Vitamin D TOP – FAQs

What is it about?

There are two principle aims 

· To improve patient care.

· To reduce costs and save money.

Vitamin D deficiency is a common problem but there is very little data available as to the incidence of Vitamin D insufficiency or deficiency in the population or how many have been diagnosed, or treated. The best ‘guestimate’ [based on Drugs and Therapeutics Bulletin 2006]) is that approximately 40 % of Harrow’s adult population have vitamin D levels <50nmol and 50% children have low, or are at risk of low, vitamin D.

What is it not about?

You are not being asked to screen for vitamin D deficiency. This TOP is only concerned with the management of patients with new or established vitamin D deficiency

The recommendations only apply to vitamin D Deficiency not the management of osteoporosis.

What is the rationale behind this TOP?

Vitamin D deficiency is a common and serious problem. Until this TOP there has been no agreed national or local pathway for the management and treatment of adults and children. Pathways for NHS Harrow have been developed by Dr Tricia Robertson and Dr Kevin Pearce and have been approved by Dr Clare Batten (Consultant Rheumatologist) and Dr Ben Jacobs (Consultant Paediatrician).

NHS Harrow has the second highest spend, in England and Wales, for calcium and vitamin D preparations, yet we still have a problem with deficiency

The most severe forms of deficiency require high dose therapy and it is in this area that much confusion occurs. There is also a need to ensure patients adhere to maintenance therapy.

What are the treatment options?

Treatment options include intramuscular injections or pharmacological strength tablets followed by maintenance therapy as tabled below:

	Therapy
	Pros
	Cons

	Pharmacological strength:

I/M injection

300,000 units/ml
	· Cost-effective [Max £21 per patient per year]

· More readily available that high dose tablets

· Adherence can be monitored
	· Injection

· Manufacturers recommended glass syringes, but can be drawn up and given immediately via plastic syringes. Currently there is no community protocol to allow this.

· Absorption can be erratic

· Undesirable in children.

	Pharmacological strength: Tablets

10,000 or 50,000 units


	· Not an injection

· Only need to be given weekly or monthly
	· Difficult to obtain

· Adherence more difficult to monitor

· Weekly or monthly doses often forgotten

· Therapy continued too long without review

	Maintenance with oral Vitamin D supplements:

Vitamins BPC 


	· Inexpensive [90p/month]

· Taste not an issue

· Adherence potentially better than with calcium + vitamin D tablets

· Can be initiated when treatment doses started and then continued as maintenance 
	· Contain vitamin A [note C/I]

· Poor adherence

· Even if adherent, the dose is not adequate to correct deficiency



	Maintenance with oral Vitamin D supplements:

Calcium + vitamin D tablets
	· Provides calcium if dietary intake inadequate


	· Calcium not required if intake adequate

· Very poor adherence

· Unpalatable

· Less cost effective [£6/month]


As an example of costs; ePACT data reveals that 83,520 prescriptions for vitamin D and calcium products were dispensed in Harrow to year end March 09 at a cost of £340,608.96.  It is not possible to identify which patients were on treatment for vitamin D deficiency or prophylaxis for osteoporosis prevention but there is considerable scope for savings to be made by rationalising treatment. 

For patients with adequate dietary calcium intake it is not necessary to supplement with calcium + vitamin D products. Once a patient is vitamin D sufficient maintenance oral therapy is required; we advocate using vitamin Capsules BPC instead of the combination products. This will reduce costs. Where vitamin A is contra-indicated we would prefer “healthy start vitamins” to be used but failing that, products combined with calcium.  If adherence to oral therapy cannot be ensured patients would continue on I/M injections

For most patients we advocate the use of Vitamin D injections as a cost-effective way to ensure correction of deficiency. Practices would buy in the injections or issue the patient with a prescription for it.

What do practices have to do? 

For patients with vitamin D deficiency the practice undertakes to

· Manage adults with vitamin D Deficiency using the agreed pathways.

· Provide training for practice nurses to allow them to give injectable vitamin D according to the agreed protocol.

· Review patients on oral medication with the aim of swapping to more cost effective treatment.

· Identify patients attending clinics in secondary care for the purpose of vitamin D injection and commence treatment within the surgery.

· Provide appropriate dietary advice- a leaflet is provided. Referral to a dietician is at the discretion of the practice. 

In addition the practice undertakes to:

· Discuss with pregnant women at booking the need for vitamin D and Folic acid supplementation and will prescribe appropriate supplements. This will be recorded in the antenatal notes and referral letter. Read Code 8B73

· Audit or allow audit of the changes made.

Vitamin D in children

· Practices must manage children with vitamin D deficiency using the agreed pathway.

· Children in families where parent(s) are shown to be deficient should be supplemented with standard oral medication. 

· Practices will not prescribe high dose vitamin D on prescription but refer for specialist care.

Why do I have to do this?

The Vitamin D TOP, which has been agreed between HWE and the cluster leads, forms a part of a practices’ commitment to Practice Based commissioning.

It is each practice’s responsibility to implement the TOP in accordance with the governance agreement the practice has already signed. Signing the agreement ensured payment of £0.19p per patient and has already been paid.

An additional £1.19 per patient is also paid for adhering to the four TOPs (Task Orientated Pathways) which have been developed by the clusters.

This TOP has been developed by HMC.

If a practice does not implement the TOP they render themselves ineligible for the TOP payment.
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