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Objectives: To evaluate the association of sun exposure parameters and vitamin D
levels with conversion to MS and relapse risk in a prospectively monitored cohort of
145 participants followed after a first demyelinating event up to 5-year review (AusLong
Study).
Methods: Sun exposure prior to and after onset measured by annual questionnaire;
ultraviolet radiation (UVR) “load” estimated by location of residence over the life course
and ambient UVR levels. Serum 25-hydroxyvitamin D [25(OH)D] concentrations measured at baseline, 2/3-year, and 5-year review. MS conversion and relapse assessed by
neurologist assessment and medical record review.
results: Over two-thirds (69%) of those followed to 5-year review (100/145) converted
to MS, with a total of 252 relapses. Higher pre-MS onset sun exposure was associated
with reduced risk of MS conversion, with internal consistency between measures and
dose–response relationships. Analogous associations were also seen with risk of relapse,
albeit less strong. No consistent associations were observed between postonset sun
exposure and clinical course, however. Notably, those who increased their sun exposure
during follow-up had significantly reduced hazards of MS conversion and relapse. Serum
25(OH)D levels and vitamin D supplementation were not associated with conversion to
MS or relapse hazard.
conclusion: We found that preonset sun exposure was protective against subsequent
conversion to MS and relapses. While consistent associations between postonset sun
exposure or serum 25(OH)D level and clinical course were not evident, possibly masked
by behavior change, those participants who markedly increased their sun exposure
demonstrated a reduced MS conversion and relapse hazard, suggesting beneficial
effects of sun exposure on clinical course.
Keywords: multiple sclerosis, vitamin D, sun exposure, ultraviolet radiation, relapse, behaviour change, first
demyelinating event, CIS
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INTRODUCTION

MATERIALS AND METHODS

Of the various environmental and behavioral—and thus poten
tially modifiable—risk factors implicated in the onset and pro
gression of multiple sclerosis (MS), evidence for a role for vitamin
D and ultraviolet radiation (UVR) exposure has been among the
most consistent, on a par with smoking and Epstein-Barr virus
exposure. As we have discussed elsewhere (1), vitamin D and
UVR exposure provide an excellent example of epidemiologi
cal consistency with both onset (2–15) and clinical course (12,
16–25), being supported by measures of preonset time in the
sun, vitamin D intake, and direct measurement using measures
of current sun exposure and vitamin D metabolites, and even
indirectly by the well-recognized latitudinal gradient in MS
prevalence and incidence (26, 27). Additional evidence comes
from genetic studies that have detected significant associations
with polymorphisms within or near vitamin D-associated genes
(28), as well as by recent Mendelian randomization studies that
implicated genetic differences in 25(OH)D levels in the develop
ment of MS (29, 30).
All this taken together has led us to wait with anticipation for
the results of UV treatment and vitamin D supplementation as
interventions against MS outcomes in randomized trials (31).
However, the results published thus far have had inconsistent
findings. Some smaller studies showed some benefit of vitamin
D supplementation, either alone or in addition to established
immunomodulatory therapy (32, 33), but others have shown
no effects with some or all outcomes (32, 34–38). Results from
larger trials are yet forthcoming, including the PrevANZ study of
vitamin D supplementation as an intervention against progres
sion to clinically definite MS following a first demyelinating event
(FDE), as well as the larger SOLAR study investigating vitamin
D supplementation as an add-on to interferon-beta therapy (31).
Additionally, the PhoCIS Study trial of UVR phototherapy as an
intervention in patients with clinically isolated syndrome (39)
recently reported its preliminary results, indicating a 30% reduc
tion in subsequent conversion to MS in the treated vs. untreated
group (40).
The disparity between the relative consistency of the obser
vational studies of the past two decades, mainly focused on
MS onset, and these first randomized trials, mainly focused on
clinical course, has been perplexing. One suggestion has been
that sun exposure has benefits beyond vitamin D (10, 41); and
therefore significant findings based on UVR-derived vitamin
D from observational studies do not translate into effect in
the vitamin D supplementation intervention studies as only
the effect of vitamin D is being tested. Others have suggested
that the null hypothesis—that vitamin D/UV associations in
observational studies merely represent unmeasured confound
ing—is indicated by the results from randomized controlled
trials (42, 43).
To better understand the roles of sun/UVR exposure and vita
min D in MS disease activity and progression, we analyzed sun
exposure before and after onset of MS, as well as serum 25(OH)
D levels and vitamin D supplementation after onset, for their
associations with clinical outcomes in a prospective cohort study
of participants followed since FDE.

Participants and Setting

Frontiers in Neurology | www.frontiersin.org

The Ausimmune Study is a population-based multicentre casecontrol study designed to capture all incident FDE cases in four
regions of eastern Australia: Brisbane city (latitude 27° South),
Newcastle city and surrounds (33° South), Geelong city and the
Western Districts of Victoria (37° South), and the state of Tasmania
(43° South) (8). The Ausimmune Longitudinal (AusLong) Study,
which built upon the original Ausimmune Study, seeks to elu
cidate environmental, genetic and personal risk factors for the
onset and early progression of MS in case participants in the
Ausimmune Study who had a first clinical diagnosis of CNS
demyelination (FCD) and were thus at high risk of developing
MS (44). Since 2009 the AusLong Study has followed Ausimmune
Study cases (retention rate 84.6%). The ethics committee of all
participating centers approved the study; all participants signed
written informed consent.
The cohort for the present analysis is slightly different to the
original Ausimmune case cohort (8, 45). Following review of
clinical information at the 5-year review, three of the original
282 cases were identified as not having had an MS-associated
FDE (one neuromyelitis optica spectrum disorder, one Susac’s
syndrome, and one pineal germinoma). Additionally, three
cases originally recorded as relapse-onset were reclassified to
progressive-onset on the basis of a clinical course devoid of
discrete events but instead steady deterioration in function more
befitting a progressive disease course (46). With these adjust
ments, there were 260 relapse-onset cases (170 of whom had their
FDE just prior to initial presentation and inclusion in the study
and whom we define here as “classic FDE cases,” and 90 whose
FDE had occurred at an earlier date). These participants were thus
diagnosed as having MS on presentation to the study. In addition,
there were 19 case participants with progressive-onset disease.
Our principal analysis was restricted to “classic FDE cases,” i.e.,
those participants with a relapse-onset presentation whose first
known event occurred just prior to notification to, and participa
tion, in the Ausimmune Study (n = 170). Accordingly, all of the
clinical events that occurred for these individuals did so during
the prospective follow-up period, giving us greatest confidence
in the reliability of these data. The participants with relapse-onset
presentation who had had an FDE more distant from their first
participation in the Ausimmune Study, as well as the progressiveonset cases, were not included in this analysis.

Exposure Measures

Preonset sun exposure behaviors were queried at baseline,
including time spent in the sun in various age categories were
queried by questionnaire and life calendar: sun exposure during
6–10, 11–15, and 16–20 years periods, and 1, 2, and 3 years prior
to baseline review were specifically queried by questionnaire. In
addition, summer and winter sun exposure from age 6 onward
were queried by personal work and residence calendar, including
time spent outside and the location of residence. From the life
calendar, we used satellite data to estimate the average daily dose
of UVR for each month over each year of life according to the
latitude and longitude of the location of residence. We combined
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this with data on time outdoors in each year of life to calculate
the total summer and winter UVR exposures for each individual
for various periods of life, hereafter referred to as UVR-load.
Postonset sun exposure for each year of follow-up in summer and
winter was queried at each review (queried as <1, 1–2, 2–3, 3–4,
and 4+ h/day and coded as 0, 1, 2, 3, and 4).
Change in sun exposure between baseline and 5-year review
was calculated for summer and winter, and for weekdays, week
ends, and holidays. Decreases of −4, −3, or −2 correspond to
moving 4, 3, or 2 increments down in the sun exposure parameter
between reviews, and reciprocally, +2, +3, or +4 correspond to
moving 2, 3, or 4 increments up in the sun exposure parameter
between reviews. Values of 0, as well as +1 and −1, were inter
preted as the participant’s sun exposure for that parameter being
unchanged between reviews, for example 1–2 h/day at both time
points.
Serum was taken at each of the three face-to-face reviews
(baseline, 2/3-year, 5-year), from which serum 25-hydroxy
vitamin D3 (25(OH)D) levels were measured. Baseline serum
25(OH)D levels were measured at RDDT in Victoria, Australia,
whereas 2/3 and 5-year serum 25(OH)D levels were measured
at Canterbury Labs in New Zealand. The 25(OH)D levels from
these separate assays were compared in a subset of 50 samples
that were measured with both assays and also at a laboratory
at the US Centers for Disease Control and Prevention (CDC) that
uses a 25(OH)D assay that is standardized to the NIST-Ghent
reference measurement procedure. Based on these data we
calculated a conversion algorithm to standardize the 25(OH)D
values from each of the assays to the CDC assay using Deming
regression. The (study baseline) RMIT translation function was

confirmed by a study neurologist at 2/3 and 5 years. A relapse
was defined according to the 2001 McDonald Criteria (49) as the
acute or subacute appearance or reappearance of a neurological
abnormality (lasting at least 24 h) in the absence of other potential
explanatory factors. Relapses were reported at annual review and
only relapses which were diagnosed and verified by a neurologist
were included in the analysis.

Data Analysis

Interreview differences in the proportions with different levels
of the various sun/vitamin D-related covariates were assessed
by Chi-square test, and thence by log-multinomial regression
to determine the magnitude and significance of changes in each
level of the covariates between reviews.
Predictors of hazard of MS conversion and of relapse were
evaluated by Cox proportional hazards regression models, the
latter for repeated events. Time at risk for both outcomes was
defined as starting from the date of symptom onset. All covariates
satisfied the proportional hazards assumption except that of study
site for relapse analyses.
Time-varying covariates were extrapolated forwards in
time from their measure as appropriate. Thus, while baselinemeasured covariates and preonset parameters such as preonset
sun exposure behaviors were extrapolated forward to cover all
events, time-varying behavioral covariates (e.g., longitudinal sun
exposure and sun behavior) were extrapolated forward only to
the next annual measure of that variable, whereas serum 25(OH)
D level was extrapolated forward only to 6 months from when
the sample was taken, reflecting the greater variability of this
parameter.
Tests for trend of categorical variables were undertaken by
replacing the binary predictors with a single predictor, taking
category rank scores.
All statistical analyses were conducted in Stata/SE 14.1
(StataCorp LP, College Station, TX, USA).

Standard25(OH)D = (( Asmeasured 25(OH )D ) × 0.87 ) − 1.74.
And for the samples assayed at Canterbury Laboratories:
Standard 25(OH)D=(( Asmeasured 25(OH )D ) × 0.79 ) + 5.91.
More comprehensive discussion of the methods involved in
25(OH)D measurement and consolidation of metrics to a stand
ard are described elsewhere (47).
Having standardized the 25(OH)D levels to the reference
laboratory for all samples at the three measurement time points,
deseasonalized 25(OH)D levels were estimated using separate
sinusoidal regression functions for each of the four study sites
[given the widely disparate levels of ambient UVR and thus
seasonal patterns of variation in 25(OH)D], using functions
described previously (17). We estimated serum 25(OH)D levels
at November 19 and May 20, the start of the summer and winter
6-month seasons.

RESULTS
The cohort comprised 170 persons; however, for the purposes
of evaluating change in behavior, analysis was restricted to the
145/170 persons who completed the 5-year review. There were no
material differences between the total cohort and those complet
ing the 5-year review (see Table 1), except for the proportion
converting to MS and the number of recorded relapses, which
were higher among those with follow-up to 5 years. During
follow-up, 110 of 170 participants converted to clinically definite
MS (64.7%) and experienced 265 relapses. Of the 145 participants
who completed the 5-year review, 100 (69.0%) had converted to
MS and between them had 252 relapses; 35 participants (24.1%)
had no relapses during follow-up.
Of the participants completing 5-year review, over threequarters of the participants were female and the average age at
study entry was 37.7 years. The largest proportions of participants
were recruited in Tasmania (37.2%) and Queensland (26.2%).
The average deseasonalized serum 25(OH)D concentration at
baseline was 65.3 nmol/L, increasing to 70.3 nmol/L at five-year
review.

Clinical Course Measures

Two clinical outcomes were evaluated, namely hazard of conver
sion to MS and hazard of relapse. Conversion to MS was defined
primarily as the occurrence of two or more clinical demyelinating
episodes, thus satisfying the diagnostic requirements of dis
semination in space and time, or a single episode plus paraclini
cal evidence, as per the 2005 McDonald criteria (48) including
application of MRI criteria. Conversion to MS was reported at
annual review and cross-checked with neurological records and

Frontiers in Neurology | www.frontiersin.org

3

February 2018 | Volume 9 | Article 16

Simpson Jr. et al.

Sun/Vitamin D and Clinical Course in Early MS

Table 1 | Cohort characteristics, all persons and those who completed up to 5-year review.
All persons

Completed 5-year review

Test for difference

n (%)

n (%)

38 (22.4)
132 (77.7)

31 (21.4)
114 (78.6)

p = 0.46

49 (28.8)
26 (15.3)
33 (19.4)
62 (36.5)

38 (26.2)
24 (16.6)
29 (20.0)
54 (37.2)

p = 0.30

78 (46.4)
46 (27.4)
44 (26.2)

65 (44.8)
41 (28.3)
39 (26.9)

p = 0.58

60 (35.3)
110 (64.7)

45 (31.0)
100 (69.0)

p = 0.005

60 (35.3)
59 (34.7)
20 (11.8)
11 (6.5)
20 (11.8)

45 (31.0)
51 (35.2)
19 (13.1)
10 (6.9)
20 (13.8)

p = 0.015

Sex
Male
Female
Study site
QLD
NSW
VIC
TAS
BMI at baselinea
Normal
Overweight
Obese
Diagnosed with MS during follow-up?
No
Yes
Number of relapses during study periodb
0
1
2
3
4–23
Taking immunomodulatory medication at 5-year review?
No
Yes
Age (years)
As-measured serum 25(OH)D at baseline review (nmol/L)b
Deseasonalized serum 25(OH)D at baseline review (nmol/L)b
As-measured serum 25(OH)D at 5-year review (nmol/L)c
Deseasonalized serum 25(OH)D at 5-year review (nmol/L)c

72 (49.7%)
73 (50.3%)
Mean (SD; range)
37.6 (9.7; 18–58)
37.7 (9.6; 18–58)
64.8 (28.9; 12.8–178.1)
63.9 (27.6; 12.8–142.5)
64.7 (28.1; 7.9–173.7)
65.3 (28.3; 7.9–173.7)
69.9 (26.5; 24.9–167.1)
70.3 (26.2; 21.8–169.0)

EDSS at 5-year
review,d median (IQR)

p = 0.73
p = 0.39
p = 0.46

1.5 (1.0–2.0)

Test for difference in dichotomous or categorical variables between groups assessed by Chi-square test. Test for difference in normal continuous variables [serum 25(OH)D]
assessed by Student’s t-test.
a
Excludes two persons who did not have BMI measured at baseline.
b
Excludes six persons who did not have serum 25(OH)D measured at baseline.
c
Excludes four persons who did not have serum 25(OH)D measured at 5-year review.
d
Excludes three persons who did not have EDSS measured at 5-year review.
QLD, Queensland study site; NSW, New South Wales study site; VIC, Victoria study site; TAS, Tasmania study site; BMI, body mass index; MS, multiple sclerosis; 25(OH)D,
25-hydroxyvitamin D; EDSS, Expanded Disability Status Scale; IQR, interquartile range.

Association between Recent and
Preonset Sun Exposure and
Conversion to MS and Relapse

with a reduced relapse hazard, though none of these were robust
to adjustment for age, sex, study site, and use of immunomodula
tory medication.
Analogous results were seen for absolute durations of sun
exposure (data not shown).

Higher preonset UVR-load parameters, both in summer and in
winter, were associated with significantly reduced hazard of MS
conversion (Table 2), most associations persisting on adjustment
for age, sex and study site. More recent higher UVR exposure
(UVR-load in the year of the FDE, 2 years before FDE, 3 years
before study entry) were also significantly associated with a
reduced risk of converting to MS, persisting on adjustment.
For relapse (Table 3), summer UVR-load at younger ages and
most winter UVR-load parameters were significantly associated
Frontiers in Neurology | www.frontiersin.org

Association between Post-FDE Sun
Exposure and Conversion to MS and
Relapse

In contrast to the associations of preonset and peri-FDE sun
exposure parameters with MS and relapse, post-FDE sun expo
sure (duration and derived UVR-load) showed no consistent
4
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Table 2 | Preonset sun exposure measures and associations with hazard of MS conversion.
Summer UVR measures and hazard of MS conversion
Failures/
person-years (rate)

Winter UVR measures and hazard of MS conversion

HR (95% CI)
Univariable

Failures/
person-years (rate)

Adjusted

a

Summer UVR-load 6–10 years old (kJ/m2)
0–228
>228–323
>323–383
>383–488
Trend:

35/83.36 (0.42)
31/138.17 (0.22)
26/123.21 (0.21)
18/103.78 (0.17)

35/83.15 (0.42)
30/102.36 (0.29)
29/157.05 (0.19)
16/105.96 (0.15)

1.00 (reference)
0.60 (0.36, 0.98)
0.56 (0.34, 0.91)
0.44 (0.25, 0.78)
p = 0.004

0–31
>31–52
>52–100
>100–544
Trend:

1.00 (reference)
0.73 (0.43, 1.25)
0.75 (0.42, 1.34)
0.47 (0.25, 0.86)
p = 0.020

36/86.43 (0.42)
29/103.58 (0.28)
28/131.22 (0.21)
17/127.29 (0.13)

1.00 (reference)
0.71 (0.43, 1.18)
0.48 (0.29, 0.79)
0.39 (0.21, 0.72)
p = 0.001

0–33
>33–53
>53–104
>104–530
Trend:

1.00 (reference)
0.86 (0.51, 1.44)
0.62 (0.35, 1.09)
0.48 (0.25, 0.90)
p = 0.012

1.00 (reference)
0.67 (0.41, 1.09)
0.55 (0.33, 0.92)
0.37 (0.21, 0.66)
p < 0.001

28/74.94 (0.37)
29/88.83 (0.33)
22/113.64 (0.19)
20/154.98 (0.13)

1.00 (reference)
0.81 (0.46, 1.43)
0.54 (0.30, 0.99)
0.38 (0.21, 0.69)
p = 0.001

0–28
>28–45
>45–80
>80–556
Trend:

1.00 (reference)
0.72 (0.42, 1.23)
0.75 (0.44, 1.29)
0.52 (0.28, 0.97)
p = 0.054

27/65.73 (0.41)
26/86.43 (0.30)
20/102.05 (0.20)
17/148.47 (0.12)

0–24
>24–44
>44–85
>85–285
Trend:

1.00 (reference)
0.96 (0.53, 1.74)
0.68 (0.35, 1.31)
0.50 (0.26, 0.96)
p = 0.020

26/65.70 (0.40)
17/76.95 (0.22)
18/109.99 (0.16)
16/96.35 (0.17)

1.00 (reference)
0.73 (0.42, 1.29)
0.53 (0.30, 0.95)
0.32 (0.17, 0.61)
p < 0.001

0–21
>21–44
>44–70
>70–411
Trend:

1.00 (reference)
0.82 (0.44, 1.55)
0.58 (0.30, 1.10)
0.40 (0.19, 0.85)
p = 0.012

1.00 (reference)
0.59 (0.31, 1.12)
0.47 (0.25, 0.87)
0.46 (0.25, 0.85)
p = 0.009

28/103.52 (0.27)
32/62.88 (0.51)
29/92.00 (0.32)
20/178.92 (0.11)

1.00 (reference)
1.60 (0.92, 2.76)
1.09 (0.65, 1.80)
0.44 (0.25, 0.78)
p = 0.001

0–22
>22–37
>37–69
>69–214
Trend:

1.00 (reference)
0.84 (0.41, 1.74)
0.79 (0.36, 1.72)
0.78 (0.37, 1.62)
p = 0.50

33/46.32 (0.71)
28/92.25 (0.30)
26/151.17 (0.17)
19/133.64 (0.14)

1.00 (reference)
1.07 (0.66, 1.74)
0.55 (0.31, 0.99)
0.78 (0.47, 1.29)
p = 0.093

1.00 (reference)
1.20 (0.69, 2.09)
0.63 (0.33, 1.19)
0.72 (0.39, 1.32)
p = 0.14

1.00 (reference)
0.52 (0.29, 0.91)
0.32 (0.19, 0.55)
0.26 (0.15, 0.47)
p < 0.001

36/88.02 (0.41)
34/119.76 (0.28)
19/111.86 (0.17)
21/128.88 (0.16)

1.00 (reference)
0.73 (0.46, 1.15)
0.47 (0.26, 0.84)
0.46 (0.27, 0.76)
p = 0.001

1.00 (reference)
0.81 (0.48, 1.36)
0.52 (0.27, 1.00)
0.48 (0.27, 0.84)
p = 0.008

34/83.92 (0.41)
24/109.24 (0.22)
17/104.21 (0.16)
24/135.03 (0.18)

1.00 (reference)
0.60 (0.35, 1.04)
0.45 (0.25, 0.83)
0.50 (0.30, 0.83)
p = 0.006

1.00 (reference)
0.56 (0.31, 1.01)
0.46 (0.24, 0.88)
0.47 (0.27, 0.82)
p = 0.010

29/80.78 (0.36)
26/104.91 (0.25)
19/93.85 (0.20)
16/123.12 (0.13)

1.00 (reference)
0.76 (0.44, 1.29)
0.62 (0.34, 1.14)
0.42 (0.23, 0.78)
p = 0.005

1.00 (reference)
0.80 (0.43, 1.49)
0.69 (0.34, 1.41)
0.37 (0.19, 0.75)
p = 0.005

24/78.62 (0.31)
19/105.33 (0.18)
19/81.31 (0.23)
15/83.74 (0.18)

1.00 (reference)
0.66 (0.35, 1.23)
0.82 (0.45, 1.49)
0.67 (0.37, 1.22)
p = 0.30

1.00 (reference)
0.77 (0.39, 1.53)
0.92 (0.46, 1.82)
0.52 (0.26, 1.05)
p = 0.12

Winter UVR-load in 3 years before study entry (kJ/m2)
0–17
>17–27
>27–41
>41–125
Trend:

1.00 (reference)
1.74 (0.92, 3.29)
1.23 (0.71, 2.13)
0.56 (0.29, 1.05)
p = 0.019

UVR-load in summer in year of FDE (kJ/m2)
7–28
>28–47
>47–69
>69–96
Trend:

32/105.92 (0.30)
33/100.31 (0.33)
20/134.19 (0.15)
25/108.10 (0.23)

Winter UVR-load 31–35 years old (kJ/m2)

Summer UVR-load in 3 years before study entryb (kJ/m2)
0–80
>80–90
>90–152
>152–290
Trend:

1.00 (reference)
0.87 (0.50, 1.52)
0.60 (0.32, 1.15)
0.46 (0.23, 0.92)
p = 0.025

Winter UVR-load 26–30 years old (kJ/m2)

Summer UVR-load 31–35 years old (kJ/m2)
0–136
>136–218
>218–328
>328–465
Trend:

1.00 (reference)
0.75 (0.46, 1.22)
0.53 (0.30, 0.92)
0.57 (0.33, 0.96)
p = 0.017

Winter UVR-load 21–26 years old (kJ/m2)

Summer UVR-load 26–30 years old (kJ/m2)
0–143
>143–228
>228–329
>329–510
Trend:

33/88.78 (0.37)
33/124.15 (0.27)
22/125.50 (0.18)
22/110.09 (0.20)

Winter UVR-load 16–20 years old (kJ/m2)

Summer UVR-load 21–25 years old (kJ/m2)
0–148
>148–237
>237–329
>329–494
Trend:

Adjusteda

Winter UVR-load 11–15 years old (kJ/m2)

Summer UVR-load 16–20 years old (kJ/m2)
0–188
>188–266
>266–337
>337–491
Trend:

Univariable

Winter UVR-load 6–10 years old (kJ/m2)

Summer UVR-load 11–15 years old (kJ/m2)
0–229
>229–313
>313–360
>360–482
Trend:

HR (95% CI)

32/120.02 (0.27)
33/64.41 (0.51)
22/112.22 (0.20)
22/140.66 (0.16)

1.00 (reference)
1.63 (0.99, 2.67)
0.80 (0.46, 1.40)
0.63 (0.37, 1.05)
p = 0.019

1.00 (reference)
1.51 (0.83, 2.75)
0.52 (0.22, 1.19)
0.28 (0.11, 0.71)
p = 0.002

1.00 (reference)
0.43 (0.26, 0.73)
0.47 (0.27, 0.81)
0.46 (0.28, 0.74)
p = 0.004

1.00 (reference)
0.47 (0.28, 0.82)
0.46 (0.25, 0.84)
0.36 (0.19, 0.66)
p = 0.001

UVR-load in winter in year of FDE (kJ/m2)
1–5
>5–9
>9–14
>14–53
Trend:

1.00 (reference)
0.56 (0.31, 1.01)
0.52 (0.24, 0.75)
0.34 (0.18, 0.64)
p < 0.001

38/71.14 (0.53)
23/128.92 (0.18)
23/112.29 (0.21)
22/111.03 (0.20)

(Continued)
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TABLE 2 | Continued
Summer UVR measures and hazard of MS conversion
Failures/
person-years (rate)

Winter UVR measures and hazard of MS conversion

HR (95% CI)
Univariable

Failures/
person-years (rate)

Adjusted

a

UVR-load in summer 2 years before FDE (kJ/m2)
7–28
>28–50
>50–69
>69–96
Trend:

32/46.07 (0.70)
29/106.24 (0.27)
27/143.46 (0.19)
20/135.22 (0.15)

HR (95% CI)
Univariable

Adjusteda

UVR-load in winter 2 years before FDE (kJ/m2)

1.00 (reference)
0.49 (0.28, 0.84)
0.36 (0.21, 0.61)
0.29 (0.16, 0.52)
p < 0.001

1–5
>5–9
>9–14
>14–53
Trend:

1.00 (reference)
0.49 (0.28, 0.85)
0.49 (0.28, 0.83)
0.36 (0.19, 0.68)
p = 0.003

40/76.92 (0.52)
23/123.15 (0.19)
25/120.84 (0.21)
20/110.08 (0.18)

1.00 (reference)
0.45 (0.27, 0.76)
0.48 (0.29, 0.79)
0.44 (0.26, 0.74)
p = 0.002

1.00 (reference)
0.43 (0.25, 0.75)
0.52 (0.29, 0.96)
0.33 (0.17, 0.62)
p = 0.001

Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend.
a
Adjusted models for MS include adjustment for age, sex, and study site.
b
Two persons did not have data on their summer UVR-load in the 3 years preceding study entry.

Table 3 | Preonset sun exposure measures and associations with relapse hazard.
Summer UVR measures and relapse hazard
Failures/personyears (rate)

Winter UVR measures and relapse hazard
HR (95% CI)

Univariable

Failures/personyears (rate)

Adjusted

a

Summer UVR-load 6–10 years old (kJ/m2)
0–228
>228–323
>323–383
>383–488
Trend:

66/235.56 (0.28)
77/262.48 (0.29)
40/220.65 (0.18)
24/173.87 (0.14)

1.00 (reference)
1.16 (0.66, 2.06)
0.87 (0.51, 1.50)
0.48 (0.28, 0.83)
p = 0.006

66/234.11 (0.28)
76/229.39 (0.33)
39/259.77 (0.15)
26/169.30 (0.15)

1.00 (reference)
1.22 (0.70, 2.14)
0.70 (0.43, 1.14)
0.55 (0.29, 1.08)
p = 0.015

0–31
>31–52
>52–100
>100–544
Trend:

1.00 (reference)
1.11 (0.70, 1.77)
0.92 (0.59, 1.42)
0.54 (0.34, 0.87)
p = 0.010

75/232.69 (0.32)
63/222.79 (0.28)
43/244.31 (0.18)
26/192.78 (0.14)

1.00 (reference)
0.94 (0.52, 1.72)
0.70 (0.42, 1.16)
0.51 (0.24, 1.07)
p = 0.028

0–33
>33–53
>53–104
>104–530
Trend:

1.00 (reference)
1.26 (0.78, 2.02)
0.85 (0.56, 1.30)
0.67 (0.38, 1.19)
p = 0.072

60/194.49 (0.31)
36/196.10 (0.18)
63/210.98 (0.30)
33/227.37 (0.15)

1.00 (reference)
0.66 (0.37, 1.16)
1.07 (0.59, 1.95)
0.56 (0.29, 1.09)
p = 0.29

0–28
>28–45
>45–80
>80–556
Trend:

1.00 (reference)
0.95 (0.54, 1.66)
0.85 (0.53, 1.35)
0.79 (0.41, 1.51)
p = 0.38

50/168.47 (0.30)
43/214.71 (0.20)
43/160.88 (0.27)
25/218.57 (0.11)

1.00 (reference)
0.68 (0.40, 1.17)
0.89 (0.41, 1.91)
0.45 (0.24, 0.86)
p = 0.093

0–24
>24–44
>44–85
>85–285
Trend:

1.00 (reference)
0.78 (0.51, 1.18)
1.37 (0.83, 2.26)
1.06 (0.61, 1.86)
p = 0.36

37/156.09 (0.24)
22/165.80 (0.13)
43/187.47 (0.23)
21/149.85 (0.14)

1.00 (reference)
0.53 (0.27, 1.05)
0.99 (0.46, 2.10)
0.68 (0.35, 1.31)
p = 0.72

1.00 (reference)
0.81 (0.51, 1.27)
0.97 (0.59, 1.58)
0.83 (0.45, 1.53)
p = 0.68

61/237.34 (0.26)
48/235.30 (0.20)
43/218.56 (0.20)
55/201.37 (0.27)

1.00 (reference)
0.73 (0.45, 1.18)
0.73 (0.39, 1.36)
0.76 (0.42, 1.38)
p = 0.39

1.00 (reference)
0.70 (0.45, 1.09)
0.81 (0.50, 1.30)
0.87 (0.50, 1.49)
p = 0.76

78/239.42 (0.33)
52/254.66 (0.20)
45/192.52 (0.23)
32/205.97 (0.16)

1.00 (reference)
0.70 (0.42, 1.15)
0.73 (0.36, 1.45)
0.42 (0.24, 0.71)
p = 0.002

1.00 (reference)
0.73 (0.48, 1.12)
0.82 (0.43, 1.54)
0.62 (0.39, 0.98)
p = 0.078

66/230.68 (0.29)
51/207.96 (0.25)
19/197.42 (0.10)
56/192.87 (0.29)

1.00 (reference)
0.96 (0.55, 1.66)
0.34 (0.17, 0.65)
0.79 (0.45, 1.37)
p = 0.19

1.00 (reference)
1.16 (0.73, 1.83)
0.50 (0.27, 0.92)
1.11 (0.68, 1.81)
p = 0.98

Winter UVR-load 26–30 years old (kJ/m2)
0–21
>21–44
>44–70
>70–411
Trend:

1.00 (reference)
0.89 (0.51, 1.54)
1.25 (0.61, 2.56)
1.00 (0.47, 2.11)
p = 0.69

Summer UVR-load 31–35 years old (kJ/m2)
0–136
>136–218
>218–328
>328–465
Trend:

1.00 (reference)
0.75 (0.46, 1.24)
0.82 (0.43, 1.55)
0.76 (0.40, 1.45)
p = 0.44

Winter UVR-load 21–26 years old (kJ/m2)

Summer UVR-load 26–30 years old (kJ/m2)
0–143
>143–228
>228–329
>329–510
Trend:

59/231.23 (0.26)
51/258.75 (0.20)
47/215.54 (0.22)
50/187.05 (0.27)

Winter UVR-load 16–20 years old (kJ/m2)

Summer UVR-load 21–25 years old (kJ/m2)
0–148
>148–237
>237–329
>329–494
Trend:

Adjusteda

Winter UVR-load 11–15 years old (kJ/m2)

Summer UVR-load 16–20 years old (kJ/m2)
0–188
>188–266
>266–337
>337–491
Trend:

Univariable

Winter UVR-load 6–10 years old (kJ/m2)

Summer UVR-load 11–15 years old (kJ/m2)
0–229
>229–313
>313–360
>360–482
Trend:

HR (95% CI)

46/218.58 (0.21)
51/198.80 (0.26)
25/204.45 (0.12)
39/140.81 (0.28)

1.00 (reference)
1.22 (0.73, 2.04)
0.46 (0.26, 0.82)
0.90 (0.44, 1.82)
p = 0.35

1.00 (reference)
1.45 (0.89, 2.37)
0.75 (0.42, 1.32)
1.22 (0.65, 2.29)
p = 0.87

Winter UVR-load 31–35 years old (kJ/m2)
0–22
>22–37
>37–69
>69–214
Trend:

1.00 (reference)
0.71 (0.39, 1.27)
1.36 (0.69, 2.67)
1.49 (0.69, 3.21)
p = 0.20

34/200.37 (0.17)
25/167.84 (0.15)
32/163.86 (0.20)
32/127.14 (0.25)

1.00 (reference)
0.98 (0.52, 1.84)
0.92 (0.49, 1.72)
0.97 (0.42, 2.23)
p = 0.89

1.00 (reference)
1.20 (0.66, 2.17)
1.18 (0.61, 2.27)
1.75 (0.75, 4.10)
p = 0.26
(Continued)
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TABLE 3 | Continued
Summer UVR measures and relapse hazard
Failures/personyears (rate)

Winter UVR measures and relapse hazard
HR (95% CI)

Univariable

Failures/personyears (rate)

Adjusted

a

Summer UVR-load in 3 years before study entryb (kJ/m2)
0–80
>80–90
>90–152
>152–290
Trend:

35/214.68 (0.16)
92/209.96 (0.44)
42/201.44 (0.21)
35/252.72 (0.14)

1.00 (reference)
2.28 (1.31, 3.97)
1.24 (0.75, 2.03)
0.87 (0.44, 1.72)
p = 0.14

55/198.76 (0.28)
51/214.40 (0.24)
66/249.43 (0.27)
28/189.82 (0.15)

1.00 (reference)
0.89 (0.52, 1.54)
1.08 (0.61, 1.90)
0.60 (0.34, 1.07)
p = 0.23

0–17
>17–27
>27–41
>41–125
Trend:

1.00 (reference)
2.43 (1.50, 3.95)
1.31 (0.83, 2.08)
1.26 (0.65, 2.45)
p = 0.77

55/193.88 (0.28)
64/227.79 (0.28)
52/241.93 (0.22)
33/206.86 (0.16)

1.00 (reference)
1.00 (0.56, 1.77)
0.88 (0.52, 1.49)
0.63 (0.35, 1.15)
p = 0.12

Adjusteda

54/247.55 (0.22)
49/210.32 (0.23)
52/202.49 (0.26)
49/218.43 (0.22)

1.00 (reference)
0.70 (0.40, 1.23)
0.80 (0.36, 1.77)
0.62 (0.25, 1.51)
p = 0.36

1.00 (reference)
0.94 (0.61, 1.45)
1.15 (0.53, 2.46)
1.05 (0.43, 2.58)
p = 0.89

UVR-load in winter in year of FDE (kJ/m2)
1–5
>5–9
>9–14
>14–53
Trend:

1.00 (reference)
1.02 (0.68, 1.53)
1.43 (0.86, 2.38)
1.05 (0.58, 1.91)
p = 0.42

UVR-load in summer 2 years before FDE (kJ/m2)
7–28
>28–50
>50–69
>69–96
Trend:

Univariable

Winter UVR-load in 3 years before study entry (kJ/m2)

UVR-load in summer in year of FDE (kJ/m2)
7–28
>28–47
>47–69
>69–96
Trend:

HR (95% CI)

72/232.12 (0.31)
32/220.90 (0.15)
39/210.57 (0.19)
57/188.82 (0.30)

1.00 (reference)
0.48 (0.29, 0.81)
0.54 (0.27, 1.09)
0.69 (0.38, 1.25)
p = 0.25

1.00 (reference)
0.65 (0.42, 1.02)
0.83 (0.43, 1.59)
1.17 (0.66, 2.09)
p = 0.62

UVR-load in winter 2 years before FDE (kJ/m2)
1–5
>5–9
>9–14
>14–53
Trend:

1.00 (reference)
1.10 (0.68, 1.78)
1.14 (0.73, 1.77)
0.95 (0.55, 1.63)
p = 0.96

64/251.92 (0.25)
39/212.00 (0.18)
39/21.68 (0.18)
62/184.86 (0.34)

1.00 (reference)
0.73 (0.41, 1.32)
0.69 (0.35, 1.34)
1.04 (0.58, 1.85)
p = 0.90

1.00 (reference)
0.92 (0.58, 1.45)
0.96 (0.52, 1.77)
1.43 (0.83, 2.46)
p = 0.26

Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend.
a
Adjusted models for relapse include adjustment for age, sex, and immunomodulatory therapy, and stratified by study site.
b
Two persons did not have data on their summer UVR-load in the 3 years preceding study entry.

associations with hazard of MS conversion or relapse. For hazard
of MS conversion (Table 4), whereas there was evidence of an
inverse association with weekend summer UVR-load, there was
no association with weekday or holiday summer UVR-load.
Near-significant trends for winter weekend and holiday time
in the sun showed no such trends when ambient UVR was
accounted for in UVR-load parameters. In analyses of relapse
(Table 5), whereas some summer and winter time in the sun
variables showed inverse associations with relapse hazard, these
were largely not robust to adjustment.

was not associated with subsequent hazard of MS conversion,
though an inverse association was evident for subsequent
relapse hazard. Longitudinal supplement use—by five-year
review 41.8% were using vitamin D supplements—was not
associated with either MS or relapse hazard. Restriction to
supplements with 1,000 IU cholecalciferol or more did not
materially impact on associations with MS or relapse (data not
shown).

Association between Changes
in Sun Exposure Behaviors and
Conversion to MS and Relapse

Association between Serum 25(OH)D
and Conversion to MS and Relapse

To understand why postonset levels of sun/UVR exposure
and 25(OH)D levels were not associated with outcomes, we
examined whether people changed their behavior due to the
knowledge that UVR exposure and high 25(OH)D levels may
be beneficial for MS.
We estimated the change in sun/UVR exposure behavior by
subtracting the baseline data from the 5-year data. On aver
age, time in the sun was relatively stable over the five years of
follow-up for most participants, with increases or decreases of
only 1 category in summer and winter during the week (81.5
and 86.3%), weekend (75.3 and 88.4%), and holidays (69.2
and 76.7%). However, a moderate number of participants
increased or decreased their time in the sun appreciably over
time, 18–29% increasing or decreasing at least 2 increments
in summer and 11–23% in winter. Examining spaghetti plots
(graphical depictions of the change in a parameter over

As shown in Table 6, neither baseline nor longitudinal serum
25(OH)D concentration, as-measured or deseasonalized,
showed a significant association with risk of MS or relapse. For
the main analysis, serum 25(OH)D level was carried forward as
a predictor for events occurring within 6 months of the meas
ure. Expansion forward to include events up to the next serum
25(OH)D measure did not materially change results (data not
shown). Adjustment for relevant covariates did not materially
change the results.

Associations between Other Variables
and Conversion to MS and Relapse

As in Table S1 in Supplementary Material, use of any vitamin
D-containing supplements at baseline (at which point 23.1%
were using multivitamins containing 200–400 IU vitamin D),

Frontiers in Neurology | www.frontiersin.org

7

February 2018 | Volume 9 | Article 16

Simpson Jr. et al.

Sun/Vitamin D and Clinical Course in Early MS

Table 4 | Postonset longitudinal sun exposure measures and associations with hazard of MS conversion.
Summer UVR measures and hazard of MS conversion
Failures/personyears (rate)

Winter UVR measures and hazard of MS conversion

HR (95% CI)
Univariable

Failures/personyears (rate)

Adjusteda

Time in sun during week—summer (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

22/115.98 (0.19)
20/114.50 (0.18)
10/51.99 (0.19)
2/22.04 (0.09)
5/68.07 (0.07)

1.00 (reference)
0.96 (0.52, 1.78)
1.02 (0.48, 2.17)
0.48 (0.10, 2.28)
0.41 (0.15, 1.13)
p = 0.064

22/107.06 (0.21)
13/62.76 (0.21)
12/92.97 (0.13)
11/85.57 (0.13)

1.00 (reference)
1.17 (0.60, 2.27)
0.70 (0.35, 1.42)
0.91 (0.36, 2.27)
p = 0.49

<1
1 to < 2
2 to < 3
3 to < 4
4+
Trend:

1.00 (reference)
1.10 (0.56, 2.14)
1.15 (0.49, 2.67)
0.66 (0.13, 3.32)
0.55 (0.18, 1.67)
p = 0.31

6/23.58 (0.25)
18/91.84 (0.20)
15/91.78 (0.16)
12/65.02 (0.19)
8/100.35 (0.08)

1.00 (reference)
0.85 (0.34, 2.10)
0.68 (0.27, 1.71)
0.78 (0.30, 2.06)
0.35 (0.12, 1.02)
p = 0.032

0–7
>7–17
>17–26
>26–198
Trend:

1.00 (reference)
1.07 (0.55, 2.09)
0.79 (0.36, 1.72)
0.99 (0.36, 2.74)
p = 0.79

13/67.09 (0.19)
25/122.38 (0.20)
12/67.58 (0.18)
8/91.31 (0.09)

1.00 (reference)
0.98 (0.49, 1.95)
1.02 (0.43, 2.42)
0.56 (0.18, 1.73)
p = 0.36

<1
1 to <2
2 to <3
3 to <4
4+
Trend:

1.00 (reference)
0.95 (0.36, 2.52)
0.75 (0.28, 2.03)
0.87 (0.31, 2.47)
0.49 (0.15, 1.52)
p = 0.18

5/18.33 (0.27)
9/66.27 (0.14)
20/86.00 (0.23)
10/55.00 (0.18)
14/143.03 (0.10)

1.00 (reference)
0.57 (0.20, 1.68)
0.99 (0.37, 2.60)
0.72 (0.26, 1.96)
0.42 (0.15, 1.18)
p = 0.083

0–4
>4–9
>9–20
>20–121
Trend:

1.00 (reference)
1.12 (0.53, 2.35)
0.99 (0.39, 2.51)
0.62 (0.18, 2.16)
p = 0.49

14/73.05 (0.19)
20/107.48 (0.19)
15/80.02 (0.19)
8/83.87 (0.10)

1.00 (reference)
0.96 (0.48, 1.92)
1.31 (0.59, 2.94)
0.75 (0.25, 2.21)
p = 0.76

1.00 (reference)
0.86 (0.42, 1.73)
1.43 (0.56, 3.62)
0.31 (0.04, 2.48)
0.39 (0.10, 1.51)
p = 0.21

26/132.05 (0.20)
11/59.33 (0.19)
1180.47 (0.14)
10/76.51 (0.13)

1.00 (reference)
1.01 (0.50, 2.05)
0.88 (0.42, 1.85)
0.83 (0.37, 1.86)
p = 0.61

1.00 (reference)
0.98 (0.46, 2.09)
1.09 (0.48, 2.51)
0.93 (0.36, 2.39)
p = 0.93

16/61.53 (0.26)
27/145.15 (0.19)
7/65.20 (0.11)
7/41.15 (0.17)
2/59.55 (0.03)

1.00 (reference)
0.73 (0.38, 1.39)
0.43 (0.17, 1.07)
0.65 (0.26, 1.62)
0.15 (0.03, 0.68)
p = 0.006

1.00 (reference)
0.76 (0.39, 1.49)
0.40 (0.16, 1.01)
0.73 (0.28, 1.92)
0.19 (0.03, 1.05)
p = 0.037

21/83.37 (0.25)
15/119.87 (0.13)
11/66.67 (0.17)
11/78.45 (0.14)

1.00 (reference)
0.54 (0.28, 1.03)
0.77 (0.37, 1.64)
0.83 (0.35, 2.00)
p = 0.66

1.00 (reference)
0.53 (0.26, 1.08)
0.78 (0.33, 1.82)
0.73 (0.24, 2.26)
p = 0.63

Time in sun during holidays—winter (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

1.00 (reference)
0.87 (0.24, 3.14)
1.51 (0.49, 4.66)
1.02 (0.36, 2.91)
0.65 (0.22, 1.95)
p = 0.26

Summer UVR-load during holidays (kJ/m2)
3–16
>16–31
>51–64
>64–103
Trend:

1.00 (reference)
0.76 (0.40, 1.46)
1.28 (0.53, 3.11)
0.26 (0.03, 1.90)
0.32 (0.09, 1.06)
p = 0.038

Winter UVR-load during weekends (kJ/m2)

Time in sun during holidays—summer (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

36/185.55 (0.19)
13/93.23 (0.14)
6/22.40 (0.27)
1/18.22 (0.06)
3/53.18 (0.06)

Time in sun during weekend—winter (h/day)

Summer UVR-load during weekend (kJ/m2)
5–19
>19–50
>50–90
>90–176
Trend:

Adjusteda

Winter UVR-load during weekdays (kJ/m2)

Time in sun during weekend—summer (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

Univariable
Time in sun during week—winter (h/day)

Summer UVR-load during weekdays (kJ/m2)
12–41
>41–62
>62–134
>134–422
Trend:

HR (95% CI)

10/43.49 (0.23)
21/124.83 (0.17)
13/69.93 (0.19)
8/51.36 (0.16)
6/75.74 (0.08)

1.00 (reference)
0.70 (0.34, 1.46)
0.85 (0.38, 1.92)
0.61 (0.24, 1.54)
0.37 (0.13, 1.06)
p = 0.076

1.00 (reference)
0.71 (0.33, 1.52)
0.93 (0.40, 2.16)
0.68 (0.26, 1.76)
0.48 (0.15, 1.54)
p = 0.32

1.00 (reference)
0.91 (47, 1.77)
1.09 (0.49, 2.43)
1.61 (0.67, 3.87)
p = 0.34

1.00 (reference)
0.99 (0.51, 1.90)
1.37 (0.59, 3.15)
1.81 (0.68, 4.81)
p = 0.22

Winter UVR-load during holidays (kJ/m2)
0–3
>3–6
>6–14
>14–70
Trend:

1.00 (reference)
1.03 (0.51, 2.09)
1.52 (0.68, 3.40)
0.85 (0.27, 2.63)
p = 0.99

16/85.42 (0.19)
16/105.46 (0.15)
12/74.80 (0.16)
13/74.01 (0.18)

Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend. Two persons—one each in Queensland and Victoria—did not provide data on sun
exposure durations. Three persons—one in Victoria and two in Tasmania—did not provide data on sun exposure durations during the week/weekends but did provide this for
holidays. Eight persons—two in Victoria and six in New South Wales—did not provide data on sun exposures during holidays but did provide this for week/weekends.
a
Adjusted models for MS conversion include adjustment for age, sex, and study site.

multiple time points for each individual within one plot) of
these changes by study review found them to be consistent in
direction over the study, only increasing or decreasing, rather
than more erratic trajectories. It is these persons who greatly
increased or decreased their sun exposure over the study that
showed material associations with clinical course. As in Table 7,
persons who increased their sun exposure between baseline and
5-year review showed significant reductions in both risk of MS

Frontiers in Neurology | www.frontiersin.org

and relapse over the preceding interval, whereas those who
reduced their sun exposure had a greater risk of these outcomes.
Utilizing UVR-load rather than durations of time in the sun
produced similar results. Fully expanding the increments of
change found similar associations to consolidated increments
(Table S2 in Supplementary Material).
Evaluation of a total-study 25(OH)D trajectory, defined
whether persons’ 25(OH)D levels stayed low or high from

8
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Table 5 | Postonset longitudinal sun exposure measures and associations with relapse hazard.
Summer UVR measures and relapse hazard
Failures/
person-years
(rate)

Winter UVR measures and relapse hazard
HR (95% CI)

Univariable

Failures/personyears (rate)

Adjusted

a

Time in sun during week—summer (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

81/306.27 (0.27)
78/259.86 (0.30)
28/117.64 (0.24)
10/43.55 (0.23)
7/85.85 (0.08)

1.00 (reference)
1.37 (0.99, 1.89)
1.11 (0.63, 1.96)
1.17 (0.45, 3.05)
0.45 (0.20, 1.02)
p = 0.23

60/228.55 (0.26)
52/173.53 (0.30)
45/193.22 (0.23)
46/187.89 (0.25)

1.00 (reference)
1.25 (0.83, 1.87)
1.17 (0.76, 1.81)
1.42 (0.89, 2.27)
p = 0.17

<1
1 to <2
2 to <3
3 to <4
4+
Trend:

1.00 (reference)
1.33 (0.96, 1.85)
1.19 (0.70, 2.02)
1.35 (0.49, 3.69)
0.65 (0.28, 1.47)
p = 0.93

33/125.95 (0.26)
63/222.71 (0.28)
53/180.29 (0.29)
30/127.79 (0.24)
25/156.42 (0.16)

1.00 (reference)
1.13 (0.62, 2.06)
1.23 (0.64, 2.36)
1.08 (0.60, 1.95)
0.83 (0.44, 1.56)
p = 0.55

0–7
>7–17
>17–26
>26–198
Trend:

1.00 (reference)
1.02 (0.67, 1.55)
1.11 (0.70, 1.74)
1.24 (0.75, 2.06)
p = 0.40

51/206.29 (0.25)
62/224.14 (0.28)
51/166.81 (0.31)
39/185.95 (0.21)

1.00 (reference)
1.23 (0.78, 1.93)
1.47 (0.86, 2.53)
1.45 (0.84, 2.50)
p = 0.12

<1
1 to <2
2 to <3
3 to <4
4+
Trend:

1.00 (reference)
1.09 (0.63, 1.89)
1.27 (0.71, 2.28)
1.23 (0.69, 2.17)
1.14 (0.62, 2.08)
p = 0.47

35/102.50 (0.34)
53/168.81 (0.31)
44/174.09 (0.25)
39/131.26 (0.30)
32/220.96 (0.15)

1.00 (reference)
1.11 (0.61, 1.99)
0.94 (0.52, 1.70)
1.00 (0.60, 1.66)
0.63 (0.35, 1.14)
p = 0.066

0–4
>4–9
>9–20
>20–121
Trend:

1.00 (reference)
1.35 (0.90, 2.03)
1.31 (0.77, 2.22)
1.36 (0.79, 2.34)
p = 0.28

57/201.21 (0.28)
59/206.06 (0.29)
52/183.31 (0.28)
34/177.07 (0.19)

1.00 (reference)
1.05 (0.72, 1.54)
1.35 (0.83, 2.19)
1.05 (0.57, 1.91)
p = 0.56

1.00 (reference)
1.05 (0.74, 1.48)
1.14 (0.64, 2.01)
0.70 (0.31, 1.58)
0.38 (0.14, 1.02)
p = 0.27

64/250.24 (0.26)
39/175.02 (0.22)
56/185.92 (0.30)
44/172.02 (0.26)

1.00 (reference)
0.92 (0.55, 1.53)
1.56 (0.96, 2.54)
1.16 (0.76, 1.77)
p = 0.18

1.00 (reference)
0.83 (0.49, 1.40)
1.53 (0.92, 2.53)
1.10 (0.70, 1.73)
p = 0.27

64/219.50 (0.29)
81/311.06 (0.26)
38/133.56 (0.29)
13/71.12 (0.18)
8/77.92 (0.10)

1.00 (reference)
0.93 (0.62, 1.41)
1.15 (0.75, 1.77)
0.70 (0.37, 1.31)
0.49 (0.21, 1.12)
p = 0.12

1.00 (reference)
0.97 (0.68, 1.39)
1.25 (0.81, 1.94)
0.99 (0.53, 1.84)
0.83 (0.41, 1.65)
p = 0.85

52/206.15 (0.25)
43/241.98 (0.18)
59/172.99 (0.34)
49/162.08 (0.30)

1.00 (reference)
0.77 (0.49, 1.20)
1.49 (0.87, 2.55)
1.41 (0.89, 2.25)
p = 0.026

1.00 (reference)
0.83 (0.54, 1.26)
1.47 (0.83, 2.60)
1.49 (0.96, 2.33)
p = 0.021

Time in sun during holidays—winter (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

1.00 (reference)
1.09 (0.63, 1.87)
1.07 (0.61, 1.85)
1.04 (0.65, 1.66)
0.79 (0.44, 1.41)
p = 0.37

Summer UVR-load during holidays (kJ/m2)
3–16
>16–31
>51–64
>64–103
Trend:

1.00 (reference)
1.04 (0.75, 1.43)
1.08 (0.60, 1.94)
0.51 (0.22, 1.18)
0.23 (0.08, 0.64)
p = 0.013

Winter UVR-load during weekends (kJ/m2)

Time in sun during holidays—summer (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

123/439.51 (0.28)
58/225.86 (0.26)
16/55.34 (0.29)
4/32.60 (0.12)
3/59.87 (0.05)

Time in sun during weekend–winter (h/day)

Summer UVR-load during weekend (kJ/m2)
5–19
>19–50
>50–90
>90–176
Trend:

Adjusteda

Winter UVR-load during weekdays (kJ/m2)

Time in sun during weekend–summer (h/day)
<1
1 to <2
2 to <3
3 to <4
4+
Trend:

Univariable

Time in sun during week—winter (h/day)

Summer UVR-load during weekdays (kJ/m2)
12–41
>41–62
>62–134
>134–422
Trend:

HR (95% CI)

42/184.50 (0.23)
80/273.80 (0.29)
43/143.75 (0.30)
18/82.71 (0.22)
20/117.13 (0.17)

1.00 (reference)
1.28 (0.85, 1.93)
1.46 (0.92, 2.30)
0.97 (0.54, 1.73)
0.96 (0.45, 2.02)
p = 0.82

1.00 (reference)
1.18 (0.77, 1.80)
1.55 (0.97, 2.49)
1.23 (0.69, 2.18)
1.32 (0.66, 2.61)
p = 0.21

1.00 (reference)
1.12 (0.74, 1.69)
1.20 (0.74, 1.95)
1.89 (1.26, 2.84)
p = 0.006

1.00 (reference)
1.14 (0.78, 1.69)
1.22 (0.75, 1.97)
1.89 (1.28, 2.81)
p = 0.006

Winter UVR-load during holidays (kJ/m2)
0–3
>3–6
>6–14
>14–70
Trend:

1.00 (reference)
1.13 (0.79, 1.61)
1.30 (0.82, 2.04)
0.97 (0.54, 1.74)
p = 0.79

49/217.59 (0.23)
50/207.88 (0.24)
43/181.93 (0.24)
60/163.08 (0.37)

Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend. Two persons—one each in Queensland and Victoria—did not provide data on sun
exposure durations. Three persons—one in Victoria and two in Tasmania—did not provide data on sun exposure durations during the week/weekends but did provide this for
holidays. Eight persons—two in Victoria and six in New South Wales—did not provide data on sun exposures during holidays but did provide this for week/weekends.
a
Adjusted models for relapse include adjustment for age, sex, and immunomodulatory therapy, and stratified by study site.

baseline to 5-year review, or whether they changed, utilizing two
cut-points of 50 and 80 nmol/L, showed no association with MS
or relapse (Table 7).
Viewing the results of total-study change in sun exposure
behavior in Kaplan–Meier plot form (Figure 1), these trends are
more evident. For MS conversion for both summer weekends
(Figure 1A) and holidays (Figure 1B), whereas those who
decreased their sun exposure over follow-up had no materially
Frontiers in Neurology | www.frontiersin.org

different conversion risk compared to those not changing sun
behavior, participants who increased their sun exposure had sig
nificantly reduced hazards of MS conversion. For relapse hazard,
differences were more marked for both weekend (Figure 1C) and
holiday (Figure 1D), with those who decreased their sun expo
sure having significantly increased hazard of relapse, whereas
those who increased sun exposure having significantly reduced
relapse hazard.
9
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Table 6 | As-measured and deseasonalized serum 25(OH)D associations with MS conversion and relapse hazard.
MS conversion failures/
person-years (rate)
Baseline As-measured
25(OH)D, continuous 10-unit
Baseline As-measured 25(OH)D
<70
>70–217.6
Trend:
As-measured 25(OH)D,
continuous 10-unit
<70
>70–217.6
Trend:
As-measured 25(OH)D,
extrapolated up to 6 months
<70
>70–217.6
Trend:

39/259.81 (0.15)
21/168.16 (0.13)

20/109.93 (0.18)
12/84.97 (0.14)

34/200.87 (0.17)
21/139.68 (0.15)

MS conversion HR (95% CI)
Univariable

Adjusteda

0.94 (0.86, 1.03)
p = 0.21

0.93 (0.84, 1.03)
p = 0.17

1.00 (reference)
0.84 (0.50, 1.43)
p = 0.52
0.98 (0.87, 1.10)
p = 0.74
1.00 (reference)
0.87 (0.44, 1.75)
p = 0.70
0.95 (0.86, 1.04)
p = 0.24
1.00 (reference)
0.91 (0.54, 1.51)
p = 0.70

1.00 (reference)
0.83 (0.47, 1.45)
p = 0.51
0.94 (0.83, 1.07)
p = 0.38
1.00 (reference)
0.80 (0.39, 1.65)
p = 0.55
0.93 (0.84, 1.03)
p = 0.14
1.00 (reference)
0.86 (0.50, 1.47)
p = 0.58

Relapse failures/
person-years (rate)

128/526.78 (0.25)
68/346.97 (0.20)

40/199.67 (0.20)
30/153.11 (0.20)

110/424.36 (0.26)
51/283.63 (0.18)

Relapse HR (95% CI)
Univariable

Adjustedb

0.98 (0.91, 1.05)
p = 0.56

0.99 (0.93, 1.05)
p = 0.62

1.00 (reference)
0.73 (0.47, 1.15)
p = 0.17
1.01 (0.92, 1.11)
p = 0.83
1.00 (reference)
0.89 (0.50, 1.60)
p = 0.70
0.98 (0.92, 1.05)
p = 0.56
1.00 (reference)
0.69 (0.46, 1.04)
p = 0.076

1.00 (reference)
0.75 (0.51, 1.10)
p = 0.14
1.00 (0.92, 1.09)
p = 0.97
1.00 (reference)
0.87 (0.50, 1.50)
p = 0.61
0.98 (0.93, 1.04)
p = 0.54
1.00 (reference)
0.73 (0.50, 1.05)
p = 0.090

Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend.
a
Adjusted models for MS include adjustment for age, sex and study site.
b
Adjusted models for relapse include adjustment for age, sex, and immunomodulatory medication use, and stratified on study site.

Changing Sun and Vitamin D-Related
Behaviors during Follow-up

early MS, including hazards of conversion to MS and of relapse.
No consistent associations were observed between postonset
sun exposure or serum 25(OH)D level and clinical outcomes.
Interestingly, however, we found that those who increased their
sun exposure during the study had a significantly lower risk of MS
conversion and relapse than those whose sun exposure decreased
or remained static.
The finding that preonset sun exposure behavior going back
to early childhood significantly modulates clinical outcomes
years later is a novel one. There is strong and consistent evidence
from case–control studies that low childhood sun exposure
(2, 5, 50) or vitamin D intake (9) are associated with increased
risk of later being a MS case. Using the superior longitudinal
cohort study design, we have likewise found significant protec
tive associations of childhood and adolescent sun exposure with
subsequent clinical course. These associations were particularly
strong for conversion to MS, though there were some weaker
associations with relapse. In addition, similar associations were
seen for sun exposure in the period just preceding symptom
onset, substantiating a role for sun exposure across the pre-FDE
life course.
Surprisingly, we found no consistent evidence of an associa
tion between post-FDE sun exposure and either MS conversion
or relapse hazard, nor between postonset serum 25(OH)D levels
and clinical course. These null findings were unexpected and
inconsistent with other observations in support of a role for vita
min D in MS clinical course (20–24, 26, 27, 51–53). It raises the
question whether there truly is no association (affirming the null
hypothesis) or whether the study failed to detect an association (a
false negative). Despite having the correct temporality in terms of
assessing sun/vitamin D prior to the outcomes, it is possible that
there were some unmeasured changes that we did not capture. For
example, sun exposure and vitamin D supplementation measures
were carried forward for one year, and unmeasured changes
in that year could have biased the results toward the null. On

Given the impact of changing sun-related behaviors over the
course of the study on clinical course, we next investigated when
these changes in sun and related behaviors occurred.
Table 8 shows the changes that occurred over time. On aver
age, people increased their sun and vitamin D-related behavior
during follow-up, and most of the change occurred within
1–2 years after study entry. The uptake of vitamin D supple
ments occurred somewhat slower, but over the study duration
the overall use nearly doubled from 24.1 to 40.2%, particularly
vitamin D-only supplements (rather than multivitamins) where
use increased 24-fold, from 1.4 to 34.8%. In parallel with this,
various sun-related attire changed in favor of increased skin
exposure, including the proportion wearing sunscreen in summer
all the time (23.5% at 5-year from 18.3% at baseline, p = 0.088)
or wearing short-sleeved shirts in summer all the time (69.0% at
5-year from 56.8% at baseline, p = 0.044), whereas the proportion
reporting never wearing short-sleeved shirts in winter decreased
from 89.9 to 76.6% (p = 0.004).
We also wanted to know whether people changed their
behavior more after they converted to MS, as this is a point where
patients are often being told that they have MS. For each patient,
we compared the review closest to conversion with the review
just after conversion of MS (Table 9). There was no consistent
evidence that conversion to MS was a time point where patients
changed their behavior to a large extent.

DISCUSSION
In this prospective cohort study of classic FDE cases followed for
five years after FDE, we have shown that preonset sun exposure,
particularly during childhood and adolescence, significantly
predicts a reduced hazard of subsequent disease activity in

Frontiers in Neurology | www.frontiersin.org
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Table 7 | Change in postonset sun exposure measures and 25(OH)D and associations with MS conversion and relapse hazard.
MS conversion failures/
person-years (rate)

MS conversion HR (95% CI)
Univariable

Adjusteda

Relapse failures/
person-years (rate)

Relapse HR (95% CI)
Univariable

Adjustedb

Total study change in time in sun during week—summer (h/day)
−4, −2 h/day
−1, 0, +1 h/day
+2, + 4 h/day
Trend:

7/30.45 (0.23)
49/319.31 (0.15)
1/33.57 (0.03)

1.47 (0.77, 2.82)
1.00 (reference)
0.21 (0.03, 1.31)
p = 0.011

1.62 (0.76, 3.45)
1.00 (reference)
0.24 (0.04, 1.33)
p = 0.020

20/65.96 (0.30)
172/667.91 (0.26)
11/90.01 (0.12)

1.01 (0.66, 1.55)
1.00 (reference)
0.52 (0.24, 1.12)
p = 0.088

1.13 (0.70, 1.83)
1.00 (reference)
0.46 (0.23, 0.92)
p = 0.029

7.47 (4.01, 13.89)
1.00 (reference)
0.76 (0.42, 1.37)
p = 0.15

7.24 (2.93, 17.89)
1.00 (reference)
0.63 (0.33, 1.20)
p = 0.054

8/10.30 (0.78)
121/463.36 (0.26)
70/293.40 (0.24)

2.16 (1.11, 4.20)
1.00 (reference)
0.96 (0.64, 1.44)
p = 0.43

1.49 (0.76, 2.90)
1.00 (reference)
0.86 (0.60, 1.24)
p = 0.20

1.40 (0.56, 3.49)
1.00 (reference)
0.25 (0.08, 0.78)
p = 0.008

2.07 (0.78, 5.54)
1.00 (reference)
0.21 (0.06, 0.71)
p = 0.001

39/68.15 (0.57)
145/620.53 (0.23)
19/135.19 (0.14)

2.02 (1.06, 3.84)
1.00 (reference)
0.64 (0.35, 1.18)
p = 0.011

2.23 (1.22, 4.09)
1.00 (reference)
0.59 (0.34, 1.04)
p = 0.002

–
1.00 (reference)
0.50 (0.29, 0.85)
p = 0.010

–
1.00 (reference)
0.58 (0.33, 1.02)
p = 0.060

2/5.50 (0.36)
113/383.79 (0.29)
84/377.77 (0.22)

0.91 (0.53, 1.56)
1.00 (reference)
0.78 (0.49, 1.23)
p = 0.30

2.71 (1.42, 5.16)
1.00 (reference)
0.92 (0.62, 1.36)
p = 0.55

1.73 (0.91, 3.30)
1.00 (reference)
0.28 (0.08, 0.98)
p = 0.002

2.24 (1.14, 4.41)
1.00 (reference)
0.24 (0.06, 0.92)
p < 0.001

51/110.63 (0.46)
130/564.51 (0.23)
22/148.73 (0.15)

1.71 (1.00, 2.94)
1.00 (reference)
0.70 (0.36, 1.39)
p = 0.020

1.75 (1.07, 2.86)
1.00 (reference)
0.65 (0.36, 1.18)
p = 0.004

–
1.00 (reference)
0.38 (0.22, 0.66)
p = 0.001

–
1.00 (reference)
0.37 (0.20, 0.67)
p = 0.001

0
129/380.56 (0.34)
67/345.64 (0.19)

–
1.00 (reference)
0.62 (0.41, 0.96)
p = 0.033

–
1.00 (reference)
0.65 (0.45, 0.94)
p = 0.021

0.97 (0.44, 2.13)
1.00 (reference)
1.14 (0.43, 3.03)
p = 0.81

1.38 (0.60, 3.18)
1.00 (reference)
0.90 (0.31, 2.65)
p = 0.51

15/72.70 (0.21)
176/705.91 (0.25)
12/45.25 (0.27)

0.81 (0.49, 1.36)
1.00 (reference)
1.13 (0.45, 2.81)
p = 0.48

1.11 (0.70, 1.77)
1.00 (reference)
1.07 (0.42, 2.69)
p = 0.93

–
1.00 (reference)
0.88 (0.51, 1.52)
p = 0.66

–
1.00 (reference)
0.62 (0.32, 1.17)
p = 0.14

2/5.50 (0.36)
119/493.59 (0.24)
78/267.97 (0.29)

1.05 (0.56, 1.97)
1.00 (reference)
1.11 (0.65, 1.89)
p = 0.71

2.82 (1.49, 5.36)
1.00 (reference)
0.95 (0.57, 1.57)
p = 0.76

1.11 (0.32, 3.80)
1.00 (reference)
0.48 (0.11, 2.09)
p = 0.36

1.39 (0.41, 4.70)
1.00 (reference)
0.32 (0.06, 1.62)
p = 0.099

11/49.77 (0.22)
187/724.03 (0.26)
5/50.08 (0.10)

0.82 (0.46, 1.48)
1.00 (reference)
0.44 (0.15, 1.24)
p = 0.33

1.00 (0.59, 1.71)
1.00 (reference)
0.46 (0.18, 1.22)
p = 0.16

–
1.00 (reference)
0.93 (0.55, 1.56)
p = 0.78

–
1.00 (reference)
0.96 (0.54, 1.72)
p = 0.90

0
122/484.95 (0.25)
77/282.11 (0.27)

–
1.00 (reference)
0.99 (0.52, 1.86)
p = 0.96

–
1.00 (reference)
1.04 (0.60, 1.79)
p = 0.90

Total study change in summer weekday UVR-load (kJ/m2)
−2 UVR load increments
−1, 0, +1 UVR load increments
+2, +3 UVR load increments
Trend:

2/1.32 (1.51)
36/212.5 (0.17)
17/132.16 (0.13)

Total study change in time in sun during weekend—summer (h/day)
−4, −2 h/day
−1, 0, +1 h/day
+2, +4 h/day
Trend:

6/25.61 (0.23)
48/285.97 (0.17)
3/71.75 (0.04)

Total study change in summer weekend UVR-load (kJ/m2)
−2 UVR load increments
−1, 0, +1 UVR load increments
+2, +3 UVR load increments
Trend:

0
31/136.58 (0.23)
24/209.46 (0.12)

Total study change in time in sun during holidays—summer (h/day)
−4, −2 h/day
−1, 0, +1 h/day
+2, +4 h/day
Trend:

10/36.72 (0.27)
44/279.28 (0.16)
3/67.33 (0.05)

Total study change in summer holiday UVR-load (kJ/m2)
−2 UVR load increments
−1, 0, +1 UVR load increments
+2, +3 UVR load increments
Trend:

0
35/136.43 (0.26)
19/197.12 (0.10)

Total study change in time in sun during week—winter (h/day)
−4, −2 h/day
−1, 0, +1 h/day
+2, +4 h/day
Trend:

6/41.44 (0.15)
47/317.56 (0.15)
4/24.33 (0.16)

Total study change in winter weekday UVR-load (kJ/m2)
−2 UVR load increments
−1, 0, +1 UVR load increments
+2, +3 UVR load increments
Trend:

0
36/215.45 (0.17)
19/130.58 (0.15)

Total study change in time in sun during weekend—winter (h/day)
−4, −2 h/day
−1, 0, +1 h/day
+2, +4 h/day
Trend:

3/17.99 (0.17)
52/337.52 (0.15)
2/27.81 (0.07)

Total study change in winter weekend UVR-load (kJ/m2)
−2 UVR load increments
−1, 0, +1 UVR load increments
+2, +3 UVR load increments
Trend:

0
34/209.04 (0.16)
21/136.99 (0.15)

(Continued)
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TABLE 7 | Continued
MS conversion failures/
person-years (rate)

MS conversion HR (95% CI)
Univariable

Adjusteda

Relapse failures/
person-years (rate)

Relapse HR (95% CI)
Univariable

Adjustedb

Total study change in time in sun during holidays—winter (h/day)
−4, −2 h/day
−1, 0, +1 h/day
+2, +4 h/day
Trend:

6/35.05 (0.17)
46/304.72 (0.15)
5/43.57 (0.12)

1.13 (0.49, 2.60)
1.00 (reference)
0.76 (0.28, 2.10)
p = 0.53

1.14 (0.47, 2.75)
1.00 (reference)
0.56 (0.17, 1.80)
p = 0.29

15/77.18 (0.19)
176/743.91 (0.27)
12/102.78 (0.12)

0.70 (0.42, 1.17)
1.00 (reference)
0.45 (0.23, 0.89)
p = 0.19

0.87 (0.56, 1.35)
1.00 (reference)
0.50 (0.27, 0.95)
p = 0.087

4.31 (2.54, 7.32)
1.00 (reference)
0.80 (0.45, 1.41)
p = 0.29

2.18 (1.03, 4.59)
1.00 (reference)
0.60 (0.28, 1.27)
p = 0.10

4/16.63 (0.24)
125/443.37 (0.28)
66/260.25 (0.25)

0.69 (0.34, 1.41)
1.00 (reference)
0.87 (0.55, 1.38)
p = 0.68

0.90 (0.42, 1.94)
1.00 (reference)
0.84 (0.55, 1.28)
p = 0.43

1.00 (reference)
0.44 (0.15, 1.26)
0.52 (0.25, 1.12)
0.59 (0.24, 1.45)
p = 0.57

13/84.71 (0.15)
9/71.70 (0.13)
131/511.92 (0.26)
43/205.43 (0.21)

1.00 (reference)
0.71 (0.30, 1.69)
1.43 (0.75, 2.75)
1.31 (0.64, 2.65)
p = 0.23

1.00 (reference)
0.76 (0.34, 1.70)
1.36 (0.76, 2.42)
1.14 (0.61, 2.13)
p = 0.48

1.00 (reference)
0.80 (0.23, 2.77)
0.95 (0.45, 1.98)
1.52 (0.79, 2.90)
p = 0.30

93/446.95 (0.21)
233/81.08 (0.28)
21/116.29 (0.18)
59/229.44 (0.26)

1.00 (reference)
1.08 (0.52, 2.26)
0.80 (0.44, 1.47)
1.28 (0.77, 2.14)
p = 0.51

1.00 (reference)
1.07 (0.57, 2.01)
0.74 (0.42, 1.29)
1.08 (0.70, 1.65)
p = 0.99

1.00 (reference)
0.52 (0.19, 1.47)
0.58 (0.25, 1.35)
0.52 (0.19, 1.41)
p = 0.35

12/73.56 (0.16)
9/72.50 (0.12)
130/505.75 (0.25)
45/221.95 (0.20)

1.00 (reference)
0.68 (0.28, 1.65)
1.38 (0.69, 2.75)
1.24 (0.60, 2.55)
p = 0.30

1.00 (reference)
0.78 (0.35, 1.72)
1.26 (0.69, 2.33)
1.09 (0.58, 2.05)
p = 0.63

1.00 (reference)
1.36 (0.60, 3.07)
0.83 (0.38, 1.78)
1.03 (0.52, 2.05)
p = 0.94

100/419.35 (0.24)
25/82.70 (0.30)
23/122.35 (0.19)
48/249.36 (0.19)

1.00 (reference)
1.04 (0.51, 2.10)
0.73 (0.41, 1.31)
0.84 (0.49, 1.45)
p = 0.42

1.00 (reference)
0.98 (0.55, 1.75)
0.67 (0.40, 1.11)
0.73 (0.46, 1.15)
p = 0.11

Total study change in winter holiday UVR-load (kJ/m2)
−2 UVR load increments
−1, 0, +1 UVR load increments
+2, +3 UVR load increments
Trend:

1/1.04 (0.96)
34/197.39 (0.17)
17/122.65 (0.14)

Change in as-measured 25(OH)D during study—50 nmol/L cutoff
Low all
High, then low
High all
Low, then high
Trend:

7/35.37 (0.20)
7/46.92 (0.15)
32/255.83 (0.13)
14/89.85 (0.16)

1.00 (reference)
0.79 (0.31, 2.02)
0.67 (0.30, 1.49)
0.83 (0.36, 1.96)
p = 0.68

Change in as-measured 25(OH)D during study—80 nmol/L cutoff
Low all
High, then low
High all
Low, then high
Trend:

32/249.89 (0.13)
4/35.02 (0.11)
7/59.80 (0.12)
17/83.26 (0.20)

1.00 (reference)
0.93 (0.29, 2.96)
0.94 (0.45, 1.94)
1.61 (0.88, 2.95)
p = 0.19

Change in deseasonalized 25(OH)D during study—50 nmol/L cutoff
Low all
High, then low
High all
Low, then high
Trend:

6/32.84 (0.18)
7/47.73 (0.15)
32/246.29 (0.13)
15/101.11 (0.15)

1.00 (reference)
0.84 (0.31, 2.29)
0.75 (0.32, 1.78)
0.86 (0.34, 2.13)
p = 0.77

Change in deseasonalized 25(OH)D during study—80 nmol/L cut-off
Low all
High, then low
High all
Low, then high
Trend:

30/225.35 (0.13)
6/34.37 (0.18)
8/66.84 (0.12)
16/101.41 (0.16)

1.00 (reference)
1.34 (0.53, 3.37)
0.92 (0.45, 1.89)
1.21 (0.66, 2.22)
p = 0.65

Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend.
a
Adjusted models for MS include adjustment for age, sex, and study site.
b
Adjusted models for relapse include adjustment for age, sex, and immunomodulatory medication use, and stratified on study site.
UVR, ultraviolet radiation; 25(OH)D, 25-hydroxyvitamin D.

average, people increased their sun and vitamin D-related behav
ior during the study and we found that most of the sun-related
changes occurred within 1–2 years after study entry, whereas
vitamin D supplementation uptake occurred somewhat slower.
This may suggest a Hawthorne effect, where people enrolled in
a study are inclined to change the behavior being evaluated only
because it is being studied. It is possible that this limited our abil
ity to detect an association. We examined whether conversion
to MS was a timepoint where patients changed their behavior,
as they were told that they have MS and may have searched for
potentially beneficial lifestyle behaviors, but there was no strong
evidence for this. Certainly, however, the marked increases in sun
exposure and vitamin D supplementation during follow-up may

Frontiers in Neurology | www.frontiersin.org

have impacted on our ability to assess these parameters’ associa
tions with clinical outcomes, since they would no longer be solely
distributed by clinical phenotype.
We were unable to fully evaluate whether these findings
partly reflected disease or medical-initiated alterations to these
exposures over time due to the non-randomized design. Our
favored interpretation is that these results indicate behavior
change by participants in sun exposure/vitamin D-related
parameters did occur after disease onset; this in keeping with
results in this cohort seen for diet and supplementation behavior
(54, 55). This interpretation is guided partly by our finding of
significant behavior change in this cohort, but also by the
results from our analyses of total-study change in sun behavior
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Figure 1 | Kaplan–Meier plots of recreational summer sun exposure durations and risk of conversion to multiple sclerosis (MS) and of relapse. (A) summer
weekend and MS; (B) summer weekend and relapse; (C) summer holidays and MS; and (D) summer holidays and relapse.

and its association with MS conversion and relapse hazard. In
those change analyses, we found three trajectories divided by
participants’ change in sun behavior. In one group, there was
little or no change in UVR, of whom roughly 75% converted to
MS and 60% failed by relapse. Among the subset that decreased
their UVR by two or more levels, whereas their risk of MS was
no different to the reference level, the proportion that failed
by relapse was 80–90%, significantly greater than those whose
UVR was unchanged. This result may be reflective of reverse
causality – those who had greater clinical activity could realize
decreased sun exposure. The other group, those who increased
UVR during the study, is of interest – this group realized sig
nificantly lower proportions converting to MS (<25%) and also
lower proportions failing by relapse (<50%). This is not what
one would expect by reverse causality and may allude to some
beneficial effect of increasing sun exposure levels on the clinical
course of MS. No associations were seen for levels of 25(OH)D,
changes in 25(OH)D, vitamin D supplementation nor changes
in vitamin D supplementation, which could suggest that UVR
interventions, such as narrow-band UVR (39), could be more

Frontiers in Neurology | www.frontiersin.org

promising in producing beneficial outcomes for people with MS
than vitamin D supplementation alone.
Our study is unique in that it collected detailed prospective
data on sun exposure, 25(OH)D levels and a large range of poten
tial confounding variables. Though some measurement error of
past sun exposure cannot be excluded, we used questions with
demonstrated validity and reliability (7). The multicentre nature
of the cohort across the east coast of Australia allows it to be
nationally representative, and Australia is demographically and
culturally similar to other European-descent populations where
MS is prevalent. The prospective nature of the follow-up postFDE with multiple time points of assessment would moderate the
impact of reverse causality. The restriction to those with a classic
FDE reduces the power of the study but increases the specificity
of the findings. We do not have data on MRI metrics of disease
activity largely due to the heterogeneous nature of the baseline
scans collected (56).
In conclusion, we found that preonset sun exposure was pro
tective against subsequent conversion to MS and relapse. While
we did not find an association between postonset sun exposure or
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Table 8 | Distribution of sun/vitamin D behavioral variables during study, by years poststudy entry.
Baseline

1–1.99 years
postentry

2–2.99 years
postentry

3–3.99 years
postentry

4–4.99 years
postentry

5+ years
postentry

Test for difference
by Chi-square test

43 (32.6%)
23 (17.4%)
34 (25.8%)*
32 (24.2%)**

16 (12.8%)
40 (32.0%)**
30 (24.0%)**
39 (31.2%)**

15 (17.8%)
24 (22.0%)**
28 (25.7%)**
42 (38.5%)**

10 (7.8%)
28 (21.7%)**
41 (31.8%)**
50 (38.8%)**

7 (7.9%)
24 (27.0%)**
28 (31.5%)**
30 (33.7%)**

341 (23.5%)
47 (35.7%)
28 (21.2%)**
26 (19.7%)**

21 (16.8%)
15 (12.0%)
47 (37.6%)**
42 (33.6%)**

12 (11.0%)
21 (19.3%)
31 (28.4%)**
45 (41.3%)**

18 (14.0%)
17 (13.2%)
49 (38.0%)**
45 (34.9%)**

15 (16.9%)
8 (9.0%)
32 (36.0%)**
34 (38.2%)**

p < 0.001

37 (28.5%)
41 (31.5%)
25 (19.2%)*
27 (20.8%)**

20 (16.0%)
15 (12.0%)
45 (36.0%)**
45 (36.0%)**

11 (10.2%)
19 (17.6%)
34 (31.5%)**
44 (40.7%)**

21 (16.2%)
21 (16.2%)
49 (37.7%)**
39 (30.0%)**

11 (12.2%)
16 (17.8%)
25 (27.8%)**
38 (42.2%)**

p < 0.001

52 (39.4%)
20 (15.2%)
28 (21.2%)*
32 (24.2%)*

12 (9.6%)
36 (28.8%)**
41 (32.8%)**
36 (28.8%)**

14 (12.8%)
29 (26.6%)**
38 (34.9%)**
28 (25.7%)**

21 (16.3%)
31 (24.0%)**
34 (26.4%)**
43 (33.3%)**

17 (19.1%)
25 (28.1%)**
23 (25.8%)**
24 (27.0%)**

p < 0.001

42 (31.8%)
41 (31.1%)
26 (19.7%)
23 (17.4%)**

21 (16.8%)
25 (20.0%)
29 (23.2%)**
50 (40.0%)**

12 (11.0%)
29 (26.6%)*
37 (33.9%)**
31 (28.4%)**

23 (17.8%)
32 (24.8%)
37 (28.7%)**
37 (28.7%)**

10 (11.2%)
20 (22.5%)
26 (29.2%)**
33 (37.1%)**

p < 0.001

40 (33.1%)
35 (28.9%)
23 (19.0%)*
23 (19.0%)**

20 (17.5%)
22 (19.3%)
24 (21.1%)**
48 (42.1%)**

8 (7.9%)
30 (29.7%)**
34 (33.7%)*
29 (28.7%)**

31 (24.4%)
22 (17.3%)
39 (30.7%)**
35 (27.6%)**

12 (13.6%)
17 (19.3%)
26 (29.6%)**
33 (37.5%)**

p < 0.001

99 (75.6%)
32 (24.4%)

73 (67.0%)
36 (33.0%)

77 (58.8%)
54 (41.2%)*

55 (59.8%)
37 (40.2%)*

p < 0.001

95 (87.2%)
14 (12.8%)*

98 (74.8%)
33 (25.2%)**

60 (65.2%)
32 (34.8%)**

p < 0.001

Summer weekday UVR-load (kJ/m2)
12–41
>41–62
>62–134
>134–422

76 (55.9%)
24 (17.7%)
29 (21.3%)
7 (5.2%)

p < 0.001

Summer weekend UVR-load (kJ/m2)
5–19
>19–50
>50–90
>90–176

59 (43.4%)
63 (46.3%)
9 (6.6%)
5 (3.7%)

Summer holiday UVR-load (kJ/m2)
3–16
>16–31
>31–64
>64–103

58 (45.0%)
56 (43.4%)
12 (9.3%)
3 (2.3%)

Winter weekday UVR-load (kJ/m2)
0–7
>7–17
>17–26
>26–198

81 (59.6%)
26 (19.1%)
12 (8.8%)
17 (12.5%)

Winter weekend UVR-load (kJ/m2)
0–4
>4–9
>9–20
>20–121

58 (42.7%)
55 (40.4%)
19 (14.0%)
4 (2.9%)

Winter holiday UVR-load (kJ/m2)
0–3
>3–6
>6–14
>14–70

57 (44.5%)
44 (34.4%)
22 (17.2%)
5 (3.9%)

Taking vitamin D-containing supplement at review?
No
Yes

110 (75.9%)
35 (24.1%)

115 (81.6%)
26 (18.4%)

Taking high-dose (1,000 IU+) vitamin D-containing supplement at review?
No
Yes

143 (98.6%)
2 (1.4%)

139 (98.6%)
2 (1.4%)

123 (93.9%)
8 (6.1%)

Restricted to persons followed up to 5-year review. Test for difference of strata by review assessed by multinomial logistic regression.
Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend.
*p < 0.05.
**p < 0.001.
UVR, ultraviolet radiation.

AUSIMMUNE/AUSLONG INVESTIGATORS
GROUP LIST

serum 25(OH)D level and clinical course, possibly due to disease
or medically induced behavior change, those participants who
markedly increased their sun exposure demonstrated a reduced
MS conversion and relapse hazard compared to those who did
not. Clinical trials investigating the effects of vitamin D supple
mentation and narrow-band UVR exposure will be beneficial to
further substantiate the role of UVR and vitamin D in MS clinical
course.
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The members of the Ausimmune/AusLong Investigators Group
are as follows: Robyn M. Lucas (National Centre for Epidemiology
and Population Health, Canberra), Keith Dear (Duke Kunshan
University, Kunshan, China), Anne-Louise Ponsonby and Terry
Dwyer (Murdoch Childrens Research Institute, Melbourne,
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Table 9 | Distribution of sun/vitamin D behavioral variables during study relative to MS conversion. Table restricted to those who converted to MS and who were
followed up to 5-year review.
Baseline

Postentry, prior to MS conversion

Post-MS conversion

5-Year review

Test for difference by Chi-square test

Summer weekday UVR-load (kJ/m )
2

12–41
>41–62
>62–134
>134–422

57 (59.4%)
17 (17.7%)
16 (16.7%)
6 (6.3%)

11 (18.6%)
14 (23.7%)*
20 (33.9%)**
14 (23.7%)**

50 (18.5%)
73 (26.9%)**
69 (25.5%)**
79 (29.2%)**

10 (10.0%)
31 (31.0%)**
33 (33.0%)**
26 (26.0%)**

p < 0.001

7 (11.9%)
19 (32.2%)*
22 (37.3%)
11 (18.6%)

62 (22.9%)
53 (19.6%)**
85 (31.4%)**
71 (26.2%)**

20 (20.0%)
12 (12.0%)**
39 (39.0%)**
29 (29.0%)**

p < 0.001

7 (11.9%)
16 (27.1%)*
26 (44.1%)
10 (17.0%)

63 (23.5%)
56 (20.9%)**
72 (26.9%)**
77 (28.7%)**

18 (18.0%)
21 (21.0%)**
33 (33.0%)**
28 (28.0%)**

p < 0.001

16 (27.1%)
8 (13.6%)
22 (37.3%)**
13 (22.0%)**

53 (19.6%)
79 (29.2%)**
68 (25.1%)**
71 (26.2%)**

16 (16.0%)
27 (27.0%)**
28 (28.0%)**
29 (29.0%)**

p < 0.001

11 (18.6%)
15 (25.4%)
15 (25.4%)
18 (30.5%)*

61 (22.5%)
76 (28.0%)*
73 (26.9%)**
61 (22.5%)**

12 (12.0%)
25 (25.0%)**
29 (29.0%)**
34 (34.0%)**

p < 0.001

8 (15.1%)
18 (34.0%)*
9 (17.0%)
18 (34.0%)

66 (26.3%)
60 (23.9%)
64 (25.5%)*
61 (24.3%)**

16 (16.2%)
19 (19.2%)**
32 (32.3%)**
32 (32.3%)**

p < 0.001

56 (56.0%)
44 (44.0%)*

p = 0.006

61 (61.0%)
39 (39.0%)**

p < 0.001

Summer weekend UVR-load (kJ/m2)
5–19
>19–50
>50–90
>90–176

46 (47.9%)
41 (42.7%)
5 (5.2%)
4 (4.2%)

Summer holiday UVR-load (kJ/m2)
3–16
>16–31
>31–64
>64–103

43 (47.3%)
36 (39.6%)
9 (9.9%)
3 (3.3%)

Winter weekday UVR-load (kJ/m2)
0–7
>7–17
>17–26
>26–198

59 (61.5%)
18 (18.8%)
7 (7.3%)
12 (12.5%)

Winter weekend UVR-load (kJ/m2)
0–4
>4–9
>9–20
>20–121

46 (47.9%)
36 (37.5%)
11 (11.5%)
3 (3.1%)

Winter holiday UVR-load (kJ/m2)
0–3
>3–6
>6–14
>14–70

44 (48.4%)
26 (28.6%)
17 (18.7%)
4 (4.4%)

Taking vitamin D-containing supplement at review?
No
Yes

75 (75.0%)
25 (25.0%)

46 (74.2%)
16 (25.8%)

201 (73.1%)
74 (26.9%)

Taking high-dose (1,000 IU +) vitamin D-containing supplement at review?
No
Yes

98 (98.0%)
2 (2.0%)

60 (96.8%)
2 (3.2%)

243 (88.4%)
32 (11.6%)*

Test for difference of strata by review assessed by multinomial logistic regression.
Results in bold denote statistical significance (p < 0.05). Results in italics are for tests of trend.
*p < 0.05.
**p < 0.001.
UVR, ultraviolet radiation.

Australia), Ingrid van der Mei, Leigh Blizzard, Steve Simpson,
Jr., and Bruce V. Taylor (Menzies Institute for Medical Research,
University of Tasmania, Hobart, Australia), Simon Broadley
(School of Medicine, Griffith University, Gold Coast Campus,
Australia), Trevor Kilpatrick (Centre for Neurosciences,
Department of Anatomy and Neuroscience, University of
Melbourne, Melbourne, Australia), David Williams and Jeanette
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Frontiers in Neurology | www.frontiersin.org

Australia), Alan Coulthard (University of Queensland, Brisbane,
Australia), Michael P. Pender (The University of Queensland,
Brisbane, Australia), and Patricia Valery (QIMR Berghofer
Medical Research Institute, Brisbane, Australia).

ETHICS STATEMENT
The ethics committee of all participating centers approved the
study; all participants signed written informed consent.

15

February 2018 | Volume 9 | Article 16

Simpson Jr. et al.

Sun/Vitamin D and Clinical Course in Early MS

AUTHOR CONTRIBUTIONS

personnel, including the local research officers, who have been
enumerated previously.

SS had full access to all data in the study and takes responsibil
ity for the integrity of the data and the accuracy of the data
analysis. SS, IvdM, RL, A-LP, SB, LB, and BT as well as the total
Ausimmune/AusLong Investigator Group have been involved
in the conception, design, and conduct of the study. IvdM, RL,
A-LP, SB, and BT provided substantial input in the drafting of
the manuscript. IvdM and BT also provided feedback on the data
analysis and co-wrote substantial sections of the manuscript. LB
provided statistical support.

FUNDING
The Ausimmune and AusLong Studies were funded by the National
Multiple Sclerosis Society of the United States of America (award
RG3364A1/2) and the National Health and Medical Research
Council of Australia (APP316901 and 224215). IvdM was sup
ported by an Australian Research Council Future Fellowship. RL
was supported by and Australian National Health and Medical
Research Council Senior Research Fellowship.

ACKNOWLEDGMENTS

SUPPLEMENTARY MATERIAL

We express our heartfelt thanks to the participants in the
Ausimmune and AusLong studies for their time and energy,
without which we could not have realized this work. We would
like to acknowledge the outstanding input of the paid research

The Supplementary Material for this article can be found online
at http://www.frontiersin.org/articles/10.3389/fneur.2018.00016/
full#supplementary-material.

REFERENCES
1. Simpson S Jr, Taylor BV, Van Der Mei I. The role of epidemiology in MS
research: past successes, current challenges and future potential. Mult Scler
(2015) 21(8):969–77. doi:10.1177/1352458515574896
2. van der Mei IA, Ponsonby AL, Dwyer T, Blizzard L, Simmons R, Taylor BV,
et al. Past exposure to sun, skin phenotype, and risk of multiple sclerosis:
case-control study. BMJ (2003) 327:316. doi:10.1136/bmj.327.7410.316
3. Munger KL, Zhang SM, O’reilly E, Hernan MA, Olek MJ, Willett WC, et al.
Vitamin D intake and incidence of multiple sclerosis. Neurology (2004)
62:60–5. doi:10.1212/01.WNL.0000101723.79681.38
4. Munger KL, Levin LI, Hollis BW, Howard NS, Ascherio A. Serum
25-hydroxyvitamin D levels and risk of multiple sclerosis. JAMA (2006)
296:2832–8. doi:10.1001/jama.296.23.2832
5. Islam T, Gauderman WJ, Cozen W, Mack TM. Childhood sun exposure
influences risk of multiple sclerosis in monozygotic twins. Neurology (2007)
69:381–8. doi:10.1212/01.wnl.0000268266.50850.48
6. van der Mei IA, Ponsonby AL, Dwyer T, Blizzard L, Taylor BV, Kilpatrick T,
et al. Vitamin D levels in people with multiple sclerosis and community
controls in Tasmania, Australia. J Neurol (2007) 254:581–90. doi:10.1007/
s00415-006-0315-8
7. van der Mei IA, Ponsonby AL, Engelsen O, Pasco JA, Mcgrath JJ, Eyles DW,
et al. The high prevalence of vitamin D insufficiency across Australian popu
lations is only partly explained by season and latitude. Environ Health Perspect
(2007) 115:1132–9. doi:10.1289/ehp.9937
8. Lucas R, Ponsonby AL, Dear K, Taylor B, Dwyer T, Mcmichael A, et al.
Associations between silicone skin cast score, cumulative sun exposure and
other factors in the Ausimmune Study: a multicentre Australian study. Cancer
Epidemiol Biomarkers Prev (2009) 18(11):2887–94. doi:10.1158/1055-9965.
EPI-09-0191
9. Munger KL, Chitnis T, Frazier AL, Giovannucci E, Spiegelman D, Ascherio A.
Dietary intake of vitamin D during adolescence and risk of multiple sclerosis.
J Neurol (2010) 258(3):479–85. doi:10.1007/s00415-010-5783-1
10. Lucas RM, Ponsonby AL, Dear K, Valery PC, Pender MP, Taylor BV, et al.
Sun exposure and vitamin D are independent risk factors for CNS demyelin
ation. Neurology (2011) 76:540–8. doi:10.1212/WNL.0b013e31820af93d
11. Salzer J, Hallmans G, Nystrom M, Stenlund H, Wadell G, Sundstrom P.
Vitamin D as a protective factor in multiple sclerosis. Neurology (2012)
79:2140–5. doi:10.1212/WNL.0b013e3182752ea8
12. Ascherio A, Munger KL, White R, Kochert K, Simon KC, Polman CH,
et al. Vitamin D as an early predictor of multiple sclerosis activity and
progression. JAMA Neurol (2014) 71:306–14. doi:10.1001/jamaneurol.
2013.5993
13. Bettencourt A, Boleixa D, Reguengo H, Samoes R, Santos E, Oliveira JC,
et al. Serum 25-hydroxyvitamin D levels in multiple sclerosis patients from

Frontiers in Neurology | www.frontiersin.org

14.

15.

16.

17.
18.

19.

20.

21.
22.

23.

24.
25.

16

the north of Portugal. J Steroid Biochem Mol Biol (2017) 107(14):6418–23.
doi:10.1016/j.jsbmb.2017.09.016
Munger KL, Hongell K, Aivo J, Soilu-Hanninen M, Surcel HM, Ascherio A.
25-Hydroxyvitamin D deficiency and risk of MS among women in the
Finnish Maternity Cohort. Neurology (2017) 89:1578–83. doi:10.1212/WNL.
0000000000004489
Nielsen NM, Munger KL, Koch-Henriksen N, Hougaard DM, Magyari M,
Jorgensen KT, et al. Neonatal vitamin D status and risk of multiple sclerosis: a
population-based case-control study. Neurology (2017) 88:44–51. doi:10.1212/
WNL.0000000000003454
Smolders J, Menheere P, Kessels A, Damoiseaux J, Hupperts R.
Association of vitamin D metabolite levels with relapse rate and dis
ability in multiple sclerosis. Mult Scler (2008) 14:1220–4. doi:10.1177/
1352458508094399
Simpson SL Jr, Taylor B, Blizzard L, Ponsonby AL, Pittas F, Tremlett H, et al.
Higher 25-hydroxyvitamin D is associated with lower relapse risk in MS. Ann
Neurol (2010) 68:193–203. doi:10.1002/ana.22043
Weinstock-Guttman B, Zivadinov R, Qu J, Cookfair D, Duan X, Bang E, et al.
Vitamin D metabolites are associated with clinical and MRI outcomes in
multiple sclerosis patients. J Neurol Neurosurg Psychiatry (2011) 82:189–95.
doi:10.1136/jnnp.2010.227942
Brola W, Sobolewski P, Szczuchniak W, Goral A, Fudala M, Przybylski W, et al.
Association of seasonal serum 25-hydroxyvitamin D levels with disability
and relapses in relapsing-remitting multiple sclerosis. Eur J Clin Nutr (2016)
70:995–9. doi:10.1038/ejcn.2016.51
Laursen JH, Sondergaard HB, Sorensen PS, Sellebjerg F, Oturai AB. Vitamin D
supplementation reduces relapse rate in relapsing-remitting multiple sclerosis
patients treated with natalizumab. Mult Scler Relat Disord (2016) 10:169–73.
doi:10.1016/j.msard.2016.10.005
Lopez-Mendez P, Sosa-Henriquez M, Ruiz-Perez A. Relationship between
vitamin D deficiency and visually evoked potentials in multiple sclerosis. Arch
Soc Esp Oftalmol (2016) 91:217–22. doi:10.1016/j.oftal.2016.01.009
Zhang Y, Liu G, Han X, Dong H, Geng J. The association of serum
25-hydroxyvitamin D levels with multiple sclerosis severity and progression
in a case-control study from China. J Neuroimmunol (2016) 297:127–31.
doi:10.1016/j.jneuroim.2016.05.022
Hartl C, Obermeier V, Gerdes LA, Brugel M, Von Kries R, Kumpfel T. Seasonal
variations of 25-OH vitamin D serum levels are associated with clinical
disease activity in multiple sclerosis patients. J Neurol Sci (2017) 375:160–4.
doi:10.1016/j.jns.2017.01.059
Miclea A, Miclea M, Pistor M, Hoepner A, Chan A, Hoepner R. Vitamin
D supplementation differentially affects seasonal multiple sclerosis disease
activity. Brain Behav (2017) 7:e00761. doi:10.1002/brb3.761
Oliveira SR, Simao ANC, Alfieri DF, Flauzino T, Kallaur AP, Mezzaroba L,
et al. Vitamin D deficiency is associated with disability and disease progression

February 2018 | Volume 9 | Article 16

Simpson Jr. et al.

26.
27.

28.

29.
30.

31.

32.

33.

34.
35.

36.

37.

38.

39.

40.
41.
42.

Sun/Vitamin D and Clinical Course in Early MS

in multiple sclerosis patients independently of oxidative and nitrosative stress.
J Neurol Sci (2017) 381:213–9. doi:10.1016/j.jns.2017.07.046
Alonso A, Hernan MA. Temporal trends in the incidence of multiple
sclerosis: a systematic review. Neurology (2008) 71:129–35. doi:10.1212/01.
wnl.0000316802.35974.34
Simpson S Jr, Blizzard L, Otahal P, Van Der Mei I, Taylor B. Latitude is
significantly associated with the prevalence of multiple sclerosis: a metaanalysis. J Neurol Neurosurg Psychiatry (2011) 82:1132–41. doi:10.1136/
jnnp.2011.240432
International Multiple Sclerosis Genetics Consortium (IMSGC), Beecham AH,
Patsopoulos NA, Xifara DK, Davis MF, Kemppinen A, et al. Analysis of
immune-related loci identifies 48 new susceptibility variants for multiple
sclerosis. Nat Genet (2013) 45:1353–60. doi:10.1038/ng.2770
Mokry LE, Ross S, Ahmad OS, Forgetta V, Smith GD, Leong A, et al.
Vitamin D and risk of multiple sclerosis: a Mendelian Randomization Study.
PLoS Med (2015) 12:e1001866. doi:10.1371/journal.pmed.1001866
Rhead B, Baarnhielm M, Gianfrancesco M, Mok A, Shao X, Quach H,
et al. Mendelian randomization shows a causal effect of low vitamin D
on multiple sclerosis risk. Neurol Genet (2016) 2:e97. doi:10.1212/NXG.
0000000000000097
Smolders J, Hupperts R, Barkhof F, Grimaldi LM, Holmoy T, Killestein J, et al.
Efficacy of vitamin D3 as add-on therapy in patients with relapsing-remitting
multiple sclerosis receiving subcutaneous interferon beta-1a: a phase II,
multicenter, double-blind, randomized, placebo-controlled trial. J Neurol Sci
(2011) 311:44–9. doi:10.1016/j.jns.2011.04.013
Soilu-Hanninen M, Aivo J, Lindstrom BM, Elovaara I, Sumelahti ML,
Farkkila M, et al. A randomised, double blind, placebo controlled trial with
vitamin D3 as an add on treatment to interferon beta-1b in patients with mul
tiple sclerosis. J Neurol Neurosurg Psychiatry (2012) 83:565–71. doi:10.1136/
jnnp-2011-301876
Etemadifar M, Janghorbani M. Efficacy of high-dose vitamin D3 supple
mentation in vitamin D deficient pregnant women with multiple sclerosis:
preliminary findings of a randomized-controlled trial. Iran J Neurol (2015)
14(2):67–73.
Stein MS, Liu Y, Gray OM, Baker JE, Kolbe SC, Ditchfield MR, et al. A random
ized trial of high-dose vitamin D2 in relapsing-remitting multiple sclerosis.
Neurology (2011) 77:1611–8. doi:10.1212/WNL.0b013e3182343274
Kampman MT, Steffensen LH, Mellgren SI, Jorgensen L. Effect of vitamin
D3 supplementation on relapses, disease progression, and measures of
function in persons with multiple sclerosis: exploratory outcomes from a
double-blind randomised controlled trial. Mult Scler (2012) 18:1144–51.
doi:10.1177/1352458511434607
Shaygannejad V, Janghorbani M, Ashtari F, Dehghan H. Effects of adjunct
low-dose vitamin D on relapsing-remitting multiple sclerosis progression:
preliminary findings of a randomized placebo-controlled trial. Mult Scler Int
(2012) 2012:452541. doi:10.1155/2012/452541
Rosjo E, Steffensen LH, Jorgensen L, Lindstrom JC, Saltyte Benth J,
Michelsen AE, et al. Vitamin D supplementation and systemic inflammation
in relapsing-remitting multiple sclerosis. J Neurol (2015) 262:2713–21.
doi:10.1007/s00415-015-7902-5
Muris AH, Smolders J, Rolf L, Klinkenberg LJ, Van Der Linden N, Meex S,
et al. Vitamin D status does not affect disability progression of patients with
multiple sclerosis over three year follow-up. PLoS One (2016) 11:e0156122.
doi:10.1371/journal.pone.0156122
Hart PH, Lucas RM, Booth DR, Carroll WM, Nolan D, Cole JM, et al.
Narrowband UVB phototherapy for clinically isolated syndrome: a trial to
deliver the benefits of vitamin D and other UVB-induced molecules. Front
Immunol (2017) 8:3. doi:10.3389/fimmu.2017.00003
Hart PH. Narrowband UVB phototherapy for clinically isolated syndrome:
delivering the benefits of all UVB-induced molecules to early MS patients.
Progress in MS Research Conference 2017. Sydney (2017).
Hart PH, Gorman S, Finlay-Jones JJ. Modulation of the immune system by UV
radiation: more than just the effects of vitamin D? Nat Rev Immunol (2011)
11:584–96. doi:10.1038/nri3045
Peterlik M. Vitamin D insufficiency and chronic diseases: hype and reality.
Food Funct (2012) 3:784–94. doi:10.1039/c2fo10262e

Frontiers in Neurology | www.frontiersin.org

43. Jorde R. RCTS are the only appropriate way to demonstrate the role of
vitamin D in health. J Steroid Biochem Mol Biol (2017). doi:10.1016/j.jsbmb.
2017.05.004
44. Lucas R, Ponsonby AL, Mcmichael A, Van Der Mei I, Chapman C, Coulthard A,
et al. Observational analytic studies in multiple sclerosis: controlling bias
through study design and conduct. The Australian Multicentre Study of
Environment and Immune Function. Mult Scler (2007) 13:827–39. doi:10.1177/
1352458507077174
45. Ponsonby AL, Lucas RM, Dear K, Van Der Mei I, Taylor B, Chapman C, et al.
The physical anthropometry, lifestyle habits and blood pressure of people
presenting with a first clinical demyelinating event compared to con
trols: the Ausimmune study. Mult Scler (2013) 19:1717–25. doi:10.1177/
1352458513483887
46. Weinshenker BG, Bass B, Rice GP, Noseworthy J, Carriere W, Baskerville J,
et al. The natural history of multiple sclerosis: a geographically based study.
I. Clinical course and disability. Brain (1989) 112(Pt 1):133–46. doi:10.1093/
brain/112.1.133
47. Black LJ, Anderson D, Clarke MW, Ponsonby AL, Lucas RM. Analytical bias
in the measurement of serum 25-hydroxyvitamin D concentrations impairs
assessment of vitamin D status in clinical and research settings. PLoS One
(2015) 10:e0135478. doi:10.1371/journal.pone.0135478
48. Polman CH, Reingold SC, Edan G, Filippi M, Hartung HP, Kappos L, et al.
Diagnostic criteria for multiple sclerosis: 2005 revisions to the “McDonald
Criteria”. Ann Neurol (2005) 58:840–6. doi:10.1002/ana.20703
49. McDonald WI, Compston A, Edan G, Goodkin D, Hartung HP, Lublin FD,
et al. Recommended diagnostic criteria for multiple sclerosis: guidelines from
the International Panel on the diagnosis of multiple sclerosis. Ann Neurol
(2001) 50:121–7. doi:10.1002/ana.1032
50. Bjornevik K, Riise T, Casetta I, Drulovic J, Granieri E, Holmoy T, et al.
Sun exposure and multiple sclerosis risk in Norway and Italy: the EnvIMS
study. Mult Scler (2014) 20(8):1042–9. doi:10.1177/1352458513513968
51. Cantorna MT, Hayes CE, Deluca HF. 1,25-Dihydroxyvitamin D3 reversibly
blocks the progression of relapsing encephalomyelitis, a model of multiple scle
rosis. Proc Natl Acad Sci U S A (1996) 93:7861–4. doi:10.1073/pnas.93.15.7861
52. Becklund BR, Severson KS, Vang SV, Deluca HF. UV radiation suppresses
experimental autoimmune encephalomyelitis independent of vitamin D
production. Proc Natl Acad Sci U S A (2010) 107:6418–23. doi:10.1073/
pnas.1001119107
53. Wawrzyniak S, Mikolajewska E, Kuczko-Piekarska E, NiezgodzinskaMaciejek A, Goch A. Association of vitamin D status and clinical and
radiological outcomes in a treated MS population in Poland. Brain Behav
(2017) 7:e00609. doi:10.1002/brb3.609
54. Lucas RM. A pro-inflammatory diet is associated with increased risk of a
first clinical diagnosis of central nervous system demyelination in women; no
association between antioxidant intake and risk of a first clinical diagnosis of
central nervous system demyelination. Progress in MS Research 2017. Sydney
(2017).
55. Simpson S Jr. Healthy & unhealthy dietary patterns significantly change over
five years follow-up: results from the AusLong Study. Progress in MS Research
Conference 2017. Sydney (2017).
56. Curley M, Josey L, Lucas R, Dear K, Taylor BV, Coulthard A, et al.
Adherence to MRI protocol consensus guidelines in multiple sclerosis: an
Australian multi-centre study. J Med Imaging Radiat Oncol (2012) 56:594–8.
doi:10.1111/1754-9485.12000
Conflict of Interest Statement: The authors declare that the research was con
ducted in the absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.
Copyright © 2018 Simpson, van der Mei, Lucas, Ponsonby, Broadley, Blizzard,
Ausimmune/AusLong Investigators Group and Taylor. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC BY).
The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.

17

February 2018 | Volume 9 | Article 16

Minerva Access is the Institutional Repository of The University of Melbourne

Author/s:
Simpson, S; van der Mei, I; Lucas, RM; Ponsonby, A-L; Broadley, S; Blizzard, L; Taylor, B
Title:
Sun Exposure across the Life Course Significantly Modulates Early Multiple Sclerosis Clinical
Course
Date:
2018-02-01
Citation:
Simpson, S., van der Mei, I., Lucas, R. M., Ponsonby, A. -L., Broadley, S., Blizzard, L. &
Taylor, B. (2018). Sun Exposure across the Life Course Significantly Modulates Early
Multiple Sclerosis Clinical Course. FRONTIERS IN NEUROLOGY, 9 (FEB),
https://doi.org/10.3389/fneur.2018.00016.
Persistent Link:
http://hdl.handle.net/11343/255905
File Description:
Published version
License:
CC BY

