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CHAPTER 1 
 

 
 

SPECIFIC AIMS 
 

 Osteoarthritis (OA) is a degenerative disease characterized by joint inflammation and 

cartilage degeneration due to matrix degradation and chondrocyte apoptosis. Previously, drug 

therapies have been developed that aim to ease pain and reduce local inflammation. Currently, no 

effective drug exists that has no significant side effects. Therefore, an unmet medical demand 

exists for development of tissue-engineering strategies to promote articular cartilage repair and 

regeneration to treat OA. 24R,25-dihydroxyvitamin D3 [24R,25(OH)2D3] is an attractive option 

for articular cartilage repair because of its anti-inflammatory and anti-apoptotic properties. 

24R,25(OH)2D3, which is a naturally occurring metabolite of vitamin D3, also has not been 

shown to cause toxic side effects. The long-term goal of this work was to develop a 24R,25-

24R,25(OH)2D3 based drug therapy for articular cartilage repair and regeneration in 

osteoarthritis. The objective of the proposed research was to examine the mechanisms that cause 

OA and to evaluate 24R,25(OH)2D3 based therapy to promote articular cartilage regeneration and 

prevent disease progression. The general hypothesis was that 24R,25(OH)2D3 can inhibit 

chondrocyte apoptosis and suppress the production of catabolic factors that result in cartilage 

degeneration. The overall approach of this study used a rat in vitro model to study changes in 

OA chondrocytes and the molecular mechanisms of 24R,25(OH)2D3  in the regulation process, 

and in vivo delivery of 24R,25(OH)2D3 to repair cartilage and prevent OA progression.  

Specific Aim 1: Determine whether 24R,25(OH)2D3 can block IL-1β induced osteoarthritic 

changes in an in vitro model.  

No drug or therapy currently can effectively block the progression of osteoarthritis. 
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24R,25(OH)2D3 is a metabolite of vitamin D3 that  has been shown previously by our lab to 

rescue growth plate chondrocytes from phosphate induced cell apoptosis and production of 

inflammatory factors that lead to cartilage destruction. Since OA is linked with joint 

inflammation, cell death and cartilage degeneration, we hypothesize that 24R,25(OH)2D3 could 

potentially promote chondrocyte survival and cartilage repair to prevent the progression of OA. 

The purpose of the aim was to develop and characterize an in vitro model of OA and tests the 

possible therapeutic effects of 24R,25(OH)2D3 on osteoarthritic chondrocytes.  

  

Specific Aim 2: Establish an in vivo animal model of articular cartilage degradation and 

determine the effects of 24R,25(OH)2D3 in preventing cartilage degeneration.  

After we validate our treatments in the in vitro system, we established an in vivo animal 

model of cartilage degradation to further examine the effects of 24R,25(OH)2D3 in preventing 

cartilage degeneration. The hypothesis was that increased levels of 24R,25(OH)2D3 in animals 

with induced cartilage destruction will prevent chondrocyte apoptosis and cartilage matrix 

degradation. Osteoarthritis was induced in rats through anterior cruciate ligament transection 

(ACLT). 4x10
-7 

M of 24R,25(OH)2D3 was delivered locally to the knee. The objective of the 

study was to assess effects of 24R,25(OH)2D3 in combating cartilage deterioration in vivo by 

blocking inflammatory mediators and matrix metalloproteinases and to promote cartilage 

regeneration. 

 

Specific Aim 3: Examine sex differences in hormone levels in human osteoarthritic joints 

and cell response of OA cells to vitamin D3 metabolites.   

Our goal was to investigate sex differences in levels of vitamin D3 metabolites, as well as 
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the difference in response of osteoarthritic chondrocytes and osteoblasts to treatment with these 

metabolites. It has been shown that mechanical instabilities lead to changes in the biomechanical 

properties of the articular cartilage, and ultimately in the biochemical properties of the cells. The 

hypothesis was sex differences exist that in the levels of vitamin D3 metabolites and their 

receptors and in cell response to hormone treatments. Cells isolated from OA knee joints were 

characterized and their response to hormone treatments.  

 

The outcomes of this study were expected to show that 24R,25(OH)2D3 reduced levels of 

catabolic factor and induced cartilage repair that prevented osteoarthritis progression. In 

addition, this study provided new insights into cartilage remodeling while screening for new 

therapeutic agents for cartilage regeneration. The research was significant because it provided 

greater insight into addressing problems with current therapeutic efforts to halt, reduce joint 

inflammation, promote articular cartilage regeneration, and prevent the progression of OA. This 

insight has the potential to create better and sex specific clinical solution for articular cartilage 

degeneration. 
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CHAPTER 2 
 

 
 

BACKGROUND AND LITERATURE REVIEW 
 

OSTEOARTHRITIS AND CURRENT TREATMENTS  

Successful drug based therapy requires a comprehensive understanding of 

pathophysiology of the disease. Osteoarthritis is a degenerative joint disease that is characterized 

by the breakdown and loss of joint cartilage. Early signs for OA are collagen and aggrecan 

depletion in hyaline cartilage. Elevated levels of pro-inflammatory cytokines are regularly 

present in the synovial fluid of OA diseased joints. Collectively, these changes lead to decreased 

tensile and shear modulus of the cartilage and its ability to shield mechanical loads. One study 

has shown that the linear region shear modulus in OA decreased by 40%, from 25.5 ± 7.7 to 15.3 

± 7.2 MPa. This change can be related to the weakened collagen network and diminished 

contribution of cartilage during joint loading. Studies have shown that in human or large animal 

OA, there is a decrease in compressive stiffness and elevated permeability to fluid flow [50]. 

Finally, the synovium also becomes inflamed because of cartilage break down. The synovial 

fluid shows an increased amount of glycosaminoglycan (GAG) released from the cartilage 

matrix [89], which is a sign of cartilage degeneration, and less lubricin [40]. With the 

endogenous attempt to repair the damaged cartilage, a cascade of signaling events occur, 

including an increased amount of hormones and growth factors.  

Impaired chondrocyte survival in the joint microenvironment contributes to the 

progressive degeneration of articular cartilage associated with OA [152]. Current treatment 

options for OA are limited. They include joint arthroscopy, cell transplantation, treatment with 

simple analgesics, and non-steroidal anti-inflammatory drugs (NSAIDs). While these strategies 
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can provide short-term pain relief, they are limited by their abilities to repair and regenerate the 

damaged cartilage. Eventually, patients with osteoarthritis receive a total joint replacement.  

Although these procedures are relatively successful in alleviating pain and restoring partial 

function, total joint replacements typically need implant revision surgeries every 10 to 20 years 

and have significantly higher morbidity and mortality with each subsequent procedure [7, 

8].Therefore, therapeutic alleviation of OA has a large and unmet medical demand.  

 

ARTICULAR CARTILAGE PHYSIOLOGY 

Successful therapy of OA requires a comprehensive understanding of the articular joint’s 

physiology. Cartilage is a flexible connective tissue found in many areas of the human bodies. 

Cartilage is composed of cells called chondrocytes that produce extracellular matrix (ECM) 

consists of collagen, proteoglycan and elastin fibers. Depending on the composition of the 

matrix, there are three types of cartilage in human body: hyaline cartilage, elastic cartilage and 

fibrocartilage. The surface of the synovial joint is covered by articular cartilage, which is a type 

of hyaline cartilage [9].  

Articular cartilage is a highly organized tissue whose structures must remain be 

maintained in order to function [29]. It is organized into four zones depending on the alignment 

of collagen fibers. Proliferation and differentiation between these different zones is tightly 

orchestrated by numerous paracrine and endocrine signaling molecules. The superficial zone is 

the thinnest of all layers and is covered by a thin film of the synovial fluid. Water content is the 

highest in this zone as chondrocytes synthesize high levels of collagen and low levels of 

proteoglycans. Higher levels of aggrecan is found in the transitional zone, which has low cell 

density. In the deep zone, cells are arranged perpendicular to the surface and it contains the 

highest levels of proteoglycans and the lowest amount of cells. Chondrocytes in the calcified 
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zone express hypertrophic phenotype. The cells in this zone produce type X collagen that is 

responsible for providing structural support and shock absorber along with the subchondral bone. 

The visible border between the third and fourth zone is called tidemark and it serves as an 

important transition to the subchondral bone [92].  

Articular cartilage provides a low-friction gliding surface and lubrication between more 

rigid subchondral bones around the joint. It also distributes compressive loads, which helps to 

reduce the peak stress on subchondral trabecular bone. The transitional zone and the deep zone 

are resistant to compression due to the high concentration of collagen and proteoglycan. The 

calcified zone acts as an anchor between the articular cartilage and subchondral bone. The 

tidemark in the third zone is resistant to shear. Changes in the tidemark are associated with joint 

diseases such as osteoarthritis [131]. In human OA patients, chondrocytes undergo terminal 

differentiation, from hypertrophy to mineral deposition to eventual apoptosis. Chondrocytes in 

OA express the marker proteins of hypertrophic chondrocytes, including alkaline phosphatase 

and type X collagen.  

Articular cartilage is composed mainly of water (70-80% by weight), collagen type II and 

aggrecan. Collagen type II makes up 90-05% of the cartilage collagen and provides the tensile 

strength in the cartilage matrix where proteoglycan can interlace. Chondrocytes form only 1-5% 

of the articular cartilage volume. The major component of proteoglycan in extracellular matrix is 

aggrecan that provides compressive strength. Proteoglycans maintain fluid and electrolyte 

balance in cartilage because the subunits of proteoglycan, called glycosaminoglycans (GAGs), 

are negatively charged and attract only positively charged molecules that in turn bring in water to 

minimize the difference in osmotic pressure. Collectively, components of articular cartilage 

create a swollen tissue that provides resistance to compressive loading, support the distribution 
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of force to reduce the total force applied at cellular level and on subchondral trabecular bone to 

ensure tissue integrity [123, 153].  

Normal and osteoarthritic articular cartilage functions can be assessed quantitatively in 

term of morphological properties (thickness, volume, joint surface area), and biomechanical 

properties (equilibrium modulus, dynamic stiffness and hydraulic permeability) as well as 

biological properties (composition, cell proliferation and apoptosis, protein production).  

 

Table 2.1 Cartilage thickness 

 

Author Method of 

measurement 

Mean 

age of 

donors 

(yrs) 

Ankle-

Max 

thickness 

(mm) 

Ankle-

mean 

thickness 

(mm) 

Knee-

max 

thickness 

(mm) 

Knee-

mean 

thickness 

(mm) 

Adam et al. Ultrasound 82.5 1.3-2.3 0.7-1.2 3.1-4.9 1.5-2.6 

Shepherd 

and 

Seedhom 

Needle probe 65 N/K 1.0-1.62 N/K 1.69-2.55 

Sugimoto 

et at. 

Radiographs/Persona

l computer 

70 1.23-2.5 0.86-1.56 N/A N/A 

Millington 

et al. 

Hi-resolution stereo-

photography 

61.5 2.380.4 1.10.18 N/A N/A 

 

Table 2.2 Young’s modulus (E) 

Author Sample E  

Rieppo et 

al. 

Bovine Control ~1.1(0.2) 

 

 

Properties of vitro 

degenerated articular 

cartilage 

COLL ~0.6 

ChABC ~0.3 

ELAST ~0.7 

Setton et 

al. 

Canine NOC  Properties of articular 

cartilage in animal models of 

osteoarthritis 
Post. 0.29(0.10) 

Dist. 0.14(0.03) 

ACLT  

6 wk  

Post. 0.04(0.02) 

Dist. 0.04(0.01) 

12wk  
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Post. 0.05(0.03) 

Dist. 0.05(0.03) 

Saarakkala 

et al. 

Bovine 

patellar 

Intact 0.28(0.12) Properties of articular 

cartilage during spontaneous 

occurring osteoarthritis 
Discolor. 0.23(0.11) 

Superfic. 0.27(0.12) 

Deep 0.06(0.04) 

 

Table 2.3 Equilibrium Shear modulus (Geq) 

 

Table 2.4 Permeability (k) 

Author Sample Geq  

Setton et al.  Canine NOC  Properties of articular 

cartilage in animal models 

of osteoarthritis 
Post. 0.22(0.04) 

Dist.  0.13(0.09) 

ACLT  

6 wk  

Post. 0.07(0.02) 

Dist. 0.06(0.03) 

12wk  

Post.  0.06(0.01) 

Dist. 0.06(0.04) 

Author Sample K  

Sah et al. Rabbit NOC 0.631(0.28) Properties of articular 

cartilage in animal models 

of osteoarthritis 
ACLT 0.644(0.35) 

Setton et al. Canine NOC  

Post. 2.4(1.3) 

Dist. 5.0(1.7) 

ACLT  

6 wk  

Post. 2.6(0.4) 

Dist. 5.8(0.4) 

12wk  

Post. 4.1(1.0) 

Dist. 6.3(1.0) 

Armstrong 

and Mow 

Human 

autopsy 

 0.5-19.5 Properties of articular 

cartilage during spontaneous 

occurring osteoarthritis Rivers et al. Human  Non-OA. 4.04(2.91) 

OA 2.92(1.00) 
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NOC = non-operated controls 

Pos = Positive 

Post. = Posterior 

Dist. = distal 

ACLT = anterior cruciate ligament transection 

These data suggest that in OA, not only there are changes to cartilage thickness and 

volume, mechanical properties of the cartilage tissue change as well. Osteoarthritic cartilage 

showed decreased shear and young’s modulus and increased permeability.  

 

SUBCHONDRAL BONE  

Subchondral bone and articular cartilage are closely interrelated. Alteration in one can 

affect the structure and functional integrity of the other [52]. One of the hallmarks of OA is the 

pathological changes that occur in the subchondral cortical and trabecular bone. As the cartilage 

breaks down, the underlying bone thickens and forms bony sprouts. Significant increase in bone 

adsorption and remodeling occurs at the bone-cartilage interface during the early course of the 

disease, especially in the areas underlying the damaged cartilage. In OA joints, 

both subchondral cortical and trabecular bones increase early in thickness in response to the 

enhanced mechanical strains. With OA progression, osteoporotic changes are observed in the 

trabecular bone [22].  

 

SIGNALING MOLECULES  

Cartilage metabolism in most cells is a higly regulated and dynamic process. In normal 
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cartilage, a homsteostatic state is maintaed by chondrocytes that syntehsize new matrix 

molecules and degrade older molecules. This maintenance of the articular cartilage structure and 

function involve many sensor molecules to detect physiological changes in the cartilage and 

surrounding tissues and signaling pathways to maintain tissue homeostasis. As described in 

previous sections, the structure and function of the articular cartilage is maintained by 

chondrocytes that control the rate of synthesis and rate of turn-over of extracellular matrix 

(ECM) proteins, which contribute to tissue remodeling and repairing. The constant remodeling of 

cartilage tissue in response to mechanical loading is orchestrated and regulated by interaction of 

multiple systemic hormones and paracrine factors. 

PTHrP 

Studies have shown that articular chondrocyte’s morphological organization is directly 

linked to chondrocyte function and regulation. In damaged cartilage, chondrocytes become more 

hypertrophic which leads to loss of its phenotype and cell apoptosis. Paracrine factors such as 

parathyroid hormone related proteins (PTHrP) could inhibit the terminal differentiation into 

hypertrophic chondrocyte. In mature articular cartilage, the primary regulatory stimulus is 

mechanical force, which induces the expression of PTHrP on the load bearing cartilage surface 

via Ca++ channel dependent integrin mechanotransduction. The PTHrP gene is tightly regulated, 

and its products exist at very low levels in the body. PTH/PTHrP receptors are located in the 

hypertrophic zone and are a sensor of PTHrP concentration in the joint region. Therefore, it 

senses the signal to prevent cell from further differentiation into hypertrophic chondrocytes. 

PTHrP is vital in maintaining cartilage mechanical function as it prevents chondrocytes from 

committing down the hypertrophic path, in which the secretion of main cartilage components 

such as aggrecan and collagen II are decreased. As it was mentioned before, collagen II and 
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aggrecan provide structural support for the cartilage matrix and shield stress from shear and 

compression loading. When there is an increase in mechanical loading, PTHrP level is up-

regulated to promote chondrocyte proliferation and maintain its differentiated state to increase 

cartilage matrix production to distribute the extra loading. There's something very confusing 

here, related to PTHrP blocking differentiation but maintaining the differentiated state. 

 

TGF-β 

Articular cartilage is an avascular tissue and thus has limited intrinsic repair potential. 

Many growth factors have been shown to have effects on chondrocytes and cartilage repair [45]. 

Transforming growth factor-β (TGF-β) is one of the most important paracrine regulators of 

chondrocyte functions. TGF-β1, 2, and 3 have been shown to directly inhibit chondrocyte 

hypertrophy and promote the synthesis of cartilaginous ECM [15]. Receptors of TGF-β located on 

chondrocytes are a sensor of the TGF-β level due to mechanical stimulation or nutrition changes. 

Integrin-mediated adhesion to the ECM proteins is necessary for the optimal activation of growth 

factors receptors. Interaction with the integrin complex leads to partial activation of the growth 

factor receptor, which is then fully activated upon stimulation by its soluble ligand. TGF-β has 

been shown to regulate proteoglycan synthesis and contributing to chondrocyte function via 

binding with the two TGF-β type II receptors (TGFβRII1 and TGFβRII2) [46]. TGF-βs act on 

articular chondrocytes by delaying G0/G1 cells from entering the S phase and stimulate DNA 

replication rate and increase cell number [15]. Therefore, when there is an increase in mechanical 

force or increase in nutrient uptake, TGF-β expression is up regulated to promote cartilage 

generation to accommodate the extra mechanical loading. TGF-β mediates gene expression 

through SMAD transcription factors.  
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Interleukins 

Interleukin-1β (IL-1β) is a pro-inflammatory cytokine that plays an important role in 

osteoarthritis pathogenesis and catabolic processes in articular cartilage [157]. IL-1β stimulates 

the release of catabolic factors by articular chondrocytes such as matrix metalloproteinases 

(MMPs) and aggrecanases that result in cartilage matrix degradation. There is also evidence that 

IL-1β down-regulates aggrecan and type II collagen in articular chondrocytes [157]; both are 

major components of the extracellular matrix in articular cartilage. IL-1β also stimulates the 

production of other pro-inflammatory mediators such as cyclooxygenase-2 (COX-2) and 

inducible nitric oxide synthase (iNOS), which lead to elevated production of prostaglandin E2 

(PGE2) and nitric oxide (NO) respectively [28]. NO and PGE2 are known to be important 

inflammatory mediators in OA pathogenesis. NO has been shown to up-regulate the production 

of MMPs and pro-inflammatory cytokines such as PGE2 [42]. PGE2 mediates joint pain and 

regulates cartilage matrix remodeling via enhancing MMPs activity and other inflammatory 

cytokines [53].  

MMPs and TIMPs 

MMPs are a family of proteolytic enzymes, which are normally required for timely and 

controlled degradation of extracellular matrix components during tissue remodeling [137]. 

However, increased MMP expression has been closely associated with OA disease progression 

[116]. Among the MMPs, MMP-3 and MMP-13 play dominant roles in OA progression. MMP-

13 degrades type II collagen, the main component of the articular cartilage [6]. Tissue inhibitors 

of MMPs (TIMPs) also play a role in articular cartilage development and osteoarthritis 

progression [122, 143]. 

24R,25-dihydroxyvitamin D3  
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Studies have shown that higher serum 25-hydroxyvitamin D3 [25(OH)D3] levels are 

associated with decreased loss of articular cartilage, implying that vitamin D supplementation 

may prevent the progression of knee OA [35]. Vitamin D is produced upon direct exposure of 

the skin to sunlight or through dietary intake. It is first hydroxylated in the liver on carbon 25, 

producing 25(OH)D3. This metabolite is then converted in the kidney to 1α,25-dihydroxyvitamin 

D3 [1α,25(OH)2D3] or at the 24
th

 carbon to form 24R,25-dihydroxyvitamin D3 [24R,25(OH)2D3]. 

1α,25(OH)2D3 is known to regulate bone mineralization and growth plate organization. Articular 

chondrocytes and subchondral osteoblasts express VDR, the genomic receptor for 

1α,25(OH)2D3, suggesting a local, specific role for vitamin D metabolite mediated signaling in 

the joint [144]. 24R,25-dihydroxyvitamin D3 [24R,25(OH)2D3] is a vitamin D3 metabolite that 

has been shown to regulate cartilage metabolism and matrix mineralization [63]. 24R,25(OH)2D3 

is involved in fracture repair [127, 134]. Our studies showing that chondrocytes from the resting 

zone of growth plate cartilage are target cells for 24R,25(OH)2D3, indicate that it may function 

by promoting cartilage matrix synthesis [10, 18, 34]. 24R,25(OH)2D3 inhibits chondrocyte 

apoptosis induced by a variety of agents via a phosphoinositide 3-kinase-dependent pathway [18, 

31]. In addition, 24R,25(OH)2D3 specifically inhibits MMP activity in cultures of chondrocytes 

from growth plate cartilage [34].  These observations suggest that it might block the stimulatory 

effects of IL-1 on chondrocyte apoptosis [165] and on these matrix degrading enzymes.   

Sex Hormones  

Hormones such as estrogen, testosterone, and vitamin D have been demonstrated to have 

direct effects on cartilage growth and the response is both sex-specific and maturation state 

dependent [19, 39, 76, 94, 120]. Before the age of menopause, men are more likely to develop 

osteoarthritis; whereas post-menopausal women are more likely to develop severe OA, 
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suggesting the existence of sexual dimorphism in disease development. Traditionally, estrogen 

has had a repressive role due to the closure of epiphyses by switching off growth hormones [70]. 

Estrogen and the expression of its receptor ERα are present in the nucleus and cytoplasm of 

articular cartilage cells and in subchondral bone, directly affecting joint metabolism [112]. 17β-

estradiol (E2) was shown to inhibit doxyrubicin induced cell apoptosis and promote chondrocyte 

differentiation in rabbit and rat articular chondrocytes, suggesting E2 can have a protective effect 

on articular cartilage in OA [61, 80]. Dihydrotestosterone (DHT), the male sex hormone, was 

shown to reduce severity of OA in a surgical mouse model [90]. The same study also showed 

that ovarian hormones decreased the severity of OA in the female mice while male hormones 

such as testosterone, exacerbated OA in male mice. These studies suggest that sex hormones play 

an important role in the progression of OA.  

Other Signaling Molecules 

Wnts are another class of signaling molecules that play important roles in 

chondrogenesis. Recently, studies have suggested that Wnt signaling molecules and their 

inhibitor are involved in OA pathogenesis. Increased levels of β-catenin, product of canonical 

Wnt pathway, have been found in degenerative cartilage, suggesting Wnt signaling may 

contribute to cartilage loss [32]. Further investigation is needed to fully define the role of Wnt 

signaling in OA. 

 

INTERACTIVE SIGNALING 
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Figure 2.1 Schematic of stimuli that mediates chondrocyte fate.  

 

 

Cartilage homeostasis is disrupted by mechanisms that are driven by combinations of 

mechanical and biological mediators including mechanical stress, injury with attendant 

destabilization, oxidative stress, cell-matrix interactions, and changes in growth factor responses 

(Figure 2.1). Chondrocytes can respond to direct biomechanical perturbation by up regulating 

synthetic activity or by increasing the production of inflammatory cytokines. In vitro mechanical 

loading experiments have revealed that injurious static compression stimulates proteoglycan loss, 

damages the collagen network, and reduces synthesis of cartilage matrix proteins, whereas 

dynamic compression increases matrix synthetic activity [51]. In the early stages of OA, 

transient increases in chondrocyte proliferation and increased metabolic activity are associated 

with a localized loss of proteoglycans at the cartilage surface followed by cleavage of type II 
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collagen. Figure 2.2 shows a schematic diagram of pathways involved in normal and OA 

cartilage remolding. These events result in increased water content and decreased tensile strength 

of the matrix as the lesion progresses. 

Figure 2.2 Pathways involved in normal and osteoarthritic cartilage.  

  

Regulation of ECM depends on a highly coordinated program of chondrocyte 

differentiation, proliferation, and maturation involving pathways such as Indian hedgehog (IHH), 

PTH, TGF-β, NFkB and vitamin D3. Studies have shown that TGF- β activates NFkB and IL-1β 

activates Smads [88]. PTH and TGF-β1 have shown to coregulate chondrocyte proliferation, 

differentiation, and matrix synthesis [101]. 1,25(OH)2D3 was shown to increase TGF-beta1 

protein in the chondrocyte extracellular matrix [115]. It has been suggested that with aging, 

chondrocytes have a decreased ability to correctly organize their ECM environment even as the 

correct molecules are being synthesized [7]. Thus modification of cartilage ECM expression, 

function, or cytokine activity could lead to alteration in cell–matrix interactions, and subsequent 

changes in the cellular response to mechanical stimulation and maintaining cartilage’s 
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mechanical function.  

The goal of the research on OA biology is to discover new therapeutic targets based on a 

better understanding of disease mechanisms. Elucidating the mechanism controlling cartilage 

formation will be essential in developing tissue engineering or regenerative medicine strategies 

for treating diseased and damaged articular cartilage. 
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CHAPTER 3 

EFFECTS OF 24R,25(OH)2D3 IN REDUCING 

OSTEOARTHRITIS LIKE CHANGES IN A RAT ARTICULA 

CHONDROCYTES STIMULATED BY INTERLEUKIN-1β 

SUMMARY 

 The pro-inflammatory cytokine, IL-1β has been shown to induce an osteoarthritis (OA) like 

phenotype in cultured chondrocytes. TGF-β1 is known to regulate chondrocyte proliferation and 

extracellular matrix synthesis while counteracting the deleterious effects caused by IL-1β. We 

have shown that 24R,25(OH)2D3 protects chondrocytes against apoptosis, suggesting that it may 

also block the effects of IL-1β in a manner comparable to TGF-β1. In order to test this 

hypothesis, an in vitro system that simulates OA conditions was established. Confluent cultures 

of rat femur articular chondrocytes were treated for 12 hours with 10 ng/ml IL-1β, followed by 

the addition of 10
-7 

M 24R,25(OH)2D3 or 1ng/ml rhTGF-β1 to the media. IL-1β caused dose-

dependent increases in MMP-13 activity and PGE2 production. 24R,25(OH)2D3 partially 

reduced MMP-13 activity and PGE2 in the conditioned media compared to the IL-1 treated 

control cultures. This effect was similar to that of TGF-β1. In conclusion, our results show that 

24R,25(OH)2D3 has an inhibitory effect against IL-1β induced increase in activity and production 

of catabolic factors in a rat articular chondrocyte in vitro culture system, suggesting 

24R,25(OH)2D3  could be used as a local treatment for osteoarthritis to combat IL-1β caused 

deleterious changes.  
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INTRODUCTION 

Osteoarthritis is a disease characterized by pain and limited joint mobility, affects nearly 

30 million people in the United States, with current medical costs approaching and costs nearly 

$60 billion per year to treat [82]. Characteristics of OA include articular cartilage breakdown, 

subchondral bone sclerosis, and synovial tissue inflammation. Although the exact sequence of 

OA pathogenesis remains unclear, studies have linked inflammation, even during the early stages 

of disease development, with disease progression. Secreted inflammatory molecules, such as pro-

inflammatory cytokines are among the critical mediators in OA pathophysiology [49]. Impaired 

chondrocyte survival in the joint microenvironment contributes to the progressive degradation of 

articular cartilage associated with OA [92, 152]. Inflammation plays an important role in 

osteoarthritis (OA) pathogenesis.  

Current treatment options for OA are limited [64, 97, 121, 164]. Drug therapies have 

been developed that aim to ease pain and reduce local inflammation [139], however, no effective 

drug exists. Current treatments also have side effects including intestinal bleeding. Therefore, 

compounds that indirectly reduce inflammation may alleviate disease symptoms without 

significant side effects [74, 78].  

Transforming growth factor beta-1 (TGF-1) has also been shown to promote 

chondrocyte proliferation and to maintain chondrocytes in non-hypertrophic state [161]. 

Importantly, it inhibits effects of IL-1 associated with OA, and also modulates the production of 

24R,25(OH)2D3 [1, 55, 63, 117, 126, 148]. While TGF-1 is chondroprotective, its value as a 

therapeutic agent is limited by the potential for fibrosis [149].  In contrast, 24R,25(OH)2D3 is 

normally present in blood and is not associated with pathology.  Therefore, we compared the 

effects of 24R,25(OH)2D3 on IL-1 induced changes in articular chondrocytes to those of TGF-
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1 in order to examine the therapeutic potential of the secosteroid for treatment of OA. 

As OA is linked to joint inflammation, cell death, and cartilage degeneration, we 

hypothesize that 24R,25(OH)2D3 could potentially promote chondrocyte survival and cartilage 

repair to prevent OA progression. The purpose of this study is to investigate the inhibitory effects 

of 24R,25(OH)2D3 on IL-1β stimulated OA-like phenotype changes in articular chondrocytes and 

its potential interactions with TGF-β1. In our study, we took chondrocytes from male and female 

human knee joints and treated them with physiological concentration  of 24R,25(OH)2D3 to 

examine the therapeutic effect of treatment on osteoarthritic  chondrocytes. Cartilage was 

isolated from areas of minimal-fibrillation as a control, and from areas of maximum erosion for 

both male and female cells. Levels of 24R,25(OH)2D3 in the synovial fluid were measured.  

 

MATERIALS AND METHODS 

Reagents 

Rat IL-1β was purchased from PeproTech (Rocky Hill, NJ). 24R,25(OH)2D3 was 

obtained from Enzo Lifesciences (Farmingdale, NY). TGF-β1 was purchased from R&D systems 

(Minneapolis, MN). All other reagents were purchased from Sigma Aldrich (St. Louis, MO) 

unless specified. 

Cell Culture and rArC Phenotype Characterization  

Articular cartilage was obtained from the femurs of 100-125 gram male Sprague-Dawley 

rats. Cartilage specimens were sliced and incubated in 0.25% trypsin for 30 minutes at 37°C. Rat 

articular chondrocytes (rArCs) were extracted by incubating the cartilage fragments for 16 hours 

in Dulbecco’s modified Eagle’s medium (DMEM, Thermo Fisher, Waltham, MA), 1% 

penicillin-streptomycin (Life Technologies, Carlsbad, CA), and 0.03% collagenase type II 
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(Worthington Biosciences, Lakewood, NJ). This solution was passed through 10 µm cell 

strainers to remove tissue debris. Cells were cultured in 75 cm
2
 flasks in DMEM supplemented 

with 10% fetal bovine serum (Hyclone, Logan, UT) and 1% penicillin–streptomycin (Life 

Technologies, Carlsbad, CA) at 37°C in a humidified atmosphere containing 5% CO2. Cells were 

expanded in culture until passage 4. At end of each passage, RNA was extracted and gene 

expressions for chondrocyte genes were determined using Real-Time PCR. Passage 1 cells were 

chosen for consequential experiments as it has high levels of chondrocyte genes. Passage 1 cells 

were plated for experiments at a density of 15,000 cells/cm
2
 and media were changed 24 hours 

after plating and every 48 hours thereafter until cells reached confluence.  

Human Tissue Isolation  

Knee joints were obtained from 6 male and 6 female non-Hispanic white subjects 

between the ages of 65 and 75 years undergoing total joint replacement surgery at Mayo Clinic. 

Tissues were collected under Institutional Review Board approval by Mayo Clinic, the Georgia 

Institute of Technology, and Virginia Commonwealth University. Patients with a BMI >30, 

inflammatory arthritis, or who had a history of knee infections were excluded from the study. 

Cartilage pieces were isolated in aseptic conditions from minimally fibrillated and maximally 

eroded areas of the joint.  

Experimental Design  

Rat IL-1β was reconstituted in sterile PBS containing 0.1% bovine serum albumin to a 

stock concentration of 100 µg/ml. The stock was diluted to final concentrations in culture 

medium. To induce OA-like phenotype changes, confluent cell cultures were treated with 1, 5, or 

10 ng/ml IL-1β for 24 hours. Caspase-3 activity and DNA fragmentation of cell lysates were 

determined. Nitric oxide (NO), prostaglandin E2 (PGE2), and matrix metalloproteinase-13 
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(MMP-13) productions in conditioned media were measured by ELISA.   

In order to determine which time point would be used to examine the effect of 

24R,25(OH)2D3. We treated P1 rArCs with different combinations of time points for adding 

24R,25(OH)2D3. In group one, we added 24R,25(OH)2D3 for the entire 24 hours. In group two, 

we only added 24R,25(OH)2D3 for the last 12 hours of the treatment. Our results show 

24R,25(OH)2D3 exhibited the best inhibitory effect when it was only added at the last 12 hours of 

the treatment. Therefore, all the future experiments were done by adding 24R,25(OH)2D3 

treatment in the last 12 hours.  

To examine the effect of 24R,25(OH)2D3 on IL-1β stimulated chondrocytes, confluent 

cultures of rArCs were treated with 10 ng/ml IL-1β (PeproTech) for 12 hours. For the next 12 

hours, cells were treated with 10 ng/ml of IL-1β or 10 ng/ml of IL-1β with 10
-9

-10
-7

 M of 

24R,25(OH)2D3. Chondrocyte gene expression was determined using RealTime PCR and levels 

of NO, PGE2, and MMP-13 were measured by ELISA.  

To examine the protective effect of TGF-β1 on chondrocytes stimulated by IL-1β, 

confluent cultures of rArCs were treated with 10 ng/ml IL-1β for 12 hours. For the next 12 hours, 

cells were treated with 10 ng/ml IL-1β or 10 ng/ml IL-1β with 0.1, 1, or 10 ng/ml TGF-β1. 

Levels of NO, PGE2, and MMP-13 were measured by ELISA. 

 To investigate the interaction effect of 24R,25(OH)2D3 and TGF-β1 on osteoarthritis 

marker MMP-13, confluent rArCs were treated with 10
-8

 M 24R,25(OH)2D3 ± 0.1 ng/ml TGF-β1 

for the last 12 hours in addition to the 10 ng/ml IL-1β treatment.   

 24R,25(OH)2D3’s effect on regulating TGF-β1 production and signaling was examined 

by treat  ing confluent rArCs with 10
-9

-10
-7

 M 24R,25(OH)2D3. Active and latent levels of TGF-

β1 were determined via ELISA (RD Systems, Minneapolis, MN). mRNA levels of TGF-β1 
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receptor TgfbrII, signaling molecules Smad2 and Smad3 were measured using RealTime PCR. 

To examine if the effect of 24R,25(OH)2D3 on MMP-13 levels is mediated through the 

TGF-β1, confluent rArCs were treated with IL-1β for 12 hours and prior to the addition of 

24R,25(OH)2D3, antibody for blocking TGF-β1 receptor II (TgfbrII) or soluble receptor TgfbrII 

(RD Systems, Minneapolis, MN) was added to the media for 30 minutes. To investigate if the 

inhibitory effect of 24R,25(OH)2D3 on MMP-13 production is mediated through the TGF-

β1signaling pathway, confluent rArCs were treated with IL-1β for 12 hours and prior to the 

addition of 24R,25(OH)2D3, antibody for blocking  TgfbrII or soluble TgfbrII (RD Systems, 

Minneapolis, MN )was added to the media for two hours.  

Gene Expression 

RNA harvested using a TRIzol® (Invitrogen, Carlsbad, CA) extraction method following 

the manufacturer’s protocol. mRNA was quantified using a NanoDrop spectrophotometer 

(Thermo Scientific, Waltham, MA). RNA (250 ng) was amplified using reverse transcription 

(High Capacity cDNA Reverse Transcription kit, Life Technologies). Starting quantities of 

mRNA were determined using SybrGreen chemistry (Power SYBR® Green PCR Master Mix, 

Life Technologies) in a StepOne Plus imaging system (Applied Biosystems). mRNA levels for 

chondrocyte genes aggrecan (Acan), type II collagen (Col2), and sex determining region Y-box 9 

(Sox9), as well as for Smad2, Smad3, and receptor TGF-β1 receptor II (TgfbrII) were measured 

by real-time quantative PCR (qPCR). All mRNA are presented as normalized to glyceraldehyde-

3-phosphate dehydrogenase (GAPDH).  

DNA fragmentation 

At 90% confluence, cells were incubated with 1 μCi/ml 
3
H-thymidine (Perkin Elmer, 

Waltham, MA) for four hours prior to IL-1β treatment. Cells were then treated for 24 hours with 
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10 ng/ml IL-1β. At the end of the treatment period, cell monolayers were lysed [10mM Tris-HCl, 

1mM EDTA, 0.2% Triton X-100] and subjected to three freeze-thaw cycles. Intact DNA was 

separated from fragmented DNA by ultracentrifugation at 13,000g for 15 minutes. Intact DNA 

(pellet) and fragmented DNA (supernatant) were counted by liquid scintillation counting. Results 

are presented as percent fragmented DNA/total DNA.  

Caspase-3 activity 

Caspase-3 activity was determined using a colorimetric assay (CaspACE® Assay, 

Promega, Madison, WI). Monolayers were lysed in cold lysis buffer for 10 minutes at 4°C, and 

the cell lysates centrifuged at 10,000g for 1 minute. The resulting supernatant was combined 

with 2x reaction buffer and DEVD-pNA substrate and incubated at 37°C for 2 hours. 

Absorbance at 405 nm was determined using a microplate reader (VersaMax, Molecular 

Devices, Sunnyvale, CA). Caspase-3 activity was normalized to total protein content measured 

(Pierce 660nm protein assay from Thermo Scientific, Waltham, MA USA). 

Nitric Oxide  

Nitric oxide production from conditioned media from cells was measured using a 2, 3-

diaminonaphthalene (DAN) fluorescent assay by measuring the total amount of nitrite and nitrate 

in the media. NO production was normalized to total DNA measured (Promega, Madison, WI). 

Prostaglandin E2 

PGE2 production was measured in conditioned media using a competitive enzyme 

immunoassay (R&D Systems, Minneapolis, MN), and normalized to total DNA measured 

(Promega, Madison, WI). 

Matrix Metalloproteinase-13  

MMP-13 activity from conditioned media was determined using a fluorometric assay kit 



25 
 

(AnaSpec, Fremont, CA). To determine MMP-13 activity, a monoclonal anti-human-anti-

MMP13 was used to pull down both pro- and active forms of MMP-13. The activity of MMP-13 

was quantified by a 5-FAM/OXL 520 fluorescence resonance energy transfer (FRET) peptide 

and normalized to total DNA measured (Promega, Madison, WI). This assay can detect the 

activity of sub-nanogram of human MMP-13 without cross-reactions with other human MMPs.         

Statistical Analysis 

Data are presented as mean ± SEM of n=6 independent cultures per variable. All 

experiments were repeated to validate the results. Data presented are from one representative 

experiment of two trials. Data were first examined by analysis of variance (ANOVA) and post 

hoc test using Bonferroni’s modification of Student’s t-test. P<0.05 was considered to be 

significant. The value of each sample from the treated group was divided by the mean of the 

control group. Each data point represents the mean ± SEM for six normalized values and the 

control is represented by a dashed line with a value equal to one. Significance was determined by 

Mann Whitney test. p ≤ 0.05 was considered to be significant. 

  

RESULTS 

The results of the rArC characterization show that P1 chondrocytes have the highest 

mRNA levels of Acan, Col II, Comp, type X collagen and Sox 9. P1 cells also have the lowest 

levels of fibrocartilage type I collagen (Figure 3.1A, 3.1B, 3.1C, 3.1D, 3.1E and 3.1F). mRNA 

levels of cartilage-related genes significantly decreased after passage 2, and maintained these 

low levels through passage 4. Therefore, for our future experiments, we used P1 cells.  
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Treatment with IL-1β had a dose dependent effect on No production; the effect was 

significant at both 5 ng/ml and 10 ng/ml of IL-1β. NO levels was significance higher with 10 

ng/ml IL-1β when compare to 5 ng/ml IL-1β (Figure 3.2A). PGE2 production and MMP-13 

activity increased dose-dependently with IL-1β treatment an effect which was significant at all 

concentration examined (Figure 3.2B and 3.2C). After incubating cells with 10 ng/ml IL-1β for 

24 hours, levels of cell apoptosis marker Caspase-3 was increased (Figure 3.2D). Percentage of 

fragmented DNA was also increased at this concentration (Figure 3.2E). Treatment with IL-1β at 

all three doses decreased the mRNA levels of chondrocyte genes: Acan, Comp, Sox9, and Col II 

(Figure 3.2F, 3.2G, 3.2H, and 3.2I). Treatment with IL-1β had no effect on the levels of Col X 

(Figure 3.2J). Treatments with IL- 1β for the entire 24 hours or for the last 12 hours of the 

Figure 3.1: Expression of messenger RNA for chondrocyte genes were measured by real-time 

qPCR of cells cultured to different passages. Expression is normalized to GAPDH. * p<0.05 

vs. P1. 
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experiment both significantly increased the production of nitric oxide (Figure 3.2.1). We decided 

to use method of treating cells with IL-1β for 24 hours in our future experiments as it increased 

the most nitric oxide production. Treatment with 24R,25(OH)2D3 for the last 12 hours with I1β.  

 

 

Figure 3.2: Levels of pro-inflammatory and cell apoptosis mediators were measured using 

ELISA, fluorometric assays, and H3 labeling. Amount is normalized to total DNA. Expression of 

messenger RNA for P1 chondrocyte genes were measured by real-time qPCR and normalized to 

GAPDH. * p<0.05 vs. control; # p<0.05 vs. 1 ng/ml IL-1β; $ p<0.05 vs. 5 ng/ml IL-1β. 
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Productions of NO, PGE2, and MMP-13 was significance enhanced by IL-1β. These 

effects was dose-dependently inhibited by 24R,25(OH)2D3 treatment it was significance 

inhibited at 10
-7

and 10
-8

 on the NO and MMP-13 production and was significance at all 

concentration. (Figure 3.3A, 3.3B, and 3.3C). On the mRNA level, treatment with 

24R,25(OH)2D3 had no effect on Acan, Col II, and Comp however the inhibition effect of  IL-1β  

was reduced by 24R,25(OH)2D3 in similar way at all concentration examined. (Figure 3.3D, 

3.3E, 3.3F). 

 

 

Figure 3.2.1: Levels of nitric oxide measured using ELISA. Amount is normalized to total 

DNA. Expression of messenger RNA for P1 chondrocyte genes were measured by real-time 

qPCR and normalized to GAPDH. * p<0.05 vs. control; # p<0.05 vs. 24R,25(OH)2D3 control; 

$ p<0.05 vs. IL-1β control. 
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Treatment with IL-1β for 24 hours increased the levels of both active and latent TGF-

β1with higher stimulation on the active TGF-β1. Treatment with 24R,25(OH)2D3 increase the 

amount of active TGF-β1 with no effect on latent TGF-β1. Co-treatment with 24R,25(OH)2D3 

for the last 12 hours further enhanced the production of active TGF-β1 at the 10
-7

-10
-8

 M 

concentrations with no effect on latent TGF-β1 (Figure 3.4).  

 

 

 

 

 

 

Figure 3.3: A)-C) Nitric oxide, matrix metalloproteinase-13, and prostaglandin E2 levels 

normalized against DNA. D)-F) Aggrecan, collagen type II, and cartilage oligomatrix protein 

expression normalized to Gapdh. * p<0.05 vs IL-1β control; # p<0.05 vs 24R,25(OH)2D3 

control; $ p<0.05 vs 10
-8 

 M; ^ p<0.05 vs 10
-7

 M.  
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Figure 3.4: Active and latent TGF- β1 levels with IL-1β and 24R,25(OH)
2
D

3
 

treatment. Levels normalized to total DNA * p<0.05 vs. IL-1β control; # 

p<0.05 vs. 24R,25(OH)
2
D

3
 control; $ p<0.05 vs. 10

-9
 M. 

 

 

 

 

 

 

 

 

 

 

IL-1β decreased Smad2 mRNA levels(5 ng/ml) and increased the mRNA levels of Smad 

3 and decreased the levels of Tgfbr2 at the 10 ng/ml concentration after 12 hours of treatment 

(3.5A, 3.5B, 3.5C). The inhibition of the Addition of 24R,25(OH)2D3 for the last 12 hours of 

treatment with IL-1β increased mRNA levels of Smad2 and Smad3 at the 10
-8

 M concentration 

and increased the levels of Tgfbr2 at both 10
-8

 M and 10
-9

 M concentrations (Figure 3.5D, 3.5E, 

3.5F).  
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Treatment with TGF-β1 at 0.1, 1, and 10 ng/ml concentrations for 24 hours showed a 

dose dependently decreased NO and MMP-13 production which was enhanched by IL-1β (3.6A 

and 3.6B). On PGE2 production the inhibition effect of IL-1β was found only at 0.1 ng/ml 

(Figure 3.6C).  

Figure 3.5: A)-C) Effect of IL-1β on TGF- β1 signaling  molecules Smad 2/3 and receptor 

Tgfbr2. * p<0.05 vs. control; # p<0.05 vs. 1 ng/ml; ^ p<0.05 vs. 5 ng/ml; $ p<0.05 vs. 10 

ng/ml. D-F) Effect of 24R,25(OH)
2
D

3
 on TGF- β1 signaling  molecules Smad 2/3 and 

receptor Tgfbr2. * p<0.05 vs. control; # p<0.05 vs. IL-1β control. 
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Co-treatments with 10
-8

 M 24R,25(OH)2D3 and 0.1 ng/ml TGF-β1 additively decreased 

the production of MMP-13 compare to the effect of  TGF-β1 or  24R,25(OH)2D3 (Figure 3.7A). 

Treatment with antibody against TgfbrII did not have an effect on MMP-13 production by IL-1β, 

moreover the inhibition effect of 24R,25(OH)2D3 on the IL-1β on MM-13 was not affected by 

the antibody against TgfbrII (Figure 3.7B) . Similarly treatment with the soluble receptor TgfbrII 

had no effect on MMP-13 production with or without 24R,25(OH)2D3 (Figure 3.7C).  

 

Figure 3.6: Effect of TGF- β1 treatment on nitric oxide, prostaglandin E2, and matrix 

metalloproteinase-13 levels. Protein levels normalized against total DNA * p<0.05 vs. control; 

# p<0.05 vs
.
 IL-1β control; $ p<0.05 vs. 0.1 ng/ml.  
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Treatment of the human osteoarthritic chondrocytes with 24R,25(OH)2D3 lowered alkaline 

phosphatase activity in the erosion cells compared to the control and compared to the minimal-fibrillated 

cells (Figure 8A). 24R,25(OH)2D3 increased the mRNA levels of ACAN and COL II in the minimal-

fibrillated cells compared to the control, and these levels were significantly higher compared to the 

erosion cells (Figure 8B, 8C, 8D).  

 

 

 

 

 

 

 

 

 

DISCUSSION 

We established a system that mimics OA-like symptoms by stimulating p1 rat articular 

chondrocytes with different concentrations of rat IL-1β. We assessed the establishment of the 

OA model based on inflammatory factors, chondrocyte apoptosis, and matrix degradation. Our 

results show that not only IL-1β increased the production of NO and PGE2, which are 

inflammatory factors involved in OA. IL-1β treatment increased cell apoptosis as it increased 

Figure 3.8: Response of passage 1 chondrocytes treated with 10
-7

 M 24R,25(OH)
2
D

3
. 

Alkaline phosphatase activity was measured in whole cell lysates (A). mRNAs of chondrocyte 

genes were measured using RealTime PCR (B-D).  Data show treatment vs. vehicle control 

ratios. The dashed line represents the vehicle control (dashed line=1).  *P<0.05 vs. Control; # 

vs. Male. 

Figure 3.7: A) Effect of 0.1 ng/ml TGF- β1 with 24R,25(OH)
2
D

3
 co-treatment on IL-1β 

induced MMP-13 production. Levels normalized to total DNA * p<0.05 vs. IL-1β control; # 

p<0.05 vs. 24R,25(OH)
2
D

3 
control; $ p<0.05 vs.10

-8
 M 24R,25(OH)

2
D

3 
; ^ p<0.05 vs. 0.1 

ng/ml TGF-β1. B-C) Effect of blocking TGF-β1 signaling on 24R,25(OH)
2
D

3  
reducing 

MMP-13 production. Levels normalized to total DNA * p<0.05 vs. IL-1β control; # p<0.05 

vs. 24R,25(OH)
2
D

3 
control; $ p<0.05 vs.10

-8
 M 
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DNA fragmentation and Caspase-3 activity. The observation of increased levels of nitric oxide 

coupled with an increase in caspase-3 activity and DNA fragmentation suggest that there are 

elevated apoptosis processes. In addition, IL-1β decreased the mRNA levels of chondrocyte 

genes that constitute cartilage matrix and increased matrix metalloproteinase MMP-13 activity, 

which further compromises cartilage matrix integrity MMPs are families of proteolytic enzymes, 

which are normally required for timely and controlled degradation of extracellular matrix 

components during tissue remodeling [68, 69, 71, 87, 162]. Results from other studies 

corroborate our findings as IL-1β has been shown to induce inflammation and cartilage 

degradation therefore mimics the OA microenvironment in vitro.  

  In this study, we evaluated the therapeutic potential of 24R,25(OH)2D3 in an OA cell 

culture model stimulated by IL-1β. Our preliminary results show that when added to the media in 

the last twelve hours of IL-1β treatment, 10
-8 

M of 24R,25(OH)2D3 significantly decreased the 

production of NO by 40%. Therefore, we chose to use this treatment method for our following 

studies. In our study, 24R,25(OH)2D3 treatment decreased NO and PGE2 levels, and  MMP-13   

activity, induced by IL-1β. Previously, 24R,25(OH)2D3 has also been shown to regulate MMP-3 

production in rat resting zone chondrocytes [124]. NO and PGE2 are known to be important 

inflammatory mediators in OA pathogenesis. NO mediates other pro-inflammatory cytokines. 

The effect of 24R,25(OH)2D3 on reducing IL-1β induced NO and PGE2 production is promising 

for alleviating the inflammatory environment in OA. These results collectively suggest that 

24R,25(OH)2D3 may promote cartilage regeneration by reducing the levels of catabolic factors 

that matrix enzyme activity. 24R,25(OH)2D3 also increased the mRNA levels of chondrocyte 

genes that were down-regulated by IL-1β. Since alterations in ECM genes can play an important 

role in maintaining osteoarthritic pathogenesis, our results suggest an 24R,25(OH)2D3 treatment 
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prevents the loss of chondrocyte phenotype, and further enhances cartilage matrix repair to 

prevent the progression of OA. In human osteoarthritic chondrocytes, 24R,25(OH)2D3 treatment 

up-regulated the mRNA levels of ACAN and COL2A1 and had no effect on alkaline 

phosphatase activity in minimal fibrillated chondrocytes, suggesting that 24R,25(OH)2D3 can 

enhance chondrocyte phenotype without stimulating differentiation. In contrast, treatment of 

24R,25(OH)2D3 on cells obtained from erosion site decreased alkaline phosphatase activity while 

having no effect on chondrocyte phenotype, illustrating that 24R,25(OH)2D3 may have lost its 

protective effect on the eroded chondrocytes. Results from our study demonstrate that 

24R,25(OH)2D3 treatment  exhibited protective effects against osteoarthritic changes in an in 

vitro model. This is supported by data that showed OA chondrocytes lose their ability to respond 

to 24R,25(OH)2D3 when they are in an advanced disease state. Results from this study suggest 

that 24R,25(OH)2D3 could potentially be used as a therapeutic treatment for knee osteoarthritis.  

To assess the effect of 24R,25(OH)2D3  treatment, we compared our results to a growth 

factor that has been shown to promote chondrocyte growth and differentiation. TGF-β1 can 

stimulate the production of cartilage ECM by chondrocytes and could counteract IL-1β-induced 

tissue degradation [95]. Our results show that TGF-β1 decreased the production of NO, PGE2, 

and MMP-13; similar to the effects of 24R,25(OH)2D3. Since TGF-β1 is known as an potential 

inhibitor of OA, these results suggest that 24R,25(OH)2D3 could be used to halt OA disease 

progression without the side effects of using a growth factor that can cause liver damage.  

To elucidate the pathway of 24R,25(OH)2D3’s action, we treated chondrocytes with IL-1β 

with various concentrations of 24R,25(OH)2D3. Ours results show that TGF-β1 levels were up-

regulated by both IL-1β and 24R,25(OH)2D3. The increase in active TGF-β1 levels by IL-1β is 

consistent with literature findings that TGF-β1 expression is increased in the early hypertrophic 
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phase of the altered cartilage [14]. 24R,25(OH)2D3 treatment increased the levels of active TGF-

β1, which is the form that exerts the chondrocyte protective effect, suggesting that 

24R,25(OH)2D3 regulates TGF-β1. To investigate further how the TGF-β1 pathway is regulated, 

we measured the expression of TGF-β1 signaling molecules after IL-1β and 24R,25(OH)2D3 

treatments. Smads 2 and 3 are signaling transduction molecules for the TGF-β1 pathway [100]. 

In our study, IL-1β down-regulated the mRNA levels of Smad 2 and up-regulated that of Smad3. 

These results are consistent with literature; positive and negative effects of IL-1β on Smad 

signaling have been reported, suggesting that OA pathogenesis is a complex process. Studies 

have shown that IL-1 induced a local Smad3-dependent tissue fibrosis when over-expressed in 

the murine lung [11]. Modulation of TGF-β1 signaling by IL-1β may play a significant role in 

determining chondrocyte cell response to injury and cartilage repair in OA. However, IL-1β 

down-regulated the mRNA levels of TGF-β1 receptor, suggesting that OA chondrocytes are 

becoming insensitive to the growth factor and may not be able to prevent cartilage degradation 

induced by IL-1β. 24R,25(OH)2D3 increased the mRNA levels of  Smad2, Smad3 and Tgfbr2, 

suggesting that there are potential interactions between the two molecules.  

Co-treatments with 24R,25(OH)2D3 and TGF-β1 synergistically decreased the production 

of MMP-13. Since the two molecules showed similar protective effects in our OA model, we 

investigated if TGF-β1 is mediating the effect of 24R,25(OH)2D3 in blocking OA likes changes 

in our system. Blocking TGF-β1 signaling with AB against TGF-β1 and with a decoy receptor 

for Tgfβ1rII did not have an effect of MMP-13 production. These data suggest that the effect 

exhibited by 24R,25(OH)2D3 on counteracting IL-1β induced MMP-13 production is not 

mediated through the TGF-β1 signaling pathway.   

Collectively, these data suggest that 24R,25(OH)2D3 plays an important role in protection 
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of chondrocyte from undergoing hypertrophic changes, which can lead to cell apoptosis, articular 

cartilage degeneration, and progression of OA. 24R,25(OH)2D3 has shown to modulate and 

enhance the effect of  TGF-β1, suggesting that 24R,25(OH)2D3 may be used as a promising 

inhibitor of IL-1β induced production of cartilage catabolic and inflammatory factors known to 

be involved in OA pathogenesis. 

 

CONCLUSION 

Results from our study demonstrate that 24R,25(OH)2D3 treatment exhibited protective 

effects on osteoarthritic chondrocytes. Mechanism of 24R,25(OH)2D3’s action is through 

inhibiting production of  IL-1β induced catabolic factors. In addition, although there exhibits an 

addictive effect between 24R,25(OH)2D3 and TGF-β1, the effect of 24R,25(OH)2D3 is not 

mediated through the TGF- β pathway. Furthermore, OA chondrocytes lost their ability to 

respond to 24R,25(OH)2D3 when they are in an advanced disease state.  
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CHAPTER 4 

24R,25(OH)2D3  AMEOLIORATES ARTICULAR CARTILAGE 

DEGRADATON IN A RAT ACLT MODEL OF 

OSTEOARTHRITIS   

INTRODUCTION 

Osteoarthritis is a degenerative disease that affects all components of the joint. 

Translational research is a critical step towards understanding and mitigating the long-term 

effects of this disease process. Surgical models of mechanical instability appear to represent 

chronic traumatic OA. In this study, anterior cruciate ligament transection (ACLT) was 

performed to induce OA in the rat to study the histological and biochemical changes occurring 

during OA progression. 24R,25(OH)2D3 has been shown to play important roles in cartilage 

growth and remodeling. The aim of this study is to investigate the therapeutic effects of 

24R,25(OH)2D3 in mediating ACLT-induced joint pathologies in rat as assessed by Toluidine 

blue staining of joint sections and disease severity scoring using a semi-quantitative grading 

system.  

MATERIALS AND METHODS  

ACLT model of OA 

20 male Sprague-Dawley rats weighing 275-300 grams were divided into two groups. In 

each group, the left leg of the knee served as a contralateral control. Animals undergone surgery 

for ACLT under isoflurane anesthesia. On day 0, a parapatellar skin incision is performed on the 

medial side of the right knee joint and then on the medial side of the patellar tendon. The patella 

is then dislocated laterally to provide access to the joint space and the anterior cruciate ligament 
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is transected in the flexed knee. A positive anterior drawer test is performed to confirm complete 

transection of the ligament. The joint is then irrigated with sterile saline to avoid ancillary 

inflammation, and a purpose made suture is inserted. Buprenorphine was administered as 

analgesic on the day of surgery (during surgery and a second dose after 8-12h).  

Intraarticular Injection of 24R,25(OH)2D3 

24R,25(OH)2D3 was purchased from Enzo Life Sciences ( Plymouth Meeting, PA, 

USA) and dissolved in ethanol with a stock concentration of 10
-4

 M. 40 ul of the diluted 

24R,25(OH)2D3 was then dissolved in 10 ml of sterile 1x phosphate buffered saline, resulting in 

a final concentration of 4*10
-7 

M 24R,25(OH)2D3. 24R,25(OH)2D3 or vehicle (ethanol 

dissolved in sterile 1x phosphate buffered saline) was injected immediately after the ACLT 

surgery by irrigating the articular space with test item formulation using a micro-pipette. 25 ul of 

solution was injected into each animal per dosing. Subsequent injections were done every 7 days 

until day 28. During injection, animal are maintained under general anesthesia with isoflurane.  

After anesthesia is achieved, the animal is restrained in a dorsal recumbent position; the hind 

limb articulation is shaved and wiped generously with alcohol solution to facilitate the 

localization of the injection/collection site. The injection site was examined grossly by palpation 

of the tibia head and the patellar ligament, to identify the injection site. The needle was inserted 

above the tibia head and behind the patellar ligament. The injection was performed with a 25G 

needle by slowly releasing of the test item into the articular space. 

Blood serum and synovial fluid collection  

Blood was collected terminally on Day 28 as well as via jugular puncture on Day 1, 8, 15 

and 22 post-ACLT. Terminal bleeds was done under isoflurane anesthesia and blood (~1 mL) 
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and was collected via abdominal aorta following which animals was euthanized by 

exsanguination of the abdominal aorta. All blood samples were processed for serum using 

standard serum separator tubes (without EDTA). On Day 28, synovial fluid lavage from both 

knee joints was collected following the terminal blood collection and immediately before the 

knee joint collection. Injection of lavage fluid (200 µl) was done following the intra-articular 

injection procedure as described in section 2.2. The limb was flexed and extended several times 

and lavage fluid was drawn by re-inserting the needle at the same location.  

Histology 

Immediately after the synovial fluid collection, intact right and left knee joints were 

harvested and fixed in neutral buffered 10% formalin separately for histopathological analysis. 

Whole knee joints were decalcified (Decal Chemical Corporation, Tallman, NY, USA) for 16 

hours on a rotating platform before being dehydrated in a series of 95% and 100% ethanol and 

xylene washes. Samples were embedded in paraffin and cut into 7-μm sections (Shandon Fillesse 

325, Thermo Scientific). Toluidine blue and Safranin-O staining were completed for each 

sample. Samples were imaged using a Zeiss Observer Z1 using a 20x objective. Modified 

Mankin score system was used for semi-quantitative histopathology grading (Table 4.1). 

Individual score was recorded for each sample in an Excel spreadsheet. 

ELISA 

Levels of inflammatory factors involved in OA and TGF-βs (1, 2, and 3) in the synovial 

fluid and serum were measured using a magnetic bead–based multiplex assays (Bio-Rad, 

Hercules, CA, USA).  

Statistical Analysis  
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Data are presented as mean ± SEM of n=10 animals per group. Data were first examined 

by analysis of variance (ANOVA) and post hoc test using Bonferroni’s modification of Student’s 

t-test. P<0.05 was considered to be significant. 

RESULTS 
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Histology 

Both contralateral control knees showed intact toluidine blue staining (Figure 4.1A, 

4.1B). In the ACLT group, vehicle treated knees showed significant loss in toluidine blue 

staining indicating loss of proteoglycan and cartilage tissue (Figure 4.1C). Toluidine blue 

staining was greater in 24R,25(OH)2D3 treated knees compared to vehicle-treated knees and was 

comparable to un-operated articular cartilage (Figure 4.1D). Histopathological scoring using a 

modified-Mankin scoring system was used to grade joint show that 24R,25(OH)2D3 treatment 

signifincanly reduced toluidine score in the medial femur, lateral femur and medial tibia 

compared to the vehicle treated control (Figure 4.1E, 4.1F, 4.1G). There was no significant 

difference between 24R,25(OH)2D3 and vehicle treatment in lateral tibia (Figure 4.1H).  

Figure 4.1: Toluidine blue staining of intact articular joint (A-D) and pathology scores for the 

four quadrants of the knee joint. * p < 0.05 vs. vehicle treated.  
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Safranin-O staining showed both significant proteoglycan loss in vehicle knees compared 

to both un-operated contralateral knees (Figure 4.2A, 4.2B, 4.2C). 24R,25(OH)2D3 treatment 

reduced proteoglycan compared to the vehicle treated knees (Figure 4.2D). Histopathological 

scoring using a modified-Mankin scoring system was used to grade joint show that 

24R,25(OH)2D3 treatment significantly reduced toluidine score in the medial femur, lateral femur 

and medial tibia compared to the vehicle treated control (Figure 4.2E, 4.2F, 4.2G). There was no 

significant difference between 24R,25(OH)2D3 and vehicle treatment in lateral tibia (Figure 

4.2H). 

 

Total composite scores consists of structural changes, toluidine blue staining, Clones 

(cluster) formation, and chondrocyte cell loss (in our study, the changes are mainly due to 

Figure 4.2: Safranin-O staining of intact articular joint (A-D) and pathology scores for the 

four quadrants of the knee joint. * p < 0.05 vs. vehicle treated.  
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structural changes and toluidine blue changes). Total composite score shows a moderate OA 

induction in the ACLT operated groups. 24R,25(OH)2D3 significantly lowered total composite 

scores for medial femurs, medial tibias and lateral femurs compared to vehicle, indicating less 

OA damage (Figure 4.3A, 4.3B. 4.3C). 24R,25(OH)2D3 decreased cell clustering, chondrocyte 

loss, and cartilage fibrillation. There was no significant difference between 24R,25(OH)2D3 and 

vehicle treated in lateral tibia (Figure 4.3D).  

 

 

 

 

 

 

Figure 4.3: Total scores for the four quadrants of the knee joint. * p < 0.05 vs. vehicle treated.  



45 
 

Synovial Fluid  

No statistical differences were observed in levels of granulocyte-colony stimulating 

factor (G-CSF) and granulocyte macrophage colony-stimulating factor (GM-CSF) between 

vehicle treated and 24R,25(OH)2D3 treated group (Figure 4.4A, 4.4B). In the ACLT operated 

group, vehicle treated group had increased levels of G-CSF and GM-CSF compared to the no-

operated groups. 24R,25(OH)2D3 decreased levels of G-CSF and GM-CSF (Figure 4.4A, 4.4B) 

compared to the vehicle treated control and restored the levels of GM-CSF to un-operated 

control levels.  

 

Levels of growth related oncogene (GRO), macrophage inflammatory protein 3α 

(MIP3α) were increased in the ACLT operated groups compared to both contralateral controls. 

Treatment of 24R,25(OH)2D3 decreased levels of GRO and MIP3α to contralateral control level 

(Figure 4.5A, 4.5C). Macrophage inflammatory protein 1α (MIP1α) and chemokine (C-C motif) 

Figure 4.4: Synovial fluid levels of macrophage colony stimulating factors. * p < 0.05 vs. 

contralateral control; # p < 0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle 

treatment. 
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ligand 5 (RANTES) were not detected in the synovial fluid (Figure 4.5B, 4.5E). No differences 

in levels of monocyte chemoattractant protein-1 (MCP-1) were observed between control and 

ACLT operated groups (Figure 4.5D). 

 

Figure 4.5: Synovial fluid levels of chemokines. * p < 0.05 vs. contralateral control; # p < 

0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle treatment. 
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Pro-inflammatory cytokine levels were measured. In the ACLT operated group, levels of 

interleukin 1α, 1β, 2, 6, 7 (IL-1α, IL-1β, IL-2, IL-6, IL-7) were increased compared to both 

contralateral controls. 24R,25(OH)2D3 treatment decreased levels of IL-1α, IL-1β and IL-7 

compared to the vehicle treatment (Figure 4.6A, 4.6B, 4.6E) and brought levels of  IL-1β to 

control level. There were no significant differences in level of IL-2 between the control group 

and ACLT group (Figure 4.6C). 24R,25(OH)2D3 treatment did not have an effect on IL-6 levels 

(Figure 4.6D).  

 

Inflammatory mediators interleukin 12, 17 and 18 (IL-12, IL-17 and IL-18), as well as 

interferon-gamma (IFN-g) and tumor necrosis factor alpha (TNF-) levels were increased in 

vehicle treated ACLT knees compared to both contralateral controls (Figure 4.7A, 4.7B, 4.7C, 

Figure 4.6: Synovial fluid levels of pro-inflammatory cytokines. * p < 0.05 vs. contralateral 

control; # p < 0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle treatment. 
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4.7D, 4.7E). 24R,25(OH)2D3 treatment did not have an effect on IL-12 and it significantly 

decreased levels of IL-17, IL-18, IFN-g and TNF- (Figure 4.7A, 4.7B, 4.7C, 4.7D, 4.7E). In 

addition, treatment of 24R,25(OH)2D3 was able to bring the levels of  IL-18 and TNF- back to 

control levels.  

 

In the ACLT operated group, vehicle treated knees had lower levels of anti-inflammatory 

factors. Specifically, levels of interleukin 4, 5, 10, 13 and macrophage colony-stimulating factor 

(IL-4, IL-5, IL-10, IL-13 and M-CSF) were significantly lower compared to levels of the control 

knees (Figure 4.8A, 4.8B, 4.8C, 4.8D, 4.8E). Treatment of 24R,25(OH )2D3 had no effect on IL-4 

levels (Figure 4.8A) and it increased levels of IL-5, IL-10, IL-13 and M-CSF (4.8B, 4.8C, 4.8D, 

4.8E).  

Figure 4.7: Synovial fluid levels of inflammatory factors. * p < 0.05 vs. contralateral control; 

# p < 0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle treatment. 
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Transforming growth factor β1 (TGF-β1) levels were lower in vehicle treated ACLT 

knees compared to controls. Levels of TGF-β1 were higher in 24R,25(OH )2D3 treated groups 

(Figure 4.9A). Vehicle treated knees had higher levels of TGF-β2 and 3 compared to controls 

and there were no significant differences between vehicle and 24R,25(OH )2D3 treatment (Figure 

4.9B and 4.9C). Vascular endothelial growth factor (VEGF) levels were higher in both treatment 

groups compared to controls and 24R,25(OH )2D3 treatment reduced this increase compared to 

vehicle treated (Figure 4.9D). Erythropoietin (EPO) levels were lower in vehicle treated group 

compared to the control and compared to 24R,25(OH )2D3 treated group. 24R,25(OH )2D3 

treatment up-regulated levels of EPO to control level (Figure 4.9E). 

Figure 4.8: Synovial fluid levels of anti-inflammatory factors. * p < 0.05 vs. contralateral 

control; # p < 0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle treatment. 
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Figure 4.9: Synovial fluid levels of growth factors protein. * p < 0.05 vs. contralateral 

control; # p < 0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle treatment. 
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Serum  

Levels of G-CSF and GM-CSF were higher at day 28 than day 1 levels.  Treatment of 

24R,25(OH)2D3 lowered the levels of G-CSF and GM-CSF  compared to the vehicle treated at 

day 28 (Figure 4.10A, 4.10B). 

 

GRO levels were increased in vehicle treated group at day 28 compared to day 1. 

Treatment of 24R,25(OH)2D3 decreased GRO to day 1 levels (Figure 4.11A). MIP1α and MIP3α 

levels were higher in vehicle treated group at day 28 compared to both vehicle and 

24R,25(OH)2D3 treated groups at day 1. 24R,25(OH)2D3 treatment decreased levels of MIP1α 

and had no effect on MIP3α (Figure 4.11B, 4.11C). MCP-1 levels were lower in 24R,25(OH)2D3 

treated rats compared to vehicle control at day. Vehicle treated rats at day 28  had lower levels of 

MCP-1 compared to its levels at day 1. 24R,25(OH)2D3 decreased levels of MCP-1 at day 28 

compared to the vehicle treated group (Figure 4.11D). RANTES levels were higher at day 28 in 

Figure 4.10: Serum levels of macrophage colony stimulating factors. * p < 0.05 vs. 

contralateral control; # p < 0.05 vs. 24,25D3 contralateral control; $ p < 0.05 vs. vehicle 

treatment. 
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the vehicle treated group compared to both groups at day 1. 24R,25(OH)2D3 treatment decreased 

the levels of MCP-1 at day 28 to day 1 levels (Figure 4.11E).  

 

There were no significant differences in levels of IL-1α, IL-1β, IL-2, IL-6 and IL-7 

between vehicle and 24R,25(OH)2D3  treated groups at day 1. At day 28, levels of these pro-

inflammatory cytokines were higher in vehicle treated group compared to levels of both groups 

at day 1 (Figure 4.12A, 4.12B, 4.12C, 4.12D and 4.12E). Treatment of 24R,25(OH)2D3 lowered 

the levels of these cytokines.  

 

 

 

Figure 4.11: Serum levels of chemokines. * p < 0.05 vs. vehicle treated day 1; # p < 0.05 vs. 

24,25D3 treated day 1; $ p < 0.05 vs. vehicle treated day 28. 
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Figure 4.12: Serum levels of pro-inflammatory cytokines. * p < 0.05 vs. vehicle treated day 

1; # p < 0.05 vs. 24,25D3 treated day 1; $ p < 0.05 vs. vehicle treated day 28. 

 

There were no significant differences in levels of IL-12, IL-17 and IL-18, IFN-g and 

TNF- between vehicle and 24R,25(OH)2D3  treated groups at day 1. At day 28, levels of these 

inflammatory factors were higher in vehicle treated group compared to levels of both groups at 

day 1 (.13A, 4.13B, 4.13C, 4.13D and 4.13E). Treatment of 24R,25(OH)2D3 lowered the levels 

of these cytokines.  
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There were no significant differences in levels of IL-4, IL-5 and IL-10, IL-13 and M-CSF 

between vehicle and 24R,25(OH)2D3  treated groups at day 1. At day 28, levels of IL-4 and IL-5 

stayed the same in the vehicle treated group. 24R,25(OH)2D3  significantly increased levels of IL-

4 and IL-5 compared to vehicle treated at day 28 and compared to both groups at day 1 Figure 

4.14A and 4.14B). IL-10 levels in vehicle treated group increased compared to day 1 and 

24R,25(OH)2D3  treatment further enhanced this increase (Figure 4.14C). Both vehicle and 

24R,25(OH)2D3   treated groups had higher levels of IL-13 at day 28 compared to day 1 and there 

were no significant differences between the two treatments (Figure 4.14D). M-CSF levels 

decreased in the vehicle treated group at day 28 compared to both vehicle and 24R,25(OH)2D3   

Figure 4.13: Serum levels of inflammatory factors. * p < 0.05 vs. vehicle treated day 1; # p < 

0.05 vs. 24,25D3 treated day 1; $ p < 0.05 vs. vehicle treated day 28. 
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Figure 4.14: Serum levels of anti-inflammatory factors. * p < 0.05 vs. vehicle treated day 1; # 

p < 0.05 vs. 24,25D3 treated day 1; $ p < 0.05 vs. vehicle treated day 28. 

 

treated groups at day 1 and treatment of 24R,25(OH)2D3  restored M-CSF levels back to day 1 

levels (Figure 4.14E).  

 

 

Transforming growth factor β1 (TGF-β1) levels were higher in 24R,25(OH)2D3 treated 

group compared to vehicle treated at day 1. This trend of increase continued to day 28 (Figure 

4.15A). There were no significant differences in day 1 and day 28 levels of TGF-β2 and TGF-β3. 

In addition, there were no significant differences between vehicle and 24R,25(OH)2D3 treatments 

at both time points (Figure 4.15B and 4.15C). VEGF levels were higher in both treatment groups 

at day 28 compared to day 1. Treatment of 24R,25(OH)2D3 reduced this increase in VEGF levels 
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to day 1 levels (Figure 4.15D). EPO levels were higher in both treatment groups at day 28 

compared to day 1. Furthermore, treatment of 24R,25(OH)2D3   compared to vehicle treated 

group (Figure 4.15E). 

 

Figure 4.15: Serum levels of growth factors protein. * p < 0.05 vs. vehicle treated day 1; # p < 

0.05 vs. 24,25D3 treated day 1; $ p < 0.05 vs. vehicle treated day 28. 

 

DISCUSSION  

Translational research provides insights into mitigating the long-term effects of OA 

disease process. Animal models are widely used to investigate effective of treatment of knee 

osteoarthritis. Smaller animals are useful because of their ease of use and cost. In our study, we 

chose to use a rat model for preliminary testing as their cartilage  have been shown to be able to 

induce both partial and full-thickness cartilage defects [54] . OA was induced in the study 

through ACLT. The ACLT model has been shown to demonstrate similar symptoms as clinical 
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OA, with animals developing a more localized defect compared to other models [129, 147].  

Normal and osteoarthritic articular cartilage functions can be assessed quantitatively in 

term of morphological properties (thickness, volume, joint surface area), and biomechanical 

properties (equilibrium modulus, dynamic stiffness and hydraulic permeability) as well as 

biological properties (composition, cell proliferation and apoptosis, protein production). In our 

study, ACLT induced OA like changes as results from the study show both morphological and 

biological changes in knees treated with vehicle compared to controls. Composite scores for the 

OA knees were around 2-3, which is supported by literature findings that animals underwent 

ACLT for four weeks scored around 4-5 for histopathology [47].  

In our study, 24R,25(OH)2D3  treatment reduced histopathological scores  in induced OA 

knees, suggesting that 24R,25(OH)2D3  restored cartilage loss. Not only there were more volume 

of cartilage, there were also more proteoglycan stained. 24R,25(OH)2D3  has been shown to play 

important roles in cartilage development, chondrocyte proliferation, differentiation and inhibiting 

growth plate chondrocyte apoptosis [10, 18, 34, 65]. These results suggest that 

24R,25(OH )2D3’s protective effect could have been through inhibiting articular chondrocyte 

apoptosis and promoting synthesis of new ECM.  

Our results showed increased levels of pro-inflammatory cytokines, chemokines and 

macrophage stimulating factors in the induced OA synovial fluids compared to controls. The 

elevation in these factors in the presence of moderate cartilage degradation is supported by 

studies showing that the systemic inflammation observed in OA is at least partially reflective of 

local synovial inflammation [114, 132]. In addition, recent observations indicate that 

inflammation is present in OA joints well before the development of significant radiographic 

change [5]. Furthermore, it has been shown that are increased mononuclear cell infiltration and 
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overexpression of inflammatory mediators in early stage of the disease [8], which corroborate 

our findings. A study comparing inflammatory cytokines profiles associated with osteoarthritis 

and rheumatoid arthritis demonstrate that similar cytokine profiles are present in the synovial 

fluid of both diseases, further supporting that inflammation plays important roles in 

osteoarthritis.  

Extracellular matrix breakdown is ubiquitous in OA cartilage degeneration. It has been 

shown that osteoarthritic cartilage can activate inflammatory cascade and immune response 

[156]. Our results show that increased levels of pro-inflammatory cytokines, chemokines and 

other inflammatory mediators were found in joints with induced OA compared to the control. 

These results are supported by findings that show activation of membrane attack complex leads 

to release of chemokines and cytokines into the joint space and further exacerbate the pathogenic 

response in OA and lead to cartilage degradation [156].  

Our results show that levels of pro-inflammatory mediators were decreased and increased 

levels of anti-inflammatory factors were increased in the 24R,25(OH)2D3  treated rats. These 

results suggest that a possible mechanism of 24R,25(OH)2D3  in reducing cartilage degeneration 

in OA could be through mediating chronic low inflammatory conditions during diseases 

progression.  Currently, most of the anti-inflammatory drugs used to alleviate OA associated 

pain and inflammation do not have disease modifying properties. 

 

CONCLUSION 

Biomechanical properties of the articular cartilage depend on the biochemical 

compositions of the cartilage and the interaction between matrix molecules. Our results indicate 

that 24R,25(OH)2D3  reduced pathological changes of OA.  Taken together with our in vitro 
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studies showing anti-apoptotic and anti-inflammatory effects of 24R,25(OH)2D3 , this study may 

suggest 24R,25(OH)2D3 could be used to halt progression of knee OA.  
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CHAPTER 5 

CHARACTERIZATION OF HUMAN OSTEOARTHRITIC 

KNEES INDICATE POTENTIAL SEX DIFFERENCES 

SUMMARY 

Many musculoskeletal conditions are affected by the sex of the patient. The prevalence of 

osteoarthritis (OA) is higher among women than among men in every age group and with age, 

the overall prevalence of OA increases. Exploring the potential for underlying sex-specific 

differences in the physiological and biochemical properties of osteoarthritic joint tissues may 

permit the development of sex-specific therapies. The vitamin D3 metabolite 1,25(OH)2D3 and 

sex hormones have been shown to regulate cartilage and bone development and homeostasis in a 

sex dependent manner, which suggests that genetic sex plays an important role in regulating OA 

joint biology. To begin to examine this, knee joints of 10 male and 10 female Caucasian patients 

65-75 years of age were obtained during total joint replacement. Levels of vitamin D3 

metabolites, cytokines, matrix metalloproteinases, and growth factors in the synovial fluid were 

determined. Expression of receptors for 1,25(OH)2D3 and estrogen in primary cultures of 

chondrocytes isolated from articular cartilage adjacent to the OA lesions and osteoblasts in the 

subchondral was determined. Chondrocytes and osteoblasts were treated with 10
-8

 M 

1,25(OH)2D3, 17β-estradiol (E2), and dihydrotestosterone (DHT) and effects on gene 

expression assessed. Sex differences were found in basal levels of hormone receptors, synovial 

fluid levels of vitamin D metabolites, cytokines, and metalloproteinases. Male cells were more 

responsive to 1,25(OH)2D3 and DHT. E2 reduced OA changes in female cells, suggesting 

hormonal modulation could contribute to the sex differences in severity and development of knee 
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OA. This study is the first to demonstrate sex differences in tissues from osteoarthritic knees. 

Results from this study have implications for potentially different preventions and treatments of 

OA between male and female patients. Further research is needed to better understand these sex-

based differences.  

INTRODUCTION 

Osteoarthritis (OA) is a leading cause of pain and disability in adults. Nearly one in two 

people may develop symptomatic knee OA by age 85 [98]. OA affects the whole joint, i.e., the 

cartilage, bone, muscle, tendons and synovium and impacts daily life and function. Symptoms 

may include joint pain, tenderness, stiffness, and locking [150]. A variety of causes including 

hereditary, developmental, metabolic, or mechanical deficits may initiate processes leading to 

cartilage loss. Risk factors for OA include gender, race/ethnicity, joint instability, obesity, joint 

trauma, and age.  

Epidemiological studies show sex-specific differences in prevalence and severity of OA 

[119, 160]. On average, the rate of arthritis is 58% higher in women than in men [145]. Women 

report more pain than men due to OA and are more likely to have reductions in function and 

quality of life [130]. Biomechanical differences between men and women may contribute to 

differences in OA prevalence, although data supporting this are not clear [103]. Thus, other sex 

differences may be involved. 

Studies indicate that bone and cartilage cells exhibit sex-specific responses to the vitamin 

D metabolites, 1,25-dihydroxyvitamin D3 [1,25(OH)2D3] and 24,25(OH)2D3 [107, 111, 125], 

suggesting that sex differences in response to vitamin D metabolites may affect the development 

and progression of OA. In addition to its role in maintaining calcium homeostasis and bone 

metabolism [13, 110, 135], recent evidence suggests that 1,25(OH)2D3 plays important roles in 
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cartilage remodeling and participates in the inflammatory response [60, 136]. Epidemiological 

studies have correlated low serum levels of 25-hydroxyvitamin D3 [25(OH)D3], the precursor of 

1,25(OH)2D3 and 24,25(OH)2D3 with OA progression [41]. Moreover, vitamin D 

supplementation had a protective effect against OA in rats by reducing mRNAs for MMP-3, IL-

1β, and TNF-α, factors that are associated with cartilage degradation and inflammation [23]. 

Interestingly, 1,25(OH)2D3 induced production of 17β-estradiol in female rat chondrocytes, but 

not male chondrocytes, further demonstrating that there is sexual dimorphism at the cellular level 

[141].   

Sex hormones are important regulators of cartilage biology. Ovariectomized cynomolgus 

monkeys exhibit histopathological features typical of OA, suggesting that estrogen has a 

protective effect [56]. Studies using a mouse model of OA support this; ovariectomized female 

mice had more OA than intact mice but orchidectomized male mice had less severe OA than 

intact males [90]. A number of studies have shown sexual dimorphism in the response of 

chondrocytes and osteoblasts to 17β-estradiol (E2) and dihydrotestosterone (DHT) at the cellular 

level [38, 39, 102, 142]. However, the effects of sex hormones on the incidence and progression  

of knee OA, as well as on the regenerative potential of affected cartilage are poorly understood.  

Dysregulation of Wnt signaling pathways may play a role in the development of OA with 

the potential for sex differences in this dysregulation. Because Wnt pathways are involved in 

both cartilage and bone formation and regulation of chondrocyte hypertrophy in the growth plate, 

dysregulation of Wnt pathways in adult tissues could contribute to the chondrocyte hypertrophy 

seen in OA. DKKs1-4, Wnt antagonists, were reported to be present in articular cartilage with 

DKK-1 also found in human OA synovium [158]. Studies have shown that 1α,25(OH)2D3 and 
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Wnt5a mediate their effects via similar receptor components and suggests that these two 

pathways may interact [36]. 

The aim of this study was to determine if sex-specific differences are present in tissues 

from males and females that have developed significant knee OA. Clinically, all patients 

receiving total joint replacement exhibited comparable levels of OA severity, eliminating disease 

progression as a variable. We focused on potential differences in synovial fluid factors, serum 

25(OH)D3, presence of receptors for 1,25(OH)2D3 and 17-estradiol in isolated chondrocytes 

and osteoblasts, and the response of these cells to 1,25(OH)2D3, 24R,25(OH)2D3, E2 and DHT.  

MATERIALS AND METHODS 

Study Subjects and Data Collection 

Power analysis determined that twenty patients, 10 male and 10 female were needed in 

order to detect statistically relevant differences. Twenty white, non-Hispanic patients (10 males 

and 10 females) between the ages of 65 and 75 that were undergoing joint replacement surgery 

due to significant osteoarthritis were included in this study. Patients with any of the following 

characteristics were excluded: inflammatory arthritis, osteonecrosis, prior upper tibial osteotomy, 

premenopausal women, age less than 65 years or age greater than 75 years, insulin dependent or 

diabetic, BMI greater than 30, or history of knee infection.   

Information collected at the Mayo Clinic prior to surgery included demographics (age, 

sex, BMI); medications and supplements (vitamin D supplements, bisphosphonates use, and 

estrogen use); SF-12, WOMAC, and PASE functional scale tests; serum 25(OH)D3; and standard 

radiographs. Within two weeks prior to surgery, patients completed the OARSI-OMERACT pain 

scale [58], the knee pain map [146], and pressure pain thresholds at the knee using JTECH 

(wireless) version 5 software [118, 154].  
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Fresh human tissue was obtained from consenting patients undergoing elective total knee 

arthroplasty at Mayo Clinic, Jacksonville, FL. The fluid and tissue obtained are normally 

discarded during the course of the procedure. Synovial fluid was aspirated from the knee joint 

prior to skin incision, snap frozen and stored at -80
o
C.  Bone with overlaying cartilage specimens 

were from the distal and posterior medial and lateral femoral condyles and the proximal tibial 

bone cut.  Bone/cartilage specimens were shipped on ice to the Georgia Institute of Technology 

(Atlanta, GA) or to the School of Engineering Institute for Engineering and Medicine at Virginia 

Commonwealth University (VCU, Richmond, VA). Upon receipt, the knee tissues were 

dissected, separating articular cartilage, subchondral bone, synovial membrane, and meniscus. 

Tissues were coded using the de-identified patient number provided by Mayo. Articulating 

surfaces of the tibia and femur were photographed. Chondrocytes and osteoblasts were isolated 

at time of receipt; meniscus, synovium, bone and cartilage were processed for histology as 

described below. Synovial fluid was thawed and aliquoted, then stored at -80
o
C until used.  All 

assays performed at VCU were blinded to donor sex. 

Histology of Knee Tissues 

Lateral and medial menisci were dehydrated in a series of 95% and 100% ethanol and 

xylene washes, then the samples were embedded in paraffin. Sections 7-μm thick were stained 

with haematoxylin and eosin (H&E). Synovium samples were embedded in OCT compound and 

then were cut into 7-μm sections using a cryostat. Synovium samples were stored in -80◦C until 

they were stained. Sections were imaged using a Zeiss Observer Z1 microscope using a 20x 

objective. 

Following fixation in 10% formalin, cartilage and bone samples were decalcified (Decal 

Chemical Corporation, Tallman, NY, USA) for 16 hours on a rotating platform before being 
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dehydrated in a series of 95% and 100% ethanol and xylene washes. Samples were embedded in 

paraffin; 7-μm sections were stained with H&E. Cartilage tissues were also stained with 

safranin-O to assess glycosaminoglycan content.  

Synovial Fluid 

Synovial fluid levels of 1,25(OH)2D3 were measured according to manufacturer’s 

instructions using a human 1,25(OH)2D3 (DHVD3) ELISA Kit (Novatein Biosciences, 

Cambridge, MA, USA). Levels of 25(OH)D3 were measured according to manufacturer’s 

instructions using a human 25-Hydroxyvitamin D3 (25HVD3) ELISA Kit (Novatein 

Biosciences). In addition, we used an ELISA kit from Immunodiagnostic Systems (Gaithersburg, 

MD, USA) that measured 25(OH)D3, 25(OH)D2 and 24,25(OH)2D3. We then approximated the 

amount of 24,25(OH)2D3 plus 25(OH)D2 by subtracting the values for 25(OH)D3 that were 

obtained using the Novatein Biosciences assay. Because other vitamin D metabolites might also 

be present, including 1,24,25(OH)3D3, mass spectrometry (Thermo Vantage Triple Quadrupole 

Mass Spectrometer, Biotrial, Quebec, Canada) was used to measure 24,25(OH)2D3 specifically. 

Data were normalized to synovial fluid volume. 

Inflammatory cytokines and matrix metalloproteinases present in the synovial fluid were 

measured using a Luminex screening assay (R&D Systems, Minneapolis, MN, USA). This assay 

uses superparamagnetic beads coated with analyte-specific antibodies. TGF-β1, 2, and 3 levels 

were measured using a magnetic bead–based multiplex assay (Bio-Rad, Hercules, CA, USA). 

Sulfated glycosaminoglycan levels were measured using the dimethyl methylene blue assay 

(Sigma Aldrich, St. Louis, MO, USA) [48]. In all cases, data were normalized to synovial fluid 

volume. 
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Isolation of Chondrocytes and Osteoblasts 

Articular cartilage from areas of minimal fibrillation and from areas of maximum erosion 

was obtained by sharp dissection for each patient (Figure 1C). Cartilage pieces were minced and 

incubated in Dulbecco’s modified Eagle’s medium (DMEM, Thermo Fisher, Waltham, MA, 

USA) containing 0.25% trypsin (Life Technologies, Carlsbad, CA, USA) for 30 minutes at 37°C. 

After discarding the trypsin digest, chondrocytes were isolated from cleaned cartilage fragments 

by incubating them for 16 hours in 0.03% collagenase type II (Worthington Biosciences, 

Lakewood, NJ) in DMEM containing 100 U/mL penicillin and 100 µg/mL streptomycin. Cells 

were separated from remaining cartilage pieces by straining the mixture through a 40-µm filter. 

Cells were cultured in DMEM supplemented with 10% fetal bovine serum (FBS) (Life 

Technologies) and 100 U/mL penicillin and 100 µg/mL streptomycin. Passage 1 cells were used 

for all experiments and cells were seeded at 15,000 per cm
2
 for all experiments.  

Subchondral bone samples obtained from regions under minimally fibrillated cartilage 

and under regions of maximal cartilage erosion were minced into small chips, incubated in 

0.25% trypsin for 30 minutes at 37°C, and then washed with DMEM with 1% penicillin-

streptomycin three times. After washing, bone chips were cultured for two weeks in Petri dishes 

containing DMEM with 1% penicillin-streptomycin and 10% FBS to enable osteoprogenitor 

cells to migrate out onto the dish surface. Media were changed once a week until cells reached 

confluence. Cells were then subcultured by seeding at 10,000 cells per cm
2 
for all experiments.  

Characterization of Chondrocytes 

First passage cells from six patients of each sex were used for these experiments.  In 

order to determine if chondrocytes were competent to respond to hormone treatment, mRNA 

levels for receptors for 1,25(OH)2D3 (nVDR and PDIA3) or 17-estradiol (ER66 [ESR1] and 
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ERα36) were measured in chondrocytes and osteoblasts from both fibrillated and minimally 

affected OA tissues via real-time qPCR [25].  The cells were further characterized with respect to 

basal expression of inflammatory cytokines (IL1A, IL1B, IL6, IL8, IL10) [66]. Related work has 

shown that differentiation of chondrocytes in response to 1,25(OH)2D3 involves signaling via 

wingless-Int pathway molecules (WNT3A, WNT5A, CTNNB, DKK1, and DKK2) [108].  

Therefore, we also measured RNA expression for these proteins. Primers for each of these 

mRNAs are shown in Supplemental Table 1. QuantiTect primers were purchased from Qiagen 

(Valencia, CA, USA). 

RNA was harvested using a TRIzol® (Invitrogen, Carlsbad, CA, USA) extraction method 

following the manufacturer’s protocol. RNA was quantified using a NanoDrop 

spectrophotometer (Thermo Scientific, Waltham, MA, USA) and specific mRNAs (250 ng) were 

amplified using reverse transcription (High Capacity cDNA Reverse Transcription kit, Life 

Technologies). Starting quantities of mRNA were determined using SybrGreen chemistry 

(Power SYBR® Green PCR Master Mix, Life Technologies) in a StepOne Plus imaging system 

(Life Technologies). All gene expression was normalized to glyceraldehyde-3-phosphate 

dehydrogenase (GAPDH).   

In order to examine if there are sex differences in response to hormonal treatment, 

confluent first passage chondrocytes were treated with 10
-8

 M 1,25(OH)2D3 (Enzo Life 

Sciences, Plymouth, PA, USA) or 10
-8

 M 17-estradiol (Sigma Aldrich, St. Louis, MO, USA).  

In addition, cells were treated with 10
-7

 M 24R,25(OH)2D3 (Enzo Lifesciences) or 10
-8

 M 5-

dihydrotestosterone (DHT) (Sigma Aldrich). 

Expression of chondrocyte genes was assayed at 12 hours. mRNAs for aggrecan 

(ACAN), type II collagen (COL2A1), and cartilage oligomeric matrix protein (COMP) was 
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measured using real-time qPCR as described above. Primers used are listed in supplemental table 

1.   

To measure alkaline phosphatase specific activity, confluent first passage cells were 

treated for 24 hours with either vehicle (0.01% ethanol), or 10
-8

 M 1α,25(OH)2D3 or E2. Cells 

were harvested by trypsin digestion and were lysed in Triton X-100 (Sigma Aldrich). Alkaline 

phosphatase specific activity was measured by assaying the release of p-nitrophenol from p-

nitrophenylphosphate at a pH of 10.2 in the cell lysates. Enzyme activity was normalized to total 

protein content of the cell lysates (BCA Protein Assay; Thermo Fisher Scientific, Waltham, MA, 

USA) [155].  

Osteoblasts 

Confluent first passage osteoblasts were treated with either vehicle (0.01% ethanol) or 10
-

8
 M 1α,25(OH)2D3, E2 or DHT for 24 hours. The conditioned media were collected and levels of 

secreted osteocalcin and osteoprotegerin were determined. Osteocalcin was measured using a 

commercially available radioimmunoassay following manufacturer’s instructions (Biomedical 

Technologies, Stoughton, MA, USA) [106]. Osteoprotegerin was measured by ELISA (R&D 

Systems, Minneapolis, MN, USA) [109]. After decanting the conditioned media, cells were 

harvested by trypsin digestion and alkaline phosphatase specific activity was determined in cell 

lysates as described above. DNA was measured using a fluorometric assay from Promega 

(Madison, WI, USA). Levels of secreted factors in the conditioned media were normalized to 

total DNA.  

Statistical Analysis  

Clinical data were summarized for each sex by the sample median and interquartile range 

for numerical variables while categorical variables were summarized by frequency and 
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percentage. Comparisons between males and females were evaluated using a Wilcoxon rank sum 

test for numerical variables, Cochran-Armitage test for trend for ordered variables, and Fisher’s 

exact test for categorical variables. p-values < 0.05 are considered statistically significant without 

adjustment for multiple testing owing to the exploratory and hypothesis-generating nature of the 

study. The considerable number of tests being performed increases the chance of a Type I error, 

and interpretation of the results should consider this. Additionally, the small sample size 

increases the chance of a Type II error (ie. false-negative association). Statistical analyses were 

performed using SAS statistical software (version 9.3; SAS Institute Inc.; Cary, NC). 

Data from the cell study presented are the mean ± SEM of n=6 independent cultures for 

each patient per variable. Six patients of each sex were examined for the cell hormone treatment 

study. Statistical significance was determined by ANOVA with post-hoc Bonferroni’s 

modification of Student’s t-test. For graphs labeled as treatment over control, the value of each 

sample from the treated group was divided by the mean of the control group. Each data point 

represents the mean ± SEM for six normalized values. The control is represented by a dashed 

line with a value equal to one. Significance was determined by Mann Whitney test. p ≤ 0.05 was 

considered to be significant.   

RESULTS 

Patient Demographics and Clinical Findings 

Patient demographics and clinical characteristics are summarized in Table 5.1 according 

to sex and statistical differences between sexes are presented. Of the 10 males and 10 females in 

the study, the median age was 69 years (range, 65 to 75 years) and median BMI was 26.5 (range, 

21.0 to 29.0). Although not statistically significant, there was some evidence to suggest that 

previous or current vitamin D use was more common in females than males (90% vs. 50%, 
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p=0.14). As expected, previous or current estrogen use was more common in females than males 

(80% vs. 0%, p<0.001). There was no evidence of a difference in age, BMI, bisphosphonate use, 

prior knee surgery, prior intra-articular steroid injections, or prior intra-articular hyaluronic acid 

injections between males and females (all p≥0.21).  

Preoperative radiographic and knee pain assessments are summarized in Table 5.2 

according to sex. The pain pressure threshold 1 cm above the medial joint line was significantly 
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lower in females than males (median, 3.0 vs. 5.1 kg, p=0.007). There was no evidence of a 

difference in serum 25(OH)D3, radiographic assessment, knee pain, or areas of knee pain (all 

p≥0.37). There was no evidence of a difference between males and females in the pain and 

functional assessment prior to surgery, including the WOMAC, OARSI-MERACT, and SF-12 

(all p≥0.36, Table 5.3).  

 

 

 

 

 

 

 

 

 

 

 



72 
 

 

Tissue Morphology and Histology 

All patients exhibited similar morphological and histological features. All patients had 

radiographic evidence of joint narrowing and bone-bone contact (Figure 5.1A). Figure 5.1B 

shows a healthy joint with no cartilage fibrillation. There was significant fibrillation of the 

cartilage (Figure 5.1C) and safranin-O staining indicated that there was loss of proteoglycans 

(Figure 5.1D). Histology of the synovium showed hyperplasia and infiltration of adipocytes 

(Figure 5.1E). The meniscus appeared to have dense intra-articular aggregates of inflammatory 
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cells (Figure 5.1F).  

 

Synovial Fluid 

Synovial fluid differed between males and females (Table 5.4).  Males had increased 

levels of MMPs 1, 7, 9 and 13. Hepatocyte growth factor (HGF), stem cell factor (SCF), and 

stem cell growth factor beta (SCGF-beta) were all higher in male synovial fluid than in females. 

The amounts of sulfated glycosaminoglycans (sGAG), TGF-β1 and TGF-β2 were higher in 

males compared to females. Females had higher levels of inflammatory cytokines, IL-2α, IL-3, 

IL-12p40, IL-16, IL18, TNF-β, and chondrocyte apoptosis inducing factor (TRAIL) compared to 

males. Higher levels of macrophage stimulators (leukemia inhibitory factor [LIF], macrophage 

colony-stimulating factor [M-CSF], macrophage migration inhibitory factor [MIF]), and pro-

Figure 5.1: X-Ray image showing joint narrowing and bone-bone contact (A). Arthroscopic 

images of normal knee cartilage (B) and segment of bone and articular cartilage from routine 

bone resection during total knee arthroplasty. Articular cartilage from areas of minimal 

fibrillation (arrow) and from areas of maximum erosion (star) were obtained for each patient. 

(C). Safranin-O stained fibrillated cartilage showing proteoglycan (D). H&E stained synovium 

(E) and meniscus (F) isolated from OA knees.  
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inflammatory mediators (growth-regulated oncogene α [GRO-α], monocyte chemotactic protein-

3 [MCP-3], and monokine induced by gamma interferon [MIG]) were found in females 

compared to males.  

 

 



75 
 

 

No sex-specific differences in the concentration of 1,25(OH)2D3 in the synovial fluid 

were detected (Figure 5.2A). Compared to males, females had less 25(OH)D3; 25(OH)D3 + 

25(OH)D2 + 24,25(OH)2D3; and calculated 24,25(OH)2D3 + 25(OH)D2 in the synovial fluid 

(Figure 5.2B, 5.2C, 5.2D). However, using mass spectrometry, no differences in the levels of 

24,25(OH)2D3 between females and males were detected (Figure 5.2E).  

Figure 5.2: Synovial fluid levels of vitamin D metabolites were measured using ELISA (A-D) 

and mass spectrometry (E). *p<0.05 vs. male. 

 



76 
 

Chondrocytes  

Chrondrocytes expressed mRNAs for both receptors for 1,25(OH)2D3 (nVDR and 

PDIA3) and for both ER66 (ESR1) and ER36 (Figures 5.3A-D, respectively). Where 

fibrillation was minimal, female chondrocytes had less nVDR mRNA than male cells but 

comparable levels of mRNAs for the other three receptors. Female cells isolated from eroded 

cartilage had less nVDR mRNA, less PDIA3 mRNA, and more ESR1 mRNA than male cells.  

mRNAs for inflammatory cytokines were elevated in male cells from eroded cartilage 

compared to cells from minimally fibrillated cartilage (Figures 5.3E-H). In contrast, female cells 

exhibited no differences in IL1a or IL1b mRNAs and expression of IL6 and IL8 was reduced in 

the female erosion cells compared to the minimally fibrillated cells. Female cells from minimally 

fibrillated cartilage had higher expression of IL1A, IL6 and IL8 than male cells from similar 

cartilage. No difference in expression of the pro-inflammatory cytokine IL10 was evident 

between male and female cells or as a function of the type of cartilage from which the cells were 

isolated (Figure 5.3I).  

Sex-specific differences in expression of Wnt signaling molecules were observed, 

particularly in chondrocytes isolated from erosion cartilage. WNT3A, CTNNB, DKK2 and 

DKK2 were all expressed to a greater extent in male erosion cells than in cells from minimally 

eroded tissues (Figures 3J, L, M and N).  This was also the case for CTNNB and DKK1 in cells 

from female erosion tissue compared to minimally fibrillated female cells (Figures 3L and M).  

However, WNT5A (Figure 3K) and DKK2 (Figure 3N) were reduced in female erosion tissue 

compared to minimally fibrillated tissue and the levels of these two mRNAs were significantly 

lower than seen in male cells from similar tissues.  
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Chondrocytes responded to stimulation by vitamin D metabolites in a sex-specific 

manner. Male cells exhibited a more robust increase in alkaline phosphatase activity in response 

to 1,25(OH)2D3 than female cells (Figure 5.4A), but expression of ACAN was reduced (Figure 

5.4B). No sex-specific differences in expression of COL2A1 or COMP were observed (Figures 

5.4C, 5.4D).  24R,25(OH)2D3 inhibited alkaline phosphatase activity in female chondrocyte 

cultures compared to control cells and compared to male cells (5.4E).  24R,25(OH)2D3 had a 

stimulatory effect on male cells compared to control cultures and to female cells treated with the 

vitamin D metabolite (5.4F). 24R,25(OH)2D3 affected male and female cells comparably with 

Figure 5.3: Phenotypic characteristics of female and male primary chondrocytes isolated 

from knee replacement tissues. mRNAs for 1α,25(OH)2D3 (VDR [a] and PDIA3 [b]) and 

estrogen receptors (ER66 [c] and ER36 [d]), interleukins (IL1A [e], IL1B [f], IL6 [g], IL8 

[h] and IL10 [i]), and Wnt signaling molecules (WNT3A [j], WNT5A [k], beta-catenin 

[CTNNB] [l], DKK1 [m], and DKK2 [n]) were measured using real-time qPCR. *p<0.05 vs. 

minimal fibrillation; #p<0.05 vs. male. 
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respect to COL2A1 (increase) or COMP (decrease) (5.4G,H). 

 

 

E2 reduced alkaline phosphatase activity in male cells and stimulated it in female cells 

(Figure 5.5A). E2 had no effect on expression of ACAN, COL2A1 or COMP in male cells, but it 

increased expression of all three mRNAs in female cells (Figure 5.5C-D). DHT reduced alkaline 

phosphatase activity in male cells but had no effect on this enzyme in female cells (Figure 5.5E). 

DHT had no effect on expression of ACAN, COL2A1 or COMP in cells of either sex (5.5F-H). 

 

 

 

Figure 5.4: Response of passage 1 chondrocytes treated with 10
-8

 M 1α,25(OH)2D3 (A-D) and 

10
-7

 M 24R,25(OH)2D3E2 (E-H). Alkaline phosphatase specific activity was measured in 

whole cell lysates. mRNAs for chondrocyte genes were measured using rea-time qPCR. Data 

show treatment vs. vehicle control ratios. The dashed line represents the vehicle control 

(dashed line=1).  *p<0.05 vs. control; #p<0.05 vs. male. 
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Osteoblasts 

Male osteoblasts from erosion tissue expressed high levels of nVDR compared to 

minimally fibrillated male cells or to female cells from either site (Figure 5.6A). No differences 

in expression of PDIA3 were observed (Figure 5.6B).  Female cells expressed more ESR1 and 

more ER36 than male cells (Figure 5.6C,D).  However, no differences in expression of either 

E2 receptor were seen as a function of the cell source.  

Figure 5.5: Response of passage 1 chondrocytes treated with 10
-8

 M E2 (A-D) and 10
-7

 M 

DHT (E-H). Alkaline phosphatase specific activity was measured in whole cell lysates. 

mRNAs for chondrocyte genes were measured using rea-time qPCR. Data show treatment vs. 

vehicle control ratios. The dashed line represents the vehicle control (dashed line=1).  *p<0.05 

vs. control; #p<0.05 vs. male. 
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Figure 5.6: Female and male primary osteoblasts were isolated from subchondral bone. mRNAs 

for 1α,25(OH)2D3 (VDR (A) and PDIA3 (B)) and estrogen receptors ERa66 (ERa (C)) and 

ERa36 (D) were measured using real-time qPCR. *p<0.05 vs. minimal fibrillation; #p<0.05 vs. 

male. 

 

In male osteoblasts, 1,25(OH)2D3 increased alkaline phosphatase activity (Figure 5.7A) 

and osteocalcin production (Figure 5.7B), but decreased levels of osteoprotegerin (Figure 5.7C). 

1,25(OH)2D3 had no effect on alkaline phosphatase activity in female cells, but its stimulatory 

effect on osteocalcin and inhibitory effect on osteoprotegerin were comparable to that seen in 

male cells. E2 inhibited alkaline phosphatase activity in male cells (Figure 5.7D). It had no effect 

on enzyme activity in female osteoblast, but it stimulated osteocalcin production in the female 

cells (Figure 5.7E) and it inhibited osteoprotegern production (Figure 5.7F). In contrast, DHT 

increased alkaline phosphatase activity in male osteoblasts (Figure 5.7G), increased osteocalcin 

production (Figure 5.7H), and reduced osteoprotegerin production (Figure 5.7J). Female cells 
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exhibited increase osteoprotegerin production in response to DHT.  

 

Figure 5.7: Response of passage 1 osteoblasts treated with 10
-8

 M 1,25(OH)2D3 (A-C), 10
-8

 M 

E2 (D-F) and 10
-7

 M DHT (G-J). Alkaline phosphatase specific activity was measured in whole 

cell lysates. Osteocalcin and osteoprotegerin were measured using ELISA. Data show treatment 

vs. vehicle control ratios. The dashed line represents the vehicle control (dashed line=1).  

*p<0.05 vs. control; #p<0.05 vs. male. 

 

DISCUSSION 

This study used tissues and fluids obtained during total knee replacement surgery to 

investigate potential sex differences in knee tissues affected by OA. The severity of OA in the 

male and female patients was comparable. Thus, detected differences could be ascribed to 
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underlying sex-dependent traits, rather than differences in disease status. Our results demonstrate 

that sex differences are present in OA affected tissues. Not only are there differences in the 

composition of synovial fluid, but chondrocytes and osteoblasts isolated from OA affected 

cartilage and bone differ in a sex-dependent manner with respect to expression of hormone 

receptors and respond differentially to 1,25(OH)2D3, 24R,25(OH)2D3, E2 and DHT. Moreover, 

articular chondrocytes from male and female patients exhibit sex differences in their expression 

of genes for inflammatory cytokines, enzymes involved in matrix degradation, and Wnt signaling 

molecules involved in regulation of proliferation and differentiation. 

The underlying etiology of OA is not well understood. It has been hypothesized that 

mechanical instabilities lead to changes in the biomechanical properties of the articular cartilage, 

and ultimately in the biochemical properties of the cells and extracellular matrix [103]. Recent 

data indicate that there are sex-specific differences at the molecular and cellular level that may 

exacerbate the effects of altered mechanical load [17, 30, 81]. Our patient population exhibited 

few clinical differences between men and women. There was no evidence of a difference in 

serum 25(OH)D3 levels, radiographic assessment, knee pain, or areas of knee pain prior to 

surgery between females and males. This could be due to the advanced stage of disease in the 

study population. Our power analysis determined that 10 males and 10 females would be 

sufficient to identify statistically significant differences, suggesting that sex-dependent clinical 

differences are relatively minor at this stage. Studies done on younger patients have shown sex 

differences in knees, with articular cartilage surface areas being 17.5% to 23.5% lower in women 

than in men [37]. This supports the idea that sex differences contribute to disease progression, 

but once advanced disease is established, sex differences are less evident. 

We did observe some clinical differences in the study patient population that were sex-
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dependent. The pain pressure threshold 1-cm above the medial joint line was significantly lower 

in females than males; the clinical significance of this is unclear. We did not test the pain 

pressure threshold of anatomic regions outside the medial knee and further study is warranted. 

We also found females were more likely to have used or are using vitamin D and estrogen 

supplements compared to males. Studies have linked estrogen supplementation with reduced risk 

of OA, which could explain how a drop in estrogen in postmenopausal women could contribute 

to severity of OA found in females
 
[56, 133] compared to males. Together, these data suggest 

that future studies should include younger post-menopausal women and age-matched men to 

better assess sex differences in their disease severity.  

Synovial fluid composition was affected by the genetic sex of the patient in a number of 

ways.  Males had higher levels of matrix metalloproteinases, which are the primary enzymes 

responsible for the degradation of cartilage. They also had higher HGF (hepatocyte growth 

factor), which is synthesized by osteoblasts from the subchondral bone plate and produced at a 

higher rate by osteoarthritis osteoblasts [113]. However, males had higher levels of growth 

factors including TGF-βs, SCF (stem cell factor), and SCGF-beta (stem cell growth factor beta) 

and sGAGs compared to females, which have been shown to protect articular cartilage from 

degradation [57, 91, 151]. These results suggest that males may be more resistant to OA; 

although they had higher levels of matrix degradation enzymes, they also had more protective 

and growth inducing factors that could aid in the repair and remodeling processes. Females had 

higher levels of inflammatory cytokines, especially IL-18, which induces the production of 

PGE2 [44]. This is corroborated by studies showing that women experience more pain [130]. 

Females had less protective factors, which could explain their increased disease severity as they 

lose the protective effect of estrogen.  
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Factors that stimulate immune cells and macrophages were higher in synovial fluid from 

females than males. SCF and SCGF-beta have been shown to play a role in synovial mast cell 

proliferation and joint inflammation [24]. MIF is one of key regulators in acute and chronic 

immune-inflammatory conditions [75] and plays a crucial role in joint destruction and 

rheumatoid arthritis (RA) pathogenesis. Higher levels of TNF-β in female synovial fluids could 

be explained by the increase of macrophage factors found in females. During inflammation, 

macrophages can stimulate the production of TNF, a key cytokine that is thought to drive the 

inflammatory cascade in OA [73]. Females also had higher levels of TRAIL, which has been 

shown to induce chondrocyte apoptosis of chondrocytes and alters OA pathogenesis [84]. These 

results help elucidate why OA is more severe in females compared to males.  

Vitamin D insufficiency is linked with weaker upper and lower limb strength and is 

associated with increased risks of falling in females [43, 96] and epidemiological studies have 

linked low levels of serum 25(OH)D3 with increased risk of knee OA [59, 93]. Although no sex 

differences in serum 25(OH)D3 were found, this vitamin D metabolite was reduced in synovial 

fluid from female patients compared to males. 25(OH)D3 is produced in the liver and is the 

precursor for subsequent metabolism of vitamin D in the kidney as well as in target tissues such 

as cartilage [104, 128]. Our finding that 25(OH)D3 was reduced in synovial fluid from females 

suggests that sex differences in vitamin D metabolite levels could be risk factors for OA [2, 163]. 

The ELISA kit used to measure 1,25(OH)2D3, the active metabolite of 25(OH)D3 associated with 

Ca++ homeostasis as well as terminal differentiation of chondrocytes and osteoblasts [20, 21, 

99], did not detect a difference between males and females.  Because a suitable kit does not exist 

for measuring 24,25(OH)2D3, an active metabolite associated with chondrocyte proliferation and 

resistance to apoptotic stimuli [18], we compared the results using two kits, one that measured 
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25(OH)D3 alone and one that measured 25(OH)D3, 25(OH)D2 and 24,25(OH)2D3. Both kits 

identified reduced vitamin D metabolites in female synovial fluid, suggesting a possible 

reduction in 24,25(OH)2D3. However, when 24,25(OH)2D3 was measured directly by a 

commercial lab using mass spectroscopy, no sex difference was found. None of these methods is 

definitive, but taken together they show a clear and reproducible finding that synovial vitamin D 

metabolites are regulated in a sex-dependent manner. 

Cells isolated from both erosion cartilage and minimally fibrillated cartilage exhibited 

sex-specific phenotypic traits. In addition to differences in receptor expression discussed below, 

there were a number of differences with respect to expression of mRNAs for pro-inflammatory 

cytokines.  The level of these cytokines was comparable for eroded cartilage regardless of sex; 

however, in minimally fibrillated cartilage females had higher levels of pro-inflammatory 

cytokines compared to males. This suggests that female cartilage may be produce higher levels 

of inflammatory cytokines at an earlier stage of osteoarthritis. Interestingly, the anti-

inflammatory cytokine IL10 was expressed at comparable levels in cells from males and females 

irrespective of tissue source.   

Expression of mRNAs for WNT family genes varied in a sex-specific manner as well, but 

the interpretation of these data will require further experimentation. Higher levels of Wnt 

antagonists are suggested to inhibit chondrocyte hypertrophy. DKK1 inhibits MMP-13 and 

ADAMTS-4 expression in chondrocytes in response to Wnt3a treatment [105]. Activation of 

Wnt/β-Catenin signaling in primary human chondrocytes, inhibits basal IL-1β stimulated 

increases in MMP-1, -3,-13 levels, possibly through inhibition of NFκB signaling [12, 85]. 

Males had higher levels of WNT signaling molecules, which is consistent with our findings that 

although males had higher levels of MMPs, they may be more resistant to OA as they also had 
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more factors that are protective.  

Studies using growth plate chondrocytes and healthy human articular chondrocytes 

showed that the numbers of receptors vary in a sex-specific manner [39, 76, 94]. Our results 

examining gene expression also demonstrated sex-dependent differences.  Chondrocytes from 

male erosion tissue and minimally fibrillated tissue expressed higher levels of mRNAs for the 

nuclear VDR whereas receptors for ER66 (ESR1) were lower in cells from male erosion tissue 

than from female erosion tissue. Osteoblasts from male erosion tissue subchondral bone 

exhibited higher nuclear VDR expression and female osteoblasts had higher ESR1 than male 

cells. In addition, female osteoblasts from bone harvested from minimally fibrillated tissues had 

higher levels of the membrane-associated receptor for E2, ER36. These findings could account 

for the differences observed in responsiveness to E2. They are supported by our previous 

observations using articular chondrocytes from normal males, which showed that male cells had 

no response to E2 whereas female chondrocytes exhibited a marked response to E2 [76].   

We used passage 1 cells in the study to investigate the effect of hormone treatments on 

the cells. Human chondrocytes lose phenotypic traits when subpassaged, so it is preferable to use 

primary cells. Unfortunately, the number of primary cells was limited, necessitating the need for 

culture expansion. In a series of preliminary studies, we found that the first passage cells 

expressed similar levels of chondrocyte and osteoblast markers (data not shown). One of the 

limitations of our studies is that we could not get tissues from normal human knees as a control. 

However, we addressed the limitation by using cartilage and bone from areas that showed 

minimal fibrillation.  

Increased levels of IL6 and IL8 and decreased levels of IL10 are linked with OA [4, 62, 

72, 138]. In addition, IL1A, IL1B, IL6, and IL8 are up-regulated during inflammation that leads 
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to production of matrix metalloproteinases and matrix degradation [26]. In our study, males had 

higher levels of pro-inflammatory cytokines in erosion cells compared to the minimally 

fibrillated cells and compared to females, which could explain why males had higher MMPs 

found in their synovial fluids. IL-10 inhibits IL-1 and TNF-alpha expression [33]; thus its up-

regulation in osteoarthritic chondrocytes may counteract the detrimental effects of these 

catabolic cytokines. Our results show that there were no differences in IL10 levels between 

males and females, and between erosion and minimally fibrillated cells, which could suggest that 

its protective effect on advanced osteoarthritic cells is lost. 

Vitamin D metabolites play important roles in skeletal development [67] and in 

maintaining cartilage and bone homeostasis [35, 77]. Disruption in signaling by 1,25(OH)2D3, 

either through the VDR or PDIA3, has been shown to result in altered cartilage and bone 

stability [16, 83]. Collectively, our data suggest that the difference in the levels of VDR and 

PDIA3 and local and circulating 25(OH)D3 between males and females could contribute to the 

more prevalent and severe cases of OA found in females.  

Our results show that both male chondrocytes and osteoblasts were more responsive to 

1α,25(OH)2D3 treatment than female cells, which could be due to greater number of receptors for 

1α,25(OH)2D3 in male tissues. Previously, studies have shown that male osteoblasts have a more 

robust response to 1α,25(OH)2D3 [27], which supports our findings. Female cells were more 

responsive to estrogen treatment compared to males, which is supported by their greater 

expression of estrogen receptor mRNAs. The differences observed in cell responses to sex 

hormones could explain why females develop more severe OA than males. Studies have shown 

that chondrogenic progenitor cells respond differently to estrogen and testosterone in repairing 

OA cartilage, suggesting sexual dimorphism exists in cell repair mechanisms in OA [79].  
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CONCLUSION 

In this study, we identified sex-specific differences synovial fluid, chondrocytes and 

osteoblasts in advanced human knee osteoarthritis tissues. Our understanding of such sex-
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differences is still very early and additional research is needed. Understanding such sex 

differences in knee osteoarthritis may allow for the introduction of sex-specific therapies and 

new treatment avenues for patients suffering from this disabling condition.  
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 CHAPTER 6 

CONCLUSION AND FUTURE PERSPECTIVES 

The major hurdles in osteoarthritis research include elucidating the mechanisms of 

disease, determining methods for early detection, and developing strategies for intervention and 

disease modification. In our study, we examined the effects of 24R,25(OH)2D3 in both in vitro 

and in vivo models of OA. Our results showed that 24R,25(OH)2D3 prevented cartilage 

degeneration during disease progression and mediated local inflammatory condition. 

24R,25(OH)2D3 was shown to inhibit chondrocyte apoptosis, reduce production and activity of 

catabolic factors, and modulate inflammatory responses that are contribute to carriage 

regeneration. The effects of 24R,25(OH)2D3 is similar to that of TGF-β1. Although 

24R,25(OH)2D3  was shown to enhance TGF-β1 signaling, the potential mechanisms of and the 

potential mechanism of 24R,25(OH)2D3’s action needs further elucidation (Figure 6.1).   

24R,25(OH)2D3 reduced cartilage degeneration in our animal model at the end of four 

weeks. Results from this study provide insights into how a potential therapy could be developed 

using 24R,25(OH)2D3 injections. Our results show that the intraarticular delivery of 

24R,25(OH)2D3 also showed systemic effects in reducing pro-inflammatory factors and 

increasing anti-inflammatory factors. Furthermore, 24R,25(OH)2D3  was show to mediate levels 

of several growth factors including TGF-β1 and VEGF. Future studies need to further examine 

the role of 24R,25(OH)2D3 in mediating the immune response and its interactions with other 

major factors involved in OA pathogenesis.  
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Figure 6.1 Schematic of 24R,25(OH)2D3 and TGF-1 signaling pathways in mediating cartilage 

remolding.  

 

Results from our human OA Our study demonstrate potential sex differences in the levels 

of vitamin D3 metabolites and OA tissues response to vitamin D3 metabolites treatment. These 

results provide explanations to the sex differences in OA prevalence and severity observed in 

patients. In order to tailor future OA therapies using vitamin D3 to be patient and sex specific, 

future studies elucidating the relationship between growth hormones and vitamin D3 interactions 

during OA disease progression are needed.  

 

 Study of osteoarthritis incidence and prevalence shows that the most important risk 

factors are age, excessive joint loading, and injury. Our studies examined three different 

osteoarthritic conditions. The cell model with IL-1β mimics how initially inflammation can 
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affect chondrocyte metabolism and its response to growth factor and hormone. Results from this 

study help us understand how 24R,25(OH)2D3  mediates chondrocyte response to stimulation and 

the mechanism of its action. The in vivo model simulates post-traumatic injury OA development. 

Results from this study demonstrate onset OA due to imbalance of mechanical forces and joint 

injury that are commonly seen in young OA patients. These patients will respond differently to 

OA treatments compared to elder patients whose hormone and hormone receptor levels have 

altered and may be less sensitive to 24R,25(OH)2D3  treatment. Sex specific factors were 

observed in post-menopausal patients that underwent joint replacement surgery and may provide 

insights into how hormones may affect the incidence of disease with age. Cells isolated from 

more advanced OA tissue regions showed less sensitivity to 24R,25(OH)2D3 treatment. 

Collectively, results from this study provide answers to better elucidate lead to effective methods 

of preventing osteoarthritis and slowing its progression.  

The major unmet medical challenges in intraarticular drug delivery are lack of 

therapeutic drugs and short duration of drug effectiveness due to rapid uptake by the circulation 

and turnover of synovial fluid. Tissue engineering and drug delivery systems are the fields that 

deal with these challenges and provide an alternative method for treating OA. Future studies 

need to consider engineer a drug delivery system that can couple the therapeutic effects of 

24R,25(OH)2D3  and a carrier system to relieve joint cartilage degeneration and provide an 

accurate and sustained long-term release of therapeutically desirable drug levels. 

Two of the major functional specifications for the drug delivery system will be its 

stimuli-responsive release mechanism to for local sustained delivery and its biocompatibility. 

The therapeutic efficacy depends on the retention time of the drug in the joint. One of the 

challenges with intraarticular drug delivery is the presence of lymphatic system that rapidly 
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eliminates particles from the synovial cavity [86].  Studies have shown that drugs administrated 

as solutions or suspension have half-lives that can vary between 1 and 2 hours, thus requiring 

frequent administration of the therapeutic drug (weekly for 3-6 weeks). Frequent injections can 

lead side effects and patient discomfort. To increase the drug residence time in the synovial 

space, drug delivery strategies such as liposome carriers, cross-linking and microencapsulation 

nanoparticles have been explored. Modifications to increase molecular weight such PEGylation 

have demonstrated to enhance treatment of knee osteoarthritis [3].  

One of the possible ways to increase drug retention is to use polyketal nanoparticles 

(TKNs) to load the therapeutic drug. This system has been shown to have a lower 

cytotoxicity profile than the FDA-approved material PLGA in treating inflammation. Sites of 

inflammation, such as joints affected by OA, have abnormally high levels of reactive oxygen 

species (ROS). TKNs delivered to the inflamed joints will be cleaved at the ROS sensitive side 

chains, thus triggering release of the encapsulated [ 159]  (F igu re  6 . 2 ) . The cationic lipid 

based encapsulation formula endows the nanoparticle with a positive surface charge and can 

enhance drug uptake through adhesion to the negatively charged articular cartilage surface [140]. 

The biostability of the TKNs and its electrostatic adhesion to cartilage enable sustained release 

of encapsulated drugs, which solves the shortcoming of current drug delivery methods in treating 

osteoarthritis. Encapsulation of vitamin D within the TKNs using a cationic lipid double 

emulsion technique with the above criteria. The release profile of the nanoparticles can be 

studied by incubating them in superoxide solutions and cell culture media as controls. The 

controlled release can be monitored using gel permeation chromatography to measure its 

molecular weight. The above designed nanoparticle-based delivery scheme for sustained 

delivery of vitamin D will help increase retention time in the joint cavity and enhance specific 
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release upon inflammatory stimuli. In our study, we delivered physiological relevant 

concentrations of 24R,25(OH)2D3 weekly for four weeks. Future studies with the TKN carrier 

system, can load a higher centration of 24R,25(OH)2D3 for a one time delivery treatment.  

 

 

 

 

 

Figure 6.2 Schematic TKNs with encapsulated vitamin D. ROS cleaves the polyketal linkages 

releasing drug. 

 

Developing a novel drug delivery therapy that stimulates cartilage regeneration and can be 

tailored to be patient specific may take decades before it is clinically available to any patient. 

However, evaluating and tailoring intraarticular therapies for tissue regeneration via studying 

24R,25(OH)2D3 in both animal models and clinical may lead to the next clinical breakthrough for 

regenerative medicine. 



95 
 

REFERENCES 

1. Ab-Rahim S, Selvaratnam L, Kamarul T. The effect of TGF-beta1 and beta-estradiol on 

glycosaminoglycan and type II collagen distribution in articular chondrocyte cultures. 

Cell Biol. Int. 2008;32:841-847. 

2. Abu el Maaty MA, Hanafi RS, El Badawy S, Gad MZ. Association of suboptimal 25-

hydroxyvitamin D levels with knee osteoarthritis incidence in post-menopausal Egyptian 

women. Rheumatology international. 2013;33:2903-2907. 

3. Adams ME, Atkinson MH, Lussier AJ, Schulz JI, Siminovitch KA, Wade JP, Zummer 

M. The role of viscosupplementation with hylan G-F 20 (Synvisc) in the treatment of 

osteoarthritis of the knee: a Canadian multicenter trial comparing hylan G-F 20 alone, 

hylan G-F 20 with non-steroidal anti-inflammatory drugs (NSAIDs) and NSAIDs alone. 

Osteoarthritis Cartilage. 1995;3:213-225. 

4. Attur MG, Patel IR, Patel RN, Abramson SB, Amin AR. Autocrine production of IL-1 

beta by human osteoarthritis-affected cartilage and differential regulation of endogenous 

nitric oxide, IL-6, prostaglandin E2, and IL-8. Proceedings of the Association of 

American Physicians. 1998;110:65-72. 

5. Ayral X, Pickering EH, Woodworth TG, Mackillop N, Dougados M. Synovitis: a 

potential predictive factor of structural progression of medial tibiofemoral knee 

osteoarthritis -- results of a 1 year longitudinal arthroscopic study in 422 patients. 

Osteoarthritis Cartilage. 2005;13:361-367. 

6. Bau B, Gebhard PM, Haag J, Knorr T, Bartnik E, Aigner T. Relative messenger RNA 

expression profiling of collagenases and aggrecanases in human articular chondrocytes in 

vivo and in vitro. Arthritis Rheum. 2002;46:2648-2657. 

7. Bayliss MT, Howat S, Davidson C, Dudhia J. The organization of aggrecan in human 

articular cartilage. Evidence for age-related changes in the rate of aggregation of newly 

synthesized molecules. J Biol Chem. 2000;275:6321-6327. 

8. Benito MJ, Veale DJ, FitzGerald O, van den Berg WB, Bresnihan B. Synovial tissue 

inflammation in early and late osteoarthritis. Ann. Rheum. Dis. 2005;64:1263-1267. 

9. Bhosale AM, Richardson JB. Articular cartilage: structure, injuries and review of 

management. Br. Med. Bull. 2008;87:77-95. 

10. Binderman I, Somjen D. 24,25-Dihydroxycholecalciferol induces the growth of chick 

cartilage in vitro. Endocrinology. 1984;115:430-432. 

11. Bonniaud P, Margetts PJ, Ask K, Flanders K, Gauldie J, Kolb M. TGF-beta and Smad3 

signaling link inflammation to chronic fibrogenesis. J. Immunol. 2005;175:5390-5395. 

12. Bougault C, Priam S, Houard X, Pigenet A, Sudre L, Lories RJ, Jacques C, Berenbaum F. 

Protective role of frizzled-related protein B on matrix metalloproteinase induction in 

mouse chondrocytes. Arthritis Res Ther. 2014;16:R137. 

13. Bouillon R, Suda T. Vitamin D: calcium and bone homeostasis during evolution. 

BoneKEy reports. 2014;3:480. 

14. Boumediene K, Conrozier T, Mathieu P, Richard M, Marcelli C, Vignon E, Pujol JP. 

Decrease of cartilage transforming growth factor-beta receptor II expression in the rabbit 

experimental osteoarthritis--potential role in cartilage breakdown. Osteoarthritis 

Cartilage. 1998;6:146-149. 



96 
 

15. Boumediene K, Vivien D, Macro M, Bogdanowicz P, Lebrun E, Pujol JP. Modulation of 

rabbit articular chondrocyte (RAC) proliferation by TGF-beta isoforms. Cell Prolif. 

1995;28:221-234. 

16. Boyan BD, Chen J, Schwartz Z. Mechanism of Pdia3-dependent 1alpha,25-dihydroxy 

vitamin D3 signaling in musculoskeletal cells. Steroids. 2012;77:892-896. 

17. Boyan BD, Hart DA, Enoka RM, Nicolella DP, Resnick E, Berkley KJ, Sluka KA, Kwoh 

CK, Tosi LL, O'Connor MI, Coutts RD, Kohrt WM. Hormonal modulation of connective 

tissue homeostasis and sex differences in risk for osteoarthritis of the knee. Biol. Sex. 

Differ. 2013;4:3. 

18. Boyan BD, Hurst-Kennedy J, Denison TA, Schwartz Z. 24R,25-dihydroxyvitamin D3 

[24R,25(OH)2D3] controls growth plate development by inhibiting apoptosis in the 

reserve zone and stimulating response to 1alpha,25(OH)2D3 in hypertrophic cells. 

Journal of steroid biochemistry and molecular biology. 2010;121:212-216. 

19. Boyan BD, Schwartz Z. 1,25-Dihydroxy vitamin D3 is an autocrine regulator of 

extracellular matrix turnover and growth factor release via ERp60-activated matrix 

vesicle matrix metalloproteinases. Cells Tissues Organs. 2009;189:70-74. 

20. Boyan BD, Schwartz Z, Swain LD. In vitro studies on the regulation of endochondral 

ossification by vitamin D. Crit Rev Oral Biol Med. 1992;3:15-30. 

21. Boyan BD, Sylvia VL, Dean DD, Del Toro F, Schwartz Z. Differential regulation of 

growth plate chondrocytes by 1alpha,25-(OH)2D3 and 24R,25-(OH)2D3 involves cell-

maturation-specific membrane-receptor-activated phospholipid metabolism. Crit Rev 

Oral Biol Med. 2002;13:143-154. 

22. Buckland-Wright C. Subchondral bone changes in hand and knee osteoarthritis detected 

by radiography. Osteoarthritis Cartilage. 2004;12 Suppl A:S10-19. 

23. Castillo EC, Hernandez-Cueto MA, Vega-Lopez MA, Lavalle C, Kouri JB, Ortiz-

Navarrete V. Effects of vitamin D supplementation during the induction and progression 

of osteoarthritis in a rat model. Evid. Based Complement. Alternat. Med. 

2012;2012:156563. 

24. Ceponis A, Konttinen YT, Takagi M, Xu JW, Sorsa T, Matucci-Cerinic M, Santavirta S, 

Bankl HC, Valent P. Expression of stem cell factor (SCF) and SCF receptor (c-kit) in 

synovial membrane in arthritis: correlation with synovial mast cell hyperplasia and 

inflammation. J Rheumatol. 1998;25:2304-2314. 

25. Chaudhri RA, Olivares-Navarrete R, Cuenca N, Hadadi A, Boyan BD, Schwartz Z. 

Membrane estrogen signaling enhances tumorigenesis and metastatic potential of breast 

cancer cells via estrogen receptor-alpha36 (ERalpha36). J Biol Chem. 2012;287:7169-

7181. 

26. Chauffier K, Laiguillon MC, Bougault C, Gosset M, Priam S, Salvat C, Mladenovic Z, 

Nourissat G, Jacques C, Houard X, Berenbaum F, Sellam J. Induction of the chemokine 

IL-8/Kc by the articular cartilage: possible influence on osteoarthritis. Joint Bone Spine. 

2012;79:604-609. 

27. Chen J, Olivares-Navarrete R, Wang Y, Herman TR, Boyan BD, Schwartz Z. Protein-

disulfide isomerase-associated 3 (Pdia3) mediates the membrane response to 1,25-

dihydroxyvitamin D3 in osteoblasts. J Biol Chem. 2010;285:37041-37050. 

28. Chen WP, Wang YL, Tang JL, Hu PF, Bao JP, Wu LD. Morin inhibits interleukin-1beta-

induced nitric oxide and prostaglandin E2 production in human chondrocytes. Int. 

Immunopharmacol. 2012;12:447-452. 



97 
 

29. Chen X, Macica CM, Nasiri A, Broadus AE. Regulation of articular chondrocyte 

proliferation and differentiation by indian hedgehog and parathyroid hormone-related 

protein in mice. Arthritis Rheum. 2008;58:3788-3797. 

30. Clark AL, Votta BJ, Kumar S, Liedtke W, Guilak F. Chondroprotective role of the 

osmotically sensitive ion channel transient receptor potential vanilloid 4: age- and sex-

dependent progression of osteoarthritis in Trpv4-deficient mice. Arthritis Rheum. 

2010;62:2973-2983. 

31. Coleman RM, Phillips JE, Lin A, Schwartz Z, Boyan BD, Guldberg RE. Characterization 

of a small animal growth plate injury model using microcomputed tomography. Bone. 

2010;46:1555-1563. 

32. Corr M. Wnt-beta-catenin signaling in the pathogenesis of osteoarthritis. Nat. Clin. Pract. 

Rheumatol. 2008;4:550-556. 

33. de Waal Malefyt R, Abrams J, Bennett B, Figdor CG, de Vries JE. Interleukin 10(IL-10) 

inhibits cytokine synthesis by human monocytes: an autoregulatory role of IL-10 

produced by monocytes. J. Exp. Med. 1991;174:1209-1220. 

34. Dean DD, Boyan BD, Schwart Z, Muniz OE, Carreno MR, Maeda S, Howell DS. Effect 

of 1alpha,25-dihydroxyvitamin D3 and 24R,25-dihydroxyvitamin D3 on 

metalloproteinase activity and cell maturation in growth plate cartilage in vivo. 

Endocrine. 2001;14:311-323. 

35. Ding C, Cicuttini F, Parameswaran V, Burgess J, Quinn S, Jones G. Serum levels of 

vitamin D, sunlight exposure, and knee cartilage loss in older adults: the Tasmanian older 

adult cohort study. Arthritis Rheum. 2009;60:1381-1389. 

36. Doroudi M, Olivares-Navarrete R, Hyzy SL, Boyan BD, Schwartz Z. Signaling 

components of the 1alpha,25(OH)2D3-dependent Pdia3 receptor complex are required 

for Wnt5a calcium-dependent signaling. Biochim Biophys Acta. 2014;1843:2365-2375. 

37. Eckstein F, Siedek V, Glaser C, Al-Ali D, Englmeier KH, Reiser M, Graichen H. 

Correlation and sex differences between ankle and knee cartilage morphology determined 

by quantitative magnetic resonance imaging. Ann. Rheum. Dis. 2004;63:1490-1495. 

38. Ekstein J, Nasatzky E, Boyan BD, Ornoy A, Schwartz Z. Growth-plate chondrocytes 

respond to 17beta-estradiol with sex-specific increases in IP3 and intracellular calcium 

ion signalling via a capacitative entry mechanism. Steroids. 2005;70:775-786. 

39. ElBaradie K, Wang Y, Boyan BD, Schwartz Z. Rapid membrane responses to 

dihydrotestosterone are sex dependent in growth plate chondrocytes. Journal of steroid 

biochemistry and molecular biology. 2012;132:15-23. 

40. Elsaid KA, Fleming BC, Oksendahl HL, Machan JT, Fadale PD, Hulstyn MJ, Shalvoy R, 

Jay GD. Decreased lubricin concentrations and markers of joint inflammation in the 

synovial fluid of patients with anterior cruciate ligament injury. Arthritis Rheum. 

2008;58:1707-1715. 

41. Felson DT, Niu J, Clancy M, Aliabadi P, Sack B, Guermazi A, Hunter DJ, Amin S, 

Rogers G, Booth SL. Low levels of vitamin D and worsening of knee osteoarthritis: 

results of two longitudinal studies. Arthritis and rheumatism. 2007;56:129-136. 

42. Fermor B, Christensen SE, Youn I, Cernanec JM, Davies CM, Weinberg JB. Oxygen, 

nitric oxide and articular cartilage. Eur Cell Mater. 2007;13:56-65; discussion 65. 

43. Flicker L, Mead K, MacInnis RJ, Nowson C, Scherer S, Stein MS, Thomasx J, Hopper 

JL, Wark JD. Serum vitamin D and falls in older women in residential care in Australia. J 

Am Geriatr Soc. 2003;51:1533-1538. 



98 
 

44. Futani H, Okayama A, Matsui K, Kashiwamura S, Sasaki T, Hada T, Nakanishi K, 

Tateishi H, Maruo S, Okamura H. Relation between interleukin-18 and PGE2 in synovial 

fluid of osteoarthritis: a potential therapeutic target of cartilage degradation. J. 

Immunother. 2002;25 Suppl 1:S61-64. 

45. Gaissmaier C, Koh JL, Weise K. Growth and differentiation factors for cartilage healing 

and repair. Injury. 2008;39 Suppl 1:S88-96. 

46. Glansbeek HL, van der Kraan PM, Vitters EL, van den Berg WB. Variable TGF-beta 

receptor expression regulates TGF-beta responses of articular chondrocytes. Agents 

Actions Suppl. 1993;39:139-145. 

47. Glasson SS, Blanchet TJ, Morris EA. The surgical destabilization of the medial meniscus 

(DMM) model of osteoarthritis in the 129/SvEv mouse. Osteoarthritis Cartilage. 

2007;15:1061-1069. 

48. Goldberg RL, Kolibas LM. An improved method for determining proteoglycans 

synthesized by chondrocytes in culture. Connect. Tissue Res. 1990;24:265-275. 

49. Goldring MB. The role of cytokines as inflammatory mediators in osteoarthritis: Lessons 

from animal models. Connect. Tissue Res. 1999;40:1-11. 

50. Goldring MB, Goldring SR. Osteoarthritis. J. Cell. Physiol. 2007;213:626-634. 

51. Goldring MB, Marcu KB. Cartilage homeostasis in health and rheumatic diseases. 

Arthritis Res Ther. 2009;11:224. 

52. Goldring SR. Alterations in periarticular bone and cross talk between subchondral bone 

and articular cartilage in osteoarthritis. Ther. Adv. Musculoskelet. Dis. 2012;4:249-258. 

53. Gosset M, Pigenet A, Salvat C, Berenbaum F, Jacques C. Inhibition of matrix 

metalloproteinase-3 and -13 synthesis induced by IL-1beta in chondrocytes from mice 

lacking microsomal prostaglandin E synthase-1. J. Immunol. 2010;185:6244-6252. 

54. Gregory MH, Capito N, Kuroki K, Stoker AM, Cook JL, Sherman SL. A review of 

translational animal models for knee osteoarthritis. Arthritis. 2012;2012:764621. 

55. Grimaud E, Heymann D, Redini F. Recent advances in TGF-beta effects on chondrocyte 

metabolism. Potential therapeutic roles of TGF-beta in cartilage disorders. Cytokine 

Growth Factor Rev. 2002;13:241-257. 

56. Ham KD, Loeser RF, Lindgren BR, Carlson CS. Effects of long-term estrogen 

replacement therapy on osteoarthritis severity in cynomolgus monkeys. Arthritis Rheum. 

2002;46:1956-1964. 

57. Hannan N, Ghosh P, Bellenger C, Taylor T. Systemic administration of 

glycosaminoglycan polysulphate (arteparon) provides partial protection of articular 

cartilage from damage produced by meniscectomy in the canine. J Orthop Res. 

1987;5:47-59. 

58. Hawker GA, Davis AM, French MR, Cibere J, Jordan JM, March L, Suarez-Almazor M, 

Katz JN, Dieppe P. Development and preliminary psychometric testing of a new OA pain 

measure--an OARSI/OMERACT initiative. Osteoarthritis Cartilage. 2008;16:409-414. 

59. Heidari B, Heidari P, Hajian-Tilaki K. Association between serum vitamin D deficiency 

and knee osteoarthritis. Int Orthop. 2011;35:1627-1631. 

60. Holick MF. Vitamin D deficiency. The New England journal of medicine. 2007;357:266-

281. 

61. Huang JG, Xia C, Zheng XP, Yi TT, Wang XY, Song G, Zhang B. 17beta-Estradiol 

promotes cell proliferation in rat osteoarthritis model chondrocytes via PI3K/Akt 

pathway. Cell. Mol. Biol. Lett. 2011;16:564-575. 



99 
 

62. Hulejova H, Baresova V, Klezl Z, Polanska M, Adam M, Senolt L. Increased level of 

cytokines and matrix metalloproteinases in osteoarthritic subchondral bone. Cytokine. 

2007;38:151-156. 

63. Hummert TW, Schwartz Z, Sylvia VL, Dean DD, Boyan BD. Stathmin levels in growth 

plate chondrocytes are modulated by vitamin D3 metabolites and transforming growth 

factor-beta1 and are associated with proliferation. Endocrine. 2001;15:93-101. 

64. Hunziker EB. Articular cartilage repair: basic science and clinical progress. A review of 

the current status and prospects. Osteoarthritis Cartilage. 2002;10:432-463. 

65. Hurst-Kennedy J, Zhong M, Gupta V, Boyan BD, Schwartz Z. 24R,25-Dihydroxyvitamin 

D3, lysophosphatidic acid, and p53: a signaling axis in the inhibition of phosphate-

induced chondrocyte apoptosis. Journal of steroid biochemistry and molecular biology. 

2010;122:264-271. 

66. Hyzy SL, Olivares-Navarrete R, Hutton DL, Tan C, Boyan BD, Schwartz Z. 

Microstructured titanium regulates interleukin production by osteoblasts, an effect 

modulated by exogenous BMP-2. Acta Biomater. 2013;9:5821-5829. 

67. Idelevich A, Kerschnitzki M, Shahar R, Monsonego-Ornan E. 1,25(OH)2D3 alters 

growth plate maturation and bone architecture in young rats with normal renal function. 

PLoS One. 2011;6:e20772. 

68. Jackson MT, Moradi B, Smith MM, Jackson CJ, Little CB. Matrix metalloproteinase 

(MMP)-2, MMP-9 and MMP-13 are activated by Activated Protein C (APC) in human 

osteoarthritic cartilage chondrocytes. Arthritis & rheumatology. 2014. 

69. Jiang Q, Qiu YT, Chen MJ, Zhang ZY, Yang C. Synovial TGF-beta1 and MMP-3 levels 

and their correlation with the progression of temporomandibular joint osteoarthritis 

combined with disc displacement: A preliminary study. Biomedical reports. 2013;1:218-

222. 

70. Juul A. The effects of oestrogens on linear bone growth. Hum Reprod Update. 

2001;7:303-313. 

71. Kalva S, Saranyah K, Suganya PR, Nisha M, Saleena LM. Potent inhibitors precise to S1' 

loop of MMP-13, a crucial target for osteoarthritis. J. Mol. Graph. Model. 2013;44:297-

310. 

72. Kaneko S, Satoh T, Chiba J, Ju C, Inoue K, Kagawa J. Interleukin-6 and interleukin-8 

levels in serum and synovial fluid of patients with osteoarthritis. Cytokines, cellular & 

molecular therapy. 2000;6:71-79. 

73. Kapoor M, Martel-Pelletier J, Lajeunesse D, Pelletier JP, Fahmi H. Role of 

proinflammatory cytokines in the pathophysiology of osteoarthritis. Nat Rev Rheumatol. 

2011;7:33-42. 

74. Khoshbin A, Leroux T, Wasserstein D, Marks P, Theodoropoulos J, Ogilvie-Harris D, 

Gandhi R, Takhar K, Lum G, Chahal J. The efficacy of platelet-rich plasma in the 

treatment of symptomatic knee osteoarthritis: a systematic review with quantitative 

synthesis. Arthroscopy. 2013;29:2037-2048. 

75. Kim HR, Kim KW, Jung HG, Yoon KS, Oh HJ, Cho ML, Lee SH. Macrophage 

migration inhibitory factor enhances osteoclastogenesis through upregulation of RANKL 

expression from fibroblast-like synoviocytes in patients with rheumatoid arthritis. 

Arthritis Res Ther. 2011;13:R43. 



100 
 

76. Kinney RC, Schwartz Z, Week K, Lotz MK, Boyan BD. Human articular chondrocytes 

exhibit sexual dimorphism in their responses to 17beta-estradiol. Osteoarthritis 

Cartilage. 2005;13:330-337. 

77. Klaus G, Meinhold-Heerlein R, Milde P, Ritz E, Mehls O. Effect of vitamin D on growth 

cartilage cell proliferation in vitro. Pediatr. Nephrol. 1991;5:461-466. 

78. Klinge SA, Sawyer GA. Effectiveness and safety of topical versus oral nonsteroidal anti-

inflammatory drugs: a comprehensive review. Phys. Sportsmed. 2013;41:64-74. 

79. Koelling S, Miosge N. Sex differences of chondrogenic progenitor cells in late stages of 

osteoarthritis. Arthritis and rheumatism. 2010;62:1077-1087. 

80. Kumagai K, Imai S, Toyoda F, Okumura N, Isoya E, Matsuura H, Matsusue Y. 17beta-

Oestradiol inhibits doxorubicin-induced apoptosis via block of the volume-sensitive Cl(-) 

current in rabbit articular chondrocytes. Br. J. Pharmacol. 2012;166:702-720. 

81. Lang TF. The bone-muscle relationship in men and women. Journal of osteoporosis. 

2011;2011:702735. 

82. Lawrence RC, Helmick CG, Arnett FC, Deyo RA, Felson DT, Giannini EH, Heyse SP, 

Hirsch R, Hochberg MC, Hunder GG, Liang MH, Pillemer SR, Steen VD, Wolfe F. 

Estimates of the prevalence of arthritis and selected musculoskeletal disorders in the 

United States. Arthritis Rheum. 1998;41:778-799. 

83. Lee CS, Chen J, Wang Y, Williams JK, Ranly DM, Schwartz Z, Boyan BD. Coordinated 

tether formation in anatomically distinct mice growth centers is dependent on a functional 

vitamin D receptor and is tightly linked to three-dimensional tissue morphology. Bone. 

2011;49:419-427. 

84. Lee SW, Lee HJ, Chung WT, Choi SM, Rhyu SH, Kim DK, Kim KT, Kim JY, Kim JM, 

Yoo YH. TRAIL induces apoptosis of chondrocytes and influences the pathogenesis of 

experimentally induced rat osteoarthritis. Arthritis Rheum. 2004;50:534-542. 

85. Leijten JC, Bos SD, Landman EB, Georgi N, Jahr H, Meulenbelt I, Post JN, van 

Blitterswijk CA, Karperien M. GREM1, FRZB and DKK1 mRNA levels correlate with 

osteoarthritis and are regulated by osteoarthritis-associated factors. Arthritis Res Ther. 

2013;15:R126. 

86. Levick JR. Contributions of the lymphatic and microvascular systems to fluid absorption 

from the synovial cavity of the rabbit knee. J. Physiol. 1980;306:445-461. 

87. Li H, Li L, Min J, Yang H, Xu X, Yuan Y, Wang D. Levels of metalloproteinase (MMP-

3, MMP-9), NF-kappaB ligand (RANKL), and nitric oxide (NO) in peripheral blood of 

osteoarthritis (OA) patients. Clin. Lab. 2012;58:755-762. 

88. Lu T, Tian L, Han Y, Vogelbaum M, Stark GR. Dose-dependent cross-talk between the 

transforming growth factor-beta and interleukin-1 signaling pathways. Proc. Natl. Acad. 

Sci. U. S. A. 2007;104:4365-4370. 

89. Lundberg C, Asberg I, Ionescu M, Reiner A, Smedegard G, Poole AR. Changes in 

cartilage proteoglycan aggrecan after intra-articular injection of interleukin-1 in rabbits: 

studies of synovial fluid and articular cartilage. Ann. Rheum. Dis. 1996;55:525-534. 

90. Ma HL, Blanchet TJ, Peluso D, Hopkins B, Morris EA, Glasson SS. Osteoarthritis 

severity is sex dependent in a surgical mouse model. Osteoarthritis Cartilage. 

2007;15:695-700. 

91. Man C, Zhu S, Zhang B, Hu J. Protection of articular cartilage from degeneration by 

injection of transforming growth factor-beta in temporomandibular joint osteoarthritis. 

Oral Surg. Oral Med. Oral Pathol. Oral Radiol. Endod. 2009;108:335-340. 



101 
 

92. Martin JA, Buckwalter JA. Aging, articular cartilage chondrocyte senescence and 

osteoarthritis. Biogerontology. 2002;3:257-264. 

93. McAlindon TE, Felson DT, Zhang Y, Hannan MT, Aliabadi P, Weissman B, Rush D, 

Wilson PW, Jacques P. Relation of dietary intake and serum levels of vitamin D to 

progression of osteoarthritis of the knee among participants in the Framingham Study. 

Ann. Intern. Med. 1996;125:353-359. 

94. McMillan J, Fatehi-Sedeh S, Sylvia VL, Bingham V, Zhong M, Boyan BD, Schwartz Z. 

Sex-specific regulation of growth plate chondrocytes by estrogen is via multiple MAP 

kinase signaling pathways. Biochim Biophys Acta. 2006;1763:381-392. 

95. McNary SM, Athanasiou KA, Reddi AH. Transforming Growth Factor beta-Induced 

Superficial Zone Protein Accumulation in the Surface Zone of Articular Cartilage Is 

Dependent on the Cytoskeleton. Tissue Eng Part A. 2013. 

96. Menant JC, Close JC, Delbaere K, Sturnieks DL, Trollor J, Sachdev PS, Brodaty H, Lord 

SR. Relationships between serum vitamin D levels, neuromuscular and 

neuropsychological function and falls in older men and women. Osteoporos. Int. 

2012;23:981-989. 

97. Mobasheri A. The future of osteoarthritis therapeutics: targeted pharmacological therapy. 

Curr. Rheumatol. Rep. 2013;15:364. 

98. Murphy L, Schwartz TA, Helmick CG, Renner JB, Tudor G, Koch G, Dragomir A, 

Kalsbeek WD, Luta G, Jordan JM. Lifetime risk of symptomatic knee osteoarthritis. 

Arthritis Rheum. 2008;59:1207-1213. 

99. Myrtle JF, Norman AW. Vitamin D: A cholecalciferol metabolite highly active in 

promoting intestinal calcium transport. Science. 1971;171:79-82. 

100. Nakao A, Imamura T, Souchelnytskyi S, Kawabata M, Ishisaki A, Oeda E, Tamaki K, 

Hanai J, Heldin CH, Miyazono K, ten Dijke P. TGF-beta receptor-mediated signalling 

through Smad2, Smad3 and Smad4. EMBO J. 1997;16:5353-5362. 

101. Nasatzky E, Azran E, Dean DD, Boyan BD, Schwartz Z. Parathyroid hormone and 

transforming growth factor-beta1 coregulate chondrocyte differentiation in vitro. 

Endocrine. 2000;13:305-313. 

102. Nasatzky E, Schwartz Z, Soskolne WA, Brooks BP, Dean DD, Boyan BD, Ornoy A. 

Evidence for receptors specific for 17 beta-estradiol and testosterone in chondrocyte 

cultures. Connect. Tissue Res. 1994;30:277-294. 

103. Nicolella DP, O'Connor MI, Enoka RM, Boyan BD, Hart DA, Resnick E, Berkley KJ, 

Sluka KA, Kwoh CK, Tosi LL, Coutts RD, Havill LM, Kohrt WM. Mechanical 

contributors to sex differences in idiopathic knee osteoarthritis. Biol. Sex. Differ. 

2012;3:28. 

104. Nykjaer A, Dragun D, Walther D, Vorum H, Jacobsen C, Herz J, Melsen F, Christensen 

EI, Willnow TE. An endocytic pathway essential for renal uptake and activation of the 

steroid 25-(OH) vitamin D3. Cell. 1999;96:507-515. 

105. Oh H, Chun CH, Chun JS. Dkk-1 expression in chondrocytes inhibits experimental 

osteoarthritic cartilage destruction in mice. Arthritis Rheum. 2012;64:2568-2578. 

106. Olivares-Navarrete R, Gittens RA, Schneider JM, Hyzy SL, Haithcock DA, Ullrich PF, 

Schwartz Z, Boyan BD. Osteoblasts exhibit a more differentiated phenotype and 

increased bone morphogenetic protein production on titanium alloy substrates than on 

poly-ether-ether-ketone. The spine journal : official journal of the North American Spine 

Society. 2012;12:265-272. 



102 
 

107. Olivares-Navarrete R, Hyzy SL, Chaudhri RA, Zhao G, Boyan BD, Schwartz Z. Sex 

dependent regulation of osteoblast response to implant surface properties by systemic 

hormones. Biol. Sex. Differ. 2010;1:4. 

108. Olivares-Navarrete R, Hyzy SL, Hutton DL, Dunn GR, Appert C, Boyan BD, Schwartz 

Z. Role of non-canonical Wnt signaling in osteoblast maturation on microstructured 

titanium surfaces. Acta biomaterialia. 2011;7:2740-2750. 

109. Olivares-Navarrete R, Hyzy SL, Pan Q, Dunn G, Williams JK, Schwartz Z, Boyan BD. 

Osteoblast maturation on microtextured titanium involves paracrine regulation of bone 

morphogenetic protein signaling. Journal of biomedical materials research. Part A. 2014. 

110. Ornoy A, Goodwin D, Noff D, Edelstein S. 24, 25-dihydroxyvitamin D is a metabolite of 

vitamin D essential for bone formation. Nature. 1978;276:517-519. 

111. Ornoy A, Suissa M, Yaffe P, Boyan BD, Schwartz Z. Gender-related effects of vitamin D 

metabolites on cartilage and bone. Bone Miner. 1994;27:235-247. 

112. Oshima Y, Matsuda K, Yoshida A, Watanabe N, Kawata M, Kubo T. Localization of 

estrogen receptors alpha and beta in the articular surface of the rat femur. Acta Histochem 

Cytochem. 2007;40:27-34. 

113. P Reboul MG, J Martel-Pelletier, F Massicotte, P Ranger, JP Pelletier and D Lajeunesse  

Hepatocyte growth factor in osteoarthritis: when bone and cartilage decide to have a chat. 

Arthritis Res Ther 2003;5:162. 

114. Pearle AD, Scanzello CR, George S, Mandl LA, DiCarlo EF, Peterson M, Sculco TP, 

Crow MK. Elevated high-sensitivity C-reactive protein levels are associated with local 

inflammatory findings in patients with osteoarthritis. Osteoarthritis Cartilage. 

2007;15:516-523. 

115. Pedrozo HA, Schwartz Z, Mokeyev T, Ornoy A, Xin-Sheng W, Bonewald LF, Dean DD, 

Boyan BD. Vitamin D3 metabolites regulate LTBP1 and latent TGF-beta1 expression 

and latent TGF-beta1 incorporation in the extracellular matrix of chondrocytes. J. Cell. 

Biochem. 1999;72:151-165. 

116. Pelletier JP, Martel-Pelletier J, Abramson SB. Osteoarthritis, an inflammatory disease: 

potential implication for the selection of new therapeutic targets. Arthritis Rheum. 

2001;44:1237-1247. 

117. Pujol JP, Chadjichristos C, Legendre F, Bauge C, Beauchef G, Andriamanalijaona R, 

Galera P, Boumediene K. Interleukin-1 and transforming growth factor-beta 1 as crucial 

factors in osteoarthritic cartilage metabolism. Connect. Tissue Res. 2008;49:293-297. 

118. Rakel BA, Blodgett NP, Bridget Zimmerman M, Logsden-Sackett N, Clark C, Noiseux 

N, Callaghan J, Herr K, Geasland K, Yang X, Sluka KA. Predictors of postoperative 

movement and resting pain following total knee replacement. Pain. 2012;153:2192-2203. 

119. Richette P, Corvol M, Bardin T. Estrogens, cartilage, and osteoarthritis. Joint, bone, spine 

: revue du rhumatisme. 2003;70:257-262. 

120. Riggs BL, Khosla S, Melton LJ, 3rd. Sex steroids and the construction and conservation 

of the adult skeleton. Endocr. Rev. 2002;23:279-302. 

121. Roos EM, Juhl CB. Osteoarthritis 2012 year in review: rehabilitation and outcomes. 

Osteoarthritis Cartilage. 2012;20:1477-1483. 

122. Rousseau JC, Delmas PD. Biological markers in osteoarthritis. Nat. Clin. Pract. 

Rheumatol. 2007;3:346-356. 



103 
 

123. Salter DM, Millward-Sadler SJ, Nuki G, Wright MO. Integrin-interleukin-4 

mechanotransduction pathways in human chondrocytes. Clin. Orthop. Relat. Res. 

2001:S49-60. 

124. Schmitz JP, Schwartz Z, Sylvia VL, Dean DD, Calderon F, Boyan BD. Vitamin D3 

regulation of stromelysin-1 (MMP-3) in chondrocyte cultures is mediated by protein 

kinase C. J Cell Physiol. 1996;168:570-579. 

125. Schwartz Z, Finer Y, Nasatzky E, Soskolne WA, Dean DD, Boyan BD, Ornoy A. The 

effects of 17 beta-estradiol on chondrocyte differentiation are modulated by vitamin D3 

metabolites. Endocrine. 1997;7:209-218. 

126. Seifarth C, Csaki C, Shakibaei M. Anabolic actions of IGF-I and TGF-beta1 on 

Interleukin-1beta-treated human articular chondrocytes: evaluation in two and three 

dimensional cultures. Histol. Histopathol. 2009;24:1245-1262. 

127. Seo EG, Einhorn TA, Norman AW. 24R,25-dihydroxyvitamin D3: an essential vitamin 

D3 metabolite for both normal bone integrity and healing of tibial fracture in chicks. 

Endocrinology. 1997;138:3864-3872. 

128. Seo EG, Schwartz Z, Dean DD, Norman AW, Boyan BD. Preferential accumulation in 

vivo of 24R,25-dihydroxyvitamin D(3) in growth plate cartilage of rats. Endocrine. 

1996;5:147-155. 

129. Setton LA, Elliott DM, Mow VC. Altered mechanics of cartilage with osteoarthritis: 

human osteoarthritis and an experimental model of joint degeneration. Osteoarthritis 

Cartilage. 1999;7:2-14. 

130. Sluka KA, Berkley KJ, O'Connor MI, Nicolella DP, Enoka RM, Boyan BD, Hart DA, 

Resnick E, Kwoh CK, Tosi LL, Coutts RD, Kohrt WM. Neural and psychosocial 

contributions to sex differences in knee osteoarthritic pain. Biol. Sex. Differ. 2012;3:26. 

131. Sophia Fox AJ, Bedi A, Rodeo SA. The basic science of articular cartilage: structure, 

composition, and function. Sports health. 2009;1:461-468. 

132. Spector TD, Hart DJ, Nandra D, Doyle DV, Mackillop N, Gallimore JR, Pepys MB. 

Low-level increases in serum C-reactive protein are present in early osteoarthritis of the 

knee and predict progressive disease. Arthritis Rheum. 1997;40:723-727. 

133. Spector TD, Nandra D, Hart DJ, Doyle DV. Is hormone replacement therapy protective 

for hand and knee osteoarthritis in women?: The Chingford Study. Ann. Rheum. Dis. 

1997;56:432-434. 

134. St-Arnaud R. Novel findings about 24,25-dihydroxyvitamin D: an active metabolite? 

Current opinion in nephrology and hypertension. 1999;8:435-441. 

135. St-Arnaud R. The direct role of vitamin D on bone homeostasis. Archives of biochemistry 

and biophysics. 2008;473:225-230. 

136. St-Arnaud R, Naja RP. Vitamin D metabolism, cartilage and bone fracture repair. 

Molecular and cellular endocrinology. 2011;347:48-54. 

137. Stamenkovic I. Extracellular matrix remodelling: the role of matrix metalloproteinases. J. 

Pathol. 2003;200:448-464. 

138. Stannus O, Jones G, Cicuttini F, Parameswaran V, Quinn S, Burgess J, Ding C. 

Circulating levels of IL-6 and TNF-alpha are associated with knee radiographic 

osteoarthritis and knee cartilage loss in older adults. Osteoarthritis and cartilage / OARS, 

Osteoarthritis Research Society. 2010;18:1441-1447. 

139. Stanos SP, Galluzzi KE. Topical therapies in the management of chronic pain. Postgrad. 

Med. 2013;125:25-33. 



104 
 

140. Sutipornpalangkul W, Morales NP, Harnroongroj T. Free radicals in primary knee 

osteoarthritis. J. Med. Assoc. Thai. 2009;92 Suppl 6:S268-274. 

141. Sylvia VL, Gay I, Hardin R, Dean DD, Boyan BD, Schwartz Z. Rat costochondral 

chondrocytes produce 17beta-estradiol and regulate its production by 

1alpha,25(OH)(2)D(3). Bone. 2002;30:57-63. 

142. Sylvia VL, Hughes T, Dean DD, Boyan BD, Schwartz Z. 17beta-estradiol regulation of 

protein kinase C activity in chondrocytes is sex-dependent and involves nongenomic 

mechanisms. J. Cell. Physiol. 1998;176:435-444. 

143. Tanaka S, Hamanishi C, Kikuchi H, Fukuda K. Factors related to degradation of articular 

cartilage in osteoarthritis: a review. Semin. Arthritis Rheum. 1998;27:392-399. 

144. Tetlow LC, Woolley DE. Expression of vitamin D receptors and matrix 

metalloproteinases in osteoarthritic cartilage and human articular chondrocytes in vitro. 

Osteoarthritis Cartilage. 2001;9:423-431. 

145. Theis KA, Helmick CG, Hootman JM. Arthritis burden and impact are greater among 

U.S. women than men: intervention opportunities. J Womens Health (Larchmt). 

2007;16:441-453. 

146. Thompson LR, Boudreau R, Hannon MJ, Newman AB, Chu CR, Jansen M, Nevitt MC, 

Kwoh CK, Osteoarthritis Initiative I. The knee pain map: reliability of a method to 

identify knee pain location and pattern. Arthritis Rheum. 2009;61:725-731. 

147. Tiraloche G, Girard C, Chouinard L, Sampalis J, Moquin L, Ionescu M, Reiner A, Poole 

AR, Laverty S. Effect of oral glucosamine on cartilage degradation in a rabbit model of 

osteoarthritis. Arthritis Rheum. 2005;52:1118-1128. 

148. Tsai SH, Sheu MT, Liang YC, Cheng HT, Fang SS, Chen CH. TGF-beta inhibits IL-

1beta-activated PAR-2 expression through multiple pathways in human primary synovial 

cells. J. Biomed. Sci. 2009;16:97. 

149. Usunier B, Benderitter M, Tamarat R, Chapel A. Management of fibrosis: the 

mesenchymal stromal cells breakthrough. Stem cells international. 2014;2014:340257. 

150. Valderrabano V, Steiger C. Treatment and prevention of osteoarthritis through exercise 

and sports. Journal of aging research. 2011;2011:374653. 

151. van Beuningen HM, van der Kraan PM, Arntz OJ, van den Berg WB. Does TGF-beta 

protect articular cartilage in vivo? Agents Actions Suppl. 1993;39:127-131. 

152. van den Berg WB. Osteoarthritis year 2010 in review: pathomechanisms. Osteoarthritis 

Cartilage. 2011;19:338-341. 

153. van Osch GJ, Brittberg M, Dennis JE, Bastiaansen-Jenniskens YM, Erben RG, Konttinen 

YT, Luyten FP. Cartilage repair: past and future--lessons for regenerative medicine. J. 

Cell. Mol. Med. 2009;13:792-810. 

154. Vance CG, Rakel BA, Blodgett NP, DeSantana JM, Amendola A, Zimmerman MB, 

Walsh DM, Sluka KA. Effects of transcutaneous electrical nerve stimulation on pain, 

pain sensitivity, and function in people with knee osteoarthritis: a randomized controlled 

trial. Physical therapy. 2012;92:898-910. 

155. Walker JM. The bicinchoninic acid (BCA) assay for protein quantitation. Methods Mol. 

Biol. 1994;32:5-8. 

156. Wang Q, Rozelle AL, Lepus CM, Scanzello CR, Song JJ, Larsen DM, Crish JF, Bebek 

G, Ritter SY, Lindstrom TM, Hwang I, Wong HH, Punzi L, Encarnacion A, Shamloo M, 

Goodman SB, Wyss-Coray T, Goldring SR, Banda NK, Thurman JM, Gobezie R, Crow 



105 
 

MK, Holers VM, Lee DM, Robinson WH. Identification of a central role for complement 

in osteoarthritis. Nat. Med. 2011;17:1674-1679. 

157. Wang X, Li F, Fan C, Wang C, Ruan H. Effects and relationship of ERK1 and ERK2 in 

interleukin-1beta-induced alterations in MMP3, MMP13, type II collagen and aggrecan 

expression in human chondrocytes. Int. J. Mol. Med. 2011;27:583-589. 

158. Weng LH, Ko JY, Wang CJ, Sun YC, Wang FS. Dkk-1 promotes angiogenic responses 

and cartilage matrix proteinase secretion in synovial fibroblasts from osteoarthritic joints. 

Arthritis Rheum. 2012;64:3267-3277. 

159. Wilson DS, Dalmasso G, Wang L, Sitaraman SV, Merlin D, Murthy N. Orally delivered 

thioketal nanoparticles loaded with TNF-alpha-siRNA target inflammation and inhibit 

gene expression in the intestines. Nature materials. 2010;9:923-928. 

160. Wluka AE, Cicuttini FM, Spector TD. Menopause, oestrogens and arthritis. Maturitas. 

2000;35:183-199. 

161. Yang X, Chen L, Xu X, Li C, Huang C, Deng CX. TGF-beta/Smad3 signals repress 

chondrocyte hypertrophic differentiation and are required for maintaining articular 

cartilage. J. Cell Biol. 2001;153:35-46. 

162. Ying X, Chen X, Cheng S, Shen Y, Peng L, Xu HZ. Piperine inhibits IL-beta induced 

expression of inflammatory mediators in human osteoarthritis chondrocyte. Int. 

Immunopharmacol. 2013;17:293-299. 

163. Yoshimura N, Muraki S, Oka H, Morita M, Yamada H, Tanaka S, Kawaguchi H, 

Nakamura K, Akune T. Profiles of vitamin D insufficiency and deficiency in Japanese 

men and women: association with biological, environmental, and nutritional factors and 

coexisting disorders: the ROAD study. Osteoporosis international : a journal established 

as result of cooperation between the European Foundation for Osteoporosis and the 

National Osteoporosis Foundation of the USA. 2013;24:2775-2787. 

164. Zhang W, Moskowitz RW, Nuki G, Abramson S, Altman RD, Arden N, Bierma-Zeinstra 

S, Brandt KD, Croft P, Doherty M, Dougados M, Hochberg M, Hunter DJ, Kwoh K, 

Lohmander LS, Tugwell P. OARSI recommendations for the management of hip and 

knee osteoarthritis, part I: critical appraisal of existing treatment guidelines and 

systematic review of current research evidence. Osteoarthritis Cartilage. 2007;15:981-

1000. 

165. Zheng X, Xia C, Chen Z, Huang J, Gao F, Li G, Zhang B. Requirement of the 

phosphatidylinositol 3-kinase/Akt signaling pathway for the effect of nicotine on 

interleukin-1beta-induced chondrocyte apoptosis in a rat model of osteoarthritis. 

Biochem. Biophys. Res. Commun. 2012;423:606-612. 

 

 

 

 

 

 

 

 



106 
 

 

 
 


