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Abstract
Background Kidney damage in chronic kidney disease (CKD) 
disrupts the 1α-hydroxylase enzyme, preventing the conversion 
of vitamin D into the active form of calcitriol. To our knowledge, 
no previous studies have assessed calcitriol levels in children with 
CKD. Decreased vitamin D levels may occur at an early stage 
of the disease, so it is important to evaluate calcitriol levels in 
children with early stage CKD.
Objective To assess calcitriol levels in children with CKD accord-
ing to disease stage and other characteristics.
Methods This cross-sectional study was conducted on 43 pediat-
ric CKD patients at Dr. M Djamil Hospital, Padang, Indonesia. 
We recorded patient characteristics and performed laboratory 
tests, including routine hematology, blood urea nitrogen (BUN), 
creatinine, uric acid, electrolytes, calcium, and calcitriol levels. 
Based on estimated glomerular filtration rate (GFR), patients were 
grouped into either early-stage (stages I and II), or advanced-stage 
(stages III to V) CKD. Univariate and multivariate analyses were 
conducted to determine the association between calcitriol levels 
with disease stage and other characteristics.
Results The overall mean calcitriol level of our subjects was 
108.77 (SD 10.79) pmol/L. Mean levels at each CKD stage from 
I to V were 164.28 (SD 160.90), 94.14 (SD 50.63), 72.16 (SD 
13.18), 62.92 (SD 4.87), and 67.51 (SD 4.87) pmol/L, respectively.  
Calcitriol levels did not differ significantly by CKD stage 
(P=0.114) when each stage from I to V was considered sepa-
rately. There was no significant difference in calcitriol levels by 
growth characteristics (P=0.944), etiology (P=0.311), or anemic 
status (P=0.104). However, low calcitriol levels were found in all 
subjects with advanced stage CKD, compared to 63.6% subjects 
with early stage CKD  (P=0.004). Mean calcitriol levels were 
significantly lower in CKD stage IV (P=0.049) and stage V 
(P=0.027) compared to stage I.
Conclusions The decrease in calcitriol level occurs at an early stage 
in CKD. Calcitriol levels are significantly lower in advanced stage 
than in early stage CKD. [Paediatr Indones. 2022;62:318-23; 
DOI: https://doi.org/10.14238/pi62.4.2022.318-23 ].
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Chronic kidney disease (CKD) is a global 
public health problem, with a worldwide 
prevalence of 9.1% in 2017.1 Chronic 
kidney disease is characterized by kidney 

damage or a progressive decline in kidney function 
over time. The Kidney Disease Improving Global 
Outcomes (KDIGO) guidelines define CKD as an 
abnormality in kidney structure and/or function, 
lasting for ≥ 3 months, that impacts health. CKD is 
categorized into stages from I to V, indicating disease 
progression based on glomerular filtration rate (GFR).2

The clinical features of CKD in children and 
its long-term effects include growth disorders, 
hypertension, anemia, as well as bone mineralization 
disorders (chronic kidney disease-mineral bone 
disorders; CKD-MBD). Vitamin D plays an important 
role in the process of mineral and bone homeostasis 
in CKD-MBD. Kidney damage in CKD causes 
a decrease in phosphate clearance resulting in 
hyperphosphatemia, which causes a decrease in 
vitamin D and calcium. These changes cause 
suppression of 1α-hydroxylase enzyme activity, which 
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prevents the conversion of vitamin D into the active 
form 1,25(OH)2D3 (calcitriol).3

Most cases of pediatric CKD in Indonesia are 
detected at an advanced stage,4 including those 
in West Sumatra and its surroundings who seek 
treatment at Dr. M. Djamil Hospital, Padang, West 
Sumatera. In addition, due to sociocultural factors, 
most children wear school uniforms that cover most 
of their body, reducing sun exposure and leading to 
decreased vitamin D and increasing the risk of CKD-
MBD as CKD complications. There have been no 
previous studies to assess the active form of vitamin 
D, calcitriol, in children with CKD in West Sumatra. 
Therefore, we aimed to assess calcitriol levels in 
children with CKD and its association with various 
CKD stage. As a secondary outcome, we also aimed 
to assess the association between CKD and other 
disease characteristics. 

Methods

This cross-sectional study was conducted on 43 
pediatric CKD patients at Dr. M Djamil Hospital, 
Padang, West Sumatera, from March to October 
2020. Subjects were selected by consecutive sampling 
from patients aged 2-18 years with established CKD 
etiology. Patient characteristics were recorded. 
We collected 5 ml of venous blood, divided into 
two vacutainers, from all subjects. Measurements 
of hemoglobin, leukocytes, differential count, 
hematocrist, platelets, blood urea nitrogen (BUN), 
creatinine, uric acid, sodium, potassium, calcium, 
and blood glucose were done using 3 mL specimens 
at the laboratory of Dr. M. Djamil Hospital, Padang, 
West Sumatera. The remaining 2 mL specimens were 
centrifuged immediately at 3,000 rpm for 20 minutes 
to separate the serum. The serum was sent to the 
Biomedical Laboratory of Universitas Andalas within 
four hours of sampling for calcitriol measurements. 
Calcitriol levels were considered low when they were 
<108 pmol/L.5

Subjects’ weight and height were plotted into 
the WHO z-score chart for children aged ≤5 years 
and the CDC 2000 Chart for children aged >5 
years. Subjects were categorized normal weight when 
weight-for-length z-score was ≥ -2SD on the WHO 
Chart (age ≤5 years) or weight-for-length >90% and 

stature >3rd percentile on the CDC 2000 growth 
chart. Subjects who fell below those cut-off points 
were categorized as having failure to thrive. 

Anemia was defined as hemoglobin level  
≤11 g/dL. The stage of CKD was obtained from 
the estimated GFR calculation using the Schwartz 
formula.2 Stages I and II CKD (GFR ≥60 mL/
min/1.73m2) were categorized as early stage, while 
stages III, IV, and V CKD (GFR <60 mL/min/1.73m2) 
were categorized as advanced stage. Based on its 
etiology, CKD was classified as glomerular or non-
glomerular. Glomerular CKD included CKD caused 
by abnormalities that occur in the glomerulus, either 
primary or secondary. Non-glomerular CKD were 
those caused by causes of CKD outside the glomerulus. 

Numerical data were presented as mean and 
standard deviation (SD), while categorical data were 
presented as frequency and percentage. Bivariate 
analysis was done using the T-test, one-way ANOVA, 
Chi-square, and Fisher's exact tests. Data processing 
was done using SPSS version 22 (IBM, Armonk, New 
York). A P value of <0.05 was considered statistically 
significant. This study had been approved by the Ethics 
Committee of the Faculty of Medicine, Universitas 
Andalas, and the Ethics Committee of Dr. M. Djamil 
Hospital, Padang. Parents/guardians provided written 
informed consent after understanding the objective, 
procedures, and potential side effects of the study.

Results

Characteristics of the 43 pediatric CKD patients 
are shown in Table 1. The mean age of subjects 
was 10.91 (SD 3.41) years, with the majority aged 
>10 to 18 years (53.5%). More than half of subjects 
experienced growth failure (51.2%) and anemia 
(74.4%). Seventeen (39.5%) subjects had stage I 
CKD. Most subjects (74.4%) had glomerular etiology, 
and the most common etiology (55.8%) was steroid-
resistant nephrotic syndrome. Overall mean calcitriol 
level was 108.77 (SD 10.79) pmol/L.

Table 2 shows that there was no significant 
difference in calcitriol levels based on growth 
characteristics, etiology, or anemia (P>0.05). Subjects 
in stage I had the highest mean calcitriol levels [164.28 
(SD 160.90) pmol/L], while those in stage IV had the 
lowest [62.92 (SD 4.87) pmol/L]. One-way ANOVA 
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Table 1. Subject characteristics

Variables (N=43)

Gender, n (%)
Male
Female

22 (51.2)
21 (48.8)

Mean age (SD), years 10.91 (3.41)

Age by group, n (%)
2-5 years
>5 - 10 years
>10 -18 years

    3 (6.9)
  17 (39.6)
  23 (53.5)

Growth, n (%)
Failure to thrive
Normal

  22 (51.2)
  21 (48.8)

Anemia, n (%)
Yes
No

  32 (74.4)
  11 (25.6)

CKD staging, n (%)
Stage I
Stage II
Stage III
Stage IV
Stage V

  17 (39.5)
    5 (11.6)
    5 (11.6)
    6 (14.0)
  10 (23.3)

Etiology, n (%)
Glomerular
Non-glomerular

  32 (74.4)
  11 (25.6)

Chronic kidney disease etiology, n (%)
Post-streptococcal acute glomerulonephritis
Hydronephrosis
Urinary tract infection
Interstitial tubular necrosis
Polycystic kidney disease
Rapidly progressive glomerulonephritis
Renal tubular acidosis
Systemic lupus erythematosus
Steroid-resistant nephrotic syndrome
Acute nephritis syndrome

    1 (2.3)
    1 (2.3)
    7 (16.3)
    1 (2.3)
    1 (2.3)
    1 (2.3)
    1 (2.3)
    2 (4.7)
  24 (55.8)
    4 (9.3)

Outcomes, n (%)
Died
Survived

    7 (16.3)
  36 (83.7)

Mean calcitriol level (SD), pmol/L 108.77 (10.79)
	

revealed no significant difference in mean calcitriol 
level among CKD stages when stages I to V were 
grouped separately (P=0.114).

Table 3 shows that all advanced stage and 63.6% 
of early stage subjects had low calcitriol levels. Fisher's 
exact test revealed a significant difference in calcitriol 
levels between subjects in the early- and advanced 
stage groups (P=0.004). 

We compared calcitriol levels between different 
CKD stages using one-way ANOVA. Table 4 shows 
that calcitriol levels were statistically lower in stages 
IV (P=0.049) and V (P=0.027), compared to stage I.

Table 2. Calcitriol levels based on subject characteristics 
(N=43)

Variables Mean calcitriol level (SD), 
pmol/L 

P value

Failure to thrive
Yes
No

107.59 (50.49)
109.99 (81.71)

0.944*

Etiology
Glomerular
Non-glomerular

118.91 (25.72)
  79.23 (35.66)

0.311*

Anemia
Yes
No

118.76 (26.74)
  79.69 (22.66)

0.104*

CKD staging
Stage I
Stage II
Stage III
Stage IV
Stage V

  164.28 (160.90)
  94.14 (50.63)
  72.16 (13.18)
 62.92 (4.87)
 67.51 (7.59)

0.114$

*Independent sample T-test; $one-way ANOVA

Table 3. Calcitriol levels based on CKD stage group

Stage
Calcitriol level

P value
Low Normal  

Early stage, n(%)  14 (63.6) 8 (36.4) 0.004†

Advanced stage, n(%)  21 (100.0)   0

Total  35 (81.4) 8 (18.6)
†Fisher’s exact test

Discussion

In our study, there were more boys (51.2%) with CKD 
than girls. A previous study also had more boys in their 
study on the GFRs of 888 pediatric patients (62% boys 
and 38% girls). Gender was not significantly associated 
with the incidence of CKD or reduced GFR, but boys 
were more likely to suffer from kidney failure with 
non-glomerular etiologies, while glomerular etiologies 
were more common in girls.6 The higher incidence of 
CKD in boys may be associated with the etiology of 
congenital anomalies of the kidney and urinary tract 
(CAKUT), which is more prevalent in boys.7

The mean age of our subjects was 10.91 (SD 3.41) 
years. We used the CKD definition from KDIGO for 
children aged 2 years and up, so we limited our sample 
to subjects aged 2-18 years.7 The majority of subjects 
were over 10 years of age. The older age of our subjects 
may be explained by the most common etiology of 
CKD in this study being glomerular CKD (74.4%), 
mostly due to steroid-resistant nephrotic syndrome 
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Table 4. Comparison between calcitriol levels between CKD stages

CKD staging Stage II Stage III  Stage IV Stage V

Stage I 0.201 0.095 0.049‡ 0.027‡

Stage II 0.744 0.629 0.649

Stage III 0.886 0.936

Stage IV 0.933
‡significant difference

(55.8%). CAKUT etiology, which is associated with 
a younger age distribution, was found in a smaller 
proportion of our subjects. Lack of facilities for the 
early detection of structural kidney abnormalities, 
and the knowledge level of parents and healthcare 
workers, may lead to delays and misdiagnoses.

Most of our subjects had stage I CKD (39.5%), 
which would be expected, as most subjects had 
steroid-resistant nephrotic syndrome. The second 
most common CKD stage was stage V (23.3%). Pabuti 
et al. found that 50% of the pediatric CKD subjects 
in his study were in stage V. The large proportion of 
advanced stage CKD may have been due to lack of 
public awareness, such that patients usually consulted 
a physician late, or lack of competence among 
healthcare workers in the early detection of CKD in 
children.4

Slightly more than half of subjects had failure 
to thrive (51.2%), indicating that chronic nutritional 
disorders are common in children with CKD. Failure 
to thrive in children with CKD may be caused by 
several factors, including malnutrition, dehydration, 
hyponatremia, metabolic acidosis, uremia, anemia, 
renal osteodystrophy, and growth hormone resistance. 
Protein energy malnutrition is also commonly found 
in children with CKD.8  However, in this study, we did 
not seek to determine the definite cause of failure to 
thrive in our subjects, since data was collected only 
at one point in time.

The North American Pediatric Renal Trials and 
Collaborative Studies (NAPRTCS) reported an anemia 
prevalence of 73% in children with stage III, 87% in 
stage IV, and >93% in stage V CKD.9 In our study, 
74.4% of subjects had anemia. Factors contributing 
to anemia in CKD include decreased erythropoietin 
production, shortened red blood cell age, urea 
poisoning, severe hyperparathyroidism, iron and folic 
acid deficiency, and blood loss, the latter occurring 
especially in gastrointestinal disorders due to uremic 
gastritis.10

Delayed renal replacement therapy in end-stage 
renal disease has been associated with mortality and 
complications. Death occurs in approximately 4.8 
out of 100 children undergoing hemodialysis.11 The 
mortality rate in our study was higher, at 16.3%. Some 
studies suggested the  potential association between 
mortality and calcitriol levels. LLow calcitriol levels 
have been associated with mortality outcomes, 
impaired bone mineralization, and cardiovascular 
effects. A meta-analysis noted a 27% reduction in 
mortality risk in patients who received active vitamin 
D3/calcitriol therapy.12 However, in this study, we did 
not seek to find this association.

Our subjects’ mean calcitriol level was 108.77 
(SD 10.79) pmol/L, with a ranges from 55.2 to 548.9 
pmol/L. Our analysis revealed no significant difference 
in calcitriol levels and subject characteristics of growth 
status, CKD etiology, or anemia. Failure to thrive is 
a complication in about one-third of children with 
CKD. Failure to thrive in CKD is caused by reduced 
bone-forming minerals, reduced growth hormone, and 
complications of bone mineralization, including renal 
osteodystrophy. A previous study reported that among 
729 children with failure to thrive, 42.1% had vitamin 
D deficiency.13 In addition, another study reported 
that out of 43 patients with stage I to V CKD, 1 to 
5, 25% had a glomerular etiology, and 90% had low 
vitamin D. Vitamin D deficiency in CKD is caused by 
the loss of vitamin D-binding protein (DBP) through 
the urine.14 

In our study, glomerular etiologies were the smost 
common cause of CKD, but proteinuria and albumin 
levels were not recorded at the time of examination. 
CKD patients may experience a gradual decrease in 
calcitriol level and erythropoietin. Vitamin D may 
play a role in erythropoiesis. In CKD patients, the 
administration of active vitamin D has the effect 
of improving anemia and reducing the need for 
erythropoietin-stimulating agents (ESA). A study 
demonstrated that calcidiol and calcitriol deficiency 
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were associated with decreased hemoglobin levels and 
anemia in CKD.15

We found no significant differences in calcitriol 
levels across all CKD stages (Table 2). However, 
no standard consensus has been reached on the 
normal reference value of calcitriol levels in children. 
Ishimura et al.16 reported a mean calcitriol levels of 
18.8 (SD 9.2) pg/mL in non-dialyzed patients with 
CKD, using a reference value of 29 (SD 10) pg/mL or 
69.6 (SD 24) pmol/L. Giannakopoulos et al.17 used a 
calcitriol reference value of 70-400 pmol/L. Higgins 
et al.5 found that in 377 healthy children, calcitriol 
levels were 77-471 pmol/L for 0 to 1-year-old, 113-
363 pmol/L for 1-3-year-olds, and 108-246 pmol/L 
for 3-19-year-olds. Our subjects had a mean calcitriol 
level near the lower limit of the reference value for age. 

When subjects were grouped into early and 
advanced stage CKD, there was a significant difference 
in calcitriol level between the two groups (Table 
3). Decreased calcitriol levels were found in 63.6% 
subjects in the early stage group and in all subjects 
in the advanced stage group. In The Chronic Kidney 
Disease in Children (CKiD) multicenter cohort study 
on 586 children with GFR of 30-90 mL/min/1.73m2, 
28% had vitamin D [25(OH)D] deficiency. Calcitriol 
levels were significantly associated with serum 
25(OH)D levels. For every 10 ng/mL decrease of 
25(OH)D, calcitriol level decreased by 3 pg/mL. Other 
predictive factors associated with calcitriol levels were 
GFR value, FGF23 level, and proteinuria.18 

A previous study found a decrease in calcitriol 
level in early stage CKD before a significant increase 
in parathyroid hormone (PTH) level occurred. A 
decrease in calcitriol level was significantly correlated 
with GFR (P<0.0001) and with 25(OH)D level 
(P=0.0182), but there was no significant association 
between GFR and 25(OH)D3 (P=0.8932). In an 
analysis of hyperparathyroidism, in 49% of subjects, 
low calcitriol levels were associated with high intact 
PTH (iPTH) levels, while only 35% of low 25(OH)
D3 level were associated with high iPTH.19 This 
suggests that calcitriol may act as a determinant of 
secondary hyperparathyroidism, which is associated 
with complications of CKD-MBD in CKD patients.19

Our one-way ANOVA follow-up test comparing 
calcitriol levels between each CKD stage (Table 
4) showed that a decrease in calcitriol level had 
occurred at stage II, and at stages IV (P=0.049) and 

V (P=0.027) calcitriol levels were significantly lower 
than at stage I. The increase in FGF23 generally starts 
at a GFR below 70 mL/min/1.73m2 or at stage 2, and 
increases with decreased GFR. In the advanced stage, 
FGF23 concentration increases to 1,000 times above 
the normal range. This dramatic increase in FGF23 
is in line with a decrease in calcitriol production and 
the induction of secondary hyperparathyroidism.20

In conclusion, the decrease in calcitriol level 
starts at an early stage in CKD. There are significant 
differences in calcitriol levels between early and 
advanced stages of CKD. Clinicians and pediatricians 
should be aware of the impact of CKD on vitamin D 
status and calcitriol levels.

Conflict of interest

None declared.

Funding acknowledgement

The authors received no specific grants from any funding agency 
in the public, commercial, or not-for-profit sectors.

References

1. 	 Bikbov B, Purcell CA, Levey AS, Smith M, Abdoli A, Abebe 
M, et al. Global, regional, and national burden of chronic 
kidney disease, 1990-2017: a systematic analysis for the 
Global Burden of Disease Study 2017. Lancet. 2020;395:709-
33. DOI: https://doi.org/10.1016/S0140-6736(20)30045-3. 

2. 	 Warady BA, Chadha V. Chronic kidney disease in children: 
the global perspective. Pediatr Nephrol. 2007;22:1999-2009. 
DOI: https://doi.org/10.1007/s00467-006-0410-1. 

3. 	 Wesseling-Perry K, Salusky IB. Chronic kidney disease: mineral 
and bone disorder in children. Semin Nephrol. 2013;33:169-
79. DOI: https://doi.org/10.1016/j.semnephrol.2012.12.017. 

4. 	 Pabuti A, Sekarwana N, Trihono PP. Kelainan kardiovaskular 
pada anak dengan berbagai stadium penyakit ginjal kronik. 
Sari Pediatr. 2016;18:220. DOI: https://doi.org/10.14238/
sp18.3.2016.220-5. 

5. 	 Higgins V, Truong D, White-Al Habeeb NMA, Fung AWS, 
Hoffman B, Adeli K. Pediatric reference intervals for 
1,25-dihydroxyvitamin D using the DiaSorin LIAISON XL 
assay in the healthy CALIPER cohort. Clin Chem Lab Med. 



Diska Yulia Trisiana et al.: Calcitriol levels and the stage of chronic kidney disease in children

Paediatr Indones, Vol. 62, No. 5, September 2022 • 323

2018;56:964-72. DOI: https://doi.org/10.1515/cclm-2017-
0767. 

6. 	 Bonnéric S, Karadkhele G, Couchoud C, Patzer RE, 
Greenbaum LA, Hogan J. Sex and glomerular filtration rate 
trajectories in children. Clin J Am Soc Nephrol. 2020;15:320-
9. DOI: https://doi.org/10.2215/CJN.08420719. 

7. 	 Becherucci F, Roperto RM, Materassi M, Romagnani 
P. Chronic kidney disease in children. Clin Kidney J. 
2016;9:583-91. DOI : https://doi.org/10.1093/ckj/sfw047. 

8. 	 Gupta A, Mantan M, Sethi M. Nutritional assessment in 
children with chronic kidney disease. Saudi J Kidney Dis 
Transpl. 2016;27:733-9. DOI : https://doi.org/10.4103/1319-
2442.185235. 

9. 	 Atkinson MA, Martz K, Warady BA, Neu AM. Risk for 
anemia in pediatric chronic kidney disease patients: a 
report of NAPRTCS. Pediatr Nephrol. 2010;25:1699-706.  
DOI: https://doi.org/10.1007/s00467-010-1538-6. 

10. 	 Sekarwana N, Pabuti A. Penyakit ginjal kronik. In: Rachmadi 
D, Sekarwana N, Garna H, Hilmanto D, editors. Buku ajar 
nefrologi anak. 3rd ed. Jakarta: Badan Penerbit IDAI; 2017. 
p. 609-23. 

11. 	 Adamczuk D, Roszkowska-Blaim M. Long-term outcomes 
in children with chronic kidney disease stage 5 over the last 
40 years. Arch Med Sci. 2017;13:635-44. DOI: https://doi.
org/10.1007/s00467-010-1538-6. 

12. 	 Duranton F, Rodriguez-Ortiz ME, Duny Y, Rodriguez M, 
Daurès JP, Argilés A. Vitamin D treatment and mortality 
in chronic kidney disease: a systematic review and meta-
analysis. Am J Nephrol. 2013;37:239-48. DOI: https://doi.
org/10.1159/000346846. 

13. 	 Selbuz S, Kırsaçlıoğlu CT, Kuloğlu Z, Yılmaz M, Penezoğlu 
N, Sayıcı U, et al. Diagnostic workup and micronutrient 
deficiencies in children with failure to thrive without 
underlying diseases. Nutr Clin Pract. 2019;34:581-8.  
DOI: https://doi.org/10.1159/000346846. 

14. 	 González EA, Sachdeva A, Oliver DA, Martin KJ. Vitamin D 
insufficiency and deficiency in chronic kidney disease: a single 
center observational study. Am J Nephrol. 2004;24:503-10. 
DOI: https://doi.org/10.1159/000081023. 

15. 	 Santoro D, Caccamo D, Lucisano S, Buemi M, Sebekova K, 
Teta D, et al. Interplay of vitamin D, erythropoiesis, and the 
renin-angiotensin system. Biomed Res Int. 2015;2015:145828. 
DOI: https://doi.org/10.1155/2015/145828. 

16. 	 Ishimura E, Nishizawa Y, Inaba M, Matsumoto N, Emoto M, 
Kawagishi T, et al. Serum levels of 1,25-dihydroxyvitamin 
D, 24,25-dihydroxyvitamin D, and 25-hydroxyvitamin D 
in nondialyzed patients with chronic renal failure. Kidney 
Int. 1999;55:1019-27. DOI: https://doi.org/10.1046/j.1523-
1755.1999.0550031019.x. 

17. 	 Giannakopoulos A, Efthymiadou A, Chrysis D. A case 
of vitamin-D-dependent rickets type 1A with normal 
1,25-dihydroxyvitamin D caused by two novel mutations of 
the CYP27B1 gene. Horm Res Paediatr. 2017;87:58-63. DOI: 
https://doi.org/10.1159/000446774. 

18. 	 Furth SL, Cole SR, Moxey-Mims M, Kaskel F, Mak R, 
Schwartz G, et al. Design and methods of the Chronic 
Kidney Disease in Children (CKiD) prospective cohort study. 
Clin J Am Soc Nephrol. 2006;1:1006-15. DOI: https://doi.
org/10.2215/CJN.01941205. 

19. 	 Levin A, Bakris GL, Molitch M, Smulders M, Tian J, Williams 
LA, et al. Prevalence of abnormal serum vitamin D, PTH, 
calcium, and phosphorus in patients with chronic kidney 
disease: results of the study to evaluate early kidney disease. 
Kidney Int. 2007;71:31-8. DOI: https://doi.org/10.1038/
sj.ki.5002009. 

20. 	 Pr ié  D,  Fr ied lander  G.  Rec iproca l  cont ro l  o f 
1,25-dihydroxyvitamin D and FGF23 formation involving the 
FGF23/Klotho system. Clin J Am Soc Nephrol. 2010;5:1717-
22. DOI: https://doi.org/10.2215/CJN.02680310. 


