 44.6% 
of subjects did not attain vitamin D sufficiency. 
The influence of VDR SNP on supplementary 
vitamin D3 results remains unclear. We found a 
significant increase in post-supplementary blood 
25(OH)D levels above baseline values in rs1544410 
genotypes G/G (p=0.001) and G/A (p=0.010) which 
agrees with Cavalcante et al. [19]. showing that 
supplementary vitamin D significantly increased 
blood 25(OH)D in BB/Bb (p=0.009), but not in bb 
subjects.
In our VDG subjects with rs2228570, large 
differences were found in post-supplementary 
25(OH)D blood concentrations of genotypes 
T/T, T/C, and C/C (p= 0.024) (Table 3.).  Post-hoc 
analysis showed differences between T/T and T/C 
(p=0.015) and between T/T and C/C (p=0.017), but 
not between T/C and C/C (p=0.391). In our study, 
rs2228570 apparently influenced supplementary 
vitamin D response in T2DM subjects. In T/C 
subjects, only 52.4% attained 25(OH)D ≥30 ng/mL, 
lower than in the other genotypes (Table 4). 
One meta-analysis showed that TaqI and FokI 
polymorphisms may modulate supplementary 
vitamin D response for better results [32]. Our 
study confirms that the doses should be adapted 
(“personalized”) in subjects with rs2228570 
genotype T/C for optimal benefits of supplementary 
vitamin D.
Our study results differ from those of Al-Daghari et 
al. [31]. on T2DM subjects with genotype-related 
differences in post-supplementary blood 25(OH)
D, in that genotype T/T subjects evidenced better 
therapeutic responses than the other genotypes. 
Our results also differ from those of Hu et al. 
[17]. showing in T2DM subjects that rs2228570 
genotypes T/C and T/T had no remarkable 
differences in blood 25(OH)D (p=0.964). In 
addition, Hu’s study and ours showed differences 
in subject characteristics regarding age, baseline 
blood 25(OH)D, and supplementary vitamin D dose. 
Hu’s subjects were aged 66.3 ± 9.1 years, whereas 
ours were 55.8 ± 0.6 years old. Our baseline blood 
25(OH)D of 11.6 (2.4 – 30.3) ng/mL exceeded that 
of Hu’s 22.7 ± 1.9 ng/mL, presumably because Hu 
et al. used a lower vitamin D3 supplementation 
dose (800 IU) [17]. Another study found that lower 
baseline blood 25(OH)D levels were associated 



Rwanda Medical Journal, Vol. 81, no. 2, p. 36-46, 2024. https://dx.doi.org/10.4314/rmj.v81i2.5 -44-

Yenny et al. Blood vitamin D levels in type-2 diabetes mellitus in Indonesia 

with significantly higher blood 25(OH)D responses 
[15]. 
Opinions regarding optimal blood 25(OH)D levels 
in humans are inconsistent, with no uniform 
definition of vitamin D deficiency and insufficiency 
in different guidelines. The IOM recommends a 
minimum blood 25(OH)D concentration of 20 ng/
mL (50 nmol/L), in connection with bone health 
[33]. However, the Endocrine Society recommends 
25(OH)D levels exceeding 30 ng/mL (or 75 nmol/L) 
for preventing infections and obtaining other non-
calcemic vitamin D benefits [8]. We showed that 
supplementary vitamin D3 at 5000 IU/day for 84 
days still could not prevent 30% of subjects from 
attaining vitamin D sufficiency with blood 25(OH)D 
≥ 30 ng/mL. The Endocrine Society clinical practice 
guideline [8] recommends supplementary vitamin 
D3 for increasing vitamin D levels and determining 
blood 25(OH)D concentrations because 25(OH)D 
is the most frequent circulatory vitamin D, with a 
half-life of 14 – 21 days, and extremely useful for 
monitoring vitamin D status in persons at high risk 
of vitamin D deficiency. 
Our study confirms the need for supplementary 
vitamin D dose personalization and blood 25(OH)
D measurement in high-risk patients in relation to 
VDR SNPs, apart from the contradictory relationship 
of vitamin D deficiency in glucose hemostasis and 
insulin resistance reduction [20,26,27,34]. There is 
a need for dosage adjustment (“personalization”) 
in subjects with rs2228570 genotype T/C to obtain 
better gains from supplementary vitamin D. Our 
study results may provide inputs on management 
policies of T2DM patients susceptible to vitamin D 
deficiency, particularly in Indonesia.
In some populations, the interplay of genes and 
lifestyle may obscure the genetic component; 
therefore, studies on gene interactions with diet 
and physical activity are mandatory to confirm the 
relationship. Other longer-term RCTs with larger 
sample sizes are also necessary to better utilize the 
results of vitamin D supplements in patients with 
type 1 and type 2 diabetes.

We used an RDBPCT design that is best for 
measuring cause-and-effect relationships. We 
used an identical therapeutic procedure and 
supplementary vitamin D3 dosage to minimize 
subject variation.
One limitation of this study was that our subjects 
were Indonesian T2DM patients; therefore, our 
results may not apply to other nations.  We also 

did not account for physical activity, diet, sunlight 
exposure, BMI, and parathyroid hormone as 
confounders. 

CONCLUSION

After vitamin D supplementation, blood 25(OH)D 
levels rose perceptibly, but a third of subjects still 
failed to attain blood 25(OH)D levels of ≥30 ng/mL. 
VDR rs2228570 genotype T/C had only 52.4% of its 
subjects attaining a sufficiently large 25(OH)D level, 
but perceptibly lower than in genotypes T/T and 
C/C. VDR rs2228570 polymorphisms apparently 
influence T2DM response to supplementary 
vitamin D. There is a need for personalization of 
vitamin D dosage and blood 25(OH)D measurement 
in high-risk patients due to VDR SNPs.

REFERENCES

1. IDF Diebetes Atlas; 9th ed.; International 
Diabetes Federation, 2019; ISBN 978-2-930229-
87-4. Available from:https://diabetesatlas.org/
upload/resources/material/20200302_133351_
IDFATLAS9e-final-web.pdf
2. Khudayar, M.; Nadeem, A.; Lodi, M.N.; Rehman, 
K.; Jawaid, S.I.; Mehboob, A.; Aleem, A.S.; Mirza, 
R.E.F.; Ahmed, M.; Abbas, K. The Association 
Between Deficiency of Vitamin D and Diabetes 
Mellitus Type 2 (DMT2). Cureus 2022, 14, e22221, 
doi:10.7759/cureus.22221.
3. Ac, A. Serum Vitamin D Levels in Persons 
with Type 2 Diabetes Mellitus in Lagos, Nigeria., 
doi:10.23937/2377-3634/1410133.
4. Cashman, K.D.; Dowling, K.G.; Škrabáková, Z.; 
Gonzalez-Gross, M.; Valtueña, J.; De Henauw, S.; 
Moreno, L.; Damsgaard, C.T.; Michaelsen, K.F.; 
Mølgaard, C.; et al. Vitamin D Deficiency in Europe: 
Pandemic? Am. J. Clin. Nutr. 2016, 103, 1033–
1044, doi:10.3945/ajcn.115.120873.
5. Siddiqee, M.H.; Bhattacharjee, B.; Siddiqi, 
U.R.; MeshbahurRahman, M. High Prevalence 
of Vitamin D Deficiency among the South Asian 
Adults: A Systematic Review and Meta-Analysis. 
BMC Public Health 2021, 21, 1823, doi:10.1186/
s12889-021-11888-1.
6. Nutrients | Free Full-Text | A Narrative 
Review of the Evidence for Variations in Serum 
25-Hydroxyvitamin D Concentration Thresholds 
for Optimal Health Available online: https://www.
mdpi.com/2072-6643/14/3/639 (accessed on 29 
February 2024).



-45-Rwanda Medical Journal, Vol. 81, no. 2, p. 36-46, 2024. https://dx.doi.org/10.4314/rmj.v81i2.5

Yenny et al. Blood vitamin D levels in type-2 diabetes mellitus in Indonesia 

7. Vitamin D Deficiency 2.0: An Update on the 
Current Status Worldwide | European Journal of 
Clinical Nutrition Available online: https://www.
nature.com/articles/s41430-020-0558-y (accessed 
on 29 February 2024).
8. Holick, M.F.; Binkley, N.C.; Bischoff-Ferrari, H.A.; 
Gordon, C.M.; Hanley, D.A.; Heaney, R.P.; Murad, 
M.H.; Weaver, C.M.; Endocrine Society Evaluation, 
Treatment, and Prevention of Vitamin D Deficiency: 
An Endocrine Society Clinical Practice Guideline. 
J. Clin. Endocrinol. Metab. 2011, 96, 1911–1930, 
doi:10.1210/jc.2011-0385.
9. Farahmand, M.A.; Daneshzad, E.; Fung, T.T.; 
Zahidi, F.; Muhammadi, M.; Bellissimo, N.; 
Azadbakht, L. What Is the Impact of Vitamin D 
Supplementation on Glycemic Control in People 
with Type-2 Diabetes: A Systematic Review and 
Meta-Analysis of Randomized Controlled Trails. 
BMC Endocr. Disord. 2023, 23, 15, doi:10.1186/
s12902-022-01209-x.
10. Musazadeh, V.; Kavyani, Z.; Mirhosseini, 
N.; Dehghan, P.; Vajdi, M. Effect of Vitamin D 
Supplementation on Type 2 Diabetes Biomarkers: 
An Umbrella of Interventional Meta-Analyses. 
Diabetol. Metab. Syndr. 2023, 15, 76, doi:10.1186/
s13098-023-01010-3.
11. Molecular Epidemiology of Vitamin D Receptor 
Gene Variants | Epidemiologic Reviews | Oxford 
Academic Available online: https://academic.oup.
com/epirev/article/22/2/203/456955 (accessed 
on 29 February 2024).
12. Decker, C.J.; Parker, R. Diversity of Cytoplasmic 
Functions for the 3′ Untranslated Region of 
Eukaryotic Transcripts. Curr. Opin. Cell Biol. 1995, 
7, 386–392, doi:10.1016/0955-0674(95)80094-8.
13. Uitterlinden, A.G.; Fang, Y.; Van Meurs, J.B.J.; 
Pols, H.A.P.; Van Leeuwen, J.P.T.M. Genetics and 
Biology of Vitamin D Receptor Polymorphisms. 
Gene 2004, 338, 143–156, doi:10.1016/j.
gene.2004.05.014.
14. Environmental, Personal, and Genetic 
Determinants of Response to Vitamin D 
Supplementation in Older Adults - PubMed 
Available online: https://pubmed.ncbi.nlm.nih.
gov/24694335/ (accessed on 29 February 2024).
15. Yao, P.; Sun, L.; Lu, L.; Ding, H.; Chen, X.; Tang, 
L.; Xu, X.; Liu, G.; Hu, Y.; Ma, Y.; et al. Effects of 
Genetic and Nongenetic Factors on Total and 
Bioavailable 25(OH)D Responses to Vitamin D 
Supplementation. J. Clin. Endocrinol. Metab. 2017, 
102, 100–110, doi:10.1210/jc.2016-2930.
16. Mazahery, H.; von Hurst, P.R. Factors Affecting 

25-Hydroxyvitamin D Concentration in Response 
to Vitamin D Supplementation. Nutrients 2015, 7, 
5111–5142, doi:10.3390/nu7075111.
17. Hu, Z.; Tao, S.; Liu, H.; Pan, G.; Li, B.; Zhang, 
Z. The Association between Polymorphisms 
of Vitamin D Metabolic-Related Genes and 
Vitamin D3 Supplementation in Type 2 Diabetic 
Patients. J. Diabetes Res. 2019, 2019, e8289741, 
doi:10.1155/2019/8289741.
18. Xia, Z.; Hu, Y.; Han, Z.; Gao, Y.; Bai, J.; He, Y.; Zhao, 
H.; Zhang, H. Association of Vitamin D Receptor 
Gene Polymorphisms with Diabetic Dyslipidemia 
in the Elderly Male Population in North China. Clin. 
Interv. Aging 2017, 12, 1673–1679, doi:10.2147/
CIA.S145700.
19. Cavalcante, I.G. de M.; Silva, A.S.; Costa, M.J.C.; 
Persuhn, D.C.; Issa, C.I.; Freire, T.L. de L.; Gonçalves, 
M. da C.R. Effect of Vitamin D3 Supplementation 
and Influence of BsmI Polymorphism of the 
VDR Gene of the Inflammatory Profile and 
Oxidative Stress in Elderly Women with Vitamin 
D Insufficiency: Vitamin D3 Megadose Reduces 
Inflammatory Markers. Exp. Gerontol. 2015, 66, 
10–16, doi:10.1016/j.exger.2015.03.011.
20. AlFaqih, M.A. Association of Vitamin D Levels 
and Polymorphisms in Vitamin D Receptor with 
Type 2 Diabetes Mellitus Available online: https://
www.spandidos-publications.com/10.3892/
br.2022.1585 (accessed on 29 February 2024).
21. American Diabetes Association Standards 
of Medical Care in Diabetes-2022 Abridged for 
Primary Care Providers. Clin. Diabetes Publ. Am. 
Diabetes Assoc. 2022, 40, 10–38, doi:10.2337/
cd22-as01.
22. Holick, M.F. The Vitamin D Deficiency 
Pandemic: Approaches for Diagnosis, Treatment 
and Prevention. Rev. Endocr. Metab. Disord. 2017, 
18, 153–165, doi:10.1007/s11154-017-9424-1.
23. Nimitphong, H.; Holick, M.F. Vitamin D 
Status and Sun Exposure in Southeast Asia. 
Dermatoendocrinol. 2013, 5, 34–37, doi:10.4161/
derm.24054.
24. Sung, C.-C.; Liao, M.-T.; Lu.; Wu, C.-C. 
Role of Vitamin D in Insulin Resistance. J. 
Biomed. Biotechnol. 2012, 2012, 634195, 
doi:10.1155/2012/634195.
25. Li, X.; Liu, Y.; Zheng, Y.; Wang, P.; Zhang, Y. The 
Effect of Vitamin D Supplementation on Glycemic 
Control in Type 2 Diabetes Patients: A Systematic 
Review and Meta-Analysis. Nutrients 2018, 10, 
375, doi:10.3390/nu10030375.
26. Seida, J.C.; Mitri, J.; Colmers, I.N.; Majumdar, 



Rwanda Medical Journal, Vol. 81, no. 2, p. 36-46, 2024. https://dx.doi.org/10.4314/rmj.v81i2.5 -46-

Yenny et al. Blood vitamin D levels in type-2 diabetes mellitus in Indonesia 

S.R.; Davidson, M.B.; Edwards, A.L.; Hanley, D.A.; 
Pittas, A.G.; Tjosvold, L.; Johnson, J.A. 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, 
doi:10.1210/jc.2014-2136.
27. George, P.S.; Pearson, E.R.; Witham, M.D. 
Effect of Vitamin D Supplementation on Glycaemic 
Control and Insulin Resistance: A Systematic Review 
and Meta-Analysis. Diabet. Med. 2012, 29, e142–
e150, doi:10.1111/j.1464-5491.2012.03672.x.
28. Is Micro Evolution in Tropical Country Women 
Resulting Low 25(OH) Available online: https://
www.longdom.org /open-access/ is -micro-
evolution-in-tropical-country-women-resulting-
low-25ohd-level-a-cross-sectional-study-in-
indonesia-33467.html (accessed on 29 February 
2024).
29. Heaney, R.P. Vitamin D in Health and Disease. 
Clin. J. Am. Soc. Nephrol. CJASN 2008, 3, 1535–
1541, doi:10.2215/CJN.01160308.
30. Institute of Medicine (US) Committee to Review 
Dietary Reference Intakes for                    Vitamin 
D and Calcium Dietary Reference Intakes for 
Calcium and Vitamin D; Ross, A.C., Taylor, C.L., 
Yaktine, A.L., Del Valle, H.B., Eds.; The National 
Academies Collection: Reports funded by National 
Institutes of Health; National Academies Press 
(US): Washington (DC), 2011;

31. Al-Daghri, N.M.; Al-Attas, O.S.; Alkharfy, K.M.; 
Khan, N.; Mohammed, A.K.; Vinodson, B.; Ansari, 
M.G.A.; Alenad, A.; Alokail, M.S. Association 
of VDR-Gene Variants with Factors Related to 
the Metabolic Syndrome, Type 2 Diabetes and 
Vitamin D Deficiency. Gene 2014, 542, 129–133, 
doi:10.1016/j.gene.2014.03.044.
32. Usategui-Martín, R.; De Luis-Román, D.-A.; 
Fernández-Gómez, J.M.; Ruiz-Mambrilla, M.; 
Pérez-Castrillón, J.-L. Vitamin D Receptor (VDR) 
Gene Polymorphisms Modify the Response to 
Vitamin D Supplementation: A Systematic Review 
and Meta-Analysis. Nutrients 2022, 14, 360, 
doi:10.3390/nu14020360.
33. Ross, A.C.; Manson, J.E.; Abrams, S.A.; Aloia, 
J.F.; Brannon, P.M.; Clinton, S.K.; Durazo-Arvizu, 
R.A.; Gallagher, J.C.; Gallo, R.L.; Jones, G.; et al. 
The 2011 Report on Dietary Reference Intakes 
for Calcium and Vitamin D from the Institute of 
Medicine: What Clinicians Need to Know. J. Clin. 
Endocrinol. Metab. 2011, 96, 53–58, doi:10.1210/
jc.2010-2704.
34. Alvina, A.; Immanuel, S.; Harbuwono, 
D.S.; Suyatna, F.D.; Harahap, A.; Prihartono, J.; 
Pusparini, P. Effect of Three and Six Months of 
Vitamin D Supplementation on Glycemic Control 
and Insulin Resistance in Type 2 Diabetes Mellitus: 
Randomized Placebo-Controlled Trial. Indones. 
Biomed. J. 2023, 15, 287–295, doi:10.18585/inabj.
v15i3.2370.


