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To date, conflicting results about the role of vitamins in amyotrophic lateral sclerosis (ALS) have been reported along with a lack of systematic studies on all types of serum vitamins in patients with ALS. Moreover, extensive studies have been conducted on vitamins in other neurodegenerative diseases; however, whether serum vitamin alterations in ALS are similar to those in other neurodegenerative diseases remains unclear. Therefore, we performed a study involving a large Chinese cohort of patients with ALS to address this gap. In this study, 202 patients with ALS, 214 with a neurodegenerative disease that mimicked ALS (mimics), and 208 healthy controls were enrolled. Serum vitamins of all subjects were examined under fasting state in Clinical Laboratory. As a result, we found that higher vitamin A and E levels and lower vitamin B2, B9, and C levels were in patients with ALS compared to healthy controls, and that high vitamin A and E levels, and low vitamin B2, B9, and C levels were associated with an increased risk for ALS. In addition, serum vitamin C was lower in early-onset ALS patients compared to those in late-onset ALS patients; however, there was no significant correlation between serum vitamins and age at onset, sites at onset, disease duration, or disease severity of ALS. We also found that patients with ALS showed similar vitamin alterations to mimics, with the exception of vitamin E. In summary, our study adds information to the literature on the role of vitamins in ALS and provides support for clinical guidance regarding dietary changes and vitamin supplements in patients with ALS.
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INTRODUCTION

Amyotrophic lateral sclerosis (ALS) is an intractable neurodegenerative disease characterized by progressive degeneration of the upper and lower motor neurons at the motor cortex, bulbar, and spinal levels. The typical symptoms of ALS include progressive weakness, muscle atrophy, cramps, fasciculation, and spasticity (1). Patients usually die from respiratory failure within 3–5 years after disease onset. The worldwide prevalence of ALS is 4.42 per 100,000 population and increases with age until the age of 70–79 years (2), with established risk factors being age, male sex, and family history (3). About 10% of ALS is familial, leaving 90% of patients with the sporadic form of ALS. Whilst the etiology and pathology of ALS remain unclear, current evidence suggests that oxidative stress, glutamatergic toxicity, dysfunction of ribonucleic acid (RNA) processing, and abnormal protein aggregation might play important roles in the pathogenesis of ALS (4).

Unfortunately, there is no therapy available that will cure ALS (5). Limited understanding of ALS pathophysiology is a major obstacle to the development of effective therapies. Knowledge about risks and prognostic factors for ALS may help uncover molecular pathways that could serve as novel therapeutic targets (6, 7). Vitamins (important micronutrients) play a critical role in the development of the nervous system. The possibility of different vitamins to serve as risks, prognostic factors, or in the pathogenesis of ALS has been extensively researched (6, 8–18). Several large population studies demonstrated that regular vitamin E supplementation, not vitamin C, β-carotene, or multivitamins, was associated with a lower risk of ALS (17, 19, 20). A pooled analysis from five prospective studies further support that long-term vitamin E supplementation was associated with lower ALS prevalence (18). However, Okamoto et al. (21) observed no statistically significant dose-response relationship between vitamin E, ascorbic acid, and β-carotene intake and the risk of ALS. In addition, de Bustos et al. (22) found that there was no difference in cerebrospinal fluid (CSF) and serum vitamin E levels between ALS patients and matched controls. Results pooled from five cohort studies revealed that carotenoid intake, not vitamin C, was associated with a reduced risk of ALS (11). However, treatment with retinoids resulted in a negative effect on the survival of an animal ALS model (10). Moreover, there was no difference in vitamin A levels between ALS patients and normal controls in the study by Molina et al. (23). Several studies suggested that vitamin D supplementation has a beneficial effect on the prognosis of ALS. However, the neuroprotective and survival benefits of vitamin D for ALS remain elusive, as the results of some studies are controversial (8, 9, 24–26). Zhang et al. (27) found that folic acid levels were significantly decreased at the middle to the late stages of the disease in SOD1G93A transgenic mice. They also revealed that combined treatment with folic acid and vitamin B12 could significantly delay the disease onset and prolong the lifespan of an ALS mouse model by attenuating plasma homocysteine levels, suppressing microglial and astrocytes activation, and inhibiting inducible nitric oxide synthase and tumor necrosis factor-alpha expression. Intraperitoneal ultra-high dosage of methylcobalamin was found to inhibit the disease progression in an ALS mouse model (12). Moreover, a recent long-term phase II/III randomized controlled study concluded that ultra-high doses of methylcobalamin might retard symptomatic progression and prolong the survival of ALS patients if started early. However, there was no significant efficacy in the whole cohort (14). Generally speaking, though some studies have shown an association between vitamins and ALS, some results are controversial. Additionally, studies have reported that the majority of water-soluble vitamins (such as vitamin B1, B2, B9, B12, and C), in their biologically active forms, work synergistically as essential coenzymes in several biochemical pathways in the brain that are essential to the development, myelination, and proper function of the central and peripheral nervous systems (28–30). Therefore, it is necessary to take into account all vitamins at the same time when exploring serum vitamins. However, there has been a lack of systematic studies that evaluate all types of serum vitamins in the same cohort of ALS patients.

ALS and other neurodegenerative diseases share similar pathogenic pathways, such as excitotoxicity, oxidative stress, and abnormal protein aggregates. The effect of vitamins on other neurodegenerative diseases also has been extensively investigated. Studies in animal models of Alzheimer's disease (AD) revealed that ascorbic acid could restore behavioral deficits, memory impairment, and the reduction in brain synaptophysin, as well as reduce the formation of amyloid-β oligomers, phosphorylation of Tau at Ser39, oxidative stress markers, and proinflammatory cytokines (31–34). Clinical studies found that plasma ascorbate levels were lower in AD patients (35) and that the combined supplementation with ascorbic acid and vitamin E, not ascorbic acid alone, was associated with a reduced prevalence and incidence of AD (36–40). Although different leukocyte ascorbic acid levels were found between patients with Parkinson's disease (PD) and age-matched controls (41), similar serum ascorbic acid levels were reported in patients with PD and healthy individuals (42). In addition, several prospective studies suggested that intake of vitamin C, vitamin E, and carotenoids did not substantially affect the risk of PD (43–45). Low vitamin D serum levels were found in patients affected by PD, AD, and multiple sclerosis (MS). The association between low vitamin D serum levels and the risk of AD and PD has also been reported (46–52). However, a contradictory finding that vitamin D supplementation has no impact in AD and PD also exists (53–55). Although a recent meta-analysis demonstrated the beneficial effects of vitamin E on preventing AD (56), a double-blind, randomized clinical trial conducted for 6 years on a population of 7,540 men who were at least 60 years old found that supplementation with vitamin E did not prevent AD (57). Several studies reported low serum and plasma levels of vitamin A, α-carotene, β-carotene, lycopene, and lutein in patients with AD (58–61), whereas other studies demonstrated conflicting results about plasma α-carotene, β-carotene, lycopene, and lutein levels in patients with AD (62–64). Lower plasma vitamin A levels have also been reported in patients with PD (65). In addition, serum levels of α- and β-carotenes were inversely correlated with the Hoehn and Yahr stage and United Parkinson's Disease Rate Scale (UPDRS) motor score in PD patients (66). A meta-analysis of ten studies revealed that PD patients had lower vitamin B12 levels than controls, and higher dietary intake of vitamin B6 was associated with a decreased risk of PD, while no significant association was observed for dietary intake of vitamin B12 and folate and the risk of PD (67).

Generally speaking, though vitamins are suggested to play important roles in ALS, controversial results make it necessary to research them further. There have been extensive studies of vitamins in other neurodegenerative disease, but whether the trend of serum vitamin alterations in ALS is similar to that in other neurodegenerative diseases remains unclear. In addition, some vitamins work synergistically; however, there is a lack of systematic studies that research all types of serum vitamins at the same time in patients with ALS and with other neurodegenerative diseases. For the above reasons, this study has the following aims: (1) to compare serum levels of different vitamins (vitamin A, B1, B2, B9, B12, C, D, and E) among patients with ALS, patients with other neurodegenerative diseases (mimics), and healthy controls; (2) to explore the relationship between vitamins and the risk for ALS; (3) to explore the associations between vitamin levels and clinical characteristics of ALS, including age at onset (AAO), sites of onset, disease duration, and ALS functional rating scale revised (ALSFRS-R).



MATERIALS AND METHODS


Subjects

A total of 202 consecutive patients with ALS of Chinese Han ancestry were recruited from April 30, 2013, to April 30, 2019. All patients with ALS were diagnosed with definite, probable, or probable-laboratory-supported ALS by at least two neurologists according to the revised El Escorial criteria 2015 (68). During the same period, 214 gender- and age-matched patients with a diagnosis of another neurodegenerative disease [including 116 patients with PD, 15 patients with AD, 75 patients with multiple system atrophy (MSA), and eight patients with spinocerebellar ataxia (SCA)], and 208 matched healthy people were enrolled as mimics and healthy controls, respectively. Patients with ALS and mimics were from the Department of Neurology, Xiangya Hospital, Central South University (CSU), China, and healthy controls were from the Health Management Center, Xiangya Hospital, CSU, China. All patients with PD were diagnosed according to the MDS Clinical Diagnostic Criteria (69). All patients with AD met the diagnostic criteria of clinical probable AD established by the National Institute of Neurological and Communicative Disorders and Stroke and the Alzheimer's Disease and Related Disorders Association (NINCDS-ADRDA) in 2007 (70). All patients with MSA were diagnosed according to the current consensus criteria established by Gilman and colleagues (71). All patients with SCA met the criteria of either clinical or genetic diagnosis of SCA. Healthy controls had no neurological diseases. The exclusion criteria included (1) people with digestive system disease, renal failure, anemia, peripheral neuropathy, disabling stroke, clinical depression, malignant tumor, and chronic wasting disease; (2) people who were receiving vitamin supplementation; (3) people who had ALS and other neurodegenerative diseases at the same time; (4) people who were overweight or severely malnourished. In addition, all subjects enrolled in this study were from Hunan Province and shared similar dietary habits. The study was approved by the Expert Committee of Xiangya Hospital, Central South University in China and all included subjects provided written informed consent prior to participation.

The demographic and clinical data, including name, gender, age, education level, smoking, drinking, family history, site of onset, AAO, disease duration, and ALSFRS-R, were collected by specialists. If the patient had been hospitalized many times, the first hospitalization record was taken for registration.



Biochemical Methods

Ten milliliters of peripheral venous blood samples were collected from all subjects after they had fasted for 8–12 h. Then, serum vitamins (including vitamin A, B1, B2, B9, B12, C, D, and E) and serum cholesterol were examined in the Clinical Laboratory, Xiangya hospital.



Statistical Analysis

All analyses were performed using SPSS 22.0 (SPSS, Chicago, IL, USA) and GraphPad Prism 5.03 (®GraphPad Software, Inc.). Differences with p < 0.05 were considered to be statistically significant. Multiple comparisons were corrected with Bonferroni correction. A Chi-square test was used to analyze the difference in gender and the occurrence of menopause among different groups. The differences in vitamin levels, serum cholesterol, disease duration, and age between two different groups were analyzed with a Student's t-test. If more than two groups were compared, a one-way analysis of variance was used, followed by Dunn's multiple comparison test. The odds ratios (ORs) and 95% confidence intervals (CIs) of each serum vitamin were assessed using a binary logistic regression model. In the logistic regression, the dependent variable was a binary variable for which healthy control was coded as 0, and patient with ALS was coded as 1; independent variables consisted of each vitamin researched in the present study; control variables included age, gender, and serum cholesterol. All variables were treated as continuous except for gender and the presence or absence of ALS, which were binary. To check the multicollinearity in the model, the interaction between each variable was analyzed with Spearman's correlation analyses. Additionally, the variance inflation factors (VIF) of each variable were analyzed. The goodness fit of this model was evaluated by Prob > Chi2, Pseudo R2, and the Hosmer and Lemeshow test. The correlations between AAO, disease duration, ALSFRS-R score, and vitamin levels in patients with ALS were analyzed using Pearson's or Spearman's correlation analyses where appropriate.




RESULTS


Demographic and Clinical Features of Subjects

The demographic and clinical features of subjects are listed in Table 1. Values are shown as means (±standard deviations) or percentages. The AAO of patients with ALS ranged from 13 to 81 years, with an average of 54.32 ± 10.36 years. The disease duration of ALS ranged from 1 to 120 months, with an average of 16.80 ± 17.23 months. The ALSFRS-R score ranged from 24 to 46, with an average of 39.96 ± 4.49. As for site at onset, 33.2 and 36.0% of patients with ALS had upper extremity and lower extremity onset, respectively, and 87.2% of patients had spinal cord symptoms at the time of onset. Among the 202 patients with ALS, three patients had a family history of ALS, accounting for 1.5% of the total patient number.


Table 1. Characteristics of patients with amyotrophic lateral sclerosis (ALS), mimics, and healthy controls.
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Vitamin Levels in Patients With ALS, Mimics, and Healthy Controls

After controlling for age, gender, menopause, and serum cholesterol, serum vitamins were compared among 193 patients with ALS, 149 mimics, and 79 healthy controls. Some subjects without serum cholesterol data were excluded from the analysis. The results showed that serum levels of certain vitamins (vitamin A, B2, B9, C, and E) were significantly different among patients with ALS, mimics, and healthy controls (Figure 1 and Supplementary Table 1). Multiple comparisons revealed that higher levels of vitamin A and E and lower levels of vitamin B2, B9, and C were found in patients with ALS compared to those in healthy controls. There were no significant differences in vitamin A, B2, B9, and C levels between patients with ALS and mimics.


[image: Figure 1]
FIGURE 1. Levels of different vitamins in patients with amyotrophic lateral sclerosis (ALS), mimics, and healthy controls. Multiple comparisons were corrected with Bonferroni correction: ns denotes non-significant; * denotes p < 0.017; ** denotes p < 0.003; *** denotes p < 0.0003.




Association Between Serum Vitamin Levels and the Risk of ALS

Adjusting for gender, age, and serum cholesterol, the association between serum vitamin levels and the risk of ALS were evaluated with a logistic regression model. The correlation coefficients between each variable were <0.25, indicating that there was no serious multicollinearity in the model (Supplementary Table 2). In addition, the VIF values of each variable were <2, further suggesting no serious multicollinearity in the model. The Prob > Chi2 was <0.0001, the value of Pseudo R2 was 0.328, and the p-value for Hosmer and Lemeshow test was 0.134, indicating that this model retains an acceptable fit to data. As shown in Table 2, higher serum vitamin B2, B9, and C were significantly associated with a reduced risk of ALS with the ORs (95%CI) being 0.78 (0.66–0.93), 0.85 (0.79–0.91), and 0.91 (0.89–0.95), respectively. However, higher serum vitamin A and E was significantly associated with an increased risk of ALS with the ORs (95%CI) being 1.66 (1.12–2.45) and 1.29 (1.02–1.61), respectively.


Table 2. Odd ratios (OR) of different vitamins for amyotrophic lateral sclerosis (ALS) adjusting for age, gender, serum cholesterol.
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Vitamins Levels and ALS Clinical Characteristics

To explore the relationship between serum vitamins and onset sites, we divided patients with ALS into four groups according to site of disease onset (bulbar, upper limb, lower limb, or multiple sites) and compared the levels of vitamins amongst the four groups after adjusting for gender, age, and disease duration; however, no significant differences were found (Figure 2A and Supplementary Table 3). We also compared the levels of vitamins between patients with early- and late-onset ALS after controlling for gender and disease duration, with the groups established according to whether the AAO of ALS was before or after 55 years of age. As shown in Figure 2B and Supplementary Table 4, lower levels of vitamin C were found in patients with early-onset ALS compared to those with late-onset ALS. We further analyzed vitamin levels in different healthy control groups based on age (<55 and ≥ 55 years), and no significant differences were found between these two groups (Supplementary Table 5). Further correlation analysis indicated that no significant association existed between serum vitamins (vitamin A, B1, B2, B9, B12, C, D, and E) and AAO, disease duration, and ALSFRS-score (Table 3).


[image: Figure 2]
FIGURE 2. Levels of different vitamins in different amyotrophic lateral sclerosis (ALS) patient groups. (A) Patients with ALS were grouped by sites of disease onset. (B) Patients with ALS were divided by age at onset. ns denotes non-significant; * denotes p < 0.05.



Table 3. Correlation analysis between different vitamins and clinical characteristics of amyotrophic lateral sclerosis (ALS).
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DISCUSSION

In the present study, lower levels of vitamin B2, B9, and C were found in patients with ALS and mimics compared to those in healthy controls. In addition, logistic regression results suggested that serum vitamin B2, B9, and C could exert protection against ALS. Thus, low levels of vitamin B2, B9, and C may be risk factors for ALS. Vitamin B2, also called riboflavin, is a precursor of the coenzymes flavin mononucleotide (FMN) and flavin adenine dinucleotide (FAD), which are essential in the mitochondrial electron transport chain and responsible for regenerating the antioxidant glutathione reductase. Thus, riboflavin acts indirectly as an antioxidant. Neurological abnormalities, such as ataxia and inability to stand, due to riboflavin deficiency have been reported (72). In addition, riboflavin transporter deficiency has been characterized as a cause of genetic recessive child-onset motor neuron disease with hearing loss, formerly described as Brown-Vialetto-Van-Lear syndrome (73). Thus, although serum vitamin B2 has not been researched in patients with ALS, the above evidence supports our results that low levels of vitamin B2 may be a risk factor for ALS.

Vitamin B9, also known as folic acid, can indirectly reduce the risk of multiple neurodegenerative diseases by reducing homocysteine levels in blood (74). Zhang et al. (75) found that folic acid treatment could significantly delay AAO and prolong the lifespan of transgenic ALS mice by attenuating plasma homocysteine levels. They also found that levels of tetrahydrofolate decreased significantly at the middle to late stages of the disease in a mouse model of ALS (27). Thus, low serum vitamin B9 may increase the risk of ALS by affecting homocysteine levels.

Vitamin C, as an important antioxidant, was reported to prolong the survival of familial ALS transgenic mice if vitamin C was administered before the onset of the disease (76). However, some studies found that neither supplement use nor high dietary intake of vitamin C was associated with a reduced risk for ALS (11, 19, 21). Moreover, Paraskevas et al. (77) reported that there was no significant difference in plasma and CSF vitamin C levels between patients with ALS and controls. However, their study only included a relatively small number of subjects (19 patients with ALS and 15 controls). In addition, the absorption of vitamin C could be altered by a variety of conditions, and there is a sigmoidal relationship between oral vitamin C dose and plasma vitamin C concentrations. Thus, the discrepancy between these studies and our study may be related to different models (animal model vs. patients with ALS), different forms of vitamin C (dietary intake vs. serum levels), and limited numbers of patients.

In the present study, serum vitamin A and E levels were significantly higher in patients with ALS compared to healthy controls. In addition, the ORs of vitamin A and E for ALS were significantly > 1, indicating that high levels of vitamin A and E were associated with an increased risk of ALS. However, pooled results from five cohort studies showed that a high intake of carotenoids (a main source of vitamin A) was associated with a reduced risk of ALS (11). In addition, Nieves et al. (78) reported that high intakes of antioxidants and carotenes from vegetables were associated with higher ALSFRS-R scores. Furthermore, several studies found that no significant relationship existed between β-carotene intake or vitamin A concentrations and the risk for ALS (17, 21, 23). Although most studies focused on the protective role of vitamin A as an antioxidant, the toxic effects regarding the redox environment and mitochondrial function have been reported (79). Furthermore, long-term dietary supplementation with retinoic acid has been reported to shorten the lifespan of an ALS mouse model (10). Thus, the conflicting results among these studies may be due to not only the limited number of patients and the heterogeneity of the patient cohorts but also that vitamin A itself has a complex function.

Similar to vitamin A, the results of vitamin E in our study were inconsistent with previous studies. Some past studies showed that serum vitamin E levels or high intake of vitamin E were unrelated to the risk of developing ALS (21, 22, 80). In addition, results from placebo-controlled double-blind studies revealed that the administration of vitamin E had no effect on slowing the disease progression of ALS (81, 82). Moreover, several studies found that regular use of a vitamin E supplement or higher serum vitamin E levels were associated with a low risk for ALS (17–20). However, the modest effect of serum vitamin E on reduced ALS risk was limited to subjects with low baseline serum vitamin E levels (17). In addition, vitamin E supplementation had no effect on the risk of ALS when the baseline serum vitamin E level was above the median. Therefore, the reason for the inconsistency may be attributed to the different baseline serum vitamin E levels, which seems to be neglected by many studies. The heterogeneity of the patient cohorts may also contribute to these discrepancies.

It is noteworthy that there were no differences in vitamin levels, except for vitamin E, between patients with ALS and mimics. This may be due to the similar pathogenesis, especially with regard to oxidative stress, between patients with ALS and mimics. It also indicates that vitamin level alterations are a common phenomenon among patients with neurodegenerative diseases, and is not specific to ALS. Although extensive studies have researched vitamins in different neurodegenerative diseases, few explored whether the alterations in vitamins were similar among neurodegenerative diseases. Our study may encourage more attention to be paid to this field. Interestingly, the two vitamins (A and E) that were found at higher levels in patients with ALS were fat-soluble, and the three vitamins (B2, B9, and C) that were found at lower levels in patients with ALS were water-soluble. These differences may be accounted for by issues in absorption and the metabolic pathways corresponding to the vitamins, but this needs to be confirmed and validated by further research. In addition, there were some interactions between vitamins. Vitamin A was inversely correlated with vitamin B1 and C, but positively correlated with vitamin B2; vitamin B1 and B9 were positively correlated with vitamin C; vitamin E was negatively correlated with vitamin C but positively correlated with vitamin B12 (Supplementary Table 2). Therefore, the complex interaction of vitamins and their synergism (30) should be taken into consideration when supplementing vitamins.

Noticeably, some patients with ALS and mimics suffered dysphagia, which may alter dietary intake, thus affecting the serological measurement of these vitamins. Although we did not find any significant differences in serum vitamins in patients with ALS who had onset with bulbar symptoms compared with those who had onset with other symptoms, we could not exclude the dietary effects on serum vitamins in the present study. In addition, we analyzed serum vitamins in patients without dysphagia, dysarthria, and sialorrhea and found that the alterations in vitamins show a similar trend to the alterations observed in the full sample analysis (data not shown). Therefore, we could at least conclude that dysphagia is not the reason for the differences in vitamin levels between patients with ALS and healthy controls in our study. In the present study, we found that vitamin C levels were lower in patients with early-onset compared to late-onset ALS; however, no significant correlation was found between each serum vitamin and AAO. Although we could not conclude the specific role of vitamin C in the AAO of ALS, our results suggest a possible association between low vitamin C levels and early-onset ALS. As low serum vitamin C might be a risk factor for ALS, supplementing vitamin C in patients with ALS may should be taken into consideration. Our study also observed no significant relationships between vitamin levels and onset sites, ALSFRS-R score, and disease duration. Similar to our findings, it has previously been reported that serum vitamin A and E levels in ALS were unrelated to the disease duration, severity, and even the form of onset (13, 23, 80). Therefore, although serum vitamins may be associated with the risk of ALS, further research regarding their role in ALS is still needed.

The strengths of this study included mimic enrollment and systematic evaluation of almost all vitamins at the same time in a large Chinese cohort of patients with ALS. Moreover, the analysis of associations between vitamins and disease conditions or sites of disease onset helped us to exclude their effects on vitamin levels. The contribution of vitamins C to early-onset ALS was also reported for the first time.

There were some limitations to our study. First, its retrospective nature could have caused selection bias. Second, this was a one-center survey-based study in which the subjects enrolled were limited to central and southern China. Third, some confounding factors, such as diet, were not included in this present study, which may affect our results about the alterations in serum vitamins. Moreover, despite the fact that our study provided information on the association between different vitamins and ALS, the role of some of these in ALS still requires further validation. Thus, multi-center prospective controlled studies are needed to evaluate the role of different vitamins in ALS.

In summary, for the first time, we have screened almost all vitamins in a large Chinese cohort of patients with ALS and explored the association between ALS and serum vitamins. In addition, we found that the trend of vitamin alterations in patients with ALS was similar to that in patients with other neurodegenerative diseases. Our study adds information to the literature on the role of vitamins in ALS and provides support for the clinical guidance on dietary and vitamin supplements in patients with ALS.



DATA AVAILABILITY STATEMENT

The datasets generated for this study are available on request to the corresponding author.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the Expert Committee of Xiangya Hospital, Central South University, China. Written informed consent to participate in this study was provided by the participants' legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

MW analyzed data and wrote original draft. ZL, WS, YY, BJ, and XZ collected clinical data. LS, HJ, KX, and BT supervised the process. JW designed the study and edited the manuscript. All authors approved for the final version.



FUNDING

This study was supported by the National Key Research and Development Program of China (#2018YFC1312003), the Program of National Natural Science Foundation of China (#81671120, 81300981, 81250015), and the Clinical Scientific Program of Xiangya Hospital, Central South University (2015105).



ACKNOWLEDGMENTS

We thank Professor Xingli Li for the guidance on the use of statistical methods. We are grateful to the participating patients for their involvement and the reviewers for the useful recommendations.



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fneur.2020.00488/full#supplementary-material



REFERENCES

 1. Kiernan MC, Vucic S, Cheah BC, Turner MR, Eisen A, Hardiman O, et al. Amyotrophic lateral sclerosis. Lancet. (2011) 377:942–55. doi: 10.1016/S0140-6736(10)61156-7

 2. Xu L, Liu T, Liu L, Yao X, Chen L, Fan D, et al. Global variation in prevalence and incidence of amyotrophic lateral sclerosis: a systematic review and meta-analysis. J Neurol. (2019) 267:944–53. doi: 10.1007/s00415-019-09652-y

 3. Armon C. An evidence-based medicine approach to the evaluation of the role of exogenous risk factors in sporadic amyotrophic lateral sclerosis. Neuroepidemiology. (2003) 22:217–28. doi: 10.1159/000070562

 4. Ng L, Khan F, Young CA, Galea M. Symptomatic treatments for amyotrophic lateral sclerosis/motor neuron disease. Cochrane Database Syst Rev. (2017) 1:CD011776. doi: 10.1002/14651858.CD011776.pub2

 5. Miller RG, Mitchell JD, Moore DH. Riluzole for amyotrophic lateral sclerosis (ALS)/motor neuron disease (MND). Cochrane Database Syst Rev. (2012) 14:CD001447. doi: 10.1002/14651858.CD001447.pub3

 6. Paganoni S, Macklin EA, Karam C, Yu H, Gonterman F, Fetterman KA, et al. Vitamin D levels are associated with gross motor function in amyotrophic lateral sclerosis. Muscle Nerve. (2017) 56:726–31. doi: 10.1002/mus.25555

 7. Vucic S, Rothstein JD, Kiernan MC. Advances in treating amyotrophic lateral sclerosis: insights from pathophysiological studies. Trends Neurosci. (2014) 37:433–42. doi: 10.1016/j.tins.2014.05.006

 8. Blasco H, Madji Hounoum B, Dufour-Rainfray D, Patin F, Maillot F, Beltran S, et al. Vitamin D is not a protective factor in ALS. CNS Neurosci Ther. (2015) 21:651–6. doi: 10.1111/cns.12423

 9. Camu W, Tremblier B, Plassot C, Alphandery S, Salsac C, Pageot N, et al. Vitamin D confers protection to motoneurons and is a prognostic factor of amyotrophic lateral sclerosis. Neurobiol Aging. (2014) 35:1198–205. doi: 10.1016/j.neurobiolaging.2013.11.005

 10. Crochemore C, Virgili M, Bonamassa B, Canistro D, Pena-Altamira E, Paolini M, et al. Long-term dietary administration of valproic acid does not affect, while retinoic acid decreases, the lifespan of G93A mice, a model for amyotrophic lateral sclerosis. Muscle Nerve. (2009) 39:548–52. doi: 10.1002/mus.21260

 11. Fitzgerald KC, O'Reilly ÉJ, Fondell E, Falcone GJ, McCullough ML, Park Y, et al. Intakes of vitamin C and carotenoids and risk of amyotrophic lateral sclerosis: Pooled results from 5 cohort studies. Ann Neurol. (2013) 73:236–45. doi: 10.1002/ana.23820

 12. Ikeda K, Iwasaki Y, Kaji R. Neuroprotective effect of ultra-high dose methylcobalamin in wobbler mouse model of amyotrophic lateral sclerosis. J Neurol Sci. (2015) 354:70–4. doi: 10.1016/j.jns.2015.04.052

 13. Jesse S, Thal DR, Ludolph AC. Thiamine deficiency in amyotrophic lateral sclerosis. J Neurol Neurosurg Psychiatry. (2015) 86:1166–8. doi: 10.1136/jnnp-2014-309435

 14. Kaji R, Imai T, Iwasaki Y, Okamoto K, Nakagawa M, Ohashi Y, et al. Ultra-high-dose methylcobalamin in amyotrophic lateral sclerosis: a long-term phase II/III randomised controlled study. J Neurol Neurosurg Psychiatry. (2019) 90:451–7. doi: 10.1136/jnnp-2018-319294

 15. Karam C, Barrett MJ, Imperato T, MacGowan DJ, Scelsa S. Vitamin D deficiency and its supplementation in patients with amyotrophic lateral sclerosis. J Clin Neurosci. (2013) 20:1550–3. doi: 10.1016/j.jocn.2013.01.011

 16. Libonati L, Onesti E, Gori MC, Ceccanti M, Cambieri C, Fabbri A, et al. Vitamin D in amyotrophic lateral sclerosis. Funct Neurol. (2017) 32:35–40. doi: 10.11138/FNeur/2017.32.1.035

 17. Michal FD, Kuncl RW, Weinstein SJ, Malila N, Virtamo J, Albanes D. Vitamin E serum levels and controlled supplementation and risk of amyotrophic lateral sclerosis. Amyotroph Lateral Scler Frontotemp Degener. (2013) 14:246–51. doi: 10.3109/21678421.2012.745570

 18. Wang H, O'Reilly ÉJ, Weisskopf MG, Logroscino G, McCullough ML, Schatzkin A, et al. (2011). Vitamin E intake and risk of amyotrophic lateral sclerosis: a pooled analysis of data from 5 prospective cohort studies. Am J Epidemiol. 173:595–602. doi: 10.1093/aje/kwq416

 19. Ascherio A, Weisskopf MG, O'reilly EJ, Jacobs EJ, McCullough ML, Calle EE, et al. Vitamin E intake and risk of amyotrophic lateral sclerosis. Ann Neurol. (2005) 57:104–10. doi: 10.1002/ana.20316

 20. Veldink JH, Kalmijn S, Groeneveld GJ, Wunderink W, Koster A, de Vries JH, et al. Intake of polyunsaturated fatty acids and vitamin E reduces the risk of developing amyotrophic lateral sclerosis. J Neurol Neurosurg Psychiatry. (2007) 78:367–71. doi: 10.1136/jnnp.2005.083378

 21. Okamoto K, Kihira T, Kobashi G, Washio M, Sasaki S, Yokoyama T, et al. Fruit and vegetable intake and risk of amyotrophic lateral sclerosis in Japan. Neuroepidemiology. (2009) 32:251–6. doi: 10.1159/000201563

 22. De Bustos F, Jiménez-Jiménez FJ, Molina JA, Esteban J, Guerrero-Sola A, Zurdo M, et al. Cerebrospinal fluid levels of alpha-tocopherol in amyotrophic lateral sclerosis. J Neural Transm. (1998) 105:703–8. doi: 10.1007/s007020050089

 23. Molina JA, de Bustos F, Jiménez-Jiménez FJ, Esteban J, Guerrero-Sola A, Zurdo M, et al. Serum levels of beta-carotene, alpha-carotene, and vitamin A in patients with amyotrophic lateral sclerosis. Acta Neurol Scand. (1999) 99:315–7. doi: 10.1111/j.1600-0404.1999.tb00682.x

 24. Khanh VQL, Lan THN. Roles of vitamin D in amyotrophic lateral sclerosis: possible genetic and cellular signaling mechanisms. Mol Brain. (2013) 6:16. doi: 10.1186/1756-6606-6-16

 25. Shen L. Further support for vitamin D supplement in delaying the progression of ALS. Med Hypotheses. (2011) 77:698. doi: 10.1016/j.mehy.2011.07.057

 26. Yang J, Park JS, Oh KW, Oh SI, Park HM, Kim SH. Vitamin D levels are not predictors of survival in a clinic population of patients with ALS. J Neurol Sci. (2016) 367:83–8. doi: 10.1016/j.jns.2016.05.007

 27. Zhang XJ, Chen S, Li L, Wang Q, Le WD. Decreased level of 5-methyltetrahydrofolate: a potential biomarker for pre-symptomatic amyotrophic lateral sclerosis. J Neurol Sci. (2010) 293:102–5. doi: 10.1016/j.jns.2010.02.024

 28. Kumar N. Neurologic presentations of nutritional deficiencies. Neurol Clin. (2010) 28:107–70. doi: 10.1016/j.ncl.2009.09.006

 29. Sauberlich HE. Implications of nutritional status on human biochemistry, physiology, and health. Clin Biochem. (1984) 17:132–42. doi: 10.1016/S0009-9120(84)90344-8

 30. Sechi G, Sechi E, Fois C, Kumar N. Advances in clinical determinants and neurological manifestations of B vitamin deficiency in adults. Nutr Rev. (2016) 74:281–300. doi: 10.1093/nutrit/nuv107

 31. Corral RS, Tan DX, Reiter RJ, Miguel VV, Gabriela MB, Pablo AM, et al. Orally administered melatonin reduces oxidative stress and proinflammatory cytokines induced by amyloid-beta peptide in rat brain: a comparative, in vivo study versus vitamin C and E. J Pineal Res. (2003) 35:80–4. doi: 10.1034/j.1600-079X.2003.00057.x

 32. Murakami K, Murata N, Ozawa Y, Kinoshita N, Irie K, Shirasawa T, et al. Vitamin C restores behavioral deficits and amyloid- beta oligomerization without affecting plaque formation in a mouse model of Alzheimers disease. J Alzheimers Dis. (2011) 26:7–18. doi: 10.3233/JAD-2011-101971

 33. Olajide OJ, Yawson EO, Gbadamosi IT, Arogundade TT, Lambe E, Obasi K, et al. Ascorbic acid ameliorates behavioural deficits and neuropathological alterations in rat model of Alzheimer's disease. Environ Toxicol Pharmacol. (2017) 50:200–11. doi: 10.1016/j.etap.2017.02.010

 34. Sil S, Ghosh T, Gupta P, Ghosh R, Kabir SN, Roy A. Dual role of vitamin C on the neuroinflammation mediated neurodegeneration and memory impairments in Colchicine induced rat model of Alzheimer Disease. J Mol Neurosci. (2016) 60:421–35. doi: 10.1007/s12031-016-0817-5

 35. Riviere S, Birlouez-Aragon I, Nourhashemi F, Vellas B. Low plasma vitamin C in Alzheimer patients despite an adequate diet. Int J Geriatr Psychiatry. (1998) 13:749–54. doi: 10.1002/(SICI)1099-1166(1998110)13:11<749::AID-GPS860>3.0.CO;2-T

 36. Basambombo LL, Carmichael PH, Cote S, Laurin D. Use of vitaminE and C supplements for the prevention of cognitive decline. Ann Pharmacother. (2017) 51:118–24. doi: 10.1177/1060028016673072

 37. Engelhart MJ, Geerlings MI, Ruitenberg A, van Swieten JC, Hofman A, Witteman JC, et al. Dietary intake of antioxidants and risk of Alzheimer disease. JAMA. (2002) 287:3223–9. doi: 10.1001/jama.287.24.3223

 38. Morris MC, Beckett LA, Scherr PA, Hebert LE, Bennett DA, Field TS, et al. Vitamin E and vitamin C supplement use and risk of incident Alzheimer disease. Alzheimer Dis Assoc Disord. (1998) 12:121–6. doi: 10.1097/00002093-199809000-00001

 39. Morris MC, Evans DA, Bienias JL, Tangney CC, Bennett DA, Aggarwal N, et al. Dietary intake of antioxidant nutrients and the risk of incident Alzheimer disease in a biracial community study. JAMA. (2002) 287:3230–7. doi: 10.1001/jama.287.24.3230

 40. Zandi PP, Anthony JC, Khachaturian AS, Stone SV, Gustafson D, Tschanz JT, et al. Reduced risk of Alzheimer disease in users of antioxidant vitamin supplements: the Cache County Study. Arch Neurol. (2004) 61:82–8. doi: 10.1001/archneur.61.1.82

 41. King D, Playfer JR, Roberts NB. Concentrations of vitamins A, C and E in elderly patients with Parkinson's disease. Postgrad Med J. (1992) 68:634–7. doi: 10.1136/pgmj.68.802.634

 42. Fernandez-Calle P, Jiménez-Jiménez FJ, Molina JA, Cabrera-Valdivia F, Vázquez A, García UD, et al. Serum levels of ascorbic acid (vitamin C) in patients with Parkinson's disease. J Neurol Sci. (1993) 118:25–8. doi: 10.1016/0022-510X(93)90240-Y

 43. Hughes KC, Gao X, Kim IY, Rimm EB, Wang M, Weisskopf MG, et al. Intake of antioxidant vitamins and risk of Parkinson's disease. Mov Disord. (2016) 31:1909–14. doi: 10.1002/mds.26819

 44. Miyake Y, Fukushima W, Tanaka K, Sasaki S, Kiyohara C, Tsuboi Y, et al. Dietary intake of antioxidant vitamins and risk of Parkinson's disease: a case-control study in Japan. Eur J Neurol. (2011) 18:106–13. doi: 10.1111/j.1468-1331.2010.03088.x

 45. Zhang SM, Hernan MA, Chen H, Spiegelman D, Willett WC, Ascherio A. Intakes of vitamins E and C, carotenoids, vitamin supplements, and PD risk. Neurology. (2002) 59:1161–9. doi: 10.1212/01.WNL.0000028688.75881.12

 46. Afzal S, Bojesen SE, Nordestgaard BG. Reduced 25-hydroxyvitamin D and risk of Alzheimer's disease and vascular dementia. Alzheimers Dement. (2014) 10:296–302. doi: 10.1016/j.jalz.2013.05.1765

 47. Al-Amin M, Bradford D, Sullivan RKP, Kurniawan ND, Moon Y, Han SH, et al. Vitamin D deficiency is associated with reduced hippocampal volume and disrupted structural connectivity in patients with mild cognitive impairment. Hum Brain Mapp. (2019) 40:394–406. doi: 10.1002/hbm.24380

 48. Annweiler C, Llewellyn DJ, Beauchet O. Low serum vitamin D concentrations in Alzheimer's disease: a systematic review and meta-analysis. J Alzheimers Dis. (2013) 33:659–74. doi: 10.3233/JAD-2012-121432

 49. Bivona G, Gambino CM, Iacolino G, Ciaccio M. Vitamin D and the nervous system. Neurol Res. (2019) 41:827–35. doi: 10.1080/01616412.2019.1622872

 50. Evatt ML, Delong MR, Khazai N, Rosen A, Triche S, Tangpricha V. Prevalence of vitamin d insufficiency in patients with Parkinson disease and Alzheimer disease. Arch Neurol. (2008) 65:1348–52. doi: 10.1001/archneur.65.10.1348

 51. Littlejohns TJ, Henley WE, Lang IA, Annweiler C, Beauchet O, Chaves PH, et al. Vitamin D and the risk of dementia and Alzheimer disease. Neurology. (2014) 83:920–8. doi: 10.1212/WNL.0000000000000755

 52. Sakuma M, Kitamura K, Endo N, Ikeuchi T, Yokoseki A, Onodera O, et al. Low serum 25-hydroxyvitamin D increases cognitive impairment in elderly people. J Bone Miner Metab. (2018) 37:368–75. doi: 10.1007/s00774-018-0934-z

 53. Rossom RC, Espeland MA, Manson JE, Dysken MW, Johnson KC, Lane DS, et al. Calcium and vitamin D supplementation and cognitive impairment in the women's health initiative. J Am Geriatr Soc. (2012) 60:2197–205. doi: 10.1111/jgs.12032

 54. Przybelski R, Agrawal S, Krueger D, Engelke JA, Walbrun F, Binkley N. Rapid correction of low vitamin D status in nursing home residents. Osteoporos Int. (2008) 19:1621–8. doi: 10.1007/s00198-008-0619-x

 55. Sato Y, Kikuyama M, Oizumi K. High prevalence of vitamin D deficiency and reduced bone mass in Parkinson's disease. Neurology. (1997) 49:1273–8. doi: 10.1212/WNL.49.5.1273

 56. Dong R, Yang Q, Zhang Y, Li J, Zhang L, Zhao H. Meta-analysis of vitamin C, vitamin E and beta-carotene levels in the plasma of Alzheimer's disease patients. Wei Sheng Yan Jiu. (2018) 47:648–54.

 57. Hiller AL, Murchison CF, Lobb BM, O'Connor S, O'Connor M, Quinn JF. A randomized, controlled pilot study of the effects of vitamin D supplementation on balance in Parkinson's disease: does age matter? PLoS ONE. (2018) 13:e0203637. doi: 10.1371/journal.pone.0203637

 58. Jimenez-Jimenez FJ, Molina JA, de Bustos F, Orti-Pareja M, Benito-Leon J, Tallon-Barranco A, et al. Serum levels of beta-carotene, alpha-carotene and vitamin A in patients with Alzheimer's disease. Eur J Neurol. (1999) 6:495–7. doi: 10.1046/j.1468-1331.1999.640495.x

 59. Mecocci P, Polidori M, Cherubini A, Ingegni T, Mattioli P, Catani M, et al. Lymphocyte oxidative DNA damage and plasma antioxidants in alzheimer disease. Arch Neurol. (2002) 59:794–8. doi: 10.1001/archneur.59.5.794

 60. Mullan K, Williams MA, Cardwell CR, McGuinness B, Passmore P, Silvestri G, et al. Serum concentrations of vitamin E and carotenoids are altered in Alzheimer's disease: a case-control study. Alzheimers Dement Trans Res Clin Interv. (2017) 3:432–9. doi: 10.1016/j.trci.2017.06.006

 61. Rinaldi P, Polidori MC, Metastasio A, Mariani E, Mattioli P, Cherubini A, et al. Plasma antioxidants are similarly depleted in mild cognitive impairment and in Alzheimer's disease. Neurobiol Aging. (2003) 24:915–9. doi: 10.1016/S0197-4580(03)00031-9

 62. Giavarotti L, Simon KA, Azzalis LA, Fonseca FLA, Lima AF, Freitas MCV, et al. Mild systemic oxidative stress in the subclinical stage of Alzheimer's disease. Oxid Med Cell Longev. (2013) 2013:8. doi: 10.1155/2013/609019

 63. Sinclair AJ, Bayer AJ, Johnston J, Warner C, Maxwell SR. Altered plasma antioxidant status in subjects with Alzheimer's disease and vascular dementia. Int J Geriatr Psychiatry. (1998) 13:840–5. doi: 10.1002/(SICI)1099-1166(1998120)13:12<840::AID-GPS877>3.0.CO;2-R

 64. Von Arnim CAF, Herbolsheimer F, Nikolaus T, Peter R, Biesalski HK, Ludolph AC, et al. Dietary antioxidants and dementia in a population-based case-control study among older people in South Germany. J Alzheimer's Dis. (2012) 31:717–24. doi: 10.3233/JAD-2012-120634

 65. Foy CJ, Passmore AP, Vahidassr MD, Young IS, Lawson JT. Plasma chain-breaking antioxidants in Alzheimer's disease, vascular dementia and Parkinson's disease. QJM. (1999) 92:39–45. doi: 10.1093/qjmed/92.1.39

 66. Kim JH, Hwang J, Shim E, Chung EJ, Jang SH, Koh SB. Association of serum carotenoid, retinol, and tocopherol concentrations with the progression of Parkinson's Disease. Nutr Res Pract. (2017) 11:114120. doi: 10.4162/nrp.2017.11.2.114

 67. Shen L. Associations between B Vitamins and Parkinson's Disease. Nutrients. (2015) 7:7197–208. doi: 10.3390/nu7095333

 68. Ludolph A, Drory V, Hardiman O, Nakano I, Ravits J, Robberecht W, et al. A revision of the El Escorial criteria - 2015. Amyotroph Lateral Scler Frontotemp Degener. (2015) 16:291–2. doi: 10.3109/21678421.2015.1049183

 69. Postuma RB, Berg D, Stern M, Poewe W, Olanow CW, Oertel W, et al. MDS clinical diagnostic criteria for Parkinson's disease. Mov Disord. (2015) 30:1591–601. doi: 10.1002/mds.26424

 70. Dubois B, Feldman HH, Jacova C, Dekosky ST, Barberger-Gateau P, Cummings J, et al. Research criteria for the diagnosis of Alzheimer's disease: revising the NINCDS-ADRDA criteria. Lancet Neurol. (2007) 6:734–46. doi: 10.1016/S1474-4422(07)70178-3

 71. Gilman S, Wenning GK, Low PA, Brooks DJ, Mathias CJ, Trojanowski JQ, et al. Second consensus statement on the diagnosis of multiple system atrophy. Neurology. (2008) 71:670–6. doi: 10.1212/01.wnl.0000324625.00404.15

 72. Powers HJ. Riboflavin (vitamin B-2) and health. Am J Clin Nutr. (2003) 77:1352–60. doi: 10.1093/ajcn/77.6.1352

 73. Carreau C, Lenglet T, Mosnier I, Lahlou G, Fargeot G, Weiss N, et al. A juvenile ALS-like phenotype dramatically improved after high-dose riboflavin treatment. Ann Clin Transl Neurol. (2020) 7:250–3. doi: 10.1002/acn3.50977

 74. Zoccolella S, Bendotti C, Beghi E, Logroscino G. Homocysteine levels and amyotrophic lateral sclerosis: a possible link. Amyotroph Lateral Scler. (2010) 11:140–7. doi: 10.3109/17482960902919360

 75. Zhang XJ, Chen S, Li L, Wang Q, Le WD. Folic acid protects motor neurons against the increased homocysteine, inflammation and apoptosis in SOD1G93A transgenic mice. Neuropharmacology. (2008) 54:1112–9. doi: 10.1016/j.neuropharm.2008.02.020

 76. Nagano S, Fujii Y, Yamamoto T, Taniyama M, Fukada K, Yanagihara T, et al. The efficacy of trientine or ascorbate alone compared to that of the combined treatment with these two agents in familial amyotrophic lateral sclerosis model mice. Exp Neurol. (2003) 179:176–80. doi: 10.1016/S0014-4886(02)00014-6

 77. Paraskevas GP, Kapaki E, Libitaki G, Zournas C, Segditsa I, Papageorgiou C. Ascorbate in healthy subjects, amyotrophic lateral sclerosis and Alzheimer's disease. Acta Neurol Scand. (1997) 96:88–90. doi: 10.1111/j.1600-0404.1997.tb00245.x

 78. Nieves JW, Gennings C, Factor-Litvak P, Hupf J, Singleton J, Sharf V, et al. Association between dietary intake and function in amyotrophic lateral sclerosis. JAMA Neurol. (2016) 73:1425–32. doi: 10.1001/jamaneurol.2016.3401

 79. de Oliveira MR. Vitamin A and retinoids as mitochondrial toxicants. Oxid Med Cell Longev. (2015) 2015:140267. doi: 10.1155/2015/140267

 80. Iwasaki Y, Ikeda K, Kinoshita M. Vitamin A and E levels are normal in amyotrophic lateral sclerosis. J Neurol Sci. (1995) 132:193–4. doi: 10.1016/0022-510X(95)00145-R

 81. Desnuelle C, Dib M, Garrel C, Favier A. A double-blind, placebo-controlled randomized clinical trial of alpha-tocopherol (vitamin E) in the treatment of amyotrophic lateral sclerosis. ALS riluzole-tocopherol Study Group. Amyotroph Lateral Scler Other Motor Neuron Disord. (2001) 2:9–18. doi: 10.1080/146608201300079364

 82. Graf M, Ecker D, Horowski R, Kramer B, Riederer P, Gerlach M, et al. High dose vitamin E therapy in amyotrophic lateral sclerosis as add-on therapy to riluzole: results of a placebo-controlled double-blind study. J Neural Transm. (2004) 112:649–60. doi: 10.1007/s00702-004-0220-1

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Wang, Liu, Sun, Yuan, Jiao, Zhang, Shen, Jiang, Xia, Tang and Wang. 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(s) 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.



OPS/images/fneur-11-00488-t003.jpg
Vitamins

#rs
Vitamin A 0.021
Vitamin B1 -0.017
Vitamin B2 -0.118
Vitamin B9 0.018
Vitamin B12 -0.052
Vitamin C 0.085
Vitamin D -0.046
Vitamin E —0.056

*# correlation coefficients.

p-value

0.769
0814
0.093
0.800
0.458
0.229
0512
0.426

0.003
-0.035
—0.104

0.034
-0.025

0.005
-0.066

0.103

Disease duration

p-value

0.0.982
0.617
0.142
0.635
0.728
0.945
0.351
0.145

ALSFRS-R score

0.121
0.058
0.119
0.007
-0.059
—0.067
-0.011
—0.080

p-value

0.088
0.413
0.094
0.918
0.408
0.348
0.879
0.259





OPS/images/fneur-11-00488-t001.jpg
Age (years)

Gender, n (%)
Male
Female

Onset age (years)

Disease duration (months)

ALSFRS-R score
Onset site, n (%)
Spinal
Bulbar
El Escorial category, n (%)
Possible
Probable
Definite
Education time (years)
Education, n (%)
Low (<9 years)
High (>9 years)
Smoking, n (%)
Never
Ever or current
Drinking, n (%)
Never
Ever or current

Patients with ALS
(n =202)

56.68 + 10.77

136 (67.3%)
66 (32.7%)
5432+ 1036

16.80 + 17.23

39.96 + 4.49

176 (87.1%)
26 (12.9%)

54(26.7%)
90 (44.6%)
58(28.7%)
878+ 3.98

187 (67.8%)
65 (32.2%)

125 (62.3%)
77 @7.7%)

126 (62.3%)
76 (37.7%)

Values are shown as mean (+standard deviation) or percentages.

Mimics
(n=214)

56.20 +
12.32

137 (59.3%)
77 (40.7%)

51.45 %
13.63

47.94 +
61.62

8.88+3.78

104 (69.8%)
45(30.2)

99 (66.4%)
50 (33.6%)

108 (72.4%)
41(27.6%)

Healthy controls
(n =208)

56.71 + 10.59

139 (66.8%)
69 (33.2%)

p-value

0.873

0.637





OPS/images/fneur-11-00488-t002.jpg
Vitamin A
Vitamin B1
Vitamin B2
Vitamin B9
Vitamin B12
Vitamin G
Vitamin D
Vitamin E

OR

1.66
1.01

0.78
0.85
163
092
1.00
129

95% CI

1.12-2.45
0.99-1.02
0.66-0.93
0.79-0.91
0.64-3.64
0.89-0.95
0.99-1.00
1.02-1.61

p-value

0.011
0.106
0.005
<0.001
0.339
<0.001
0.158
0.028





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Association Between Vitamins and Amyotrophic Lateral Sclerosis: A Center-Based Survey in Mainland China



		Introduction



		Materials and Methods



		Subjects



		Biochemical Methods



		Statistical Analysis







		Results



		Demographic and Clinical Features of Subjects



		Vitamin Levels in Patients With ALS, Mimics, and Healthy Controls



		Association Between Serum Vitamin Levels and the Risk of ALS



		Vitamins Levels and ALS Clinical Characteristics







		Discussion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		Supplementary Material



		References

















OPS/images/cover.jpg
, frontiers
in Neurology

Association Between Vitamins and

Amyotrophic Lateral Sclerosis: A

Center-Based Survey in Mainland
China





OPS/images/fneur-11-00488-g001.gif
ili= )
B LA
PSS





OPS/images/fneur-11-00488-g002.gif
(B

i e
eﬁ%ﬁﬁﬂMﬁ'mw
T

PESS IS

A
it Wl
AU

LSS










OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Neurology





