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ABSTRACT
Vitamin D is a very common prescribed drug for numerous indications. Due to scarce knowledge and poor
awareness of the various formulations, preparations and dosages of Vitamin D, there are many chances of
prescription errors, medication errors, product use issue and undesirable adverse drug reactions. We hereby detail
case of 70-year-old ex-army gentleman reported to us with a history of lethargy, confusion, reduced appetite and gait
imbalance since few days with a history of knee replacement surgery 2 years back. Medical history was not of much
relevance before it was revealed that he was getting cholecalciferol injection with a strength of 600000 IU once a
week for few months. He was detected to have very high serum vitamin D level and hypercalcemia. He was started
on intravenous fluids, diuretics and glucocorticoids. In a few days, after effective treatment, the patient was
discharged in a recovering stage and advised to stop intake calcium and vitamin D in any form. At his last follow up,
after a few months of discharge, he had totally recovered.
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INTRODUCTION
Vitamin D is an important drug that plays a key role in maintenance of bones and calcium metabolism. The
deficiency of Vitamin D deficiency not only leads to hypocalcemic state and bone mineralization defects but also is
co-related with increased risks of extraskeletal complications including autoimmune disorders, chronic obstructive
pulmonary disease, cancer, and metabolic syndrome. Those with low levels of Vitamin D are more likely to develop
cardiovascular disorders1, insulin resistance2 and asthma3, but on the other hand unintentional, accidental, non-
prescribed and non-recommended use of vitamin D may lead to potentially life threatening hazards. Both Vitamin D
deficiency and insu c
ffi iency are considered to be public health issues globally. Tu-Tunji was the first one to report a
case of vitamin D toxicity back in 1931. The case concerned a 2-year-old male infant with overdose of vitamin D
supplement.4 We hereby present a case in which prescribed parentral intake of Vitamin D led to toxicity in an elderly
patient.
CASE REPORT
A 70-year-old ex-army gentleman reported to us with a history of nausea, vomiting, lethargy, confusion, reduced
appetite, burning pain in the abdomen, body weakness and gait imbalance since a few days. Case history detailed no
incidence of head injury, accident or fall. He was not taking any medication except metformin for diabetes since 8
years. The patient had undergone a knee replacement surgery 2 years ago.
General examination showed absence of pallor, cyanosis, clubbing, icterus, edema and lymphadenopathy. Blood
pressure was normal and pulse was 99/min. Abdominal examination, chest auscultation and cardiovascular work up
showed no kind of abnormality. Magnetic resonance imaging on admission was unremarkable except for some age
related changes. Electrocardiogram, ultrasound abdomen, computed tomography chest were also normal. Screening
for cerebral lesions and malignant lesions came out to be negative. Cerebrospinal fluid examination revealed normal
results glucose and protein level. Central nervous system examination showed that there was generalized muscle
weakness with planters affected.
On further investigation, he revealed and brought to our notice that during his follow up sessions after surgery, he
was being injected with some Vitamin injection but could not recall the exact name. His orthopaedic surgeon was
called up to know the details as the patient had lost the prescription. The concerned doctor that the patient was being
given cholecalciferol injection with a strength of 600000 IU once a week for few months. The laboratory
investigations revealed the following results: Hb 12.1 g/dl, Serum Calcium 15mg/dl, Serum 25 Hydroxy D 269.50
ng/ml , urea 50 mg/dl, Serum Phosphorus 5.5mg/dl, creatinine 1.87 mg/dl, blood urea 55mg/dl and serum PTH of
0.20 pg/ml and a magnesium level of magnesium level was 1.5 mg/dl.
On the basis of the detailed history, clinical examination and laboratory examinations, a diagnosis of hypercalcemia
following hypervitaminosis D was established, and he was admitted and started on hydration with intravenous
fluids, oral diuretics, bisphosphonates and glucocorticoids. The patient was feeling better after being admitted. The
hypercalcemic state started to resolve, the patient showed a clinical improvement and eventually and his serum
calcium came down to normal limits in 12 days and was discharged and advised not to take any food or supplement
containing calcium or vitamin D. At the time of discharge, vitamin level was 221.44 ng/ml. At his last follow up,
four months after the discharge, the patient has returned to a normal state with resolved levels of Vitamin D.
DISCUSSION
This case study reports an ideal case of hypercalcemic complication followed by the event of hypervitaminosis D.
This case also shows how important it is to get into the details of medical history and other factors while formulating
a perfect diagnosis. Clear history of high dose Vit D injections with all the laboratory parameters favouring the
diagnosis were of great help in initiation of early treatment. The cumulative dose of vitamin D in our patient was too
high to obviously result in hypercalcemia. Vitamin D is one of the fat soluble vitamins and reported to be the most
common in causing hypervitaminosis. This condition may result due to high intake of fat soluble vitamins through
natural or fortified foods or taking of pharmaceutical preparation in excess as in this reported case. Both synthetic
and natural forms are accountable for toxicity. Being fat soluble, it gets deposited in body fat, and it may take a time
to reverse the toxicity.
Headache, nausea, vomiting, constipation, anorexia, hypertension, hypercalcemia, hypercalciuria, renal stones,
hyperphosphatemia, polyuria, polydipsia and ectopic calcification of soft tissues are the common symptoms of
vitamin D toxicity.5
Diagnosis of vitamin D toxicity is established by confirmatory biochemical evaluation and is characterized by high
serum calcium, and high serum vitamin D levels. Treatment modalities include abstinence from all sources of
calcium and vitamin D, avoidance of exposure to sunlight and other ultraviolet light sources, appropriate attention to
hydration, volume repletion, use of loop diuretics, glucocorticoid therapy and bisphosphonate therapy.6-9
CONCLUSION
In cases of hypercalcemia, Vitamin D toxicity should always be considered as a di e
ff rential diagnosis. In recent
times, awareness regarding consequences of vitamin D deficiency has increased leading to an escalation in intake of
vitamin D3 supplements lead to toxicity and complications like hypercalcemia. As it is said that excess of everything
is bad, there is a need to formulate safety parameters for high dose vitamin D3 supplementation and educate people
regarding the after effects of vitamin D toxicity. Healthcare professionals should make sure to prescribe the
appropriate dose of vitamin D to the deficient subjects. Such patients should be treated carefully and inadvertent use
of vitamin D should be avoided.
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