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Abstract

Background: Treatment of Atopic Dermatitis (AD) is still a challenge, with Narrow band (NB-UVB) considered to
be a corner stone. Calcidiol deficiency is one of the factors in the pathogenesis of AD, thus supplementation with
oral calcidiol is assumed to offer additional therapeutic option for such patients.

Aim of study: Was to assess the possible role of calcidiol in the treatment of AD whether it is induced by
phototherapy or given as an oral supplementation.

Patients and methods: 30 pediatric patients with AD were enrolled in this study and divided into 2 equal groups.
Group Ι patients received 24 sessions of NB- UVB and group ΙΙ patients received oral calcidiol (600 IU/day orally) for
2 months. A blood sample was taken and SCORAD index was assessed before and after treatment for all patients.
20 controls were also included.

Results: At baseline, the mean level of calcidiol was significantly lower in AD patients (92.53 ± 22.42 ng/ml) in
comparison to controls (132.18 ± 48.27 ng/ml) (P=0.005). Two months after therapy, both groups showed elevation
of calcidiol level with no statistical difference between them (P=0.66), and also improvement of SCORAD index with
no statistical difference between both groups (P=0.172).

Conclusion: The current study proves the suggested role of calcidiol deficiency in AD especially in the pediatric
group. In addition, it demonstrated the high efficacy of oral supplementation of calcidiol in the management of AD
children that was comparable to documented results of NB-UVB.
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Introduction
Atopic Dermatitis (AD) is a common inflammatory skin disease

characterized by immune activation, marked epidermal hyperplasia
and defective barrier function, reflecting underlying alterations in
kerationocyte differentiation [1,2].

Calcidiol is a fat-soluble prohormone steroid that has endocrine,
paracrine and autocrine functions [3]. Its incrimination in skin
diseases has been under the spot light in the recent years. Concerning
its relation with AD, animal studies, case reports, and randomized
clinical trials have suggested the role of calcidiol, through various
mechanisms including immunomodulation [4]. Furthermore, an
inverse relationship between the severity of AD and calcidiol levels has
been previously suggested, and studies have shown that, in individuals
with AD who are deficient in calcidiol, repletion of calcidiol results in
improvement and decreased severity of the disease [5-7]; a notion that
has been denied by others [8,9].

Despite the existence of numerous studies [5-12] tackling the
connection that might exist between calcidiol and AD, the value of

calcidiol in its treatment is far from clear. Adding to this, the proven
existence of calcidiol receptor (VDR) polymorphism in the Egyptian
population [13,14] gives more importance to studying the role of
calcidiol and to assess its possible role in the treatment of AD in
Egyptians; whether it is induced by phototherapy or given as an oral
supplementation.

Patients and Methods
The current prospective randomized case-control study was

conducted in the outpatient clinic Kasr Al-Ainy, Cairo University, after
the approval of the ethical committee of the Dermatology department.
A total of 30 children (4-18 years old) with a confirmed diagnosis of
AD, and 20 age and sex matched controls were included in this study.

AD patients with other dermatological and/or systemic diseases
were considered ineligible to be included. In addition, those patients
with any contraindication to receiving phototherapy in the form of
narrow band ultraviolet-B (NB-UVB) were also excluded. Oral
supplementation of calcidiol within 3 months prior to the study was
also considered an exclusion criterion. Patients were kept off any
topical treatment for AD apart from bland emollients for at least 2
weeks, and systemic treatment for at least 4 weeks prior to inclusion.
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After the signing of an informed consent by the parents/guardians,
all included patients were subjected to history taking, physical
examination and scoring of atopic dermatitis using the SCORAD
index [15]. Skin lesions were photographed using Sony Cyber shot
DSC-W570 Camera using the same settings for all patients.

A blood sample was retrieved from each patient for the
measurement of the calcidiol level using ELISA. Afterwards,
randomization using sealed envelope method was used to randomly
divide the patients into 2 groups.

1-Group Ι (Nb-UVB)
It included 15 patients, 6 males (40%) and 9 females (60%), whose

ages ranged from 5 to 14 years (mean of 8.00 years ± SD 2.51). Every
patient received 24 sessions of NB-UVB (3 sessions per week) for 2
months.

NB-UVB was delivered by an UV cabin (Waldmann GmbH,
Germany) equipped with an integrated UV photometer, having 16
TL-01/100W fluorescent lamps producing NB-UVB with a peak
emission at 311 nm. Initial dosage and subsequent increments were
dependent on the minimal erythema dose.

2-Group ΙΙ (Oral calcidiol)
It included 15 patients, 8 males (53.3%) and 7 females (46.7%),

whose ages ranged from 4 to 11 years (mean of 7.80 years ± SD 2.18).
Every patient received oral calcidiol (600 IU/day orally) for 2 months,
being the recommended daily allowance [16].

While on treatment, all patients were instructed to avoid any other
topical or systemic therapy for AD apart from bland emollients and
anti-histamines when needed.

At the end of the treatment plan (2 months), SCORAD index was
re-evaluated for all patients in both groups. In addition, another blood
sample was retrieved for the assessment of the calcidiol level after
treatment.

Measurement of the calcidiol level
A blood sample was taken and the level of calcidiol was measured in

serum using ELISA kit. The kit was provided by USCN life science Inc
(Houston, USA).

This assay is a competitive inhibition enzyme immunoassay
procedure. The microplate was coated by monoclonal antibody specific
to hydroxycalcidiol3. There is competitive inhibition reaction between
biotin labeled HVD3 analogues and unlabeled antigen (Standards or
samples) with the pre-coated antibody. Avidin conjugated to
Horseradish Peroxidase is added. After addition of the substrate
solution, the intensity of color is reverse proportional to the
concentration of HVD3 in the sample.

Statistical methods
Data were statistically described in terms of mean ± standard

deviation (± SD), median and range or frequencies (number of cases)
and percentages when appropriate. Comparison of numerical variables
between the study groups was done using Student t test for
independent samples in comparing 2 groups when normally
distributed and Mann Whitney U test for independent samples when
not normally distributed. Comparison of normally distributed

numerical variables between more than two groups was done using
one way analysis of variance (ANOVA) test with post hoc multiple 2-
group comparisons. Non-normal numerical variables between more
than two groups were compared using Kruskal Wallis test with post
hoc multiple 2-group comparisons. For comparing gender, Chi square
(χ2) test was performed. P values less than 0.05 was considered
statistically significant. All statistical calculations were done using
computer program SPSS (Statistical Package for the Social Science;
SPSS Inc., Chicago, IL, USA) release 15 for Microsoft Windows (2006).

Results
The current study included 30 AD patients and 20 age and sex

matched controls. Their demographic and clinical data are
summarized in Table 1.

Baseline evaluation
Prior to therapy, there was no significant difference in the SCORAD

index assessment between both groups (P=0.6) (Table 1).

The mean level of calcidiol was significantly lower in the AD
patients (mean 92.53 ng/ml ± SD 22.42 ng/ml) in comparison to the
controls (mean 132.18 ng/ml ± SD 48.27) (P=0.005). However, there
was no statistically significant difference between both AD groups
regarding the baseline mean level of calcidiol (P=0.86) (Table 1).

Group I Nb-UVB
(n=15)

Group II Oral
vitamin D (n=15)

Controls (n=20)

Age (years)
Range

5-14 4-11 4-16

Sex (number)

Males 6 8 9

Females 9 7 11

Calcidiol level
(ng/ml) Mean ±
SD

89.41 ± 21.63 96.23 ± 29.92 132.17 ± 48.26 *

SCORAD Mean ±
SD

48.7 ± 12.42 40.53 ± 7.88

Table 1: Demographic and clinical data of included subjects before
treatment (*; Calcidiol level is significantly lower in AD patients in
comparison to controls (P=0.005)).

Post-treatment evaluation
Two months after treatment, the SCORAD index significantly

decreased in both AD groups to reach 17.06 ± 10.94 in the NB-UVB
receiving group (P=0.001), and 11.17 ± 12.063 in the oral calcidiol
receiving group (P=0.001). There was no significant difference between
both groups regarding the final SCORAD index evaluation (P=0.172)
and the mean % of change in SCORAD index (P=0.548) (Tables 2, 3
and Figures 1, 2).
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Figure 1: AD patient (A), showing improvement after 2 months of
NB-UVB treatment (B).

In addition, the mean calcidiol level significantly increased in both
AD groups to reach 118.73 ± 27.59 ng/ml in group I (P= 0.001), and
146.48 ± 38.60 in group II (P=0.003). There was no statistical
significant difference between post-treatment mean calcidiol level in
both groups and that of the controls (132.18 ± 48.27 ng/ml), (P=0.666,
P=0.709) respectively. There was no significant difference between
both groups regarding the final mean calcidiol level evaluation
(P=0.094) and the mean % of change in mean calcidiol level (P=0.141)
(Table 2).

In group I, there was no significant correlation between the
cumulative dose of NB-UVB and both the SCORAD index and the
calcidiol level after treatment. Furthermore, no significant correlations
were detected between the severity of AD in the form of the SCORAD
index and the calcidiol level, whether before or after therapy in both
groups.

Figure 2: AD patient, showing improvement after 2 months of oral
calcidiol (B).

Discussion
The current study conducted on 30 AD patients and 20 age and sex

matched controls highlights the possible role played by calcidiol in the
complexity of AD. This incrimination has been shown by 2 ways, first

the significantly decreased level of calcidiol in AD patients in
comparison to the controls during the baseline assessment. Secondly, 2
months after therapy (NB-UVB or oral calcidiol supplementation), all
AD patients showed improvement that was evident via the significant
decrease in their SCORAD, along with the significant up rise in their
calcidiol levels.

Group I Nb-UVB
(n=15)

Group II Oral
vitamin D (n=15)

p value

Calcidiol level
(ng/ml) Mean ±
SD

118.73 ± 27.59 146.48 ± 38.60 0.09

% of Change in
Cacidiol level

36.16 ± 32.34 68.36 ± 58.69 0.141

SCORAD Mean ±
SD

17.06±10.93 11.17±12.06 0.172

% of change of
SCORAD

65.8 ± 16.89 67.87 ± 22.59 0.548

Table 2: Clinical data of included patients after treatment.

A recent meta-analysis handling 35 studies [2], demonstrated that
the depressed level of calcidiol in all age groups of AD patients
particularly in pediatric patients is a constant finding, a notion that our
study on AD Egyptian children comes in agreement with. The
consistency of such a finding in a large number of studies [5-7,17-22],
confirms that the low level of calcidiol in such a disease is not a
coincidence, and that calcidiol deficiency has a possible role in the
pathogenesis of AD.

The controversy in the serum level of calcidiol in AD patients is
mainly viewed among adult AD patients, where several studies showed
the non-significant alteration of calcidiol levels among patient and
control groups [8,9]. This raises the attention that pediatric AD
patients are more prone to be worsened with depressed calcidiol level
being the age group that may have an increased risk of allergen
penetration through the skin, specially that most allergies are initiated
in childhood [2].

Taking a step further, our study demonstrated that the elevations of
calcidiol, together with the improvement of the SCORAD, even though
not statistically correlated, were noted in our patients after 2 months of
therapy. Interestingly, this elevation and improvement was noted in
both groups (NB-UVB and oral calcidiol), with no significant
differences between them. This is of special importance as for the first
time oral supplementation of calcidiol was compared to NB-UVB in
the treatment of AD. It puts forefront the possibility of using oral
calcidiol in the management of AD patients, as it yielded results that
appeared to be comparable to that of NB-UVB that is regarded as the
most efficacious, well-tolerated treatment option for AD [2,23]. This
could be of particular value as it overcomes the compliance problem
that is commonly faced while using phototherapy [24], and has a
higher safety profile when the side effects of phototherapy [25], or even
topical steroids [26] are considered.

Calcidiol level

Before

Calcidiol level

After

p value SCORAD

Before treatment

SCORAD

After treatment

p value
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Treatment (ng/dl) Treatment (ng/dl)

Group I:

Nb-UVB

(n=15)

89.41 ± 21.63 118.73 ± 27.59 0.001 48.7 ± 12.42 17.06 ± 10.93 0.001

Group II:

Oral vitamin D

(n=15)

96.23± 29.92 146.48 ± 38.60 0.003 40.53 ± 7.88 11.17 ± 12.06 0.001

Table 3: Comparison between calcidiol level & SCORAD before & after treatment.

The use of oral calcidiol in the management of AD has been proven
before to be successful [9,22,27-30]. Two studies [29,30] enrolled
pediatric patients who had a history of AD, and both studies showed
that eczema area and severity index (EASI) was decreased after
calcidiol supplementation. Similar findings were shown by the others
[9,22,27,28] but with using the SCORAD.

Although this improvement was not correlated to calcidiol level in
our study, no other treatment lines were used, so it could be assumed
that the clinical improvement was related to the administration of
calcidiol. This lack of correlation could be explained by the
multifactorial nature of the disease, and the small sample size, or
calcidiol deficiency could be simply related to the disease pathogenesis
but not necessarily to disease severity as previously suggested [31].

Several ways could elucidate the value of calcidiol in improving AD.
First, Calcidiol decreases local and systemic inflammation, thus
modulating cytokine production and inhibiting T-helper cell (Th1)
proliferation, as well as Th17 cells [32]. Calcitriol, the active form of
calcidiol, seems to significantly decrease the secretion of IL-2, TNF-α
and IFN-γ by Th1 cells and that of IL-4 by Th2 cells [33]. Moreover, the
IFN-γ reduction would lead to a decreased expression of other
cytokines such as IL-31 and IL-33 and to the improvement of clinical
features such as spongiosis [34]. In fact IFN-γ is implicated in
keratinocyte apoptosis which leads to eczema and spongiosis in
patients with AD [35].

In addition, at the skin level, calcidiol acts through the suppression
of the inflammatory response, increasing anti-microbial peptides, and
promoting the integrity of the cutaneous barrier [36]. Furthermore it
reduces Toll-like receptor activation [37]. Therefore, calcidiol
deficiency might exacerbate AD via disturbed epidermal barrier
function and immunologic dysregulation with subsequent impaired
defense against infections [38].

Regarding the nb-UVB, and its well documented efficacy in the
treatment of AD [2,23], this study could not offer proof that the up-rise
of calcidiol is a direct mechanism by which this improvement in AD is
achieved by this phototherapeutic machine. This is because of the lack
of a correlation between the calcidiol level and the SCORAD of NB-
UVBreceiving patients. Still, non-existence of a correlation does not
necessarily mean its absence, and it could be attributed again to the
multifactorial nature of the disease, and the small sample size.

The improvement of clinical signs of atopic dermatitis by the NB-
UVBtreatment is well documented in literature [2,23,39,40] and is
explained by the different mechanisms of actions of nB-UVB. UVB can
improve the barrier function through increased expression of terminal
differentiation proteins (filaggrin and involucrin) and antimicrobial
peptides (AMPs) [41]. In addition, UVB has been shown to induce T-

cell apoptosis in atopic skin lesions [42], and to suppress major T-cell
pathways involved in AD pathogenesis namely the TH17/IL-23 and
Th1 pathways [43-46].

UVB also suppresses the pro-inflammatory cytokines IL-12, IL-2
and IFN-γ, and to a lesser extent TNF-α [44]. Furthermore, it has
immunomodulatory effects that lead to improvement of the
inflammatory skin diseases as AD [47]. Ultraviolet-B also induces
activation of AMPs, and induces calcidiol synthesis and subsequent
cathelicidin expression in skin [48] that protects the skin from
microbial infection.

In conclusion, the current study offers proof that supports the
postulated role of calcidiol deficiency in AD especially the pediatric
group. In addition, the current study demonstrated the high efficacy of
oral supplementation of calcidiol that approached that of the well
documented NB-UVB in the management of AD children. This opens
the door for such an affordable, easy to adhere to, safe line of treatment
to be used for such cases. Nevertheless, larger-scale clinical trials are
further needed to assess the effect of calcidiol treatment on AD
outcomes, and thereby reach a clear consensus. Furthermore,
combined treatments using both lines of therapy seem to be prudent to
be evaluated.

References
1. Boguniewicz M, Leung DY (2010) Recent insights into atopic dermatitis

and implications for management of infectious complications. J Allergy
Clin Immunol 125: 4-13.

2. Elias PM, Hatano Y, Williams ML (2008) Basis for the barrier abnormality
in atopic dermatitis: outside-inside-outside pathogenic mechanisms. J
Allergy Clin Immunol 121: 1337-1343.

3. Vanchinathan V, Lim HW (2012) A dermatologist's perspective on
vitamin D. Mayo Clin Proc 87: 372-380.

4. Mostafa WZ, Hegazy RA (2015) Vitamin D and the skin: Focus on a
complex relationship: A review. J Adv Res 6: 793-804.

5. Mutgi K, Koo J (2013) Update on the role of systemic vitamin D in atopic
dermatitis. Pediatr Dermatol 30: 303-307.

6. Heimbeck I, Wjst M, Apfelbacher CJ (2013) Low vitamin D serum level is
inversely associated with eczema in children and adolescents in Germany.
Allergy 68: 906-910.

7. Kim G, Bae JH (2016) Vitamin D and atopic dermatitis: A systematic
review and meta-analysis. Nutrition 32: 913-920.

8. Thuesen BH, Heede NG, Tang L, Skaaby T (2015) No association between
vitamin D and atopy, asthma, lung function or atopic dermatitis: a
prospective study in adults. Allergy 70: 1501-1504.

9. Samochocki Z, Bogaczewicz J, Jeziorkowska R, Sysa-JÄ™drzejowska A,
GliÅ„ska O, et al. (2013) Vitamin D effects in atopic dermatitis. J Am
Acad Dermatol 69: 238-244.

Citation: Youssef RM, Dorgham NA, Hegazy RA, Shaker O, Kotb S, et al. (2017) Estimation of Calcidiol Level in Serum of Atopic Dermatitis
Patients before and after NB-UVB Phototherapy in Comparison to Oral Vitamin D Therapy. J Clin Exp Dermatol Res 8: 417. doi:
10.4172/2155-9554.1000417

Page 4 of 5

J Clin Exp Dermatol Res, an open access journal
ISSN:2155-9554

Volume 8 • Issue 5 • 1000417

https://doi.org/10.1016/j.jaci.2009.11.027
https://doi.org/10.1016/j.jaci.2009.11.027
https://doi.org/10.1016/j.jaci.2009.11.027
https://dx.doi.org/10.1016%2Fj.jaci.2008.01.022
https://dx.doi.org/10.1016%2Fj.jaci.2008.01.022
https://dx.doi.org/10.1016%2Fj.jaci.2008.01.022
https://dx.doi.org/10.1016%2Fj.mayocp.2011.12.010
https://dx.doi.org/10.1016%2Fj.mayocp.2011.12.010
https://doi.org/10.1016/j.jare.2014.01.011
https://doi.org/10.1016/j.jare.2014.01.011
http://dx.doi.org/10.1111/j.1525-1470.2012.01850.x
http://dx.doi.org/10.1111/j.1525-1470.2012.01850.x
http://dx.doi.org/10.1111/all.12167
http://dx.doi.org/10.1111/all.12167
http://dx.doi.org/10.1111/all.12167
http://dx.doi.org/10.1016/j.nut.2016.01.023
http://dx.doi.org/10.1016/j.nut.2016.01.023
http://dx.doi.org/10.1111/all.12704
http://dx.doi.org/10.1111/all.12704
http://dx.doi.org/10.1111/all.12704
http://dx.doi.org/10.1016/j.jaad.2013.03.014
http://dx.doi.org/10.1016/j.jaad.2013.03.014
http://dx.doi.org/10.1016/j.jaad.2013.03.014


10. Kim MJ, Kim SN, Lee YW (2016) Vitamin D Status and Efficacy of
Vitamin D supplementation in Atopic Dermatitis: A Systematic Review
and Meta-Analysis. Nutrients 8: E789.

11. DÄ™biÅ„ska A, Sikorska-Szaflik H, Urbanik M, BoznaÅ„ski A (2015) The
role of vitamin D in atopic dermatitis. Dermatitis 26: 155-161.

12. Pacheco-Gonzalez RM, Garcia-Marcos PW, Garcia-Marcos L (2015)
Vitamin D and Atopic Dermatitis. Mini Rev Med Chem 15: 927-934.

13. Baroncelli GI, Bereket A E, Kholy M, Audì L, Cesur Y, et al. (2008)
Rickets in the Middle East: role of environment and genetic
predisposition. J Clin Endocrinol Metab 93: 1743-1750.

14. Bassil D, Rahme M, Hoteit M, Fuleihan Gel-H (2013) Hypovitaminosis D
in the Middle East and North Africa: Prevalence, risk factors and impact
on outcomes. Dermatoendocrinol 5: 274-298.

15. Bhor U, Pande S (2006) Scoring systems in dermatology. Indian J
Dermatol Venereol Leprol 72: 315-321.

16. Fuleihan Gel-H, Bouillon R, Clarke B, Chakhtoura M, Cooper C, et al.
(2015) Serum 25-Hydroxyvitamin D Levels: Variability, Knowledge Gaps,
and the Concept of a Desirable Range. J Bone Miner Res 30: 1119-1133.

17. El Taieb MA, Fayed HM, Aly SS, Ibrahim AK (2013) Assessment of
serum 25-hydroxycalcidiol levels in children with atopic dermatitis:
Correlation with scorad index. Dermatitis 24: 296–301.

18. Noh S, Park CO, Bae JM, Lee J, Shin JU, et al. (2014) Lower vitamin D
status is closely correlated with eczema of the head and neck. J Allergy
Clin Immunol 133: 1767-1770.

19. Wang SS, Hon KL, Kong AP, Pong HN, Wong GW, et al. (2014) Calcidiol
deficiency is associated with diagnosis and severity of childhood atopic
dermatitis. Pediatr. Allergy Immunol 25: 30-35.

20. Cheon BR, Shin JE, Kim YJ, Shim JW, Kim DS, et al. (2015) Relationship
between serum 25-hydroxyvitamin D and interleukin-31 levels, and the
severity of atopic dermatitis in children. Korean J Pediatr 58: 96-101.

21. Han TY, Kong TS, Kim MH (2015) Calcidiol status and its association
with the scorad score and serum LL-37 level in korean adults and
children with atopic dermatitis. Ann Dermatol 27: 10-14.

22. Di Filippo P, Scaparrotta A, Rapino D (2015) Vitamin D supplementation
modulates the immune system and improves atopic dermatitis in
children. Int Arch Allergy Immunol 166: 91-96.

23. Patrizi A, Raone B, Ravaioli GM (2015) Management of atopic dermatitis:
safety and efficacy of phototherapy. Clin Cosmet Investig Dermatol 8:
511-520.

24. Brownell J, Wang S, Tsoukas MM (2016) Compliance and phototherapy.
Clin Dermatol 34: 582-586.

25. Valejo Coelho MM, Apetato M (2016) The dark side of the light:
Phototherapy adverse effects. Clin Dermatol 34: 556-562.

26. Nagesh TS, Akhilesh A (2016) Topical Steroid Awareness and Abuse: A
Prospective Study among Dermatology Outpatients. Indian J Dermatol
61: 618-621.

27. Javanbakht MH, Keshavarz SA, Djalali M (2011) Randomized controlled
trial using vitamins E and D supplementation in atopic dermatitis. J
Dermatol Treat 22: 144-150.

28. Amestejani M, Salehi BS, Vasigh M (2012) Calcidiol supplementation in
the treatment of atopic dermatitis: A clinical trial study. J Drugs Dermatol
11: 327-330.

29. Sidbury R, Sullivan AF, Thadhani RI, Camargo CA Jr (2008) Randomized
controlled trial of calcidiol supplementation for winter-related atopic
dermatitis in Boston: A pilot study. Br J Dermatol 159: 245-247.

30. Camargo CA Jr, Ganmaa D, Sidbury R (2014) Randomized trial of
calcidiol supplementation for winter-related atopic dermatitis in children.
J Allergy Clin Immunol 134: 831.e1–835.e1.

31. Robl R, Uber M, Abagge KT, Lima MN, Carvalho VO (2016) Serum
Vitamin D Levels Not Associated with Atopic Dermatitis Severity. Pediatr
Dermatol 33: 283-288.

32. Bikle DD (2008) Vitamin D and the immune system: role in protection
against bacterial infection. Curr Opin Nephrol Hypertens 17: 348-352.

33. Rausch-Fan X, Leutmezer F, Willheim M (2002) Regulation of cytokine
production in human peripheral blood mononuclear cells and allergen-
specific Th cell clones by 1a,25-dihydroxycalcidiol3. Int Arch Allergy
Immunol 128: 33-41.

34. Seltmann J, Werfel T, Wittmann M (2013) Evidence for a regulatory loop
between IFN-Î³ and IL-33 in skin inflammation. Exp Dermatol 22:
102-107.

35. Rebane A, Zimmermann M, Aab A, Baurecht H, Koreck A, et al. (2012)
Mechanisms of IFN-Î³-induced apoptosis of human skin keratinocytes in
patients with atopic dermatitis. J Allergy Clin Immunol 129: 1297-1306.

36. Searing DA, Leung DY (2010) Vitamin D in atopic dermatitis, asthma
and allergic diseases. Immunol Allergy Clin North Am 30: 397-409.

37. Jeng L, Yamshchikov AV, Judd SE, Blumberg HM, Martin GS, et al. (2009)
Alterations in vitamin D status and anti-microbial peptide levels in
patients in the intensive care unit with sepsis. J Transl Med 7: 28.

38. Weiland SK, Hüsing A, Strachan DP, Rzehak P, Pearce N, et al. (2004)
Climate and the prevalence of symptoms of asthma, allergic rhinitis, and
atopic eczema in children. Occup Environ Med 61: 609-615.

39. Vähävihu K, Ala-Houhala M, Peric M (2010) Narrowband ultraviolet B
treatment improves calcidiol balance and alters antimicrobial peptide
expression in skin lesions of psoriasis and atopic dermatitis. Br J
Dermatol 163: 321-328.

40. Tintle S, Shemer A, Suárez-Fariñas M, Fujita H, Gilleaudeau P, et al.
(2011) Reversal of atopic dermatitis with narrow-band UVB
phototherapy and biomarkers for therapeutic response. J Allergy Clin
Immunol 128: 583-593.

41. Gambichler T, Skrygan M, Tomi NS (2006) Changes of antimicrobial
peptide mRNA expression in atopic eczema following phototherapy. Br J
Dermatol 155: 1275–1278.

42. Coven TR, Burack LH, Gilleaudeau R (1997) Narrowband UV-B
produces superior clinical and histopathological resolution of moderate-
to-severepsoriasis in patients compared with broadband UV-B. Arch
Dermatol 133: 1514–1522.

43. Piskin G, Koomen CW, Picavet D (2003) Ultraviolet-B irradiation
decreases IFN-gamma and increases IL-4 expression in psoriatic lesional
skin in situ and in cultured dermal T cells derived from these lesions. Exp
Dermatol 12: 172–180.

44. Piskin G, Sylva-Steenland RM, Bos JD, Teunissen MB (2004) T cells in
psoriatic lesional skin that survive conventional therapy with NB-UVB
radiation display reduced IFN-gamma expression. Arch Dermatol Res
295: 509–516.

45. Johnson-Huang LM, Suarez-Farinas M, Sullivan-Whalen M (2010)
Effective narrow-band UVB radiation therapy suppresses the IL-23/IL-17
axis in normalized psoriasis plaques. J Invest Dermatol 130: 2654–2663.

46. Walters IB, Ozawa M, Cardinale I (2003) Narrowband (312-nm) UV-B
suppress interferon gamma and interleukin (IL) 12 and increases
IL-4transcripts: differential regulation of cytokines at the single-cell level.
Arch Dermatol 139: 155–161.

47. Krutmann J, Morita A (1999) Mechanisms of ultraviolet (UV) B and UVA
phototherapy. J Investig Dermatol Symp Proc 4: 70-72.

48. Lehmann B, Genehr T, Knuschke P (2001) UVB-induced conversion of 7-
dehydrocholesterol to 1alpha, 25-dihydroxycalcidiol3 in an in vitro
human skin equivalent model. J Invest Dermatol 117: 1179-1185.

 

Citation: Youssef RM, Dorgham NA, Hegazy RA, Shaker O, Kotb S, et al. (2017) Estimation of Calcidiol Level in Serum of Atopic Dermatitis
Patients before and after NB-UVB Phototherapy in Comparison to Oral Vitamin D Therapy. J Clin Exp Dermatol Res 8: 417. doi:
10.4172/2155-9554.1000417

Page 5 of 5

J Clin Exp Dermatol Res, an open access journal
ISSN:2155-9554

Volume 8 • Issue 5 • 1000417

https://doi.org/10.3390/nu8120789
https://doi.org/10.3390/nu8120789
https://doi.org/10.3390/nu8120789
http://dx.doi.org/10.1097/DER.0000000000000128
http://dx.doi.org/10.1097/DER.0000000000000128
http://www.eurekaselect.com/131442/article
http://www.eurekaselect.com/131442/article
http://dx.doi.org/10.1210/jc.2007-1413
http://dx.doi.org/10.1210/jc.2007-1413
http://dx.doi.org/10.1210/jc.2007-1413
https://doi.org/10.4161/derm.25111
https://doi.org/10.4161/derm.25111
https://doi.org/10.4161/derm.25111
http://www.ijdvl.com/article.asp?issn=0378-6323;year=2006;volume=72;issue=4;spage=315;epage=321;aulast=Bhor
http://www.ijdvl.com/article.asp?issn=0378-6323;year=2006;volume=72;issue=4;spage=315;epage=321;aulast=Bhor
http://dx.doi.org/10.1002/jbmr.2536
http://dx.doi.org/10.1002/jbmr.2536
http://dx.doi.org/10.1002/jbmr.2536
https://doi.org/10.1097/DER.0000000000000010
https://doi.org/10.1097/DER.0000000000000010
https://doi.org/10.1097/DER.0000000000000010
http://dx.doi.org/10.1016/j.jaci.2014.02.038
http://dx.doi.org/10.1016/j.jaci.2014.02.038
http://dx.doi.org/10.1016/j.jaci.2014.02.038
https://doi.org/10.1111/pai.12167
https://doi.org/10.1111/pai.12167
https://doi.org/10.1111/pai.12167
https://doi.org/10.3345/kjp.2015.58.3.96
https://doi.org/10.3345/kjp.2015.58.3.96
https://doi.org/10.3345/kjp.2015.58.3.96
https://doi.org/10.5021/ad.2015.27.1.10
https://doi.org/10.5021/ad.2015.27.1.10
https://doi.org/10.5021/ad.2015.27.1.10
https://doi.org/10.1159/000371350
https://doi.org/10.1159/000371350
https://doi.org/10.1159/000371350
https://doi.org/10.2147/CCID.S87987
https://doi.org/10.2147/CCID.S87987
https://doi.org/10.2147/CCID.S87987
http://dx.doi.org/10.1016/j.clindermatol.2016.05.007
http://dx.doi.org/10.1016/j.clindermatol.2016.05.007
https://doi.org/10.1016/j.clindermatol.2016.05.005
https://doi.org/10.1016/j.clindermatol.2016.05.005
https://doi.org/10.4103/0019-5154.193666
https://doi.org/10.4103/0019-5154.193666
https://doi.org/10.4103/0019-5154.193666
https://doi.org/10.3109/09546630903578566
https://doi.org/10.3109/09546630903578566
https://doi.org/10.3109/09546630903578566
https://doi.org/10.1111/j.1365-2133.2008.08601.x
https://doi.org/10.1111/j.1365-2133.2008.08601.x
https://doi.org/10.1111/j.1365-2133.2008.08601.x
https://doi.org/10.1016/j.jaci.2014.08.002
https://doi.org/10.1016/j.jaci.2014.08.002
https://doi.org/10.1016/j.jaci.2014.08.002
http://dx.doi.org/10.1111/pde.12795
http://dx.doi.org/10.1111/pde.12795
http://dx.doi.org/10.1111/pde.12795
http://dx.doi.org/10.1097/MNH.0b013e3282ff64a3
http://dx.doi.org/10.1097/MNH.0b013e3282ff64a3
http://dx.doi.org/10.1111/exd.12076
http://dx.doi.org/10.1111/exd.12076
http://dx.doi.org/10.1111/exd.12076
http://dx.doi.org/10.1016/j.jaci.2012.02.020
http://dx.doi.org/10.1016/j.jaci.2012.02.020
http://dx.doi.org/10.1016/j.jaci.2012.02.020
https://dx.doi.org/10.1016%2Fj.iac.2010.05.005
https://dx.doi.org/10.1016%2Fj.iac.2010.05.005
https://doi.org/10.1186/1479-5876-7-28
https://doi.org/10.1186/1479-5876-7-28
https://doi.org/10.1186/1479-5876-7-28
https://dx.doi.org/10.1136%2Foem.2002.006809
https://dx.doi.org/10.1136%2Foem.2002.006809
https://dx.doi.org/10.1136%2Foem.2002.006809
https://doi.org/10.1111/j.1365-2133.2010.09767.x
https://doi.org/10.1111/j.1365-2133.2010.09767.x
https://doi.org/10.1111/j.1365-2133.2010.09767.x
https://doi.org/10.1111/j.1365-2133.2010.09767.x
https://doi.org/10.1016/j.jaci.2011.05.042
https://doi.org/10.1016/j.jaci.2011.05.042
https://doi.org/10.1016/j.jaci.2011.05.042
https://doi.org/10.1016/j.jaci.2011.05.042
https://doi.org/10.1111/j.1365-2133.2006.07481.x
https://doi.org/10.1111/j.1365-2133.2006.07481.x
https://doi.org/10.1111/j.1365-2133.2006.07481.x
https://jamanetwork.com/journals/jamadermatology/fullarticle/vol/133/pg/1514
https://jamanetwork.com/journals/jamadermatology/fullarticle/vol/133/pg/1514
https://jamanetwork.com/journals/jamadermatology/fullarticle/vol/133/pg/1514
https://jamanetwork.com/journals/jamadermatology/fullarticle/vol/133/pg/1514
http://onlinelibrary.wiley.com/doi/10.1034/j.1600-0625.2003.120208.x/abstract;jsessionid=0209D85966EB88533B6DC524BBAFBC58.f04t01
http://onlinelibrary.wiley.com/doi/10.1034/j.1600-0625.2003.120208.x/abstract;jsessionid=0209D85966EB88533B6DC524BBAFBC58.f04t01
http://onlinelibrary.wiley.com/doi/10.1034/j.1600-0625.2003.120208.x/abstract;jsessionid=0209D85966EB88533B6DC524BBAFBC58.f04t01
http://onlinelibrary.wiley.com/doi/10.1034/j.1600-0625.2003.120208.x/abstract;jsessionid=0209D85966EB88533B6DC524BBAFBC58.f04t01
https://doi.org/10.1007/s00403-004-0460-9
https://doi.org/10.1007/s00403-004-0460-9
https://doi.org/10.1007/s00403-004-0460-9
https://doi.org/10.1007/s00403-004-0460-9
https://doi.org/10.1038/jid.2010.166
https://doi.org/10.1038/jid.2010.166
https://doi.org/10.1038/jid.2010.166
http://jamanetwork.com/journals/jamadermatology/fullarticle/479187
http://jamanetwork.com/journals/jamadermatology/fullarticle/479187
http://jamanetwork.com/journals/jamadermatology/fullarticle/479187
http://jamanetwork.com/journals/jamadermatology/fullarticle/479187
https://doi.org/10.1046/j.0022-202x.2001.01538.x
https://doi.org/10.1046/j.0022-202x.2001.01538.x
https://doi.org/10.1046/j.0022-202x.2001.01538.x

	Contents
	Estimation of Calcidiol Level in Serum of Atopic Dermatitis Patients before and after NB-UVB Phototherapy in Comparison to Oral Vitamin D Therapy
	Abstract
	Keywords:
	Introduction
	Patients and Methods
	1-Group Ι (Nb-UVB)
	2-Group ΙΙ (Oral calcidiol)
	Measurement of the calcidiol level
	Statistical methods

	Results
	Baseline evaluation
	Post-treatment evaluation

	Discussion
	References


