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Introduction. To study the prevalence of vitamin D deficiency in 
kidney stone formers and its predisposing factors and to assess 
the relationship between serum 25-Hydroxyvitamin D and urine 
metabolites.
Methods. Kidney stone formers were selected from the records of 
the kidney stone prevention clinic in Labbafinejad hospital, Tehran, 
Iran. Vitamin D deficiency was defined as 25-Hydroxyvitamin 
D < 20 ng/mL. The association between vitamin D deficiency and 
predisposing factors, serum, and urine metabolites was evaluated.
Results. In 1005 patients (66.4% men and 33.6% women), the 
prevalence of vitamin D deficiency was 44.8%. Vitamin D deficiency 
was more prevalent in patients under 50 years (P < .001) and 
patients with hyperparathyroidism (P < .05). The lowest prevalence 
of hyperparathyroidism was in the 25-Hydroxyvitamin D range 
of 40 to 49.9 ng/mL, followed by the range of 30 to 39.9 and 20 to 
29.9 ng/mL. Patients with vitamin D deficiency had lower serum 
creatinine (P < .02), lower 24-hour urine calcium (P < .01), and 
lower 24-hour urine oxalate (P < .05).
Conclusion. Iranian kidney stone formers have a relatively high 
prevalence of vitamin D deficiency. Our population seems to 
have different predisposing factors for vitamin D deficiency, i.e., 
higher prevalence among younger patients and no association 
between obesity and gender with vitamin D status. According to 
the parathyroid hormone, the favorable serum 25-Hydroxyvitamin 
D level was 20 to 49.9 ng/mL in our kidney stone formers.
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INTRODUCTION
Vitamin D deficiency (VDD) is a health issue 

worldwide.1 The prevalence of VDD varies 
in different countries, life stage groups, and 
disease conditions.1 During the last decade, the 
role of vitamin D in various medical conditions’ 
pathophysiology has received considerable 
attention. Vitamin D has a crucial role in calcium 
absorption, calcium hemostasis, bone health, and, 

subsequently, osteoporosis prevention.2 Besides, 
VDD is associated with the pathogenesis of different 
chronic diseases, such as diabetes (type 1 and 2) 
and various cancers.3 Assessment of the current 
situation and identification of its risk factors in 
each region is mandatory to prevent VDD.4

Current studies suggest that in the case of normal 
parathyroid hormone (PTH) levels, a minimum 
25(OH)D serum level of 20 ng/mL is sufficient for 
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optimal bone health and muscle function. However, 
the normal level of vitamin D is controversial, 
and some references recommend a minimum 
25(OH)D level of 30 ng/mL to minimize the risk 
of osteomalacia.5

Some studies have investigated vitamin D 
in kidney stone formers (KSFs) and reported a 
relatively high VDD prevalence in these patients.6-9 
There is no information regarding the prevalence of 
VDD in Iranian kidney stone formers. This study’s 
objective was to investigate the prevalence of VDD 
and its predisposing factors in patients with kidney 
stones. We also aimed to assess the relationship 
between serum 25(OH)D with metabolic risk factors 
in the serum and urine.

MATERIALS AND METHODS
This retrospective study was performed on 

KSF patients referred to the Labbafinejad Kidney 
Stone Prevention Clinic from March 2015 to May 
2019. All patients who were ≥ 18 years old and 
had undergone serum assessment for 25-hydroxy 
vitamin D (25(OH)D) were included in this 
study. Patients who had any chronic disease that 
could interfere with serum vitamin D (such as 
sarcoidosis), a history of chronic kidney disease, 
a known history of primary hyperparathyroidism 
(HPT), or consumed vitamin D supplements 
six months prior to serum measurements were 
excluded. Data was extracted from patients’ clinical 
records. The extracted data (including all variables 
and laboratory tests) was checked or recorded 
simultaneously. All investigations were carried 
out according to the guidelines of the Helsinki 
Declaration (Fortaleza, Brazil, October 2013). The 
Ethics Committee of the Urology and Nephrology 
Research Center of Shahid Beheshti University of 
Medical Sciences approved this study (ethic code, 
IR. SBMU.UNRC.1395.15).

Serum 25(OH)D and PTH measurements were 
performed according to our previous publication.10 
VDD was defined as serum 25(OH)D < 20 ng/
mL or < 50 nmol/L, according to the Institute of 
Medicine (IOM) recommendations in 2011.11 Serum 
PTH more than 65 pg/mL was considered as 
HPT.10 Primary hyperparathyroidism was defined 
as serum PTH > 65 pg/mL, coexisted with high 
or borderline high serum calcium, and sufficient 
25(OH)D levels.12 Twenty four-hour urine samples 
were analyzed in terms of urine volume, creatinine, 

urea, uric acid, phosphate, calcium, oxalate, citrate, 
sodium, potassium, and magnesium to determine 
the association between these factors and patients’ 
vitamin D status. 

Predisposing factors, including demographic 
charactrist ics  and body mass index (BMI), 
were gathered from patients’ records. BMI was 
categorized based on the World Health Organization 
definition into normal (BMI of 18.5 to 24.9 kg/m2), 
overweight (BMI of 25 to 29.9 kg/m2), and obese 
(BMI greater than 30 kg/m2).13 

Statistical analysis was performed using SPSS 
version 25.0 (IBM, Chicago, Illinois, USA), and 
graphs were plotted using GraphPad Prism version 
7.01 for Microsoft Windows (GraphPad Software, 
CA, USA). Continuous variables are reported as 
mean (standard deviation) and categorical data as 
frequency (percentage). The association between 
vitamin D status and the numeric variables was 
assessed using the Independent-Sample T-test. 
The Chi-square and Fisher exact tests were used 
to analyze the association between vitamin D and 
categorical variables. P value < .05 was considered 
statistically significant. 

RESULTS 
From patients referred to the Labbafinejad 

Kidney Stone Prevention Clinic during 2015 to 
2019, 1005 patients (667 men (66.4%) and 338 
women (33.6%)) met the eligibility criteria. The 
mean age of patients was 48.61 ± 12.77 years old, 
and most of the patients (75.6%) were from the 
capital of Iran, where the clinic is located. The 
mean serum 25(OH)D was 25.37 ng/mL (95% CI: 
24.27 to 26.47), with a median value of 21 ng/mL. 
Figure 1 shows the distribution of serum 25(OH)
D subgroups in our patients. The most frequent 
subgroup was 10 to 19.9 ng/mL, followed by 20 
to 29.9 ng/mL. The overall prevalence of VDD in 
the study population was 44.8% (450 out of 1005 
patients). 

Table  1  shows the  compar ison  between 
demographic and anthropometric data of KSFs 
among vitamin D deficient and vitamin D sufficient 
patients. As shown in the table, VDD was more 
prevalent in patients aged less than 50 years old 
than those aged over 50 (P < .001). The prevalence 
of VDD was not different between men and women. 
Neither BMI nor weight had any association with 
VDD. Considering serum PTH, patients with HPT 
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had a higher prevalence of VDD compared with 
patients with normal PTH (P < .05). Education and 
Marital status did not have any association with 
vitamin D status. 

Figure 2 depicts the mean serum 25(OH)D by 
age subgroups, clustered by gender. As shown in 
the figure, the mean serum 25(OH)D was higher in 
women in the subgroup with more than 70 years. 

Figure 1. Distribution of Serum 25-Hydroxyvitamin D Subgroups Among Kidney Stone Formers (The values on the Bars represents the 
number in each group)

Vitamin D Deficient Kidney 
Stone Formers

Vitamin D Sufficient Kidney 
Stone Formers P

Age, y
< 50 262 (50.6) 256 (49.4)

< .001
≥ 50 188 (38.6) 299 (61.4)

Gender
Women 145 (42.9) 193 (57.1) 

> .05
Men 305 (45.7) 362 (54.3) 

Weight, kg† 81.3 (14.1) 79.3 (14.9) > .05‡

BMI
Normal (18.5 to 24.9) 54 (45.8) 64 (54.2)

> .05Overweight (25 to 29.9) 138 (46.6) 158 (53.4)
Obese (≥ 30) 120 (49.4) 123 (50.6)

Serum PTH
Hyperparathyroidism 76 (49.7) 77 (50.3)

< .05
Normal PTH 213 (40.7) 310 (59.3)

Marital Status
Single 77 (44.5) 96 (55.5)

> .05
Married 373 (44.8) 459 (55.2)

Education
Illiterate 88 (41.9) 122 (58.1)

> .05Literate 279 (45.0) 341 (55.0)
Academic 83 (47.4) 92 (52.6)

Table 1. Comparing Demographic Variables Between Vitamin D Deficient and Vitamin D Sufficient Kidney Stone Formers (All values are 
number (percentage) and P values stand for Chi-square test unless otherwise mentioned.)

Abbreviations: BMI, body mass index; PTH, parathyroid hormone. 
†The values stand for mean (standard deviation).
‡The P value stands for Independent-Samples T test. 
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Such a difference was not noticeable in other age 
subgroups. 

Figure 3 shows the prevalence of HPT in 
subgroups of serum 25(OH)D status. Overall, the 
prevalence of HPT was 15.2% (153 out of 676 patients 
with serum PTH results). Considering serum 25(OH)
D status subgroups, a higher prevalence of HPT 
was seen in the subgroup with serum 25(OH)D 
of less than 10 ng/mL. The lowest prevalence of 
HPT was in the subgroup of 40 to 49.9 ng/mL, 
followed by the subgroups of 30 to 39.9 ng/mL, 
and 20 to 29.9 ng/mL. 

Table 2 compares the value of serum and 24-
hour urine metabolites between vitamin D deficient 
and sufficient patients. The results showed that 
serum creatinine was lower in vitamin D deficient 
patients (P < .05). Regarding 24-hour urine analyses, 
vitamin D deficient patients had lower 24-hour 
urine calcium (P < .05), and lower 24-hour urine 
oxalate (P < .05).

DISCUSSION
The pandemic of VDD has raised considerable 

concern because of the wide range of vitamin 

Figure 3. Prevalence of Hyperparathyroidism by Subgroups of Serum 25-Hydroxyvitamin D Status

Figure 2. Mean Serum 25-Hydroxyvitamin D by Age Subgroups, Clustered by Gender in the Study Population
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D’s biological actions in the body.1 Finding the 
predisposing factors and the high-risk population 
for VDD could help to treat and prevent it. As 
mentioned earlier, there is a controversy regarding 
the VDD definition.5 We defined VDD as serum 
25(OH)D level of less than 20 ng/mL. Therefore, 
here we only presented the results of studies that 
used the same definition for VDD as in our study. 

The prevalence of VDD was 44.8% in our 
patients. This value is a relatively high prevalence 
regarding previous studies on kidney stone 
formers, which reported a range of 18.9 to 56% 
for VDD prevalence.6-8, 14,15 However, according 
to two recent meta-analyses by Tabrizi et al.4 
and Vatandost et al.,16 our result showed a lower 
value than overall Iranian prevalence. These meta-
analyses, which used the same cut-point for VDD 
as our study, reported a prevalence of 61.97% 4 
and 57% 16 among the Iranian population. This 
finding is in disagreement with recent studies 
that showed a higher prevalence of VDD in stone 
formers compared with the normal population.14, 

15 This controversy may be due to the difference 
between our study population and that of the meta-
analyses mentioned above. As noted by Tabrizi 
et al., the prevalence of VDD was significantly 
different between different geographical regions 
among the Iranian population.4 Since most of our 
patients were from the capital of Iran, comparing 
our results with the published meta-analyses results 
may have some limitations. Future case-control 
studies comparing the prevalence of VDD between 
urolithiasis patients and general population in each 
region are suggested to overcome this limitation.

Aging has been mentioned as a predisposing 
factor of low vitamin D status.1 The circulatory 

level of vitamin D reduces with age because of 
thinner skin, decreased cutaneous production, 
and lower exposure of older adults to sunlight.1 
However, our results showed that VDD is more 
prevalent among patients less than 50 years old 
(Table 1). In line with our findings, the results of 
Vatandost et al.16 showed a higher prevalence of 
VDD in the Iranian population of 20 to 50 years 
compared with more than 50. The consumption 
of vitamin D supplements due to musculoskeletal 
complications might have been higher among 
this group, although not mentioned as drug or 
medication history.17 Furthermore, retired Iranian 
elderly populations usually spend most of their 
time outdoors, resulting in higher exposure to 
sunlight.18 

Clothing practices are proposed as one of the risk 
factors that could reduce the production of vitamin 
D in the skin. Some studies stated that covering all 
the body except the face and hands is one of the 
risk factors contributing to VDD in the women live 
in the Middle East region and Africa.19 The meta-
analyses on the Iranian population also noticed a 
higher prevalence of VDD in women compared 
with men.4,16 However, there are controversial 
results in the current literature. Heshmat et al., in 
a multi-central study, found no difference between 
men and women.20 The results of our study either 
revealed no difference between men and women 
(Table 1). Moreover, as shown in Figure 2, serum 
25(OH)D level was nearly the same in younger 
men and women, whereas women of more than 
70 years had higher serum 25(OH)D levels. This 
finding is also in line with Heshmat el.20 Factors 
that could explain these findings are air pollution 
limiting sun exposure in both genders, men’s 

PVitamin D Sufficiency Vitamin D Deficiency 
< .011.16 (0.27)1.11 (0.24)Serum Creatinine, mg/dL
> .059.57 (0.49)9.52 (0.48)Serum Calcium, mg/dL
> .051813.1 (663.1)1782.7 (732.5)24-hour Urine Volume, mL
> .051.18 (0.41)1.18 (0.42)24-hour Urine Creatinine, mg
< .05201.85 (119.27)183.62 (100.07)24-hour Urine Calcium, mg
> .0527.64 (42.39)24.95 (11.00)24-hour Urine Urea, g
> .05158.38 (79.02)157.29 (70.77)24-hour Urine Sodium, meq
> .0578.98 (36.78)77.67 (39.14)24-hour Urine Magnesium, mg
> .05565.01 (344.88)536.94 (299.08)24-hour Urine Citrate, mg
< .0537.53 (19.75)34.91 (16.86)24-hour Urine Oxalate, mg
> .05454.35 (197.74)467.32 (194.40)24-hour Urine Uric Acid, mg

Table 2. The Association Between Serum and 24-hour Urine Metabolites with Serum 25-Hydroxyvitamin D Status

Independent sample t-test has been used for all variables.
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indoor activities, or seeking more medical care 
in older women.

Obesi ty  has  been ment ioned as  another 
predisposing factor for VDD. It is due to the 
deposition of vitamin D in fat tissue, which 
decreases its bioavailability in the fat mass of the 
body.21, 22 However, neither weight nor BMI was 
associated with the prevalence of VDD in our 
study. According to the literature, BMI has some 
limitations in diagnosing obesity and higher body 
fat percentage. The studies showed that some people 
with normal BMI have higher than normal body 
fat, called ‘metabolically obese, normal-weight’ 
phenotype.23 The higher body fat in these people 
could result in lower serum vitamin D. This 
hypothesis needs more studies. 

As shown in Table 1, patients with HPT had a 
higher prevalence of VDD, which is in line with the 
literature.1 The inverse association between serum 
25(OH)D and PTH levels is suggested to be a tool to 
define VDD.1 The serum vitamin D level at which 
serum PTH reaches the lowest serum values is 
defined as the normal serum vitamin D cut-point.1 
Our results revealed that the lowest prevalence 
of HPT was seen in the serum 25(OH)D range of 
20 to 49.9 ng/mL (Figure 3). This range could be 
the best 25(OH)D level for KSF patients, although 
more studies are warranted for this conclusion. 

We found higher serum creatinine levels in patients 
with sufficient 25(OH)D status (Table 2), with both 
VDD and vitamin D sufficient groups had normal 
serum creatinine levels. Most of the studies showed 
that VDD exacerbates kidney function. However, 
a study by Agarwal et al. showed that short-term 
vitamin D receptor activation, using a vitamin D 
analog, increases creatinine production resulting in 
increased serum creatinine. The intervention did 
not affect the glomerular filtration rate in chronic 
kidney disease patients.24 This effect was due to 
the increased generation of creatinine in study 
participants. It is not clear whether VDD increased 
serum creatinine due to the lower activation of 
vitamin receptors in our patients or not. 

The current results revealed higher urinary calcium 
in vitamin D sufficient patients, which resulted from 
univariate analysis. The literature has controversial 
results regarding the association between serum 
25(OH)D and urine calcium.7,15,25-28 Our previous 
study showed that urine calcium increased in vitamin 
D supplemented patients; however, this increase 

was not associated with the rise in serum vitamin 
D. Since different dietary and metabolic variables 
could affect urine calcium, these variables should 
be considered in future studies on the association 
between serum 25(OH)D and urine calcium. 

A few studies have studied the association 
between serum 25(OH)D and urine oxalate. As 
mentioned in Table 2, patients with sufficient 
vitamin D status had higher urine oxalate. A low 
intake of calcium could increase urine oxalate.29 
Giannini et al. suggested that increased intestinal 
calcium absorption by vitamin D could induce 
higher intestinal absorption of oxalate, leading 
to higher urine oxalate. Limited data on this 
association warrants further studies. 

This study is the first, which determined the 
prevalence of VDD in Iranian kidney stone formers. 
However, it had some limitations. The exact time 
and season of serum vitamin D evaluation is not 
recorded in the clinic database and is not necessarily 
the same as the patients’ visit date, so it was 
impossible to precisely determine the prevalence of 
VDD in different seasons of the year. Additionally, 
because of the retrospective study design, it was 
implausible to have a control group without kidney 
stone disease to compare VDD prevalence between 
KSFs and the normal population. To overcome this 
limitation, we decided to compare the prevalence 
of VDD of kidney stone formers with published 
studies of the general population that used the 
same cut-points for vitamin D status. Another 
limitation was the lack of information regarding 
dietary habits or comorbid conditions. 

CONCLUSION
In conclusion, Iranian KSF patients had a 

relatively high prevalence of VDD. Our population 
seems to have different predisposing factors for 
VDD, i.e., higher prevalence among younger 
patients, and no association of obesity and gender 
with vitamin D status. Since the lowest prevalence 
of HPT was seen in the serum 25(OH)D range of 20 
to 49.9 ng/mL, this range could be the favorable 
serum 25(OH)D level in KSFs. More studies are 
warranted regarding the association between 
serum vitamin D and 24- hour urine metabolites, 
especially urine oxalate and calcium. 

ACKNOWLEDGMENTS
The authors thank Mrs. Saba Jalali for her 



Vitamin D Deficiency and Its Predisposing Factors—Tavasoli et al

269Iranian Journal of Kidney Diseases | Volume 15 | Number 4 | July 2021

kind assistance in collecting the patient’s data in 
Labbafinejad kidney stone prevention clinic. 

DISCLOSURE OF INTEREST
The authors report no conflict of interest.

REFERENCES
1. Holick MF. The vitamin D deficiency pandemic: 

Approaches for diagnosis, treatment and prevention. Rev 
Endocr Metab Disord. 2017;18:153-65.

2. Khazai N, Judd SE, Tangpricha V. Calcium and vitamin 
D: skeletal and extraskeletal health. Curr Rheumatol Rep. 
2008;10:110-7.

3. Holick MF. Vitamin D deficiency. N Engl J Med. 
2007;357:266-81.

4. Tabrizi R, Moosazadeh M, Akbari M, et al. High 
Prevalence of Vitamin D Deficiency among Iranian 
Population: A Systematic Review and Meta-Analysis. Iran 
J Med Sci. 2018;43:125-39.

5. Hossein-nezhad A, Holick MF. Vitamin D for health: a 
global perspective. Mayo Clin Proc. 2013;88:720-55.

6. Elkoushy MA, Sabbagh R, Unikowsky B, Andonian 
S. Prevalence and metabolic abnormalities of vitamin 
D-inadequate patients presenting with urolithiasis to a 
tertiary stone clinic. Urology. 2012;79:781-5.

7. Eisner BH, Thavaseelan S, Sheth S, Haleblian G, Pareek 
G. Relationship between serum vitamin D and 24-hour 
urine calcium in patients with nephrolithiasis. Urology. 
2012;80:1007-10.

8. Pipili C, Oreopoulos DG. Vitamin D status in patients 
with recurrent kidney stones. Nephron Clin Pract. 
2012;122:134-8.

9. Johri N, Jaeger P, Ferraro PM, et al. Vitamin D deficiency 
is prevalent among idiopathic stone formers, but does 
correction pose any risk? Urolithiasis. 2017;45:535-43.

10. Taheri M, Tavasoli S, Shokrzadeh F, Amiri FB, Basiri A. 
Effect of vitamin D supplementation on 24-hour urine 
calcium in patients with calcium Urolithiasis and vitamin D 
deficiency. Int Braz J Urol. 2019;45:340-6.

11. Institute of Medicine. Dietary Reference Intakes for 
Calcium and Vitamin D. Ross AC, Taylor CL, Yaktine 
AL, Del Valle HB, editors. Washington, DC: The National 
Academies Press; 2011. 1132 p.

12. Erkal MZ, Wilde J, Bilgin Y, et al. High prevalence of 
vitamin D deficiency, secondary hyperparathyroidism and 
generalized bone pain in Turkish immigrants in Germany: 
identification of risk factors. Osteoporos Int. 2006;17:1133.

13. Sarica K, Altay B, Erturhan S. Effect of being overweight 
on stone-forming risk factors. Urology. 2008;71:771-4; 
discussion 4-5.

14. Giron-Prieto MS, Del Carmen Cano-Garcia M, Arrabal-
Polo MA, et al. Analysis of vitamin D deficiency in calcium 
stone-forming patients. Int Urol Nephrol. 2016;48:1243-6.

15. Ticinesi A, Nouvenne A, Ferraro PM, et al. Idiopathic 
Calcium Nephrolithiasis and Hypovitaminosis D: A Case-
control Study. Urology. 2016;87:40-5.

16. Vatandost S, Jahani M, Afshari A, Amiri MR, 

Heidarimoghadam R, Mohammadi Y. Prevalence of 
vitamin D deficiency in Iran: A systematic review and 
meta-analysis. Nutr Health. 2018;24:269-78.

17. Rahnavard Z, Eybpoosh S, Homami MR, et al. Vitamin 
d deficiency in healthy male population: results of the 
Iranian multi- center osteoporosis study. Iran J Public 
Health. 2010;39:45-52.

18. Khashayar P, Aghaei Meybodi HR, Rezai Hemami M, 
Keshtkar A, Dimai HP, Larijani B. Vitamin D status and its 
relationship with bone mineral density in a healthy Iranian 
population. Rev Bras Ortop. 2016;51:454-8.

19. Gannage-Yared MH, Chemali R, Yaacoub N, Halaby G. 
Hypovitaminosis D in a sunny country: relation to lifestyle 
and bone markers. J Bone Miner Res. 2000;15:1856-62.

20. Heshmat R, Mohammad K, Majdzadeh S, et al. Vitamin D 
Deficiency in Iran: A Multi-center Study among Different 
Urban Areas. Iran J Public Health. 2008;37:72-8.

21. Valtuena J, Gonzalez-Gross M, Huybrechts I, et al. 
Factors associated with vitamin D deficiency in European 
adolescents: the HELENA study. J Nutr Sci Vitaminol 
(Tokyo). 2013;59:161-71.

22. Ghergherechi R, Hazhir N, Tabrizi A. Comparison of 
vitamin D deficiency and secondary hyperparathyroidism 
in obese and non-obese children and adolescents. Pak J 
Biol Sci. 2012;15:147-51.

23. Ding C, Chan Z, Magkos F. Lean, but not healthy: the 
‘metabolically obese, normal-weight’ phenotype. Curr Opin 
Clin Nutr Metab Care. 2016;19:408-17.

24. Agarwal R, Hynson JE, Hecht TJ, Light RP, Sinha AD. 
Short-term vitamin D receptor activation increases serum 
creatinine due to increased production with no effect on 
the glomerular filtration rate. Kidney Int. 2011;80:1073-9.

25. Jarrar K, Amasheh RA, Graef V, Weidner W. Relationship 
between 1,25-dihydroxyvitamin-D, calcium and uric acid in 
urinary stone formers. Urol Int. 1996;56:16-20.

26. Giannini S, Nobile M, Castrignano R, et al. Possible link 
between vitamin D and hyperoxaluria in patients with renal 
stone disease. Clin Sci (Lond). 1993;84:51-4.

27. Netelenbos JC, Jongen MJ, van der Vijgh WJ, Lips P, 
van Ginkel FC. Vitamin D status in urinary calcium stone 
formation. Arch Intern Med. 1985;145:681-4.

28. Ganji MR, Shafii Z, Hakemi MS. Vitamin D 
Supplementation and Risk of Hypercalciuria in Stone 
Formers. Iran J Kidney Dis. 2019;13:27-31.

29. Borghi L, Schianchi T, Meschi T, et al. Comparison of two 
diets for the prevention of recurrent stones in idiopathic 
hypercalciuria. N Engl J Med. 2002;346:77-84.

Correspondence to: 
Maryam Taheri, MD
No.103, Shahid Jafari St., Pasdaran Ave., Tehran, Iran
Tel: 0098 21 2256 7222 
Fax: 0098 21 2256 7282
E-mail: taheri233@yahoo.com, taherim@sbmu.ac.ir

Received December 2020
Revised February 2021
Accepted April 2021


