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Abstract
Background: It is undetermined whether calcium supplementation has an effect on obesity or body composition
in postmenopausal women. The purpose of the study is to detect the effect of calcium supplementation on
indices of obesity and body composition.
Methods: This is a secondary analysis of data from a population-based, double-blind, placebo-controlled,
randomized trial designed to determine the effects of calcium and vitamin D on osteoporotic fractures. The cohort
included 1179 postmenopausal women who were randomly assigned into one of three groups: 1) supplemental
calcium (1400 mg/d or 1500 mg/d) plus vitamin D placebo (Ca-only group); 2) supplemental calcium (1400 mg/d
or 1500 mg/d) plus supplemental vitamin D3 (1100 IU/d) (Ca + D group); or, 3) two placebos (placebo group).
After applying the exclusion criteria for this analysis, 870 subjects were included in this study. The primary
outcomes for the present study were changes in body mass index, trunk fat, trunk lean, and percentage of trunk
fat after calcium supplementation.
Results: Changes in trunk fat, trunk lean, and percentage of trunk fat were significantly different between the
calcium intervention groups (Ca-only group or Ca + D group) and the placebo group during the trial (P < 0.05).
The calcium intervention groups gained less trunk fat and maintained more trunk lean when compared to the
placebo group. No significant difference was observed for body mass index between groups.
Conclusion: Calcium supplementation over four years has a beneficial effect on body composition in
postmenopausal women.

Background
An urgent need exists to identify modifiable dietary risk
factors for obesity. Obesity has become a major health
threat around the world. It is epidemic, and the risk
increases with age [1-3]. In fact, it is estimated that
~70% of Americans over 60 years are overweight [4].
Women are more prone to the risk of obesity than men
[3]. Elderly women who have excess body fat accumulation face increased risk for coronary heart disease,
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hypertension, metabolic syndrome, osteoarthritis,
diabetes mellitus, and other co-morbidities [5-10].
A body of evidence has emerged to support the
hypothesis that dietary calcium plays a role in decreasing the risk of obesity. Cross-sectional studies have
shown that calcium intake has a negative correlation
with body weight, body mass index (BMI), body fat, and
percentage of body fat [11-16]. For example, in the
NHANES III survey [17], the odds ratio of being in the
highest quartile of body fat was significantly lower if
individuals were in the highest quartile of calcium
intake. The relative risk of high body adiposity was
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found to be highest in those with the lowest calcium
intake and was progressively lower as calcium intake
increased.
Randomized placebo-controlled trials have provided
evidence that is supportive of the beneficial effect of
high calcium intake on obesity [18-21]. In these trials,
greater weight loss and/or fat mass loss were observed
in the high-dairy supplemented group compared to the
placebo group. Data from the Women’s Health Initiative
(WHI) Study has provided supportive evidence as well
[22]. In this randomized placebo-controlled trial, which
involved over 36000 postmenopausal women over an
average term of seven years, the calcium plus vitamin D
supplemented group experienced smaller weight gain
than the placebo group.
While the aforementioned clinical trials indicated a
beneficial effect of calcium, two systematic reviews
found no evidence of benefit from calcium supplementation on body weight loss [23,24]. Thus, the role of supplemental calcium in preventing obesity remains
controversial.
It should be noted that the abovementioned clinical
trials were generally conducted in obese [18-20] and/or
low-calcium consumers [18-20,22], and that increased
dietary calcium was primarily in the form of dairy products [18-21]. In the WHI Study, the phenotype is total
body weight [22]. However, weight is a heterogeneous
phenotype consisting of fat, lean, and bone mass. Therefore, the change in weight does not always reflect the
change in fat.
It is reported that serum 25-hydroxy vitamin D [25
(OH)D] is negatively associated with obesity status
[25-27]. That is, those subjects who have high serum 25
(OH)D levels generally have a lower risk of obesity.
However, the relationship between vitamin D intake and
obesity is yet undetermined [28,29].
Our population-based study of older women who have
a wide range of body size provided an opportunity to
assess the effects of calcium, and calcium plus vitamin
D supplements on obesity in a large sample over a sustained, four-year period of time. Moreover, this trial
included a variety of phenotypes by which to assess the
calcium and calcium plus vitamin D effects. Fat mass
and lean mass are more homogenous phenotypes in
comparison to body weight or BMI. Thus, these phenotypes should be more sensitive to the possible beneficial
effects of calcium and calcium plus vitamin D.

Methods
Participants
1) The subjects for the 4-year clinical trial

The original cohort included 1179 non-Hispanic white
women who were randomly selected from a population
of postmenopausal women > 55 years of age in a
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nine-county rural area of the Midwest. A full-service
market research firm randomly selected telephone numbers from all households with listed numbers in the
nine-county rural sample area. The firm identified 1180
women meeting the inclusion and exclusion criteria
who were willing to participate in a four-year prospective study of calcium and vitamin D supplementation.
The participants were enrolled into study between May
2000 and July 2001. The study was approved by the
Creighton University Institutional Review Board, and
signed informed consent was obtained from each participant. The inclusion criteria for the 1180 subjects were:
1) at least four years since last menses; 2) in generally
good health; 3) living independently in the community;
and 4) weighing less than 300 pounds. Exclusion criteria
included: a history of cancer except for basal and squamous cell skin cancers and other cancers treated curatively over ten years prior to enrollment; history of renal
calculi or chronic kidney disease; and, a history of
Paget’s disease. One woman was excluded after entry,
when she disclosed a history of hypoparathyroidism following thyroidectomy and reported having taken 50000
IU of vitamin D daily for the past 25 years.
The subjects were randomly assigned to one of three
groups: 1) calcium, consisting of either calcium citrate
(1400 mg/d) or calcium carbonate (1500 mg/d) plus a
vitamin D placebo (defined as Ca-only group, 445 subjects); Heaney et al. found that, when taken with food,
calcium from the carbonate salt is fully as absorbable as
from the citrate [30]; 2) calcium plus vitamin D, consisting of calcium (as above) plus 1100 IU cholecalciferol
(vitamin D3)/d (defined as Ca + D group, 446 subjects);
and 3) placebos, consisting of both a vitamin D placebo
and a calcium placebo (defined as placebo group, 288
subjects). In the present study, calcium and vitamin D
placebo, calcium and vitamin D, or placebos only, were
taken three times daily, to be swallowed with meals.
Enrolled subjects were assigned to groups using
computer-generated permuted blocks (n = 5) randomization scheme. By design (initially for fracture), the two
active treatment groups (Ca only and Ca + D group)
were each allocated ≈40% (446 of 1180 participants) of
the cohort, and the placebo group, 20% (288 of 1180
participants). Of the 1180 women enrolled, 1024 (86.9%)
completed the 4-year study. Most withdrawals (n = 92)
occurred within the first year. Compliance with study
medication (both active and placebo) was assessed at
6-month intervals by bottle weight. The average compliance rate (defined as taking ≥ 80% of assigned doses)
was 74.4% for the calcium component, and 85.7% for
the vitamin D component.
2) Subjects selected for the present study

In order to reduce confounding effects, we established
three exclusion criteria for selecting subjects for this
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analysis. Subjects who had metal prostheses/implants
were excluded. Metal prostheses/implants interfere with
the accuracy of a DXA in assessing trunk fat mass, the
main phenotype in the study. In addition, subjects with
cancer were excluded. It is well established that cancer
patients usually lose weight [31]. Therefore, application
of the cancer exclusion criterion is designed to minimize
the influence of the disease on weight-related phenotypes. All subjects who did not complete the 4-year clinical trial were excluded. Among the 155 non-completing
subjects, most of the drop-off (n = 128) occurred within
the first two years. Because the beneficial effect of calcium on obesity is slow and is not evident in the initial
two years, excluding any subjects who did not complete
the study is reasonable. After applying the exclusion criteria, we retained 870 qualified subjects. Table 1 lists
the number of subjects excluded after applying each
exclusion criterion. For the selected 870 subjects, the
average calcium compliance rate was 76.0%; the vitamin
D compliance rate was 86.9%.
Phenotypes, biomarker and confounding factors

Phenotypes and biomarkers were measured at baseline
(defined as the initial visit before calcium and/or vitamin
D intervention), then measured yearly during the 4-year
trial (defined as years 1-4). The phenotypes included
BMI, trunk fat (TrF), trunk lean (TrL), and percentage
of trunk fat (PTrF). Weight and height were measured
with subjects’ shoes, coats, and other heavy outerwear
removed. BMI is calculated by taking a person’s weight
and dividing by their height squared. TrF and TrL were
measured by dual energy x-ray absorptiometry (DXA)
using a Hologic 4500C scanner upgraded to a 4500W
running software version 8.26 (Hologic Inc., Bedford,
MA, USA). The DXA was calibrated each day of analysis, and the margin of error was maintained within 1.5%.
Changes in BMI, TrF, TrL, and PTrF (ΔBMI, ΔTrF,

Table 1 Subjects selected for the project
Groups

Placebo

Caonly

Ca +
D

Total

Initial subjects

288

445

446

1179

Exclusion Not finished

44

54

58

155

0.46

36

60

52

148

0.71

Metal prostheses/
implants
Cancer

P

ΔTrL, and ΔPTrF) were calculated as the primary
outcomes in the present study.
Serum 25-hydroxyvitamin D [25(OH)D] was measured
annually. Serum samples for 25(OH)D measurement
were collected after a 3-hour fast. Participants were asked
not to take vitamin or mineral supplements that
morning. Serum 25(OH)D was measured by radioimmunoassay (Nichols/Quest Diagnostics, San Clemente, CA).
The coefficient of variation (CV) for intra-assay was 5.1%
and inter-assay was 7.9%. All analyses were completed in
a single laboratory that participates in the Quality
Assurance Program for Vitamin D (DEQAS) [32].
Height, smoking status, and estrogen usage were determined. Age was recorded accurately to one day. Because
obesity status may be affected by season, we divided a
year into three seasons: a hot season (Jun.-Aug.), a warm/
cool season (Mar.-May, Sep.-Nov.), and a cold season
(Dec.-Feb.). Smoking status was quantitatively measured
as pack-year (amounts previously and currently smoked),
and was qualitatively recorded as “never,” “former” or
“current” smoker. Estrogen usage was recorded as
“never,” “less than 6 months” and “more than 6 months”
of usage.
The total calcium intake included dietary calcium
(from food), habitual calcium supplement, and the trial
calcium supplementation. Habitual calcium supplementation is defined as “self-selected supplementation that a
subject takes during the trial.” Trial calcium supplementation was calculated using an assigned dose (1400 mg/d
or 1500 mg/d) multiplied by the subject’s compliance
rate. Calcium compliance rate was measured at 6-month
intervals. However, the dietary calcium and habitual calcium supplementation was measured only at baseline
visit and at the final visit. To achieve consistent measurements, an average calcium compliance rate was
used for calculating the trial calcium intake. The average
compliance rate was calculated using all available
records during the 4-year trial. Similar to calcium
intake, total vitamin D supplementation was measured
as a combination of habitual vitamin D supplementation
and trial vitamin D supplementation.
Statistical analysis

20

17

13

50

0.03

Total excluded subjects

82

117

110

309

0.52

Applied subjects

206

328

336

870

0.52

Note: There were some overlaps between different exclusion criteria.
Not finished: subjects who did not finished the 4-year trial; Metal prostheses/
implants: subjects with prosthetics or pacemakers implants; Cancer: subjects
suffering from cancer during the 4-year trial.
P values were calculated by c2 test to compare the difference of ineligible
subjects among the three groups.

Data were analyzed with SPSS for Windows, Release
16.0 (SPSS Inc, Chicago, IL). All tests were two-sided
and P < 0.05 was considered as significant.
Descriptive statistics and analyses of variance
(ANOVA) were performed for confounding factors and
phenotypes at baseline. For the follow-up phenotype
changes, a Pearson correlation and a stepwise multiple
regression were conducted to detect significant confounding factors for each phenotype at each follow-up
measure (time point). For the primary analysis, we used
an analysis of covariance (ANCOVA) to model the
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effect of treatment on phenotype changes with significant confounding factors as covariates at each follow-up
measure. Independent-sample t-tests applying the Bonferroni correction were performed when the differences
between groups were significant. The same analyses
were conducted for serum 25(OH)D. In addition to
ANCOVA, repeated measures analyses using pooled
measures were conducted. In the data analyses, treatment, age, season, estrogen use, and their interactions
were included in the model.
For both baseline phenotypes and follow-up phenotype changes, Pearson correlation or Spearman correlation analyses were conducted against various sources of
calcium intake and vitamin D supplementation. The
same analysis was completed for the baseline serum
25(OH)D.

Results
Characteristics of the study subjects

Table 1 summarizes the subjects selected for the study.
The initial participants have been described in detail in
one of our articles describing their vitamin D status
[33]. The following subjects were excluded: 155 subjects
who did not finish the study, 148 subjects who had
metal prostheses/implants that may affect the accuracy
of phenotype measurement, and 50 subjects who were
diagnosed with cancer during the study. After applying
the exclusion criteria, 870 total subjects were selected
for the proposed study. The differences of excluded subjects among the three groups were compared using c2
test. The P values are listed in the Table 1. The
excluded subjects among the three groups are not different for any of the tested phenotypes, except for the incidence of cancer.
Table 2 details the basic characteristics of the 870 subjects at baseline. For all baseline characteristics, no significant differences among the three groups emerged. At
baseline, the average age of all subjects was 66.0 ± 6.9 y,

and average BMI was 28.8 ± 5.3 kg/m2. The average 25
(OH)D at baseline was 73.2 ± 19.9 nmol/L. The mean
total calcium intake of the three groups was 1016 ± 520
mg/d and the mean habitual vitamin D supplementation
was 198 ± 189 IU/d.
Test the effects of calcium and calcium plus vitamin D on
phenotype changes during the trial

Baseline obesity-related phenotypes are important
factors affecting the 4-year obesity status. The effect of
calcium intake on obesity-related phenotypes is moderate. In order to reduce the baseline effect and amplify
the change of phenotypes, %change is used in Figures 1
and 2. To estimate the absolute change value, this value
can be achieved easily by multiplying the percentage
change with the basic value in Table 2.
Figure 1 shows the timeline of phenotype changes in
the three groups during the 4-year intervention. Analysis
of covariance (ANCOVA) was used to test the differences in the three groups. The P value is presented in
Figure 1 for each year of the study. For ΔBMI, the
change trend is different among the three groups, even
though significant differences were not observed among
the three groups. After 4 years of calcium and vitamin
D intervention, the BMI decreased in the Ca + D group,
increased in the placebo group, and remained approximately unchanged in the Ca-only group. The weight
change is consistent with that of the ΔBMI (data not
shown).
Although we did not observe a significant difference
among the three groups for ΔBMI, evidence of significant difference was found when we used ΔTrF, ΔPTrF,
and ΔTrL. We noted that the changes in TrF and TrL
trended in opposite directions. After four years of calcium and vitamin D intervention, subjects from all the
three groups gained TrF and lost TrL, although the
rates of gain and loss are different between groups. For
ΔTrF and ΔPTrF, the Ca-only and the Ca + D groups

Table 2 Descriptive characteristics (Mean ± SD) for the selected 870 subjects at baseline
Variables

Total
n = 870

Placebo
n = 206

Ca-only
n = 328

Ca + D
n = 336

P

Age (y)

66.0 ± 6.9

65.2 ± 6.5

66.0 ± 6.6

66.5 ± 7.5

0.13

Body mass index (kg/m2)

28.8 ± 5.3

28.8 ± 5.3

28.9 ± 5.4

28.7 ± 5.2

0.96

Trunk fat (kg)

14.3 ± 4.7

14.3 ± 4.8

14.5 ± 4.8

14.1 ± 4.6

0.53

Trunk lean (kg)

21.9 ± 3.1

22.1 ± 2.9

22.0 ± 3.2

21.8 ± 3.1

0.37

Percentage of trunk fat (%)

38.6 ± 6.5

38.3 ± 6.6

38.9 ± 6.8

38.5 ± 6.1

0.55

25(OH)D (nmol/L)

73.2 ± 19.9

73.6 ± 20.7

73.0 ± 20.4

73.1 ± 18.8

0.93

Dietary calcium intake (mg/d)

670 ± 389

671 ± 406

681 ± 376

658 ± 392

0.74

Habitual calcium supplement (mg/d)
Total calcium intake (mg/d)

347 ± 342
1016 ± 520

334 ± 318
1004 ± 518

342 ± 354
1023 ± 508

359 ± 345
1016 ± 535

0.68
0.92

Habitual vitamin D supplement (IU/d)

198 ± 189

189 ± 194

206 ± 186

196 ± 188

0.57

Note: P values were calculated by analysis of variance (ANOVA) to compare the means of variables among the placebo, Ca-only, and Ca + D groups.
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P=0.28
P=0.10

P=0.39

P=0.45

Placebo
Ca-only
Ca + D

P=0.03

P=0.06

P=0.18
P=0.12
Placebo
Ca-only
Ca + D

Placebo
Ca-only
Ca + D

P=0.001

P=0.003

P=0.05
P=0.26

P=0.28

P=0.12

Placebo
Ca-only
Ca + D

P=0.09
P=0.004

Figure 1 Percentage changes (Mean ± SE) in body composition by group assignment over the 4 years. BMI: body mass index, TrF: trunk
fat, TrL: trunk lean, PTrF: percentage of trunk fat. Δ: percentage change, equals (Follow-up - Baseline)/Baseline * 100. Ca-only: calcium group; Ca
+ D: calcium plus vitamin D group; Placebo: placebos group. At baseline (year 0): Placebo (n = 206), Ca-only (n = 328), Ca + D (n = 336); at year
1: Placebo (n = 191), Ca-only (n = 310), Ca + D (n = 310); at year 2: Placebo (n = 187), Ca-only (n = 300), Ca + D (n = 298); at year 3: Placebo (n
= 189), Ca-only (n = 287), Ca + D (n = 296); at year 4: Placebo (n = 178), Ca-only (n = 274), Ca + D (n = 297). The P values were calculated by
analysis of covariance (ANCOVA) at each follow-up measure (time point). A general linear model (GLM) was used with phenotype changes as
dependent variables, treatment as an independent variable, age, season, and estrogen use (stepwise multiple regression P < 0.05) as covariates.
The significant covariates in the model were as follows: at year 1: season; at year 2: age, season, and estrogen use; at years 3 and 4: age and
estrogen use.

have lower TrF gain compared to the placebo group
(mean 2.4%, 1.4% vs. 5.4%, P = 0.015 at year 3), and the
effect is more evident for ΔPTrF (mean 1.1%, 0.3% vs.
3.6%, P = 0.001 for year 3; and mean 1.8%, 2.0% vs.
4.9%, P = 0.003 at year 4). For ΔTrL, Ca-only and Ca +
D groups preserve more TrL than the placebo group,
and the effect became significant in year four (mean
-0.6%, -1.0% vs. -2.1%, P = 0.004 at year 4). The results
suggest that an increase in calcium intake tends to modify body composition by gaining less TrF and preserving
more TrL.
In the study, significant differences were not detected
between the Ca-only group and the Ca + D group for
any studied phenotypes (Figure 1). This suggests that, in

the study cohort, vitamin D supplementation provides
no additional beneficial effect on body composition. The
correlation analysis provided supportive evidence for
this finding. When considering habitual vitamin D
supplementation, trial vitamin D supplementation, and
total vitamin D supplementation amount, none of them
are associated with any changes in the tested phenotypes
(Table 3).
After excluding subjects with low adherence (< 80%)
of calcium intake, high calcium intake groups still have
significantly higher TrL and lower TrF, when compared
to the placebo group.
Figure 2 presents the serum 25(OH)D changes in the
three groups after calcium and vitamin D intervention.
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Table 3 Correlation coefficients between calcium and
phenotype changes at year 4 (n = 749)
Calcium

ΔBMI

ΔTrF

ΔTrL

ΔPTrF

Dietary Ca Intake

0.012

0.007

0.047

-0.002

Habitual Ca Suppl.

0.053

0.055

0.010

0.058

Trial Ca Suppl.
Total Ca Intake

-0.037
0.008

-0.092*
-0.034

0.038

0.060

Vitamin D Habitual Vit D Suppl.

0.127** -0.129**
0.118** -0.063
0.036

0.054

Trial Vit D Suppl.

-0.066

-0.055

0.008

-0.057

Total Vit D Suppl.

-0.036

-0.008

0.029

-0.016

-0.032

-0.130**

Δ25(OH)D

-0.147** -0.146**

Note: *: P < 0.05; **: P < 0.01.
Δ: percentage change, equals (Follow-up - Baseline)/Baseline * 100.
BMI: body mass index; TrF: percentage change in trunk fat; TrL: percentage
change in trunk lean; PTrF: percentage change in percentage of trunk fat.
Correlation coefficients were calculated by Pearson correlation, using pooled
data from the placebo, Ca-only, and Ca + D groups.

As expected, from baseline to the end of the study, subjects in the Ca + D group had a significant increase in
serum 25(OH)D, while the placebo and Ca-only groups
remained stable (P < 0.001).
We conducted repeated measures analyses that
included phenotype measurement time (named as time
thereafter), treatment group (named as treatment thereafter), age, season, estrogen usage (named as estrogen
thereafter), and their interactions in the model. The
results from repeated measures analyses were consistent
with those from ANCOVA. For BMI, estrogen and
time*age were significant, and the P value for treatment
was 0.13. For TrF, treatment, age, estrogen, time*treatment, time*age, time*season, and time*estrogen were
significant, and the P value for treatment was 0.007. For
TrL, treatment, season, and time*season were significant, and the P value for treatment was 0.01. For PTrF,

P<0.001 P<0.001 P<0.001
P<0.001
Placebo
Ca-only
Ca + D

treatment, age, season, time*treatment, time*age,
time*season, and time*estrogen were significant, and the
P value for treatment was less than 0.001. For 25(OH)D,
treatment, season, time*treatment, and time*season
were significant, and the P value for treatment was less
than 0.001.
Correlations between different types of calcium and
vitamin D consumption and baseline phenotypes and
year-4 phenotype changes

Results from Figure 1 indicate that calcium supplementation lowers TrF and increases TrL following long-term
intervention (three or four years), ultimately modifying
body composition. In order to test which type of calcium intake contributes the most beneficial effect, correlations between the amounts of different types of
calcium intake and phenotypes were tested at baseline
(n = 870) (Table 4). At baseline, dietary calcium is not
associated with any of the phenotypes (P > 0.05). Habitual calcium supplementation was negatively associated
with BMI, TrF, TrL, and PTrF (P < 0.01). Compared
with habitual calcium supplement, total calcium intake
had a similar, but weaker, association with all the phenotypes (P < 0.01). Table 3 presents the correlation
coefficients between the amount of each type of calcium
intake and phenotype changes at the end of the study
(year 4). Trial calcium supplementation is inversely correlated with ΔTrF and ΔPTrF, and positively correlated
with ΔTrL. This result supports the ANCOVA results
presented in Figure 1.
Serum 25(OH)D was negatively associated with all the
phenotypes at baseline (BMI, TrF, TrL, and PTrF, Table
4). Consistently, Δ25(OH)D is inversely correlated with
ΔBMI, ΔTrF and ΔPTrF (Table 3). At baseline, habitual
vitamin D supplementation levels are associated with
TrF and PTrF. The correlation coefficients between
habitual vitamin D supplementation and TrF and PTrF
are relatively modest when compared to those between
serum 25(OH)D and TrF and PTrF.

Table 4 Correlation coefficients between calcium, vitamin
D and obesity-related phenotypes at baseline (n = 870)
Calcium

Dietary Ca Intake
Habitual Ca Suppl.
Total Ca Intake

Vitamin D Habitual Vit D Suppl.
Serum 25(OH)D
Figure 2 Percentage changes (Mean ± SE) in serum 25(OH)D
by group assignment over the 4 years. The sample and the data
analysis method are the same as Figure 1.

BMI

TrF

TrL

PTrF

-0.054

-0.054

-0.016

-0.065

-0.085*
-0.068*

-0.146**
-0.145**

-0.029

-0.093**

-0.120** -0.146**
-0.119** -0.136**
-0.065

-0.071*

-0.260** -0.294** -0.179** -0.281**

Note: *: P < 0.05; **: P < 0.01.
BMI: body mass index; TrF: trunk fat; TrL: trunk lean; PTrF: percentage of trunk
fat.
In the data analysis, the selected subjects in Table 1 were pooled together at
baseline. Correlation coefficients were calculated by Pearson correlation.
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Discussion
To the best of our knowledge, this is the first clinical
trial in a population-based postmenopausal women
cohort, to observe that increasing calcium intake, in the
form of non-dairy calcium supplementation, can prevent
gain of fat mass and loss of lean mass. The effect of calcium supplementation in this population-based cohort is
consistent with the effect of dairy supplementation in
fat and lean mass changes in obese subjects with low
baseline calcium intake (< 600 mg/d) as reported by
Zemel et al. [18-20]. A similar significant finding is
reported for body weight in the WHI study in a free-living population of 36282 postmenopausal women [22].
In our study, although we did not find significant differences in the change of BMI among the three groups,
we did observe that changes in TrF, TrL, and PTrF are
significantly different between the calcium intervention
groups and the control group. This may be due to TrF
and TrL being more homogenous phenotypes and therefore more sensitive to the effect of calcium.
Figure 1 shows that in all three groups, subjects
tended to gain or maintain BMI in the first 2 years.
After that, they began to lose BMI in year 3 and 4. This
phenomenon is possibly age-related. In a similar study,
Caan et al. [22] observed age-related weight change.
Postmenopausal women (age ≥ 50) tend to gain and
peak their weight in mid to late sixties. Later in life they
begin to lose weight. In the present study, the mean
ages of the three groups at baseline were 65.2 ± 6.5
(SD), 66.0 ± 6.6 and 66.5 ± 7.5 years old in the placebo,
Ca-only, and Ca + D groups, respectively (Table 1). The
trajectory of BMI change in our cohort indicates that
age ~67 may be the turning point of the effect of age on
weight. Considering its potential effects, age was used as
a covariate to adjust all studied phenotypes.
The effect of age on BMI (weight) is consistent with
its effect on TrL. From Figure 1, it is evident that the
subjects in all groups tend to increase TrL in the first
year and lose TrL thereafter. The consistent trajectory
of BMI and TrL indicates that the change of weight is
largely because of the change of TrL. This is compatible
with the fact that the main component of total body
weight is lean mass.
In contrast to TrL, TrF tends to increase with aging.
This phenomenon is consistent with other studies in
postmenopausal women [34,35]. Our data indicate that
higher calcium intake prevents the accumulation of TrF,
and helps to preserve TrL. Lean mass (mostly skeletal
muscle) is a key site for energy metabolism. These
effects collectively lead to the beneficial effect of reducing the risk of obesity.
In the present study cohort, mean ± SD of baseline
calcium intake was 1016 ± 520 mg/d, and the baseline
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calcium intake for nearly 31% of the subjects was over
1200 mg/d. This is similar to the WHI study (over 39%
subjects took over 1200 mg/d calcium). The mean ± SD
of baseline 25(OH)D in this study cohort was 73.2 ±
19.9 nmol/L, which is similar to other studies [36,37],
but higher than many other US cohorts [38,39].
The average (baseline to year 4) trial calcium supplement was 826 ± 589 mg/d, which is higher than the
average dietary calcium (666 ± 323 mg/d) and average
habitual calcium supplement (342 ± 314 mg/d). At baseline, habitual calcium supplementation was negatively
associated with BMI, TrF, TrL, and PTrF (P < 0.01). At
the end of the study, trial calcium supplementation is
inversely correlated with ΔTrF and ΔPTrF, and positively correlated with ΔTrL. The levels achieved with
each type of calcium intake did not affect the correlation
analysis.
An interesting finding in this study is that at baseline
(Table 4), it is habitual calcium supplementation, not
the dietary calcium intake, that contributed to the
inverse correlation between BMI, TrF, TrL, PTrF and
total calcium intake. This result is similar to that of
Gonzalez, et al. [40], who reported an inverse correlation between weight gain and calcium supplementation,
but not with dietary calcium intake. On the other hand,
others [18,41] have found that dietary calcium has more
of an effect on weight than does supplementation. One
reason for a lack of effect of dietary calcium is that selfreported dietary calcium intake is difficult to measure.
Clinical trials measuring the effect of vitamin D supplementation on obesity are few. Our study indicates
that vitamin D supplementation may have no additional
effect on body composition in the presence of high calcium intake. This result is consistent with a previous
study conducted by Sneve, et al. [29], which reported
that high vitamin D supplementation does not lead to
weight loss.
At baseline, consistent with previous reports
[26,42,43], we observed that low serum 25(OH)D is
negatively associated with BMI, TrF, and TrL. At year 4,
Δ25(OH)D is inversely correlated with ΔBMI, ΔTrF and
ΔPTrF. These results indicate that serum 25(OH)D may
play a role in obesity, although the change in serum 25
(OH)D does not linearly reflect the change in trial vitamin D supplementation.
Our study shows that vitamin D supplementation and
serum 25(OH)D have different effects on obesity. The
different effects may be due to inter-individual differences in the effectiveness of the vitamin D supplementation. The increase of serum 25(OH)D in response to a
given dose of vitamin D supplementation is, as reported,
widely different from person to person [44]. We found
that, after a 12-month vitamin D intervention in our

Zhou et al. Nutrition & Metabolism 2010, 7:62
http://www.nutritionandmetabolism.com/content/7/1/62

Ca + D group, among the 261 Ca + D subjects who
took > 80% vitamin D supplement dosage (i.e. > 880 IU/
d) and had serum 25(OH)D measurements at year 1
and baseline, 10 subjects decreased their serum 25(OH)
D levels on average by 7% [ie. Δ25(OH)D =-0.07]. Moreover, 251 subjects increased their serum 25(OH)D levels
on average by 42% [i.e. Δ25(OH)D = 0.42]. The average
vitamin D supplement for the 10 subjects was 1039 IU/
d, and for the 251 subjects was 1051 IU/d which was
only a little higher than 1039 IU/d.
One strength of this study is that the ethnic backgrounds and living environments of these rural non-Hispanic white women are similar. Relative homogeneity of
the population in the parent study is likely to reduce the
influence of confounding factors on the measurement of
the calcium effect. In addition to the aforementioned
strength, we are aware of an extant limitation in this
study. Compared with some randomized controlled
trials specifically designed for obesity [18-20,22], one
limitation of the study is the lack of records of energy
intake and physical activity. However, these results are
still credible because the population was well-randomized (no significant difference among groups for any
confounding factor).

Conclusion
In summary, study results show beneficial effects of high
calcium intake on obesity in a population-based study of
postmenopausal women who have a relatively high baseline calcium intake. However, vitamin D supplementation may have no additional effect on body composition.
Acknowledgements
We thank Darin Jensen and Susan Morris for their constructive input during
the preparation of the manuscript. Investigators of this work were supported
by grants from Cancer and Smoking Disease Research Bone Biology
Program, the Nebraska Tobacco Settlement Biomedical Research
Development Award, and a grant from State of Nebraska Cancer and
Smoking Disease Research Program (LB595). The research was supported by
a grant from the NIH (R01AG014683).
Author details
1
Key Laboratory of Animal Genetics and Breeding of the Ministry of
Agriculture, College of Animal Science and Technology, China Agricultural
University, Beijing, China. 2Osteoporosis Research Center, Creighton
University Medical Center, Omaha, NE, USA. 3Department of Biomedical
Sciences, Creighton University Medical Center, Omaha, NE, USA.
Authors’ contributions
JZ, LJZ and QZ participated in the data analysis, interpreted the results, and
in the preparation of the manuscript. PW assisted with the data selection
and preparation. JML designed the calcium intervention trial, collected the
clinical data, assisted with the interpretation of results, and prepared the
manuscript. All authors read and approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 17 October 2009 Accepted: 23 July 2010
Published: 23 July 2010

Page 8 of 9

References
1. Caterson ID, Gill TP: Obesity: epidemiology and possible prevention. Best
Pract Res Clin Endocrinol Metab 2002, 16:595-610.
2. Erens B, Primatesta P: Health Survey for England. Cardiovascular Disease ‘98
1999.
3. Pi-Sunyer FX: The obesity epidemic: pathophysiology and consequences
of obesity. Obes Res 2002, 10(Suppl 2):97S-104S.
4. Chapman IM: Obesity in old age. Front Horm Res 2008, 36:97-106.
5. Toth MJ, Tchernof A: Lipid metabolism in the elderly. Eur J Clin Nutr 2000,
54(Suppl 3):S121-125.
6. Canoy D: Distribution of body fat and risk of coronary heart disease in
men and women. Curr Opin Cardiol 2008, 23:591-598.
7. Stranges S, Trevisan M, Dorn JM, Dmochowski J, Donahue RP: Body
fat distribution, liver enzymes, and risk of hypertension: evidence
from the Western New York Study. Hypertension 2005,
46:1186-1193.
8. Goodpaster BH, Krishnaswami S, Harris TB, Katsiaras A, Kritchevsky SB,
Simonsick EM, Nevitt M, Holvoet P, Newman AB: Obesity, regional body
fat distribution, and the metabolic syndrome in older men and women.
Arch Intern Med 2005, 165:777-783.
9. Abbate LM, Stevens J, Schwartz TA, Renner JB, Helmick CG, Jordan JM:
Anthropometric measures, body composition, body fat distribution, and
knee osteoarthritis in women. Obesity (Silver Spring) 2006, 14:1274-1281.
10. Livingston EH: Lower body subcutaneous fat accumulation and diabetes
mellitus risk. Surg Obes Relat Dis 2006, 2:362-368.
11. Carruth BR, Skinner JD: The role of dietary calcium and other nutrients in
moderating body fat in preschool children. Int J Obes Relat Metab Disord
2001, 25:559-566.
12. Davies KM, Heaney RP, Recker RR, Lappe JM, Barger-Lux MJ, Rafferty K,
Hinders S: Calcium intake and body weight. J Clin Endocrinol Metab 2000,
85:4635-4638.
13. Lovejoy JC, Champagne CM, Smith SR, de Jonge L, Xie H: Ethnic
differences in dietary intakes, physical activity, and energy expenditure
in middle-aged, premenopausal women: the Healthy Transitions Study.
Am J Clin Nutr 2001, 74:90-95.
14. Parikh SJ, Yanovski JA: Calcium intake and adiposity. Am J Clin Nutr 2003,
77:281-287.
15. Pereira MA, Jacobs DR Jr, Van Horn L, Slattery ML, Kartashov AI, Ludwig DS:
Dairy consumption, obesity, and the insulin resistance syndrome in
young adults: the CARDIA Study. Jama 2002, 287:2081-2089.
16. Skinner JD, Bounds W, Carruth BR, Ziegler P: Longitudinal calcium intake is
negatively related to children’s body fat indexes. J Am Diet Assoc 2003,
103:1626-1631.
17. Zemel MB, Shi H, Greer B, Dirienzo D, Zemel PC: Regulation of adiposity
by dietary calcium. Faseb J 2000, 14:1132-1138.
18. Zemel MB, Thompson W, Milstead A, Morris K, Campbell P: Calcium and
dairy acceleration of weight and fat loss during energy restriction in
obese adults. Obes Res 2004, 12:582-590.
19. Zemel MB, Richards J, Mathis S, Milstead A, Gebhardt L, Silva E: Dairy
augmentation of total and central fat loss in obese subjects. Int J Obes
(Lond) 2005, 29:391-397.
20. Zemel MB, Richards J, Milstead A, Campbell P: Effects of calcium and dairy
on body composition and weight loss in African-American adults. Obes
Res 2005, 13:1218-1225.
21. Eagan MS, Lyle RM, Gunther CW, Peacock M, Teegarden D: Effect of 1-year
dairy product intervention on fat mass in young women: 6-month
follow-up. Obesity (Silver Spring) 2006, 14:2242-2248.
22. Caan B, Neuhouser M, Aragaki A, Lewis CB, Jackson R, LeBoff MS,
Margolis KL, Powell L, Uwaifo G, Whitlock E, Wylie-Rosett J, LaCroix A:
Calcium plus vitamin D supplementation and the risk of
postmenopausal weight gain. Arch Intern Med 2007, 167:893-902.
23. Barr SI: Increased dairy product or calcium intake: is body weight or
composition affected in humans? J Nutr 2003, 133:245S-248S.
24. Trowman R, Dumville JC, Hahn S, Torgerson DJ: A systematic review of the
effects of calcium supplementation on body weight. Br J Nutr 2006,
95:1033-1038.
25. Hey H, Stokholm KH, Lund B, Lund B, Sorensen OH: Vitamin D deficiency
in obese patients and changes in circulating vitamin D metabolites
following jejunoileal bypass. Int J Obes 1982, 6:473-479.
26. Liel Y, Ulmer E, Shary J, Hollis BW, Bell NH: Low circulating vitamin D in
obesity. Calcif Tissue Int 1988, 43:199-201.

Zhou et al. Nutrition & Metabolism 2010, 7:62
http://www.nutritionandmetabolism.com/content/7/1/62

Page 9 of 9

27. Arunabh S, Pollack S, Yeh J, Aloia JF: Body fat content and 25hydroxyvitamin D levels in healthy women. J Clin Endocrinol Metab 2003,
88:157-161.
28. Kamycheva E, Joakimsen RM, Jorde R: Intakes of calcium and vitamin d
predict body mass index in the population of Northern Norway. J Nutr
2003, 133:102-106.
29. Sneve M, Figenschau Y, Jorde R: Supplementation with cholecalciferol
does not result in weight reduction in overweight and obese subjects.
Eur J Endocrinol 2008, 159:675-684.
30. Heaney RP, Dowell MS, Barger-Lux MJ: Absorption of calcium as the
carbonate and citrate salts, with some observations on method.
Osteoporos Int 1999, 9:19-23.
31. Livstone EM: Why do cancer patients lose weight? J Clin Gastroenterol
1979, 1:247-248.
32. Carter GD, Carter CR, Gunter E, Jones J, Jones G, Makin HL, Sufi S:
Measurement of Vitamin D metabolites: an international perspective on
methodology and clinical interpretation. J Steroid Biochem Mol Biol 2004,
89-90:467-471.
33. Lappe JM, Davies KM, Travers-Gustafson D, Heaney RP: Vitamin D status in
a rural postmenopausal female population. J Am Coll Nutr 2006,
25:395-402.
34. Koskova I, Petrasek R, Vondra K, Blaha P, Skibova J, Glagolicova A,
Karasova L: Weight, body composition and fat distribution of Czech
women in relation with reproductive phase: a cross-sectional study.
Prague Med Rep 2007, 108:13-26.
35. Koskova I, Petrasek R, Vondra K, Skibova J: Weight, body composition and
fat distribution changes of Czech women in the different reproductive
phases: a longitudinal study. Prague Med Rep 2007, 108:226-242.
36. Jacques PF, Felson DT, Tucker KL, Mahnken B, Wilson PW, Rosenberg IH,
Rush D: Plasma 25-hydroxyvitamin D and its determinants in an elderly
population sample. Am J Clin Nutr 1997, 66:929-936.
37. Pasco JA, Henry MJ, Nicholson GC, Sanders KM, Kotowicz MA: Vitamin D
status of women in the Geelong Osteoporosis Study: association with
diet and casual exposure to sunlight. Med J Aust 2001, 175:401-405.
38. Chapuy MC, Schott AM, Garnero P, Hans D, Delmas PD, Meunier PJ:
Healthy elderly French women living at home have secondary
hyperparathyroidism and high bone turnover in winter. EPIDOS Study
Group. J Clin Endocrinol Metab 1996, 81:1129-1133.
39. Bhattoa HP, Bettembuk P, Ganacharya S, Balogh A: Prevalence and
seasonal variation of hypovitaminosis D and its relationship to bone
metabolism in community dwelling postmenopausal Hungarian women.
Osteoporos Int 2004, 15:447-451.
40. Gonzalez AJ, White E, Kristal A, Littman AJ: Calcium intake and 10-year
weight change in middle-aged adults. J Am Diet Assoc 2006,
106:1066-1073, quiz 1082.
41. Novotny R, Daida YG, Acharya S, Grove JS, Vogt TM: Dairy intake is
associated with lower body fat and soda intake with greater weight in
adolescent girls. J Nutr 2004, 134:1905-1909.
42. Compston JE, Vedi S, Ledger JE, Webb A, Gazet JC, Pilkington TR: Vitamin D
status and bone histomorphometry in gross obesity. Am J Clin Nutr 1981,
34:2359-2363.
43. Bell NH, Epstein S, Greene A, Shary J, Oexmann MJ, Shaw S: Evidence for
alteration of the vitamin D-endocrine system in obese subjects. J Clin
Invest 1985, 76:370-373.
44. Fu L, Yun F, Oczak M, Wong BY, Vieth R, Cole DE: Common genetic
variants of the vitamin D binding protein (DBP) predict differences in
response of serum 25-hydroxyvitamin D [25(OH)D] to vitamin D
supplementation. Clin Biochem 2009, 42:1174-1177.
doi:10.1186/1743-7075-7-62
Cite this article as: Zhou et al.: The effect of calcium and vitamin D
supplementation on obesity in postmenopausal women: secondary
analysis for a large-scale, placebo controlled, double-blind, 4-year
longitudinal clinical trial. Nutrition & Metabolism 2010 7:62.

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

