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Abstract
Background/Objectives Vitamin D deficiency is common in adolescents but the optimal dosage regimen for correcting
deficiency is unknown. To test the safety and efficacy of two different vitamin D dosage regimens to correct vitamin D
deficiency in adolescents.
Subjects/Methods In this 12-month, double-blind, randomized placebo-controlled trial, 28 adolescents (serum 25 hydro-
xyvitamin D (25(OH)D) of 21 to 50 nmol/L) were randomly assigned to one of three groups: monthly (n= 9; vitamin D3
50,000 IU orally monthly plus three placebo tablets 3-monthly), 3-monthly (n= 9; 150,000 IU (3× 50,000 IU tablets) 3-
monthly and placebo orally monthly), or placebo (n= 10; placebo monthly and three placebo tablets 3-monthly). Serum 25
(OH)D was measured at baseline, 3, 6 and 12 months.
Results Two participants withdrew after their baseline measurement from the 3-monthly group. At 12 months, one parti-
cipant was deficient (≤50 nmol/L) in both the monthly and 3-monthly groups, whereas six out of ten in the placebo remained
deficient (P= 0.055). At 12 months, the average serum 25(OH)D levels for the monthly, 3-monthly and placebo groups
were 76.4, 64.7 and 49.7 nmol/L, respectively (P< 0.001 and P= 0.04 for differences between monthly and placebo groups
and 3-monthly and placebo groups respectively, after adjustment for age, sex and seasonal variation). Adherence was 100%
and adverse events were minor.
Conclusions Both 50,000 IU monthly and 150,000 IU 3-monthly of vitamin D3 safely and effectively corrects vitamin D
deficiency in adolescents. These data provide treatment options which can be used by health practitioners to tailor vitamin D
dosage regiments according to patient preference and context.

Background

Fractures are a major public health issue in older adults,
which lead to increased mortality and reduced quality of life
and create a substantial economic burden [1]. Of note,
childhood fractures are also common, occurring at a rate
comparable to fractures in older adults [2]. Low bone

mineral density (BMD) is a major risk factor for fractures
throughout life [3–6]. In particular, adult BMD depends on
both peak bone mass (PBM, the maximum bone mass
attained in a person’s life) and the rate of bone loss after
PBM is achieved [7]. It is estimated that a 10% increase in
PBM could translate to a 50% reduction in the relative risk
of hip fracture in later life [8, 9] and 80–90% of PBM is
reached by late teenage years [10]. Therefore, optimising
bone acquisition in childhood could potentially reduce the
whole-life risk of fracture.

A modifiable risk factor affecting children’s bone health
is vitamin D deficiency (defined as serum 25-
hydroxyvitamin D (25(OH)D) <50 nmol/L [11]), which is
prevalent in children and adolescents [12]. This is readily
correctable with oral vitamin D supplementation but the
optimal dosage regimen of vitamin D supplementation to
correct vitamin D deficiency in children and adolescents
remains unknown. Poor adherence amongst this population
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may limit the effectiveness of correction [13]. In a small
study of adolescents, intermittent oral high dose vitamin D
supplementation (300,000 IU vitamin D3 given six-
monthly) demonstrated high compliance and safely and
effectively corrected vitamin D deficiency [14]. However,
while no adverse effects were reported in this pilot study,
recent data questions the safety of mega-dose therapy in the
elderly [15], thus it is important to determine the efficacy
and safety of lower vitamin D doses given more frequently.

Therefore, the aims of this study were to examine the
safety and efficacy of lower doses of intermittent vitamin D
supplementation (50,000 IU monthly and 150,000 IU
3-monthly) for correcting vitamin D deficiency in
adolescents.

Methods

Participants

This was a registered 12-month, double blind, placebo-
controlled parallel randomized controlled trial of inter-
mittent vitamin D supplementation for improving vitamin D
status in adolescents (ACTRN12613000700730). Partici-
pants were recruited from southern Tasmania through
general practices, advertising (e.g., Facebook) and word of
mouth. A total of 73 adolescents aged 15–17 years who
agreed to participate were screened for vitamin D deficiency
between 23 October 2013 and 12 March 2015, with most (n
= 67) screening undertaken in late-spring to early summer
of each year. Participants were included in the study if they
had mild to moderate vitamin D deficiency (serum 25-
hydroxyvitamin D (25(OH)D) between 12.5 and 50 nmol/L)
[11], with no clinical signs of rickets and no known severe
renal impairment, malabsorption, pregnancy or lactation.
For ethical reasons, adolescents who were screened to have
serum 25(OH)D < 12.5 nmol/L were referred to their gen-
eral practitioners for assessment and consideration of
treatment. The Tasmania Health & Medical Human
Research Ethics Committee (EC00337) approved this study
and both participants and their parents or guardian gave
written informed consent.

Randomization and intervention

Participants were randomly allocated 1:1 to one of three
intervention groups using computer generated block ran-
domization in blocks of six, with equal allocation ratios.
These were: the monthly group (one 50,000 IU vitamin D3
tablet was given orally every month and three placebo
tablets were given once every three months), the 3-monthly
group (three 50,000 IU vitamin D3 tablets were given once
every three months and one placebo tablet was given every

month), and the placebo group (one placebo tablet was
given every month and three placebo tablets were given
once every three months). Hence all participants took the
same number of tablets at monthly and 3-monthly intervals.
Allocation concealment was ensured by use of identical
inert placebo and a central automated allocation procedure.
The monthly and 3-monthly doses were dispensed in
separate containers with clear written instructions on each.
Monthly reminders were given to participants by text or
phone to encourage adherence.

Outcomes

The primary study outcome was proportion of adolescents
with vitamin D deficiency at the end of 12 months. We
measured serum 25(OH)D at baseline, three, six and twelve
months using the DiaSorin radioimmunoassay kit (DiaSorin
Corporation, Stillwater, MN) with a co-efficient of variation
of 2.5–5.5%. Participants were classified as vitamin D
deficient if their serum 25(OH)D levels were less than or
equal to 50 nmol/L [11]. Safety monitoring of serum cal-
cium (reference range 2.1–2.55 mmol/L) and phosphate
(reference range 0.80–1.45 mmol/L) was performed at three
months. Adherence was assessed by pill count at all follow
up visits.

Other factors

Height was measured using a stadiometer (The Leicester
height measure, Invicta Plastics Ltd, Oadby, England) and
weight by a single set of calibrated scales (Heine, Dover,
NH, USA) at baseline and 12 months. Body mass index was
calculated [weight (kg)/height [2] (m2)]. Sunlight exposure
was measured by questionnaire recording the time of daily
exposure during school days, weekends, and school holi-
days in both summer and winter. Categories are as follows:
1-less than two hours; 2-two to three hours; 3-three to four
hours and 4-greater than four hours. Total sun exposure was
calculated as the average of these categories, weighted by
the number of school days, weekends and holidays in
summer and winter. This measure correlates well with
actual exposure with polysulphone badges in teenage chil-
dren (r= 0.62) [16]. Tanner pubertal stage was measured
by five stages of pubertal development using drawings
made from Tanner’s photographs. This correlates highly
with actual examination (r= 0.63 for males and 0.81 for
females) [17].

Sample size

A sample size of 33 adolescents was derived based on our
previous pilot [14], as we expected near total correction of
vitamin D deficiency in supplementation groups and that
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only 16% of participants receiving placebo would correct
the deficiency [14]. Assuming a dropout rate of 10% and
with statistical significance set at p< 0.05 (two-tailed), we

had power of 0.85 to detect a difference of 70% in pre-
valence of deficiency between each vitamin D supple-
mented group and placebo i.e., between 10% of children
being deficient in the vitamin D groups and 80% of children
being deficient in the placebo group.

Statistical methods

The statistical analysis was similar to our previously pub-
lished study [14]. We tested the difference in proportions of
children who were no longer deficient at 12 months between
each vitamin D supplement group and placebo using Fish-
er’s exact test. We used mixed-effects linear regressions to
examine changes over time in serum 25(OH)D levels as a
continuous variable (intention-to-treat analysis). This
accounted for the within-subject correlation between mul-
tiple readings measured over time and examined the asso-
ciations between treatment groups and 25(OH)D levels. To
capture the seasonal variation, we fitted models in poly-
nomial time up to the fourth power, as well as an interaction
term (i.e., time by treatment arm). Participants were mea-
sured on a continuous timeline starting from the first vita-
min D measurement (October 2013) and ending by the last

Fig. 1 CONSORT flow diagram of participant flow through the trial

Table 1 Baseline characteristics by study group

Characteristic Placebo (n
= 10)

3-monthly
(n= 9)

Monthly (n
= 9)

P-value

Age (years) 16.5 (0.9) 16.8 (1.0) 16.4 (0.8) 0.71

Male, n (%) 6 (60) 2 (29) 1 (11) 0.08

Pubertal stage, n
(%)

3 2 (20) 1 (12) 2 (22)

4 5 (50) 4 (44) 2 (22) 0.75

5 3 (30) 4 (44) 5 (56)

Serum 25(OH)D
(nmol/L)

37.8 (9.4) 35.7 (7.5) 34.0 (10.6) 0.68

Body mass index
(kg/m2)

23.0 (3.8) 24.9 (5.8) 23.6 (5.4) 0.75

Sunlight
exposurea

1.9 (0.7) 1.7 (0.3) 1.5 (0.4) 0.37

Values are mean (standard deviation) unless otherwise stated
aWeighted average of categories (less than 2, 2–3, 3–4 or more than 4
h) over summer and winter (see text)
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12-months measurement (April 2016.) Each analysis was
adjusted for age and sex.

Results

The flow of the study participants is shown in Fig. 1. From
25 October 2013 to 17 December 2014, 73 adolescents aged
15–17 years agreed to participate in this study, of whom, 28
(38.4%) had mild to moderate vitamin D deficiency (defined
as serum 25(OH)D of 12.5 to 50 nmol/L) and were included
in the study. Nine were randomly allocated each to the
monthly and 3-monthly groups and ten to the placebo
group. Baseline age, BMI and serum 25(OH)D levels were
similar across the three intervention groups, but there was a
larger proportion of males in the placebo group (Table 1).

After baseline assessment, two participants withdrew
from the 3-monthly group. At 12 months, one participant
each was mildly deficient in both monthly (25(OH)D= 46
nmol/l) and 3-monthly (50 nmol/L) groups, whereas six in
the placebo remained deficient (Figure 2) (P= 0.055). At
12 months, the mean serum 25(OH)D levels for the
monthly, 3-monthly and placebo groups were 76, 65 and 50
nmol/L, respectively (P< 0.001 and P= 0.04 for differ-
ences between monthly and placebo groups and 3-monthly
and placebo groups respectively, after adjustment for age,
sex and seasonal variation) (Fig. 3). The difference between

one-monthly and three-monthly groups reached statistical
significance at 12 months (difference= 13.3 nmol/L, 95%
confidence interval: 0.02–26.6; P= 0.05).

One participant reported a face rash in the placebo group
that lasted for 12 days and one reported a mild headache in
the monthly group for one day. At three months, one par-
ticipant in the monthly group had a mild elevation of serum
calcium (serum calcium levels= 2.6 mmol/L compared to
upper limit of reference level of 2.55 mmol/L), and one
participant each had hyperphosphatemia in both monthly
and placebo groups (serum phosphorus levels= 1.47 and
1.53 mmol/L). No other adverse outcomes were detected.

Discussion

Both 50,000 IU vitamin D3 monthly (one 50,000 IU tablet
every month) and 150,000 IU 3-monthly (three 50,000 IU
tablets once every three months) of vitamin D3 effectively
and safely corrected mild to moderate vitamin D deficiency
in adolescents. The 50,000 IU monthly dose may be mar-
ginally more effective, doubling serum 25(OH)D levels
while 150,000 IU 3-monthly dose increased serum 25(OH)
D level by more than 80% over 12 months. Minor adverse
events were reported during the study. These data provide
treatment options that can be used by health practitioners to
tailor vitamin D dosage regiments according to patient
preference and context. Seen in conjunction with existing
evidence, our study’s results also support that recommen-
dations for correcting vitamin D deficiency in children
should include recommending a duration of supplementa-
tion of 12 months at a dosage level equivalent to a total of
600,000 IU per year.

In our previous study [14] intermittent high dose vitamin
D3 (300,000 IU 6-monthly) was effective in treating vita-
min D deficiency. This is important, as long-term adherence
to daily vitamin D supplementation is typically poor in
clinical practice. However, subsequent to the initiation of
that trial, data emerged questioning the potential safety of
high intermittent doses. For example, a randomised con-
trolled trial showed that annual high-dose oral vitamin D3
(500,000 IU) increased risk of falls and fractures in older
women [15]. This detrimental effect was mostly found three
months after the supplementation when serum 25(OH)D
levels experienced a huge fluctuation [15]. One explanation
is that the activity of enzymes regulating synthesis and
degradation of the active vitamin D metabolite (1,25-dihy-
droxyvitamin D) might be dysregulated by the wide fluc-
tuations in circulating 25-hydroxyvitamin D levels after
bolus dosing may, resulting in declined levels of this
metabolite in extra-renal tissues [18]. Thus, to better enable
clinicians to balance potential safety concerns with
improved adherence, it was desirable to test other regimens

Fig. 2 Individual participant serum 25(OH)D levels by intervention
group at each time point. Two or three participants had the same serum
25(OH)D levels at baseline (n= 2, 25(OH)D= 32 nmol/L), 3 (n= 3,
74 nmol/L), 6 (n= 2, 19 nmol/L) and 12 months (n= 2, 40 nmol/L) in
the placebo group; two had the same at baseline in the 3-monthly
group (35 nmol/L). Observations to the left of the vertical line are for
deficient individuals, defined as serum level less than 50 nmol/l
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using less high doses but that still allowed for intermittent
dosage to enhance adherence.

The fact that both 50,000 IU monthly and 150,000 IU 3-
monthly were highly effective for correcting deficiency
provides practitioners with useful treatment options to
manage vitamin D deficient adolescents. In particular, they
can tailor therapy to both patient preferences and the clinical
context, expecially where they percieve that adherence is at
risk of being poor. Adherence in adolescents completing the
study was 100% (except for the two dropouts at baseline) as
each dose was taken with monthly reminders via text or
phone. A high adherence rate is still likely to be achievable
with this dose interval, because a simple reminder can be
sent via the practice reminder system or using an APP
reminder [19]. Comparing with our previous pilot study
[14], this trial further supports that vitamin D3 dosage’s
equivalent to 300,000 IU over a six month period are a safe
and effective dosage for repletion without clinically
important hypercalcemia or any other adverse events.

The slightly greater effectiveness of the 50,000 IU
monthly dose compared to the 150,000 3-monthly dose
even though the cummulative dose of vitam D3 is the same
is probably mostly due to the shorter doage interval. Pub-
lished data documenting the response of serum 25(OH)D
levels after a single dose of 100,000 IU vitamin D shows
that serum 25(OH)D levels increase sharply until about two
weeks, then decline steadily to reach near baseline level by
about 100 days [20]. We postulate that participants in the 3-
monthly group are likely have a similar pattern and when

measured 3-months after their last dose their levels would
be approaching a nadir. However, in the monthly group, the
interval between last dose and testing was only one month,
so serum 25(OH)D levels most likely would have only
begun to decline back to baseline. Measurements at closer
time points are needed in further research to confirm this.

Dosing regimens from guidelines vary for children aged
1–18 year with different vitamin D status around the world
[21] and the optimal regimen is unclear. For example, for
children who are vitamin D deficient, the Endocrine Society
recommends an intake of 2000 IU/day of vitamin D2 or
vitamin D3 (though vitamin D3 is more preferable [22]) for
at least 6 weeks or 50,000 IU of vitamin D2 once a week for
at least 6 weeks to achieve a blood level of 25(OH)D above
75 nmol/L, followed by maintenance therapy of 600–1000
IU/d [23]. This gives a total yearly dose of between 277,000
and 622,000 IU, the upper limit of which is similar to that
provided in our two dosage regimens (600,000 IU over a
year) and would seem likely to raise vitamin D levels to
above 50 nmol/L by the end of 12 months. However, the
effectiveness seen in correcting vitamin D deficiency with
2000 oral IU daily vitamin D over 6 weeks in infant and
toddlers (on which this recommendation was in part based)
may not be as effective in older children given our results.
Moreover, in older children, the lower end of this recom-
mended dose may not be sufficient, as seen in our previous
study where correction of deficiency by 150,000 IU vita-
minn D given 6-monthly was suboptimal [14]. As another
example, in Australia the recommended dose to correct

Fig. 3 Average vitamin D levels by group over time, adjusting for
seasonal variation. To adjust for seasonal variation, participants were
measured on a continuous timeline starting from when the first base-
line vitamin D measurement was taken and ending when the last 12-
months measurement was taken. The study was carried out in the
southern hemisphere, hence, spring is from September to November,
summer is from December to February, autumn is from March to May

and winter is from June to August. The vertical lines intersecting the
curves in the figure indicate the average dates at which vitamin D
levels were measured at baseline, 3 months, 6 months and 12 months.
P-values were for the comparison between monthly and placebo
groups (listed first) and 3-monthly and placebo groups (listed second)
at these time points
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deficiency in children who are mildly deficient (30–49
nmol/L serum 25(OH)D) is 1000–2000 IU/day for 3 months
or a single dose of 150,000 IU given immediately, followed
by 1000–2000 IU/day for 6 months. For children who are
moderately to severely deficient (<30 nmol/L) recom-
mended doses are 1000–2000 IU for 6 months or
3000–4000 IU/day for 3 months, or 150 000 IU stat, then
repeated 6 weeks later [24]. In both situations ongoing
supplementation of 400 IU daily or 150,000 IU at the start
of autumn for children with ongoing risk factors for defi-
ciency is recommended. However, it seems uncertain that
the initial doses delivered over 3 or 6 months would be
optimal for correcting deficiency given the substantial fur-
ther increases in serum 25(OH)D observed from 6 to
12 months in our study, and the incomplete correction of
deficiency observed in a study of 210 schoolchildren aged
14–20 years. In that study supplementation of 50,000 IU
monthly or bi-monthly for five months increased serum
vitamin D levels but corrected deficiency in only 36 and
26% of girls respectively [25]. Another study [25, 26]
giving 12 months of supplementation with 60,000 IU
monthly of vitamin D reduced deficiency from 92.2% at
baseline to 2.6% after 12 months. Thus, on balance, we
propose that in children (but not infants and toddlers) with
mild to moderate vitamin D deficiency, supplementation
using a dosage regimen delivering a total of 600,000 IU
annually should be used and supplementation should be
given for at least one year at this level.

The optimal dosage interval is less certain. The half-life
of 25(OH)D3 has been determined by radio-isotope label-
ling only in small samples, but appears to be from 15 [27]
up to 27.5 days [28]. However, in healthy adults after a
single dose of 100,000 IU vitamin D3, it took over 50 days
for the serum25(OH)D level to drop by 50% from its peak
[20], suggesting that extended dosage intervals are feasible.
Nonetheless, we suggest from our data that extending
dosage intervals beyond one month may be less effective,
and given safety concerns in adults from high dose inter-
mittentt adminstration, that the risks and benefits of
extending dosage intervals beyond 3 months by using very
high doses would have to carefully assessed by the treating
practitioner before using such a regimen. This would have
to include consideration of the potential benefits of vitamin
D supplementation in children, which are demonstrable in
the case of rickets in severely deficient children [12], but
less clear for bone health [13] and other non-skeletal health
outcomes [24].

This study has some limitations. We fell slightly short of
our recruitment goal of 33 participants, but only two par-
ticipants were lost to follow-up and we were nonetheless
able to demonstrate large between-group differences that are
both clinically important and statistically significant. In
addition, while there was no evidence of any safety issues

rarer adverse outcomes may not be detectable in this small
sample.

Conclusion

Both 50,000 IU monthly and 150,000 IU 3-monthly doses
of vitamin D are safe and effective regimens to correct mild
to moderate vitamin D deficiency in adolescents likely
resulting with high adherence. These data provide treatment
options which can used by health practitioners to tailor
vitamin D dosage regiments according to patient preference
and context. Seen in conjunction with existing evidence, the
data also suggest that recommendations for correcting
vitamin D deficiency in children should include recom-
mending a duration of supplementation of 12 months, a
dosage interval of 3 months or less, and a dosage level
equivalent to a total of 600,000 IU per year.

Acknowledgements The researchers gratefully acknowledge the
RACGP Foundation for their support of this project, which was funded
jointly by the RACGP Foundation and Osteoporosis Australia.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

References

1. Cauley JA. Public health impact of osteoporosis. J Gerontol A
Biol Sci Med Sci. 2013;68:1243–51. https://doi.org/10.1093/
gerona/glt093

2. Jones G, Cooley HM. Symptomatic fracture incidence in those
under 50 years of age in southern Tasmania. J Paediatr Child
Health. 2002;38:278–83.

3. Lofthus CM, Osnes EK, Meyer HE, Kristiansen IS, Nordsletten L,
Falch JA. Young patients with hip fracture: a population-based
study of bone mass and risk factors for osteoporosis. Osteoporos
Int. 2006;17:1666–72. https://doi.org/10.1007/s00198-006-0176-0

4. Goulding A, Jones IE, Taylor RW, Williams SM, Manning PJ.
Bone mineral density and body composition in boys with distal
forearm fractures: a dual-energy x-ray absorptiometry study. J
Pediatr. 2001;139:509–15. https://doi.org/10.1067/mpd.2001.
116297

5. Clark EM, Ness AR, Bishop NJ, Tobias JH. Association between
bone mass and fractures in children: a prospective cohort study. J
Bone Miner Res. 2006;21:1489–95.

6. Marshall D, Johnell O, Wedel H. Meta-analysis of how well
measures of bone mineral density predict occurrence of osteo-
porotic fractures. BMJ. 1996;312:1254–9.

7. Hansen MA, Overgaard K, Riis BJ, Christiansen C. Role of peak
bone mass and bone loss in postmenopausal osteoporosis: 12 year
study. BMJ (Clin Res Ed.) 1991;303:961–4.

8. Hernandez CJ, Beaupre GS, Carter DR. A theoretical analysis of
the relative influences of peak BMD, age-related bone loss and
menopause on the development of osteoporosis. Osteoporos Int.
2003;14:843–7. https://doi.org/10.1007/s00198-003-1454-8

The optimal dosage regimen of vitamin D supplementation 539

https://doi.org/10.1093/gerona/glt093
https://doi.org/10.1093/gerona/glt093
https://doi.org/10.1007/s00198-006-0176-0
https://doi.org/10.1067/mpd.2001.116297
https://doi.org/10.1067/mpd.2001.116297
https://doi.org/10.1007/s00198-003-1454-8


9. Cummings SR, Black DM, Nevitt MC, Browner W, Cauley J,
Ensrud K, et al. Bone density at various sites for prediction of hip
fractures. The Study of Osteoporotic Fractures Research Group.
Lancet. 1993;341:72–5.

10. Bailey DA, McKay HA, Mirwald RL, Crocker PR, Faulkner RA.
A six-year longitudinal study of the relationship of physical
activity to bone mineral accrual in growing children: the uni-
versity of Saskatchewan bone mineral accrual study. J Bone Miner
Res. 1999;14:1672–9. https://doi.org/10.1359/jbmr.1999.14.10.
1672

11. Munns C, Zacharin MR, Rodda CP, Batch JA, Morley R,
Cranswick NE, et al. Prevention and treatment of infant and
childhood vitamin D deficiency in Australia and New Zealand:
a consensus statement. Med J Aust. 2006;185:268–72.

12. Winzenberg T, Jones G. Vitamin D and bone health in childhood
and adolescence. Calcif Tissue Int. 2013;92:140–50. https://doi.
org/10.1007/s00223-012-9615-4

13. Winzenberg T, Powell S, Shaw KA, Jones G. Effects of vitamin D
supplementation on bone density in healthy children: systematic
review and meta-analysis. BMJ. 2011;342:c7254 https://doi.org/
10.1136/bmj.c7254

14. Carnes J, Quinn S, Nelson M, Jones G, Winzenberg T.
Intermittent high-dose vitamin D corrects vitamin D deficiency in
adolescents: a pilot study. Eur J Clin Nutr. 2012;66:530–2. https://
doi.org/10.1038/ejcn.2011.204

15. Sanders KM, Stuart AL, Williamson EJ, Simpson JA, Kotowicz
MA, Young D, et al. Annual high-dose oral vitamin D and falls
and fractures in older women: a randomized controlled trial. Jama.
2010;303:1815–22.

16. Dwyer T, Blizzard L, Gies PH, Ashbolt R, Roy C. Assessment of
habitual sun exposure in adolescents via questionnaire--a com-
parison with objective measurement using polysulphone badges.
Melanoma Res. 1996;6:231–9.

17. Morris N, Urdy J. Validation of a self-administered instrument to
assess stage of adolescent development. J Youth Adolesc.
1980;9:271–80.

18. Vieth R. How to optimize vitamin D supplementation to prevent
cancer, based on cellular adaptation and hydroxylase enzymology.
Anticancer Res. 2009;29:3675–84.

19. Hammonds T, Rickert K, Goldstein C, Gathright E, Gilmore S,
Derflinger B. et al. Adherence to antidepressant medications: a

randomized controlled trial of medication reminding in college
students. J Am Coll Health: J ACH. 2015;63:204–8. https://doi.
org/10.1080/07448481.2014.975716

20. Ilahi M, Armas LA, Heaney RP. Pharmacokinetics of a single,
large dose of cholecalciferol. Am J Clin Nutr. 2008;87:688–91.

21. Dalle Carbonare L, Valenti MT, Del Forno F, Caneva E,
Pietrobelli A. Vitamin D: daily vs. monthly use in children and
elderly-what is going on? Nutrients 2017; 9. https://doi.org/10.
3390/nu9070652

22. Tripkovic L, Lambert H, Hart K, Smith CP, Bucca G, Penson S.
et al. Comparison of vitamin D2 and vitamin D3 supplementation
in raising serum 25-hydroxyvitamin D status: a systematic review
and meta-analysis. Am J Clin Nutr. 2012;95:1357–64. https://doi.
org/10.3945/ajcn.111.031070.

23. Holick MF, Binkley NC, Bischoff-Ferrari HA, Gordon CM,
Hanley DA, Heaney RP, et al. Evaluation, treatment, and pre-
vention of vitamin D deficiency: an Endocrine Society clinical
practice guideline. J Clin Endocrinol Metab. 2011;96:1911–30.
https://doi.org/10.1210/jc.2011-0385

24. Paxton GA, Teale GR, Nowson CA, Mason RS, McGrath JJ,
Thompson MJ, et al. Vitamin D and health in pregnancy, infants,
children and adolescents in Australia and New Zealand: a position
statement. Med J Aust. 2013;198:142–3.

25. Ghazi AA, Hosseinpanah F, M Ardakani E, Ghazi S, Hedayati M,
Azizi F. Effects of different doses of oral cholecalciferol on serum
25(OH)D, PTH, calcium and bone markers during fall and winter
in schoolchildren. Eur J Clin Nutr. 2010;64:1415–22.

26. Kuchay MS, Jevalikar GS, Mithal A, Mishra SK, Dang N.
Efficacy and safety of a single monthly dose of cholecalciferol
in healthy school children. J Pediatr Endocrinol Metab.
2016;29:413–6. https://doi.org/10.1515/jpem-2015-0187

27. Batchelor AJ, Watson G, Compston JE. Changes in plasma half-
life and clearance of 3H-25-hydroxyvitamin D3 in patients with
intestinal malabsorption. Gut. 1982;23:1068–71.

28. Jones KS, Assar S, Vanderschueren D, Bouillon R, Prentice A,
Schoenmakers I. Predictors of 25(OH)D half-life and plasma 25
(OH)D concentration in The Gambia and the UK. Osteoporos Int.
2015;26:1137–46. https://doi.org/10.1007/s00198-014-2905-0

540 F. Wu et al.

https://doi.org/10.1359/jbmr.1999.14.10.1672
https://doi.org/10.1359/jbmr.1999.14.10.1672
https://doi.org/10.1007/s00223-012-9615-4
https://doi.org/10.1007/s00223-012-9615-4
https://doi.org/10.1136/bmj.c7254
https://doi.org/10.1136/bmj.c7254
https://doi.org/10.1038/ejcn.2011.204
https://doi.org/10.1038/ejcn.2011.204
https://doi.org/10.1080/07448481.2014.975716
https://doi.org/10.1080/07448481.2014.975716
https://doi.org/10.3390/nu9070652
https://doi.org/10.3390/nu9070652
https://doi.org/10.3945/ajcn.111.031070
https://doi.org/10.3945/ajcn.111.031070
https://doi.org/10.1210/jc.2011-0385
https://doi.org/10.1515/jpem-2015-0187
https://doi.org/10.1007/s00198-014-2905-0

	The optimal dosage regimen of vitamin D supplementation for correcting deficiency in adolescents: a pilot randomized controlled trial
	Abstract
	Background
	Methods
	Participants
	Randomization and intervention
	Outcomes
	Other factors
	Sample size
	Statistical methods

	Results
	Discussion
	Conclusion
	Compliance with ethical standards

	ACKNOWLEDGMENTS
	References




