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Simple Summary: Fibroblast Growth Factor 23 (FGF23) is a hormone which is known to control the
levels of vitamin D, phosphate, and calcium in the body. There is evidence that high levels of FGF23
in patients with chronic kidney disease may increase the risk of death. The aim of this study is to see
if patients who are extremely unwell (admitted to intensive care) with high levels of FGF23 are more
likely to die than patients with lower levels. We investigated patients from two intensive care studies.
We showed that patients who had higher FGF23 levels when they were admitted had a higher risk of
death compared to patients with lower FGF23 levels. This applied to patients without chronic kidney
disease as well as those with normal or low vitamin D levels. This may mean that FGF23 can affect
the way our immune system works in a previously unexplored way. With more research, treating
FGF23 levels might be a way to improve the survival of intensive care patients.

Abstract: Background: Fibroblast Growth Factor (FGF23) is an endocrine hormone classically as-
sociated with the homeostasis of vitamin D, phosphate, and calcium. Elevated serum FGF23 is a
known independent risk factor for mortality in chronic kidney disease (CKD) patients. We aimed
to determine if there was a similar relationship between FGF23 levels and mortality in critically ill
patients. Methods: Plasma FGF23 levels were measured by ELISA in two separate cohorts of patients
receiving vitamin D supplementation: critical illness patients (VITdAL-ICU trial, n = 475) and elective
oesophagectomy patients (VINDALOO trial, n = 76). Mortality data were recorded at 30 and 180 days
or at two years, respectively. FGF23 levels in a healthy control cohort were also measured (n = 27).
Results: Elevated FGF23 (quartile 4 vs. quartiles 1–3) was associated with increased short-term (30
and 180 day) mortality in critical illness patients (p < 0.001) and long-term (two-year) mortality in
oesophagectomy patients (p = 0.0149). Patients who died had significantly higher FGF23 levels than
those who survived: In the critical illness cohort, those who died had 1194.6 pg/mL (range 0–14,000),
while those who survived had 120.4 pg/mL (range = 15–14,000) (p = 0.0462). In the oesophagectomy
cohort, those who died had 1304 pg/mL (range = 154–77,800), while those who survived had 644
pg/mL (range = 179–54,894) (p < 0.001). This was found to be independent of vitamin D or CKD
status (critical illness p = 0.3507; oesophagectomy p = 0.3800). FGF23 levels in healthy controls were
similar to those seen in oesophagectomy patients (p = 0.4802). Conclusions: Elevated baseline serum
FGF23 is correlated with increased mortality in both the post-oesophagectomy cohort and the cohort
of patients with critical illness requiring intensive care admission. This was independent of vitamin
D status, supplementation, or CKD status, which suggests the presence of vitamin D-independent
mechanisms of FGF23 action during the acute and convalescent stages of critical illness, warranting
further investigation.
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1. Introduction

Fibroblast growth factor 23 (FGF23) is a bone-derived hormone that plays a key role in
phosphate homeostasis, primarily in response to hyperphosphatemia. As a result, FGF23
also influences vitamin D and calcium homeostasis through interactions with vitamin D
conversion enzymes and parathyroid hormone (PTH) (Figure 1). Vitamin D supplementa-
tion causes a rise in FGF23, acting as a counterregulatory hormone to reduce 25(OH)2D3
hydroxylation by reducing 1α hydroxylase (CYP27b1) activity and increase 1,25(OH)2D3
breakdown by increasing 24 hydroxylase (CYP24a1) activity. At normal physiological
concentrations, FGF23 exerts its intracellular effects by forming a tertiary cell membrane
complex with FGF receptors (FGFRs) and α-klotho, a co-receptor that increases FGFR
binding affinity.
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Figure 1. Vitamin D metabolism and the role of FGF23 (highlighted in turquoise). Green arrows
indicate stimulus effect and may represent several enzymatic sub-steps, blue arrows indicate enzyme
conversion to a functional 1,25(OH)2D3, orange arrows indicate degradation, and red arrows indicate
downregulation/enzymatic blockade.

Critical illness can be secondary to a variety of pathologies and underlying diseases,
including those acquired after major surgery, as patients have a high risk of secondary
infection. Post-oesophagectomy patients require admission to, and often a prolonged stay
in, critical care units due to significant complication risks, especially pneumonia and sepsis.

Vitamin D deficiency (VDD) is both prevalent and severe in critically ill patients and
those with sepsis, and it is associated with high short- and long-term mortality [1–4]. How-
ever, clinical trials involving the supplementation of cholecalciferol in critical illness have
yielded variable results [1,5–9]. Clinical benefit has so far only been observed in patients
with severe VDD [5,10]. These clinical trial data conflict with observational data regarding
the relationship between VDD and patient outcomes, suggesting the presence of unchar-
acterised counter-regulatory metabolic pathways that blunt the response to high-dose
vitamin D monotherapy [8,11,12]. It remains unclear how critical illness affects the vitamin
D metabolome and important downstream vitamin D-responsive, anti-inflammatory, and
anti-infective pathways [13,14].

FGF23 may play a role in both the dysregulation of vitamin D metabolism and the
inflammatory responses observed in critically ill patients, independent of their vitamin D
status. FGF23 has been reported to exert vitamin D-independent effects, including stim-
ulating the release of interleukin 6 (IL-6) and C-reactive protein (CRP) from hepatocytes
in a murine inflammatory model [15]. In murine studies, FGF23 also drives macrophage
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polarisation towards a pro-inflammatory phenotype and stimulates the release of tumour
necrosis factor α (TNFα) via RAS/MAPK signalling [16–18]. In turn, FGF23 is secreted by
macrophages in response to toll-like receptor 4 (TLR4) stimulation. It has been suggested
that FGF23 may also affect macrophage function, based on klotho receptor RNA expres-
sion and interleukin production [17,19]. These vitamin D-independent effects suggest a
potentially broader role for FGF23 in the inflammatory and immune responses of critically
ill patients, irrespective of their vitamin D status.

The clinical importance of FGF23 has been extensively studied in chronic kidney
disease (CKD). In CKD patients, high serum FGF23 has been independently correlated with
an increased risk of infection, resulting in hospitalisation and increased mortality [20–22].
Elevated FGF23 has also been independently associated with frailty and pre-frailty, with
a notable correlation between raised FGF23 and mortality in older individuals [23,24].
Furthermore, increased FGF23 has been identified as a post-operative indicator of acute
kidney injury and non-occlusive mesenteric ischaemia [25], suggesting that FGF23 levels
may be a potential link between multimorbidity and critical care outcomes.

Aim: We aim to determine the association between circulating FGF23 levels and
mortality in critical illness, independent of vitamin D status or chronic kidney disease.
Demonstrating the role of FGF23 may explain the variable outcomes of vitamin D replace-
ment trials for critically ill patients.

2. Methods

Data and stored samples were obtained from two randomised, placebo-controlled
clinical trials and healthy control participants.

2.1. Critical Illness Cohort

Anonymised data were obtained from the VITdAL-ICU trial population (NCT01130181).
Between May 2010 and September 2012, 475 patients were recruited from five intensive
care units (ICUs) in a single large tertiary centre in Austria, as part of a randomised, double-
blind, placebo-controlled trial investigating the effect of vitamin D replacement in vitamin
D-deficient, critically ill patients [5]. Both medical and surgical patients were recruited.
Ethics approval was granted by the Medical University of Graz, Austria (reference number
21–214 ex 09/10, EudraCT-Nr.: 2010-018798-39). Patients were randomly assigned to either
a placebo or a vitamin D3 group (which received a high-loading-dose regimen of a single
dose of 540,000 IU vitamin D3, followed by once-monthly 90,000 IU doses for 5 months).
The database was obtained from the original investigators. FGF23 levels were analysed
from blood samples collected on day 0 and day 7, which were thawed from −80 ◦C and
analysed by ELISA. Recruitment to the translational arm was optional, so the number of
patients with FGF23 measured was limited. Post critical care discharge, patient samples
were not collected, leading to the loss of some day-7 (timepoint 2) FGF23 measurements.
Mortality data were recorded at 180 days from recruitment.

Inclusion criteria: patients 18 years of age or older, expected to stay in the ICU >48 h,
with a plasma 25-hydroxyvitamin D level of ≤20 ng/mL. Exclusion criteria: patients
with severely impaired gastrointestinal function; participants of other trials; pregnant or
lactating women; patients with hypercalcaemia (total calcium > 10.6 mg/dL or ionised
calcium > 5.4 mg/dL), tuberculosis, sarcoidosis, or nephrolithiasis; or patients deemed
unsuitable for study participation (e.g., those with psychiatric disease, those living remote
from the clinic, or prisoners).

2.2. Oesophagectomy Cohort

Samples were obtained from the VINDALOO trial population (ISRCTN27673620).
From this, 76 patients were recruited into the multi-centre, randomised, double-blind,
placebo-controlled trial in the UK. The VINDALOO trial investigated the effect of pre-
oesophagectomy vitamin D supplementation on early biomarkers of acute lung injury [4].
Oesophagectomy patients experience a timed critical illness insult during major surgery,
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and many develop significant post-operative complications, especially sepsis and pneu-
monia. Serum samples (taken pre-allocation, post- drug or placebo dosing, and at day
3 or 4 post-operation (timepoint 2)) were thawed from −80 ◦C and analysed by ELISA.
Ethical approval was granted by the South Birmingham Research Ethics Committee (REC
12/WM/0092).

Inclusion criteria: patients undergoing a planned thoracic oesophagectomy, who are
18 years of age or older, if male, or 55 or older or more than two years post menopause,
if female. Exclusion criteria: patients with known vitamin D intolerance, sarcoidosis, hy-
perparathyroidism, or nephrolithiasis; those taking more than 1000 IU/day of vitamin D
supplementation in the month preceding enrolment; those with baseline serum corrected
calcium >2.65 mmol/L; those undergoing haemodialysis; those who were pregnant or
breastfeeding; those taking drugs (cardiac glycoside, carbamazepine, phenobarbital, pheny-
toin, primidone, long-term immunosuppressant therapy); those taking an oral preparation
containing >10 micrograms of vitamin D/day up to 2 months before the first dose; or those
with COPD who had an FEV1 <50% and a predicted or resting oxygen saturation of less
than 92%. Mortality data were recorded at two years from recruitment.

2.3. Healthy Controls

Plasma samples were collected from 27 healthy volunteers (REC ref:19/WA/0299 and
REC ref: ERN 12-1184R2), who were recruited from staff and patients attending routine
outpatient appointments at Queen Elizabeth Hospital in Birmingham, UK.

Inclusion criteria: patients between 18 and 99 years old. Exclusion criteria: patients
who were acutely admitted to the hospital, who concurrently used oral or inhaled corticos-
teroids, or who were pregnant or breastfeeding.

2.4. FGF23 Quantification

Intact FGF23 levels were measured by ELISA. Samples of critically ill patients were
measured using an Intact Human FGF23 ELISA kit (Quiadel Immutopics 2nd generation
kit, San Diego, CA, USA). Samples of oesophagectomy patients and healthy controls were
measured using a Human FGF23 DuoSet ELISA kit (Biotechne, Abingdon, UK). Different
ELISA kits were used due to regional availability and the spatial and temporal separation
of the sample analysis. Results derived from different kits were deemed not comparable
for this reason. FGF23 levels were determined according to the manufacturers’ ELISA
protocols in each instance.

2.5. Statistical Analysis

FGF23 levels were not normally distributed (VITdAL-ICU Shapiro–Wilk p = 0.0001,
VINDALOO Shapiro–Wilk p = 0.0001). They were log converted to produce normally dis-
tributed data for statistical analysis in SPSS v26.0.0.0 and GraphPad Prism v8.2.0. Student’s
T-tests were used to determine the statistical significance between normally distributed
groups. Chi-squared tests with Yates corrections and Mann–Whitney U tests were used to
determine the statistical significance of non-parametric data.

3. Results

The VITdAL-ICU study recruited 475 patients, 126 of whom were measured for FGF23,
with laboratory error discounting the results from another three (Table 1). A total of
123 patient samples were therefore included in the analysis (66 male (54%), median age
68.0 (interquartile range (IQR) 56.0–77.0)). Longitudinal follow-up on 180-day mortality
was available for all 123 patients. Of the patients with CKD, 18 were treated with placebo
and 15 were treated with vitamin D.
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Table 1. Analysis of the demographic results and mortality data of the cohorts. The mortality
endpoint was 180 days for the critical illness cohort and 2 years for the oesophagectomy cohort.
Mortality data were only available for 60 of the oesophagectomy patients. FGF23 levels were log
converted for statistical data analysis. p-values were calculated using log-converted FGF23 levels.
$ Pre-critical-illness FGF23 levels (baseline FGF23) were not possible to collect as patients were not
recruited before critical illness. CKD (chronic kidney disease).

Critical Illness Oesophagectomy Healthy
Controls

Total Patients 123 76 27

No. patients treated with
vitamin D 62 40 NA

Male (%) 54.4% 84.2% 40.7%

Median age (IQR) 68.0 (56.0–77.0) 67.0 (58.0–71.5) 70 (61.0–78.0)

Comorbidity at Recruitment

CKD 1–4 (%) 33 (27%) 2 (2.6%) 4 (15%)

Chronic liver disease 52 (42%) 1 (1.3%) 0 (0%)

Diabetes 7 (6%) 6 (7.9%) 6 (22%)

Baseline FGF23

Median overall FGF23
(pg/mL) NA $ 835.0 2057.0

IQR NA $ 526.0–1929.0 307.1–4663.0

Died (Baseline FGF23) 79/121 30/60 NA

Median FGF23 (pg/mL) 1194.6 999 NA

IQR 176.9–5156.8 626.3–4659 NA

Survived (Baseline
FGF23) 42/121 30/60 NA

Median FGF23 (pg/mL) 120.4 641 NA

IQR 55.9–392.1 345–1284 NA

Day 0 Day 7 Baseline Day 3/4 NA

FGF23 samples 123 122 75 59 NA

FGF23 (pg/mL) 202.3 171.9 879 1022 NA

FGF23 (lg10) 2.51 2.45 3.11 3.01 NA

Significance between
baseline and timepoint 2 p = 0.6117 p = 0.7548 NA

The VINDALOO study recruited 76 patients (64 male (84%), median age 67.0 (IQR
58.0–71.5)). Of these, only 60 patients produced two-year mortality data (Table 1).

To compare, 27 healthy controls were recruited (11 male (41%), median age 70 (IQR
61.0–78.0)). No long-term follow-up data were collected from these patients. Patients
diagnosed with CKD had stage 1, and therefore were not on dialysis.

Median FGF23 levels in healthy controls were not significantly different from those
in the oesophagectomy cohort (p = 0.4802, Figure 2). High FGF23 values measured in the
healthy control group did not correspond to the values measured in patients with CKD.
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Figure 2. FGF23 levels in healthy controls vs. oesophagectomy patients. The median FGF23 (IQR)
was 2057 pg/mL (307.1–4663.0) in healthy controls and 835.0 pg/mL (526.0–1929.0) in oesophagec-
tomy patients (p = 0.4802). Critical illness patients were not included due to differences in FGF23
measurement protocols.

3.1. CKD Affects FGF23 Levels (VITdAL-ICU Critical Illness Cohort)

Patients with CKD had increased levels of FGF23 at baseline compared to their non-
CKD counterparts (p < 0.05) (Table 2), and these higher levels persisted to day 7. There
were no patients with CKD recruited to the VINDALOO trial.

Table 2. FGF23 and interquartile range (IQR) for the critical illness cohort (VITdAL-ICU). D0 (day 0,
baseline) and D7 (day 7, timepoint 2) show a significant difference between patients with CKD and
those without (D0 p = 0.0001; D7 p = 0.0026). On D0: n = 33 patients with CKD and n = 90 without
CKD. On D7: n = 31 patients with CKD and n = 91 without CKD. IQR (interquartile range).

Critical Illness

D0 D7

Median FGF23 (pg/mL) IQR Median FGF23 (pg/mL) IQR

Overall 202.3 66.9–1217.0 171.9 62.4–610.4

No CKD 139.4 50.0–450.1 168.4 55.9–426.7

CKD 245.7 334.0–9334.8 182.3 157.4–6520.0

3.2. FGF23 Values Do Not Significantly Change over Illness Duration

There was no significant difference in FGF23 levels between baseline and follow-up
(timepoint 2) in either the critical illness or the oesophagectomy cohort (Table 1).

3.3. Vitamin D Supplementation Does Not Affect FGF23 Levels

There were no significant differences in FGF23 level between the placebo and vitamin
D-supplementation groups at timepoint 2 in either the oesophagectomy or the critical
illness cohort (Table 3). Although an increase in FGF23 was noted in CKD patients, this was
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not significant, and adjusting for patients with CKD did not make any significant difference
to acute FGF23 levels measured at the timepoint 2 follow-up.

Table 3. Timepoint 2 (day 3/4 for oesophagectomy patients; day 7 for critical illness patients).
Comparison of FGF23 levels in treated vs. untreated patients with vitamin D replacement. No
significant difference was observed between patients treated with vitamin D and those treated
with placebo.

Treated Untreated p

Median FGF23
(pg/mL) IQR Median FGF23

(pg/mL) IQR

Oesophagectomy 1342 474.0–1754.0 819 573.4–2626.3 0.4053

Critical illness 211.8 56.7–458.0 120.4 66.1–1123.3 0.1424

No CKD 146.2 55.0–350.65 107.4 60.0–539.8 0.4483

CKD 296.2 102.5–3254.2 1406.7 478.1–8451.0 0.1345

3.4. Raised Serum FGF23 Is Correlated with Increased Mid- and Long-Term Mortality

Patients with CKD were excluded from this analysis. Patients with higher FGF23
levels (top quartile of cohort) demonstrated a significantly higher mortality rate than those
with lower FGF23 levels (p < 0.05) (Figure 3A,B). There was significant association between
FGF23 levels and mortality at 180 days (VITdAL-ICU) and at two years (VINDALOO). The
odds ratios for mortality in critical illness patients and oesophagectomy patients were 5.329
(p < 0.002, 95% CI 2.381, 11.923) and 3.000 (p = 0.04, 95% CI 1.014, 8.880), respectively.
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levels resulted in 26% mortality (chi-squared test with Yates correction, p < 0.0001). FGF23 cut-off was
at 334 pg/mL (Q4). The grey bars represent the % of patients deceased after 6 months, while the black
bars represent the % of patients still alive. (B). Mortality of oesophagectomy patients (VINDALOO)
at two years, based on their pre-operative FGF23 levels. High FGF23 levels resulted in 64% mortality,
while low FGF23 levels resulted in 41% mortality (chi-squared test with Yates correction, p = 0.0149).
FGF23 cut-off was at 1104 pg/mL (Q4). The grey bars represent the % of patients deceased after two
years, while the black bars represent the % of patients still alive. (C). baseline FGF23 levels of deceased
vs. surviving patients in the critical illness (VITdAL-ICU) cohort (alive: median 136.2 pg/mL, IQR
61.3–450.3; deceased: median 1195 pg/mL, IQR 174.0–5295; p = 0.0462) and the oesophagectomy
(VINDALOO) cohort (alive: median 641 pg/mL, IQR 332.0–1444; deceased: median 999 pg/mL, IQR
603.5–4784; p < 0.0001). Log-converted FGF23 levels were used to calculate significance. Data are
represented as median and IQR. (D). Mean 25(OH)2D3 levels in alive vs. deceased groups at day 0
for both cohorts. No significant difference was observed between the alive and deceased groups for
either cohort (critical illness p = 0.8274; oesophagectomy p = 0.6056). Data are represented as median
and IQR, * p < 0.05, **** (p < 0.001), ns = not significant.

3.5. Patients Who Died Exhibited Raised FGF23 Levels

Those patients who did not survive demonstrated significantly higher FGF23 levels
at day 0 in both the oesophagectomy (1.6 times greater in patients who did not survive)
, p < 0.05 and critical illness (9.9 times greater in patients who did not survive, p = 0.05)
cohorts (Figure 3C).

3.6. Vitamin D Levels Are Not Correlated to 180-Day or Two-Year Mortality

No significant association was found between baseline 25(OH)2D3 levels at D0 and
mortality in either cohort of patients (Figure 3D). There was no significant difference in
1,25(OH)2D3 levels at D0 vs. the two-year mark in oesophagectomy patients (p = 0.0740;
alive median = 109.1, IQR = 35.55; deceased median = 86.25, IQR = 40.6) or in 1,25(OH)2D3
levels at D0 vs. 180 days in critical illness patients (p = 0.4008; alive median = 26, IQR = 48;
deceased median = 28, IQR = 41.75).

4. Discussion

FGF23 is implicated in the inflammatory immune response, phosphate and calcium
homeostasis, and dynamic turnover in bone [18,26–29]. Experimental studies suggest a
direct pro-inflammatory effect of FGF23 on macrophages, which is key to the innate immune
response to infection/inflammation [27]. Evidence from patients with CKD suggests an
association between raised FGF23 levels and increased susceptibility to line infections,
sepsis, and mortality [30–32]. The FGF23 levels measured in our patient cohorts were
above the normal ranges (18–180 pg/mL) previously described [33–35]. CKD is associated
with disrupted calcium and phosphate homeostasis, and, in line with other reports, we
observed that critically ill patients with CKD exhibited elevated levels of FGF23 [36]. That
said, FGF23 has not been extensively investigated in the context of critical illness. This
study demonstrates elevated circulating FGF23 levels in critically ill and perioperative
patients as well as their association with increased mortality in two acutely ill cohorts, with
similar findings. Our results a demonstrate significant association between FGF23 levels
and mortality at 180 days (VITdAL-ICU) and two years (VINDALOO). This suggests that
elevated FGF23 levels at baseline correspond to short-, mid-, and long-term mortality for
patients who develop critical illness.

Compared to the literature documenting FGF23 levels in healthy populations, our
healthy controls demonstrated higher FGF23 levels, with no significant difference from
either the critical illness or the oesophagectomy cohorts. As FGF23 is involved in vitamin
D homeostasis, factors affecting 1,25(OH)2D3 can affect circulating FGF23; these include,
but are not limited to, ethnicity, supplementation, and season. This is supported by the
significant variability seen in this population. However, elevated FGF23 in both healthy
controls and patients suggests that circulating FGF23 is not an acute phase protein. High
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FGF23 levels, whether pre or post inflammatory insult, may affect the regulation of the
innate immune response, consequently causing poorer clearance of secondary infections
and death. This is supported by the lack of a significant difference in FGF23 levels between
patients treated acutely with vitamin D and those treated with placebo, suggesting a
subacute, chronic effect or a predisposition to severe inflammation.

No short-term dynamic changes in FGF23 were observed, suggesting that FGF23
either becomes elevated at the inception of illness or is pre-existing. The lack of acute
changes in serum FGF23 could also be attributed to FGF23 acting in a damage-associated
molecular pattern (DAMP). In the acute stages of inflammation, DAMPs are slow to rise
but remain sustained, contributing to defence mechanisms and perhaps also promoting the
inflammatory response.

Investigation of molecular acute dynamic responses in critical illness is difficult due to
the general unpredictability of onset. Oesophagectomy patients are therefore a more suit-
able cohort for examining these responses. To define the role of FGF23, better understand
the mechanisms driving its production, and understand its temporal changes in critical
illness, further translational study over a longer period is warranted.

Our data, if supported by further detailed cohort studies (such as will be available
upon conclusion of our trial VITDALIZE (ISRCTN 44822292)), may inform the potential
of therapeutic FGF23 blockade to reduce morbidity and mortality from critical illness [37].
Burosumab, a monoclonal antibody to FGF23, is already licenced for the treatment of
X-linked hypophosphataemic rickets [38] and, following appropriate investigation, could
potentially be repurposed to determine whether FGF23 blockade might benefit critically
ill patients.

In both our critically ill patient cohorts, patients who died had substantially elevated
serum FGF23 independent of vitamin D status—and this persisted irrespective of vitamin
D supplementation. Under normal physiological conditions, FGF23 tightly regulates
alterations in the homeostatic balance of phosphorus, 25(OH)2D3, and 1,25(OH)2D3, in
turn, causing a negative feedback loop. The previous literature has observed a correlation
between VDD and worse outcomes in critical illness, and has even shown critical illness
itself to cause relative vitamin D deficiency [10,39,40]. The observed association between
FGF23 and mortality was independent of vitamin D status, suggesting that FGF23 may be
a mechanistic driver; perhaps deranged vitamin D is a consequence rather than a cause.

It is possible that FGF23 drives inflammatory and immunoregulatory pathways in
critical illness, independent of vitamin D status. This is supported by the observation that
both cohorts demonstrated an association between FGF23 and mortality, which perhaps
indicates a unifying pathway of inflammation driving progression to critical illness. If so,
novel therapies that treat high FGF23 levels, such as burosumab, may improve outcomes
for patients with this treatable trait.

The direct effects of FGF23 on the innate immune system have yet to be fully inves-
tigated. There is a paucity of evidence on the effect of FGF23 on the effector function
of the innate immune system in critically ill patients. Further investigation is needed
to determine if FGF23 represents merely a marker of disease severity or an underlying
mechanism of immune dysregulation. Likewise, more investigation is needed to establish
whether the effects of changes in FGF23 could explain conflicting results in clinical trials of
vitamin D replacement. Lastly, additional research may clarify whether antibody blockade
of FGF23 augments the efficacy of vitamin D supplementation in patient response and
whether FGF23 blockade decreases non-vitamin-D-dependent FGF23 effects on the innate
immune response.

Limitations: This study has a number of limitations: First, while both trials recruited
patients with critical illness and had similar timepoints for sample analysis, the analysed
samples were collected from different trials at different times, so inclusion and exclusion
criteria were not uniform. Second, the dosing regimens for vitamin D supplementation
were different, which may have affected patient responses. Third, different ELISA kits were
used for sample measurement, which may have introduced error. Finally, samples were
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subjected to different lengths of storage time (+/− freeze–thaw cycles). Nevertheless, since
the goal was to compare associations and trends, rather than absolute FGF23 levels, these
limitations should not impact the data collected nor interfere with the results. To mitigate
the differences between trials, we have analysed results separately and made conclusions
about individual trials only. Our conclusions regarding the relationship between mortality
and FGF23 are consistent across both studies despite different protocols and varying
presentations of critical illness, suggesting further investigation is warranted.

5. Conclusions

This study identifies FGF23 as a potential biomarker for patient outcomes in both
the early and late stages of critical illness. The lack of relationship between FGF23 and
vitamin D supplementation suggests that the normal regulatory mechanisms governing
FGF23 production in response to vitamin D status are dysregulated in the development
of critical illness. Further work is required to better understand the biology of FGF23 in
critical illness and to inform the design of clinical trials on FGF23 pathway blockade. This
translational work would pave the way for future trials investigating the possibility of
FGF23 therapeutic manipulation through the use of inhibitory antibodies.

Author Contributions: O.S.T.—experimental design, laboratory experiments, and manuscript draft;
N.A.A.—manuscript draft and laboratory experiments; R.Y.M.—sample collection and patient con-
sent; R.C.A.D.—sample collection and patient consent; M.O.—sample collection and laboratory
experiments; K.A.—clinical chief investigator (VITdAL-ICU), sample collection, and patient consent;
G.M.—sample processing, and manuscript review; D.R.T.—clinical study chief investigator (VIN-
DALOO), experimental design, supervision, and manuscript review; A.S.—experimental design,
supervision, and manuscript review; D.P.—experimental design, supervision, and manuscript review.
All authors have read and agreed to the published version of the manuscript.

Funding: OST/DT/DP: Birmingham Health Partners, NA/AS/DT/DP: Chernakovsky Founda-
tion, DT/DP: Health Technology Assessment (NIHR17/147/33), DT/AS/DP: Health Technology
Assessment (NIHR129593), AS/DT/DP: Efficacy and Mechanism Evaluation (NIHR131600), AS/DT:
Asthma + Lung UK (MCFPHD20F\2), DT/AS: Medical Research Council (MR/S002782/1; MR/J011266/1;
G1100196), RYM: Medical Research Council (MR/X000338/1), KA: Fresenius Kabi (Germany), and
the Austrian National Bank (Jubiläumsfonds, Project Nr. 14143).

Institutional Review Board Statement: Participants from both the VITdAL-ICU (NCT0113018) and
VINDALOO (South Birmingham Research Ethics Committee, ISRCTN27673620) trials consented
to the use of their samples in further studies carried out. Healthy controls consented to participate
under ethics REC ref:19/WA/0299 and REC ref: ERN 12-1184R2.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The datasets used and analysed during this study are available from
the corresponding author on reasonable request.

Acknowledgments: We acknowledge Birmingham Acute Care Research Group.

Conflicts of Interest: The authors declare no conflict of interest.

Abbreviations

CKD Chronic kidney disease
CRP C-reactive protein
ELISA Enzyme-linked immunosorbent assay
FGF23 Fibroblast growth factor 23
ICU Intensive care units
IL-6 Interleukin-6
IQR Interquartile range
TLR4 Toll-like receptor 4
TNFα Tumour necrosis factor α
VDD Vitamin D deficiency



Biology 2023, 12, 309 11 of 12

References
1. Braun, A.; Chang, D.; Mahadevappa, K.; Gibbons, F.K.; Liu, Y.; Giovannucci, E.; Christopher, K.B. Association of low serum

25-hydroxyvitamin D levels and mortality in the critically ill. Crit. Care Med. 2011, 39, 671–677. [CrossRef] [PubMed]
2. Lee, P.; Eisman, J.A.; Center, J.R. Vitamin D deficiency in critically ill patients. N. Engl. J. Med. 2009, 360, 1912–1914. [CrossRef]

[PubMed]
3. Zajic, P.; Amrein, K. Vitamin D deficiency in the ICU: A systematic review. Minerva Endocrinol. 2014, 39, 275–287.
4. Parekh, D.; Dancer, R.C.A.; Lax, S.; Cooper, M.S.; Martineau, A.R.; Fraser, W.D.; Tucker, O.; Alderson, D.; Perkins, G.D.;

Gao-Smith, F.; et al. Vitamin D to prevent acute lung injury following oesophagectomy (VINDALOO): Study protocol for a
randomised placebo controlled trial. Trials 2013, 14, 100. [CrossRef] [PubMed]

5. Amrein, K.; Schnedl, C.; Holl, A.; Riedl, R.; Christopher, K.B.; Pachler, C.; Urbanic Purkart, T.; Waltensdorfer, A.; Munch, A.;
Warnkross, H.; et al. Effect of high-dose vitamin D3 on hospital length of stay in critically ill patients with vitamin D deficiency:
The VITdAL-ICU randomized clinical trial. Jama 2014, 312, 1520–1530. [CrossRef] [PubMed]

6. Matthews, L.R.; Ahmed, Y.; Wilson, K.L.; Griggs, D.D.; Danner, O.K. Worsening severity of vitamin D deficiency is associated
with increased length of stay, surgical intensive care unit cost, and mortality rate in surgical intensive care unit patients. Am. J.
Surg. 2012, 204, 37–43. [CrossRef]

7. Venkatram, S.; Chilimuri, S.; Adrish, M.; Salako, A.; Patel, M.; Diaz-Fuentes, G. Vitamin D deficiency is associated with mortality
in the medical intensive care unit. Crit. Care 2011, 15, R292. [CrossRef] [PubMed]

8. Higgins, D.M.; Wischmeyer, P.E.; Queensland, K.M.; Sillau, S.H.; Sufit, A.J.; Heyland, D.K. Relationship of vitamin D deficiency to
clinical outcomes in critically ill patients. JPEN J. Parenter Enter. Nutr. 2012, 36, 713–720. [CrossRef] [PubMed]

9. Nair, P.; Venkatesh, B.; Lee, P.; Kerr, S.; Hoechter, D.J.; Dimeski, G.; Grice, J.; Myburgh, J.; Center, J.R. A Randomized Study of a
Single Dose of Intramuscular Cholecalciferol in Critically Ill Adults. Crit. Care Med. 2015, 43, 2313–2320. [CrossRef] [PubMed]

10. Amrein, K.; Papinutti, A.; Mathew, E.; Vila, G.; Parekh, D. Vitamin D and critical illness: What endocrinology can learn from
intensive care and vice versa. Endocr. Connect. 2018, 7, R304–R315. [CrossRef]

11. McNally, J.D.; Menon, K.; Chakraborty, P.; Fisher, L.; Williams, K.A.; Al-Dirbashi, O.Y.; Doherty, D.R. The association of vitamin D
status with pediatric critical illness. Pediatrics 2012, 130, 429–436. [CrossRef] [PubMed]

12. Christopher, K.B. Vitamin D and critical illness outcomes. Curr. Opin. Crit. Care 2016, 22, 332–338. [CrossRef] [PubMed]
13. Chary, S.; Amrein, K.; Mahmoud, S.H.; Lasky-Su, J.A.; Christopher, K.B. Sex-Specific Catabolic Metabolism Alterations in the

Critically Ill following High Dose Vitamin D. Metabolites 2022, 12, 207. [CrossRef]
14. Amrein, K.; Lasky-Su, J.A.; Dobnig, H.; Christopher, K.B. Metabolomic basis for response to high dose vitamin D in critical illness.

Clin. Nutr. 2021, 40, 2053–2060. [CrossRef]
15. Czaya, B.; Faul, C. FGF23 and inflammation—A vicious coalition in CKD. Kidney Int. 2019, 96, 813–815. [CrossRef] [PubMed]
16. Yamauchi, M.; Hirohashi, Y.; Torigoe, T.; Matsumoto, Y.; Yamashita, K.; Kayama, M.; Sato, N.; Yotsuyanagi, T. Wound healing

delays in α-Klotho-deficient mice that have skin appearance similar to that in aged humans—Study of delayed wound healing
mechanism. Biochem. Biophys. Res. Commun. 2016, 473, 845–852. [CrossRef] [PubMed]

17. Han, X.; Li, L.; Yang, J.; King, G.; Xiao, Z.; Quarles, L.D. Counter-regulatory paracrine actions of FGF-23 and 1,25(OH)2 D in
macrophages. FEBS Lett. 2016, 590, 53–67. [CrossRef] [PubMed]

18. Dai, B.; David, V.; Martin, A.; Huang, J.; Li, H.; Jiao, Y.; Gu, W.; Quarles, L.D. A comparative transcriptome analysis identifying
FGF23 regulated genes in the kidney of a mouse CKD model. PLoS ONE 2012, 7, e44161. [CrossRef] [PubMed]

19. Richter, B.; Faul, C. FGF23 Actions on Target Tissues—With and Without Klotho. Front. Endocrinol. 2018, 9, 189. [CrossRef]
[PubMed]

20. Isakova, T.; Xie, H.; Yang, W.; Xie, D.; Anderson, A.H.; Scialla, J.; Wahl, P.; Gutierrez, O.M.; Steigerwalt, S.; He, J.; et al.
Fibroblast growth factor 23 and risks of mortality and end-stage renal disease in patients with chronic kidney disease. Jama 2011,
305, 2432–2439. [CrossRef] [PubMed]

21. Isakova, T.; Cai, X.; Lee, J.; Xie, D.; Wang, X.; Mehta, R.; Allen, N.B.; Scialla, J.J.; Pencina, M.J.; Anderson, A.H.; et al. Longitudinal
FGF23 Trajectories and Mortality in Patients with CKD. J. Am. Soc. Nephrol. 2018, 29, 579–590. [CrossRef] [PubMed]

22. Ishigami, J.; Taliercio, J.T.; Feldman, H.I.; Srivastava, A.; Townsend, R.R.; Cohen, D.L.; Horwitz, E.J.; Rao, P.; Charleston, J.; Fink,
J.C.; et al. Fibroblast Growth Factor 23 and Risk of Hospitalization with Infection in Chronic Kidney Disease: The Chronic Renal
Insufficiency Cohort (CRIC) Study. J. Am. Soc. Nephrol. 2020, 31, 1836–1846. [CrossRef] [PubMed]

23. Schnedl, C.; Fahrleitner-Pammer, A.; Pietschmann, P.; Amrein, K. FGF23 in Acute and Chronic Illness. Dis. Markers 2015,
2015, 358086. [CrossRef]

24. Westerberg, P.-A.; Tivesten, Å.; Karlsson, M.K.; Mellström, D.; Orwoll, E.; Ohlsson, C.; Larsson, T.E.; Linde, T.; Ljunggren, Ö.
Fibroblast growth factor 23, mineral metabolism and mortality among elderly men (Swedish MrOs). BMC Nephrol. 2013, 14, 85.
[CrossRef] [PubMed]

25. Speer, T.; Groesdonk, H.V.; Zapf, B.; Buescher, V.; Beyse, M.; Duerr, L.; Gewert, S.; Krauss, P.; Poppleton, A.; Wagenpfeil, S.; et al.
A single preoperative FGF23 measurement is a strong predictor of outcome in patients undergoing elective cardiac surgery: A
prospective observational study. Crit. Care 2015, 19, 190. [CrossRef] [PubMed]

26. Bonewald, L.F.; Wacker, M.J. FGF23 production by osteocytes. Pediatr. Nephrol. 2013, 28, 563–568. [CrossRef] [PubMed]
27. David, V.; Francis, C.; Babitt, J.L. Ironing out the cross talk between FGF23 and inflammation. Am. J. Physiol. Renal. Physiol. 2017,

312, F1–F8. [CrossRef]

http://doi.org/10.1097/CCM.0b013e318206ccdf
http://www.ncbi.nlm.nih.gov/pubmed/21242800
http://doi.org/10.1056/NEJMc0809996
http://www.ncbi.nlm.nih.gov/pubmed/19403914
http://doi.org/10.1186/1745-6215-14-100
http://www.ncbi.nlm.nih.gov/pubmed/23782429
http://doi.org/10.1001/jama.2014.13204
http://www.ncbi.nlm.nih.gov/pubmed/25268295
http://doi.org/10.1016/j.amjsurg.2011.07.021
http://doi.org/10.1186/cc10585
http://www.ncbi.nlm.nih.gov/pubmed/22152332
http://doi.org/10.1177/0148607112444449
http://www.ncbi.nlm.nih.gov/pubmed/22523178
http://doi.org/10.1097/CCM.0000000000001201
http://www.ncbi.nlm.nih.gov/pubmed/26186566
http://doi.org/10.1530/EC-18-0184
http://doi.org/10.1542/peds.2011-3059
http://www.ncbi.nlm.nih.gov/pubmed/22869837
http://doi.org/10.1097/MCC.0000000000000328
http://www.ncbi.nlm.nih.gov/pubmed/27310087
http://doi.org/10.3390/metabo12030207
http://doi.org/10.1016/j.clnu.2020.09.028
http://doi.org/10.1016/j.kint.2019.05.018
http://www.ncbi.nlm.nih.gov/pubmed/31543148
http://doi.org/10.1016/j.bbrc.2016.03.138
http://www.ncbi.nlm.nih.gov/pubmed/27037022
http://doi.org/10.1002/1873-3468.12040
http://www.ncbi.nlm.nih.gov/pubmed/26762170
http://doi.org/10.1371/journal.pone.0044161
http://www.ncbi.nlm.nih.gov/pubmed/22970174
http://doi.org/10.3389/fendo.2018.00189
http://www.ncbi.nlm.nih.gov/pubmed/29770125
http://doi.org/10.1001/jama.2011.826
http://www.ncbi.nlm.nih.gov/pubmed/21673295
http://doi.org/10.1681/ASN.2017070772
http://www.ncbi.nlm.nih.gov/pubmed/29167351
http://doi.org/10.1681/ASN.2019101106
http://www.ncbi.nlm.nih.gov/pubmed/32576601
http://doi.org/10.1155/2015/358086
http://doi.org/10.1186/1471-2369-14-85
http://www.ncbi.nlm.nih.gov/pubmed/23587028
http://doi.org/10.1186/s13054-015-0925-6
http://www.ncbi.nlm.nih.gov/pubmed/25902817
http://doi.org/10.1007/s00467-012-2309-3
http://www.ncbi.nlm.nih.gov/pubmed/22983423
http://doi.org/10.1152/ajprenal.00359.2016


Biology 2023, 12, 309 12 of 12

28. Farrow, E.G.; Davis, S.I.; Summers, L.J.; White, K.E. Initial FGF23-mediated signaling occurs in the distal convoluted tubule.
J. Am. Soc. Nephrol. 2009, 20, 955–960. [CrossRef] [PubMed]

29. Feng, J.Q.; Ye, L.; Schiavi, S. Do osteocytes contribute to phosphate homeostasis? Curr. Opin. Nephrol. Hypertens 2009, 18, 285–291.
[CrossRef] [PubMed]

30. Egli-Spichtig, D.; Imenez Silva, P.H.; Glaudemans, B.; Gehring, N.; Bettoni, C.; Zhang, M.; Arroyo, E.P.; Schönenberger, D.;
Rajski, M.; Hoogewijis, D.; et al. Tumor necrosis factor stimulates fibroblast growth factor 23 levels in chronic kidney disease and
non-renal inflammation. Kidney Int. 2019, 18, 285–291. [CrossRef] [PubMed]

31. Leaf, D.E.; Christov, M.; Juppner, H.; Siew, E.; Ikizler, T.A.; Bian, A.; Chen, G.; Sabbisetti, V.S.; Bonventre, J.V.; Cai, X.; et al.
Fibroblast growth factor 23 levels are elevated and associated with severe acute kidney injury and death following cardiac surgery.
Kidney Int. 2016, 89, 939–948. [CrossRef] [PubMed]

32. Leaf, D.E.; Jacob, K.A.; Srivastava, A.; Chen, M.E.; Christov, M.; Juppner, H.; Sabbisetti, V.S.; Martin, A.; Wolf, M.; Waikar, S.S.
Fibroblast Growth Factor 23 Levels Associate with AKI and Death in Critical Illness. J. Am. Soc. Nephrol. 2017, 28, 1877–1885.
[CrossRef]

33. Lima, F.; El-Husseini, A.; Monier-Faugere, M.C.; David, V.; Mawad, H.; Quarles, D.; Malluche, H.H. FGF-23 serum levels and bone
histomorphometric results in adult patients with chronic kidney disease on dialysis. Clin. Nephrol. 2014, 82, 287–295. [CrossRef]
[PubMed]

34. Yuen, S.N.; Kramer, H.; Luke, A.; Bovet, P.; Plange-Rhule, J.; Forrester, T.; Lambert, V.; Wolf, M.; Camacho, P.; Harders, R.; et al.
Fibroblast Growth Factor-23 (FGF-23) Levels Differ Across Populations by Degree of Industrialization. J. Clin. Endocrinol. Metab.
2016, 101, 2246–2253. [CrossRef]

35. Weber, T.J.; Liu, S.; Indridason, O.S.; Quarles, L.D. Serum FGF23 levels in normal and disordered phosphorus homeostasis. J. Bone
Miner. Res. 2003, 18, 1227–1234. [CrossRef] [PubMed]

36. Munoz Mendoza, J.; Isakova, T.; Ricardo, A.C.; Xie, H.; Navaneethan, S.D.; Anderson, A.H.; Bazzano, L.A.; Xie, D.; Kretzler, M.;
Nessel, L.; et al. Fibroblast growth factor 23 and Inflammation in CKD. Clin. J. Am. Soc. Nephrol. 2012, 7, 1155–1162. [CrossRef]

37. Amrein, K.; Parekh, D.; Westphal, S.; Preiser, J.C.; Berghold, A.; Riedl, R.; Eller, P.; Schellongowski, P.; Thickett, D.; Meybohm,
P. Effect of high-dose vitamin D3 on 28-day mortality in adult critically ill patients with severe vitamin D deficiency: A study
protocol of a multicentre, placebo-controlled double-blind phase III RCT (the VITDALIZE study). BMJ Open 2019, 9, e031083.
[CrossRef]

38. Lyseng-Williamson, K.A. Burosumab in X-linked hypophosphatemia: A profile of its use in the USA. Drugs Ther. Perspect. 2018,
34, 497–506. [CrossRef]

39. Prasad, S.; Raj, D.; Warsi, S.; Chowdhary, S. Vitamin D Deficiency and Critical Illness. Indian J. Pediatr. 2015, 82, 991–995.
[CrossRef]

40. Lee, P. How deficient are vitamin D deficient critically ill patients? Crit. Care 2011, 15, 154. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1681/ASN.2008070783
http://www.ncbi.nlm.nih.gov/pubmed/19357251
http://doi.org/10.1097/MNH.0b013e32832c224f
http://www.ncbi.nlm.nih.gov/pubmed/19448536
http://doi.org/10.1016/j.kint.2019.04.009
http://www.ncbi.nlm.nih.gov/pubmed/31301888
http://doi.org/10.1016/j.kint.2015.12.035
http://www.ncbi.nlm.nih.gov/pubmed/26924052
http://doi.org/10.1681/ASN.2016080836
http://doi.org/10.5414/CN108407
http://www.ncbi.nlm.nih.gov/pubmed/25208316
http://doi.org/10.1210/jc.2015-3558
http://doi.org/10.1359/jbmr.2003.18.7.1227
http://www.ncbi.nlm.nih.gov/pubmed/12854832
http://doi.org/10.2215/CJN.13281211
http://doi.org/10.1136/bmjopen-2019-031083
http://doi.org/10.1007/s40267-018-0560-9
http://doi.org/10.1007/s12098-015-1778-3
http://doi.org/10.1186/cc10126

	Introduction 
	Methods 
	Critical Illness Cohort 
	Oesophagectomy Cohort 
	Healthy Controls 
	FGF23 Quantification 
	Statistical Analysis 

	Results 
	CKD Affects FGF23 Levels (VITdAL-ICU Critical Illness Cohort) 
	FGF23 Values Do Not Significantly Change over Illness Duration 
	Vitamin D Supplementation Does Not Affect FGF23 Levels 
	Raised Serum FGF23 Is Correlated with Increased Mid- and Long-Term Mortality 
	Patients Who Died Exhibited Raised FGF23 Levels 
	Vitamin D Levels Are Not Correlated to 180-Day or Two-Year Mortality 

	Discussion 
	Conclusions 
	References

