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Abstract

Background: All-cause mortality in the population < 65 years is 30% higher in Glasgow than in equally deprived
Liverpool and Manchester. We investigated a hypothesis that low vitamin D in this population may be associated
with premature mortality via a systematic review and meta-analysis.

Methods: Medline, EMBASE, Web of Science, the Cochrane Library and grey literature sources were searched until
February 2012 for relevant studies. Summary statistics were combined in an age-stratified meta-analysis.

Results: Nine studies were included in the meta-analysis, representing 24,297 participants, 5,324 of whom died
during follow-up. The pooled hazard ratio for low compared to high vitamin D demonstrated a significant inverse
association (HR 1.19, 95% CI 1.12-1.27) between vitamin D levels and all-cause mortality after adjustment for
available confounders. In an age-stratified meta-analysis, the hazard ratio for older participants was 1.25 (95% CI
1.14-1.36) and for younger participants 1.12 (95% CI 1.01-1.24).

Conclusions: Low vitamin D status is inversely associated with all-cause mortality but the risk is higher amongst
older individuals and the relationship is prone to residual confounding. Further studies investigating the association
between vitamin D deficiency and all-cause mortality in younger adults with adjustment for all important
confounders (or using randomised trials of supplementation) are required to clarify this relationship.
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Background
The extent to which vitamin D deficiency may be im-
portant in explaining morbidity and mortality has re-
cently been a focus for research. The importance of
vitamin D for bone health and the prevention of rickets
is well-established; however, observational data suggest
that low levels are also associated with increased inci-
dence of chronic diseases including cardiovascular dis-
ease, cancer, type II diabetes and multiple sclerosis [1-8].
Four meta-analyses of observational studies have also
found an association with increased all-cause mortality
[9-12]. Most of the populations in the included studies
were elderly, limiting applicability to the wider popula-
tion. It is also possible that the associations between
vitamin D and mortality seen in observational studies
are due to confounding with, for example, obesity or re-
duced physical activity causing both reduced vitamin D
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and negative health outcomes. In addition, observational
associations may be due to reverse causality, whereby
vitamin D is reduced as a consequence of disease
processes. Those randomised controlled trials of vitamin
D supplementation that are available are largely confined
to elderly populations with pre-existing morbidity, for ex-
ample, following hip fracture and are therefore not general-
isable to either younger or pre-morbid populations.
The potential for vitamin D deficiency to explain

higher mortality, and in particular premature mortality,
is particularly relevant in Scotland. Vitamin D deficiency
has been postulated as one of many explanations for the
‘excess’ mortality (that is, the higher levels of mortality
not explained in terms of socio-economic circumstances)
seen in Scotland, particularly in Glasgow, compared to the
rest of the UK [13-18]. The vitamin D hypothesis is sup-
ported by evidence that deficiency is higher in Scotland
than in the rest of the UK and the links in observational
studies between low vitamin D levels and all age mortality
and various chronic diseases [19].
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Walsh et al. compared mortality data for Glasgow,
Liverpool and Manchester, three cities with comparable
histories of deindustrialisation, and with strikingly simi-
lar socio-economic profiles [20]. After adjustment for
any remaining differences in levels of area deprivation,
all-cause mortality was found to be 15% higher in
Glasgow. Premature mortality (defined as deaths under
65 years) was 30% higher, and higher still for ages 15–
45 years. Further evidence regarding the link between
vitamin D deficiency and premature mortality is there-
fore required to evaluate whether the relatively high
Scottish mortality rates may be in part explained by vita-
min D deficiency.
This study aims to establish whether there is evidence

of an association between vitamin D deficiency and pre-
mature mortality, and the potential for any association
to be due to confounding.

Methods
The systematic review was conducted according to the
guidelines set out in the PRISMA statement [21].

Inclusion criteria
Studies in all settings and countries and involving both
male and female participants were included. Although
the primary association of interest was the association
between vitamin D and premature mortality, no upper
age limit was specified in order that patterns of associ-
ation at different ages could be identified. As the associ-
ation of interest was between vitamin D and mortality in
the general population, studies in which participants
were selected on the basis of pre-existing illness were
excluded. No restrictions were imposed for language,
year of publication or duration of follow-up.
Randomised controlled studies, non-randomised con-

trolled studies and cohort studies were included if they
involved an appropriate population. Case–control, cross-
sectional, ecological and case series studies were ex-
cluded, as they were considered to be at high risk of
confounding. Studies which investigated the effects of
vitamin D supplementation but which did not report
vitamin D status, or which estimated vitamin D status
on the basis of reported sun exposure or dietary intake
were excluded, as these were felt likely to lack precision.
Only studies that reported on all-cause mortality were
included.

Search strategy
Ovid Medline, Embase, Web of Science and the
Cochrane library were searched until February 2012.
The search terms used are detailed in Additional file 1.
Duplicate results were removed using the reference
management system Refworks. Screening of search re-
sults on title, or title and abstract, were carried out
independently by two reviewers. Disagreements were re-
solved through discussion and reference to the inclusion
criteria. Where articles were available only in abstract
form, supplementary data were requested from the au-
thors by email.
In order to identify relevant grey literature, the same

search terms were entered in the British Library online
catalogue and the internet search engines Google and
Google scholar were searched using the terms “vitamin
D” and “mortality”. The first 400 results from each were
also screened independently by two reviewers.
Reference lists of relevant systematic reviews identified

were screened for additional articles. The journals in
which the main relevant studies were published were
hand searched for previously unidentified articles
(Additional file 1). Authors of the studies taken forward
for critical appraisal and of the main relevant systematic
reviews were contacted with requests for relevant un-
published data or research in progress.
For studies published in languages other than English,

an internet translation tool was used to facilitate screen-
ing. If further information was required, the author was
contacted with a request for translated material.

Critical appraisal
Studies which met the inclusion criteria were assessed
for bias and confounding using questions based on the
Critical Appraisal Skills Programme (CASP) tool for ap-
praisal of observational studies (Additional file 1) [22].
Critical appraisal was carried out independently by

two of three reviewers, blinded to the other’s results.
Where the recruitment methods or response rates
within a study were unclear, the protocol for the original
cohort study was accessed. Disagreements between the
reviewers were resolved by discussion.

Data extraction
The following data were extracted from the included
studies by one reviewer and checked by another and
recorded in a Microsoft Excel spreadsheet: year of publi-
cation; summary mortality measure and confidence
interval; study size; method used to quantify vitamin D
levels; average age of participants; average follow-up
time; mean 25OHD level within each category or quan-
tile; and the confounding variables adjusted for. Through
a combination of prior awareness and insight gained
while undertaking the literature review, we considered
that the most likely confounders in the relationship be-
tween 25OHD levels and all-cause mortality were age,
sex, ethnicity, season of measurement, smoking, physical
activity, BMI, socioeconomic status, chronic disease, use
of vitamin supplements and sun exposure. ‘Average’
follow-up time and age refers to the mean or median
values, as reported in the individual studies.



Rush et al. BMC Public Health 2013, 13:679 Page 3 of 9
http://www.biomedcentral.com/1471-2458/13/679
Analysis
As an initial descriptive analysis, we produced a
scatterplot of log hazard ratio for all-cause mortality
against the average 25OHD in each quantile or category
for each of the included studies. We then performed a
meta-analysis using Stata (v12.0) using a random effects
model to account for heterogeneity between studies. In
the included studies, hazard ratios for all-cause mortality
for different quantiles or categories of vitamin D were
compared to a reference group. The participants within
each category were treated as distinct study populations
and the hazard ratios entered separately into the meta-
analysis.
A meta-analysis of the log transformations of the haz-

ard ratios was carried out using the ‘metan’ command
within Stata [23,24]. Separate forest plots summarising
the effect sizes of the individual studies and the pooled
effect sizes were obtained for the adjusted and un-
adjusted hazard ratios. In order to assess whether the as-
sociation between 25OHD level and mortality was
different in older versus younger participants, a stratified
analysis was performed, producing separate pooled effect
sizes for studies with an average participant age under
and over 65 years. Previous research has suggested that
follow-up time may influence the ability to detect signifi-
cant effects between 25OHD and mortality, therefore a
stratified analysis was performed to assess the influence
of follow-up time on the effect size [25].
The standard error of the log hazard ratios was

calculated and a funnel plot was produced using the
‘metafunnel’ command to assess for publication bias
[26]. A more formal investigation of funnel plot
asymmetry due to small study effects was also
performed using Egger’s linear regression method, gen-
erated by the ‘metabias’ command to test whether there
was a linear association between the effect size and its
standard error [27].
Results
Search results
The PRISMA flow chart in Figure 1 summarises the re-
sults of the search process. The authors of the 11 articles
that were available in abstract form only were contacted
via email with a request for further information. One au-
thor could not be reached (mail undelivered). Of a fur-
ther 11 authors contacted, nine responded. Four of these
authors provided full-text versions of their papers, yield-
ing a further three articles suitable for critical appraisal.
Two articles were unobtainable either in abstract or full-
text format. The articles that were unobtainable or
available as abstracts only are listed in Additional file 1.
The breakdown of reasons for exclusion of full-text ar-

ticles is detailed in Additional file 1. Of the 34 studies
that were critically appraised, 23 were excluded.
Additional file 1 lists the reasons for exclusion.
Characteristics of studies included in the
systematic review
Eleven studies were included in the review. Of these,
nine were suitable for inclusion in the meta-analysis,
containing 24,297 participants. 5,324 deaths occurred
during follow-up. Table 1 lists the characteristics of the
included studies.
The majority of the included studies reported mortal-

ity outcomes in the form of relative hazard ratios for dif-
ferent quantiles or categories of 25OHD. Johansson et
al’s study did not fully report mortality outcomes or con-
fidence intervals for different 25OHD quantiles while
the study by Melamed et al. presented the outcome as a
mortality rate ratio, of which was incompatible with the
hazard ratios used in the other studies [33,34]. These
studies are included in the narrative review but were ex-
cluded from the meta-analysis. In all but one of the
other studies the quantile or category containing the
highest 25OHD levels were used as the reference group;
instead, Michaelsson et al. used the participants with
25OHD in the middle 10-90th centiles as a reference
group [35]. The hazard ratios for the participants in the
0-5th and 0-10th centiles were entered into the meta-
analysis but the hazard ratios for those in the upper cat-
egories (90th-100th centile and 95th-100th centile) were
omitted. This ensured that all the hazard ratios entered
into the meta-analysis measured effects in the same dir-
ection, i.e. comparison of mortality outcomes in individ-
uals with lower compared to higher vitamin D levels
within the same study population. Bates et al’s study
reported the hazard ratio for all-cause mortality for a
continuous increase in 25OHD only; Chris Bates and his
colleague Gita Mishra kindly recalculated the hazard ra-
tios for quartiles of 25OHD in order that this study
could be included in the meta-analysis [28,39].
Two studies (Melamed and Ginde) presented data

from the same cohort study. Ginde’s study was included
in the meta-analysis, Melamed’s study having been
already excluded [30].
Relationship between 25OHD level and all-cause mortality
Significantly raised hazard ratios for all-cause mortality
were seen at least in the lowest category or quantile of
25OHD compared to the reference category in all of the
studies. However, in the fully adjusted models, three of
the nine studies (Ford, Jia and Visser) did not find evi-
dence of a significant association between 25OHD and
all-cause mortality. No consistent differences were noted
in the confounding factors adjusted for by these studies
compared to the others.
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The relationships between 25OHD and all-cause mor-
tality in the individual studies are displayed visually in
the scatterplot matrix in Figure 2.
The fact that all but one of the studies used the

highest category or quantile as the reference category
suggests an a priori assumption that the true relation-
ship between 25OHD and all-cause mortality is inverse;
however, such a pattern is not seen consistently across
the studies. In fact, a non-linear relationship is seen in
six of the nine studies. In four of these studies, all-
cause mortality actually appears to be reduced in cat-
egories where 25OHD is lower than in the reference
group (Ford, Hutchinson (smokers), Jia and Visser).
Michaelsson et al’s study is the only one in which all-
cause mortality at higher levels of 25OHD is compared
to more moderate levels. In this study, mortality is
significantly elevated at both below the 10th and above
the 95th centiles, with the 10-90th centiles as the
reference group.
Figure 1 PRISMA 2009 Flow Diagram.
No consistent pattern was seen between the studies
containing younger participants compared to those with
an older population.

Synthesis of results
Using the unadjusted hazard ratios, the overall effect size
for all-cause mortality for the lowest quantile or category
of 25OHD compared to the reference category within
each study was 1.42 (95% confidence interval 1.30-1.55).
In the age-stratified analysis, the pooled effect size for
participants under 65 years was 1.30 (95% confidence
interval 1.16-1.46) and for those aged over 65 years was
1.50 (95% confidence interval 1.32-1.71) (Additional
file 1). The overall effect size for all-cause mortality
using the adjusted hazard ratios was 1.19 (95% confi-
dence interval 1.12-1.27). Stratified by age, the overall ef-
fect size was 1.12 (95% confidence interval 1.01-1.24) for
studies with participants with mean age under 65 years
and 1.25 (95% confidence interval 1.14-1.36) for those



Table 1 Characteristics of the studies included in the systematic reviews

Study Year Country Design Population Sample size Average age (years)a Response rate% Overall
representativeness
of populationb

Average follow-
up duration
(years) a

Bates [28] 2011 UK Prospective
cohort

Men and women aged ≥65y 1,054 Males 75.8 Females 77.3 36 Fair 13.5

Ford [29] 2011 USA Prospective
cohort

Men and women aged over 20
across USA

7,531 Mean 45–46 (by ascending
25OHD concentration)

80 (2001/2
sample), 76
(2003/4 sample)

Excellent Median 3.8

Ginde [30] 2009 USA Prospective
cohort

Men and women aged over 65
across USA

3,408 Mean 72–76 (by ascending
25OHD category)

60.1 Good Median 7.3

Hutchinson
[31]

2010 Norway Prospective
cohort

Men and women over age of 25
living in city of Tromso

Smokers – 2,410
Non-smokers –
4,751

Smokers – mean 57–58 (by
ascending 25OHD quartile).

78 Good Mean Smokers –
11.4 Non-
smokers 11.8

Non-smokers mean 59–61 (by
ascending 25OHD quartile)

Jia [32] 2007 UK Prospective
cohort

Men and women over age of 75
living in city of Aberdeen

398 Median 80 Men 25 Women
17

Fair Median 5.95

Johansson
[33]

2011 Sweden Prospective
cohort

Men aged 70–81 years living in
cities of Gothenburg, Malmo and
Uppsala

3,014 Mean 75 45 Fair 6

Melamed
[34]

2008 USA Prospective
cohort

Men and women aged over 20
across USA

13,331 Mean 41.0-46.7 (by 25OHD
quartile)

67.7 Excellent Median 8.7

Michaelsson
[35]

2010 Sweden Prospective
cohort

Men born during 1920–4 living
in city of Uppsala

1,194 Mean 71 73 Good Median 12.7

Semba [36] 2010 Italy Prospective
cohort

Men and women over 65 living
in Tuscany

1,155 Median 71–78 (by ascending
25OHD quartile)

90.3 Good 6.5

Virtanen [37] 2011 Finland Prospective
cohort

Middle aged men and women in
Eastern Finland

1,136 Mean 61–62 (by ascending
25OHD tertile)

Men – 85.6
Women – 78.4

Good 9.1

Visser [38] 2006 Netherlands Prospective
cohort

Men and women aged over 65
living in city of Amsterdam

1,260 No average given, all over 65,
recalculated as mean 70.2-78.5
by category

81.7 Good 6

a – mean or median specified where reported in original study.
b - based on recruitment method and response rate.
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over 65 years (Figure 3). No consistent pattern was seen
for effect size according to duration of follow-up using the
unadjusted or adjusted hazard ratios (Additional file 1).
Publication bias
The funnel plot of the logHRs against their standard errors
can be seen in Additional file 1. Asymmetry towards the
lower left region of the funnel plot suggests a lack of smaller
studies with negative effects (i.e. those that do not show a
reduction in all-cause mortality with increasing 25OHD
levels). This is supported by the results of Egger’s test, which
gives a p value of 0.04 suggesting that small study publica-
tion bias cannot be excluded. Note that only three studies
contained non-elderly participants which makes it difficult
to assess for publication bias in this subgroup.
In order to identify which factors within the studies

were associated with a larger effect size, a meta-
regression analysis was performed. Methodology and re-
sults are available as webmaterials; of note, increasing
age was associated with a larger hazard ratio though did
not remain significant after adjustment for multiple
1
1.

2
1.

4
1.

6
1.

8

0 50 100 150

.5
1

1.
5

2

20 40 60 80 100

.8
1

1.
2

1.
4

50 60

1
1.

5
2

2.
5

3

20 40 60 80 100 120

0
1

2
3

4

10 20 30 40 50 60

1
1.

5
2

2.
5

3

20 40

Bates Ford

Ginde Jia M

Midpoint of 25

Lo
g 

ha
za

rd
 r

at
io

(9
5%

 C
I)

Figure 2 Scatterplot matrix of relationship between 25OHD category
comparisons. In addition, the studies were highly
variable in their adjustment for potential confounders.
The impact of adjustment for the various confounders
on the overall effect size was also investigated via
metaregression; adjustment for socioeconomic status
and use of vitamin supplements were associated with a
significant increase in the overall hazard ratio but did
not remain significant in the multivariate analysis.
Discussion
Main finding of this study
The meta-analysis of 29 hazard ratios from nine studies
demonstrates a statistically significant increase in the
risk of all-cause mortality in individuals with low versus
high 25OHD (HR 1.42, 95% confidence interval 1.30-
1.55). After maximal adjustment for confounding
factors, the hazard ratio was attenuated but remained
significant (HR 1.19, 95% confidence interval 1.12-1.27).
In the age-stratified meta-analysis, the risk of all-cause
mortality was significantly increased in both older (HR
1.25, 95% confidence interval 1.14-1.36) and, to a lesser
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Figure 3 Forest plot displaying pooled effect of fully adjusted hazard ratios, stratified by age category.

Rush et al. BMC Public Health 2013, 13:679 Page 7 of 9
http://www.biomedcentral.com/1471-2458/13/679
extent, in younger participants (HR 1.12, 95% confidence
interval 1.01-1.24).

What is already known on this topic
The findings of this meta-analysis are consistent with pre-
vious systematic reviews that identified an inverse associ-
ation between 25OHD levels and mortality [9-12]. As in
the review by Zittermann et al., this relationship was not
observed at all concentrations and there appeared to be
no consistent pattern regarding at which concentrations
mortality was highest and lowest. For example, two of the
studies showed increased mortality at quartiles 1 and 3,
but not at quartile 2, suggesting non-linearity in the rela-
tionship. Only the study by Michaelsson et al. used
participants with 25OHD levels in the mid-range as a ref-
erence group, and in this study a U-shaped association
between 25OHD level and mortality was observed [35].

What this study adds
As far as we are aware, this is the only systematic review
and meta-analysis that has specifically investigated
whether the apparent association between low vitamin D
status and all-cause mortality is age-dependent. We
performed a comprehensive search strategy including an
extensive grey literature search, ensuring that all relevant
information should have been identified. We adhered to
strict inclusion criteria which ensured that only studies
that were representative of the general population were
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included, which enhances the generalisability of our
findings.

Limitations of this study
Several limitations of the review are acknowledged. Few
studies provided data for individuals aged less than
65 years and the results are based on aggregate data.
Availability of individual level data would have allowed
stratification of mortality outcomes by narrower age
bands. The possibility of publication bias is also ac-
knowledged (Additional file 1), although the funnel plot
suggests that the unpublished studies are likely to be
those in younger adults which do not support an inverse
relationship between 25OHD level and mortality and in-
clusion of these studies would therefore not alter the
conclusions of the meta-analysis.
All of the included studies were observational in de-

sign and thus have limited capacity to demonstrate
causal associations between vitamin D levels and all-
cause mortality, and do not inform on the question of
whether a change in vitamin D (e.g. through supplemen-
tation) changes mortality outcomes. None of the in-
cluded studies adjusted for all important confounding
factors; for example, four of the 11 included studies
made no adjustment for socioeconomic status making
residual confounding in the association between low
vitamin D and all-cause mortality likely.

Conclusions
In this systematic review and meta-analysis, we sought
to evaluate evidence of the association between vitamin
D and premature mortality. Although a significant in-
crease in all-cause mortality was found in study partici-
pants of all ages with low compared to higher 25OHD
levels, the pooled effect size was lower for studies with
participants with an average age of less than 65 years
compared to the studies containing older participants. In
the multivariate meta-regression analysis, increasing age
was associated with a statistically significant increase in
the predicted hazard ratio. Many of the included studies
failed to adjust for important confounding factors such as
socioeconomic status which makes residual confounding in
the relationship likely. At present, there is insufficient data
to conclude that there is an inverse association between
low vitamin D status and overall mortality in younger
adults. Further observational studies using younger partici-
pants and with adjustment for all important confounders
(or alternatively, using randomised trials of supplementa-
tion) are required to clarify this relationship.
The nature of Scotland’s higher levels of premature

mortality (compared to elsewhere in the UK) must also
be considered when attempting to draw conclusions
about the potential contribution of vitamin D deficiency.
Although cardiovascular disease and cancer remain
major contributors to Glasgow’s higher mortality relative
to Liverpool and Manchester, the majority of the ‘excess’
deaths under the age of 65 years are related to alcohol
and drugs, suicide and external causes (which include
violence and accidents) [20]. Increasing recognition of
the effects of vitamin D on cellular processes have gen-
erated many hypotheses regarding how deficiency may
be implicated in the pathogenesis of cardiovascular dis-
ease, cancer and other conditions. It seems less likely
however that a causal association between 25OHD levels
and road traffic accidents or drug-related deaths could
be considered plausible.

Additional file

Additional file 1: Webmaterials [40-42].

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
LR, GM and DW conceived of the study design. LR carried out the database
search. LR, GM and DW screened the search results and critically appraised
the relevant articles. DM provided advice and assistance with the meta-
analysis. All of the authors approved the final manuscript.

Author details
1NHS Greater Glasgow and Clyde, G12 0XH, Scotland. 2NHS Health Scotland,
Glasgow G2 2AF, Scotland. 3Glasgow Centre for Population Health, Glasgow
G2 4DL, Scotland. 4Institute of Health and Wellbeing, University of Glasgow,
Glasgow G12 8QQ, Scotland.

Received: 27 February 2013 Accepted: 3 July 2013
Published: 24 July 2013

References
1. Wang TJ, Pencina MJ, Booth SL, et al: Vitamin D deficiency and risk of

cardiovascular disease. Circulation 2008, 117(4):503–511.
2. Grandi NC, Breitling LP, Brenner H: Vitamin D and cardiovascular disease:

Systematic review and meta-analysis of prospective studies. Prev Med
2010, 51(3–4):228–233.

3. Elamin MB, Abu Elnour NO, Elamin KB, et al: Vitamin D and cardiovascular
outcomes: A systematic review and meta-analysis. J Clin End & Metab
2011, 96(7):1931–1942.

4. Mitri J, Muraru MD, Pittas AG: Vitamin D and type 2 diabetes: A systematic
review. Eur J Clin Nutr 2011, 65(9):1005–1015.

5. Gandini S, Boniol M, Haukka J, et al: Meta-analysis of observational studies
of serum 25-hydroxyvitamin D levels and colorectal, breast and prostate
cancer and colorectal adenoma. Int J Cancer 2011, 128(6):1414–1424.

6. Helzlsouer KJ, VDPP Steering C: Overview of the cohort consortium
vitamin D pooling project of rarer cancers. Am J Epidemiol 2010,
172(1):4–9.

7. Stolzenberg-Solomon RZ, Jacobs EJ, Arslan AA, et al: Circulating 25-
hydroxyvitamin D and risk of pancreatic cancer. Am J Epidemiol 2010,
172(1):81–93.

8. Scragg R: Vitamin D, and public health: An overview of recent research
on common diseases and mortality in adulthood. Public Health Nutr 2011,
14(9):1515–1532.

9. Autier P, Gandini S: Vitamin D supplementation and total mortality - a
meta-analysis of randomized controlled trials. Arch Intern Med 2007,
167(16):1730–1737.

10. Bjelakovic G, Gluud LL, Nikolova D, Whitfield K, Wetterslev J, Gluud C:
Vitamin D supplementation for prevention of mortality in adults.
Cochrane Database Syst Rev 2011, 7, CD007470. doi:10.1002/14651858.
CD007470.pub2.

http://www.biomedcentral.com/content/supplementary/1471-2458-13-679-S1.docx
http://dx.doi.org/10.1002/14651858.CD007470.pub2
http://dx.doi.org/10.1002/14651858.CD007470.pub2


Rush et al. BMC Public Health 2013, 13:679 Page 9 of 9
http://www.biomedcentral.com/1471-2458/13/679
11. Zittermann A, Iodice S, Pilz S, Grant WB, Bagnardi V, Gandini S: Vitamin D
deficiency and mortality risk in the general population: A meta-analysis
of prospective cohort studies. Am J Clin Nutr 2012, 95(1):91–100.

12. Schöttker B, Ball D, Gellert C, Brenner H: Serum 25-hydroxyvitamin D levels and
overall mortality. A systematic review and meta-analysis of prospective
cohort studies. Ageing Res Rev 2013, 12(2):708–718.

13. Gillie O: An explanation and a plan. Health Research Forum. Report. 2008. http://
www.healthresearchforum.org.uk/reports.html (accessed 2nd August, 2012).

14. McCartney G, Collins C, Walsh D, Batty D: Accounting for Scotland’s excess
mortality: Towards a synthesis. Glasgow Centre for Population Health. Report.
2011. http://www.gcph.co.uk/publications/238_accounting_for_scotlands_
excess_mortality_towards_a_synthesis (accessed 2nd August, 2012).

15. McLoone P, Boddy FA: Deprivation and mortality in Scotland, 1981 and
1991. BMJ 1994, 309(6967):1465–1470.

16. Leyland AH, Dundas R, McLoone P, Boddy FA: Cause-specific inequalities
in mortality in Scotland: Two decades of change. A population-based
study. BMC Public Health. 2007, 7:172.

17. Norman P, Boyle P, Exeter D, Feng Z, Popham F: Rising premature
mortality in the UK’s persistently deprived areas: only a Scottish
phenomenon? Soc Sci Med 2011, 73(11):1575–1584.

18. Hanlon P, Lawder RS, Buchanan D, et al: Why is mortality higher in
Scotland than in England and Wales? Decreasing influence of
socioeconomic deprivation between 1981 and 2001 supports the
existence of a ‘Scottish effect’. J Public Health 2005, 27(2):199–204.

19. Hyppönen E, Power C: Hypovitaminosis D in British adults at age 45 y:
Nationwide cohort study of dietary and lifestyle predictors. Am J Clin
Nutr 2007, 85(3):860–868.

20. Walsh D, Bendel N, Jones R, Hanlon P: It’s not ‘just deprivation’: Why do
equally deprived UK cities experience different health outcomes? Public
Health 2010, 124(9):487–495.

21. Moher D, Liberati A, Tetzlaff J, Altman DG, Prisma G: Preferred reporting
items for systematic reviews and meta-analyses: The PRISMA statement.
BMJ 2009, 339:b2535.

22. CASP tool for cohort studies. http://www.casp-uk.net/wp-content/uploads/2011/
11/CASP-Cohort-Study-Checklist-31.05.13.pdf (accessed 29th July 2013).

23. Harris RJ, Bradburn MJ, Deeks JJ, Harbord RM, Altman DG, Sterne JAC:
Metan: Fixed- and random-effects meta-analysis. Stata J 2008, 8(1):3–28.

24. Borenstein M, Hedges LV, Higgins JPT, Rothstein HR: Effect sizes based on
binary data (2 x 2 tables). In Introduction to meta-analysis.Wiley; 2009:33–38.

25. Szulc P, Claustrat B, Delmas PD: Serum concentrations of 17beta-E2 and
25-hydroxycholecalciferol (25OHD) in relation to all-cause mortality in
older men–the MINOS study. Clin Endocrinol (Oxf ) 2009, 71(4):594–602.

26. Sterne JAC, Harbord RM: Funnel plots in meta-analysis. J Stata 2004,
4(2):127–141.

27. Harbord RM, Higgins JPT: Meta-regression in stata. J Stata 2008,
8(4):493–519.

28. Bates CJ, Hamer M, Mishra GD: A study of relationships between bone-
related vitamins and minerals, related risk markers, and subsequent
mortality in older British people: The national diet and nutrition survey
of people aged 65 years and over. Osteoporosis Int 2012, 23(2):457–466.

29. Ford ES, Zhao G, Tsai J, Li C: Vitamin D and all-cause mortality among adults in
USA: Findings from the national health and nutrition examination survey
linked mortality study. Int J Epidemiol 2011, 40(4):998–1005.

30. Ginde AA, Scragg R, Schwartz RS, Jr Camargo CA: Prospective study of serum
25-hydroxyvitamin D level, cardiovascular disease mortality, and all-cause
mortality in older U.S. adults. J Am Geriatr Soc 2009, 57(9):1595–1603.

31. Hutchinson MS, Grimnes G, Joakimsen RM, Figenschau Y, Jorde R: Low
serum 25-hydroxyvitamin D levels are associated with increased all-
cause mortality risk in a general population: The Tromso study. Eur J
Endocrinol 2010, 162(5):935–942.

32. Jia X, Aucott LS, McNeill G: Nutritional status and subsequent all-cause
mortality in men and women aged 75 years or over living in the
community. Br J Nutr 2007, 98(3):593–599.

33. Johansson H, Oden A, Kanis J, et al: Low serum vitamin D is associated
with increased mortality in elderly men: MrOS Sweden. Osteoporosis Int
2012, 23(3):991–999.

34. Melamed ML, Michos ED, Post W, Astor B: 25-hydroxyvitamin D levels and
the risk of mortality in the general population. Arch Intern Med 2008,
168(15):1629–1637.
35. Michaelsson K, Baron JA, Snellman G, et al: Plasma vitamin D and mortality
in older men: A community-based prospective cohort study. Am J Clin
Nutr 2010, 92(4):841–848.

36. Semba RD, Houston DK, Bandinelli S, et al: Relationship of 25-hydroxyvitamin
D with all-cause and cardiovascular disease mortality in older community-
dwelling adults. Eur J Clin Nutr 2010, 64(2):203–209.

37. Virtanen JK, Nurmi T, Voutilainen S, Mursu J, Tuomainen TP: Association of
serum 25-hydroxyvitamin D with the risk of death in a general older
population in Finland. Eur J Nutr 2011, 50(5):305–312.

38. Visser M, Deeg DJH, Puts MTE, Seidell JC, Lips P: Low serum concentrations
of 25-hydroxyvitamin D in older persons and the risk of nursing home
admission. Am J Clin Nutr 2006, 84(3):616–622.

39. Bates C, Mishra G: Updated hazard ratios for 25OHD and all-cause mortality,
data from the national diet and nutrition survey of people aged 65 years and
over. Personal communication; 2012.

40. Bergstrom A, Hsieh CC, Lindblad P, Lu CM, Cook NR, Wolk A: Obesity and
renal cell cancer–a quantitative review. Br J Cancer 2001, 85:984–990.

41. Gagnier J, Moher D, Boon H, Bombardier C, Beyene J: An empirical study
using permutation-based resampling in meta-regression. Syst Rev 2012,
1(1):18.

42. Hollis BW, Horst RL: The assessment of circulating 25(OH)D and 1,25(OH)
2D: Where we are and where we are going. J Ster Biochem Mol Biol 2007,
103(3–5):473–476.

doi:10.1186/1471-2458-13-679
Cite this article as: Rush et al.: Vitamin D and subsequent all-age and
premature mortality: a systematic review. BMC Public Health 2013 13:679.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.healthresearchforum.org.uk/reports.html
http://www.healthresearchforum.org.uk/reports.html
http://www.gcph.co.uk/publications/238_accounting_for_scotlands_excess_mortality_towards_a_synthesis
http://www.gcph.co.uk/publications/238_accounting_for_scotlands_excess_mortality_towards_a_synthesis
http://www.casp-uk.net/wp-content/uploads/2011/11/CASP-Cohort-Study-Checklist-31.05.13.pdf
http://www.casp-uk.net/wp-content/uploads/2011/11/CASP-Cohort-Study-Checklist-31.05.13.pdf

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Inclusion criteria
	Search strategy
	Critical appraisal
	Data extraction
	Analysis

	Results
	Search results
	Characteristics of studies included in the systematic review
	Relationship between 25OHD level and all-cause mortality
	Synthesis of results
	Publication bias

	Discussion
	Main finding of this study
	What is already known on this topic
	What this study adds
	Limitations of this study

	Conclusions
	Additional file
	Competing interests
	Authors’ contributions
	Author details
	References

