VITAMIN D DEFICIENCY

Shawn M. Cole, MD and David Podell, MD, PhD
Week 36
Learning Objectives:
1. Recognize the clinical presentations and prevalence of vitamin D deficiency

2. Understand the risk factors and pathophysiology of vitamin D deficiency

3. Appreciate the preventative clinical implications of maintaining adequate vitamin D levels 

4. Learn appropriate treatment strategies for vitamin D deficiency
CASE ONE:
Ms. D. is a 55-year-old African-American woman with a history of hypertension, stage III chronic kidney disease, and rheumatoid arthritis who presents in your clinic for a follow-up examination.   Six weeks ago she was hospitalized after sustaining a fall which led to a hip fracture.  Her post-operative course has been uneventful, and she is meeting her rehabilitation goals.  Her active complaints include a two-month history of mild fatigue and increased pain sensitivity described as “body aches everywhere” which feels very different than her typical RA joint flare-ups.  She describes diffuse, constant, achy myalgias with a severity of 3/10, and without any strength or functional impairment.  Patient is compliant with her medications, which include lisinopril 10mg daily, hydrochlorothiazide 25mg daily, prednisone 5mg daily, and fish oil supplements.  She is up to date on her age appropriate cancer screening, and all of these studies have been negative throughout her life.
Physical examination reveals a dysphoric, obese lady in no apparent distress.  Musculoskeletal exam is normal with appropriate strength, full range of motion, and the absence of muscle tenderness on palpation.  Her hands have mild chronic RA changes bilaterally at her MCP joints with no active synovitis.  Upon assessing pedal edema, Ms. D. describes significant tenderness before withdrawing her foot.  Depression screen is positive for mild symptoms which were absent on previous encounters.  
Questions:

1. What is the differential diagnosis for this patient’s pain symptoms?  Are there any historical or physical examination clues to narrow your clinical suspicion?  Would you order any laboratory studies at this point and, if so, what would you order?  




CASE ONE CONTINUED:
The blood work comes back a week later and reflects a normal comprehensive metabolic panel, creatine kinase, hepatitis panel, TSH, ESR, and HIV screen.  25-OH Vitamin D level is 16ng/mL.  Upon further questioning Ms. D., who lives in Massachusetts, admits she is indoors most of the day, especially in the cold winter months. 
2. Describe the risk factors for Vitamin D deficiency.  Which risk factors apply to Ms. D?
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3. What are the potential preventative health benefits of treating and correcting vitamin D deficiency?  



4. What prescription(s) should you give Ms. D to treat her vitamin D deficiency?  Would your approach change if her initial 25-OH Vitamin D levels were 25ng/mL?  Should you worry that she may develop vitamin D toxicity if you treat her too long?


  

CASE ONE CONTINUED:

After treating her for three months, she feels marked improvement in her pain and depressive symptoms.  Follow-up 25-OH Vitamin D value is 34ng/mL.  
5.   Would you keep treating her?
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