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Prescriber information - healthcare professionals only
	Important clinical note: Vitamin D therapy should be considered only after appropriate clinical assessment, review of risk factors, serum 25-hydroxyvitamin D [25(OH)D] where clinically indicated, calcium status, renal function, relevant comorbidities and treatment goals. Compounded vitamin D3 should be prescribed where a commercially available product is unsuitable for the patient's required dose, formulation, swallowing ability, adherence needs or clinical monitoring plan.



Executive summary
Vitamin D deficiency is clinically relevant to bone mineralisation, calcium/phosphate homeostasis, muscle function, and falls/fracture risk in older or deficient patients.
In Australian practice, serum 25(OH)D is generally considered sufficient at >=50 nmol/L, preferably maintained at this level at the end of winter. Some clinicians may target approximately 60-70 nmol/L in patients with persistent risk factors to reduce seasonal decline below 50 nmol/L.
Low vitamin D status has been associated in observational studies with non-skeletal conditions including cardiovascular disease, impaired glucose metabolism, insulin resistance, beta-cell dysfunction, autoimmune disease, and selected cancers. These associations do not prove causation, and vitamin D should not be positioned as a stand-alone chronic disease prevention treatment.
Vitamin D3 compounding may assist prescribers when individualised dosing or formulation is required, including 3,000 IU, 5,000 IU, 50,000 IU, 100,000 IU, or other prescriber-specified strengths. Higher-dose vitamin D should be used as prescriber-directed therapy, not routine general supplementation.
Clinical assessment before prescribing
Risk factors: limited sun exposure, darker skin, covering clothing, institutional care, older age, obesity, malabsorption, liver disease, renal impairment, pregnancy, osteoporosis/osteopenia, falls risk, and medications affecting vitamin D metabolism.
Baseline review: serum 25(OH)D where clinically indicated, corrected calcium, phosphate, renal function, parathyroid hormone where appropriate, and relevant comorbidities.
Higher-dose therapy: consider closer monitoring in renal impairment, hypercalcaemia risk, granulomatous disease, malignancy-associated hypercalcaemia, primary hyperparathyroidism, or concurrent high calcium intake.
Practical interpretation of serum 25(OH)D
	Serum 25(OH)D
	Interpretation
	Practical prescriber action

	<12.5 nmol/L
	Severe deficiency
	Treat actively; assess calcium, renal function, malabsorption and adherence; consider high-dose prescriber-directed repletion.

	12.5-29 nmol/L
	Moderate deficiency
	Repletion dosing is usually required; address risk factors and adherence.

	30-49 nmol/L
	Mild deficiency / insufficiency
	Low-to-moderate dose supplementation; address sun exposure, dietary intake and ongoing risk factors.

	>=50 nmol/L
	Sufficient
	Maintenance dosing may be appropriate if ongoing risk factors persist.

	>200-250 nmol/L
	High / possible toxicity concern depending on calcium status
	Review dose, calcium, renal function and symptoms; consider cessation or dose reduction depending on clinical context.



Practical target: Maintain 25(OH)D >=50 nmol/L, ideally at the end of winter. In recurrent deficiency or persistent risk factors, a pragmatic maintenance target of approximately 60-70 nmol/L may help reduce the likelihood of winter decline below 50 nmol/L.
Treatment framework by deficiency level - compounding pharmacy perspective
Prescriber consideration only: Final dose, duration, monitoring and review remain the responsibility of the treating medical practitioner. The examples below are not intended to replace local guidelines or specialist advice.
	Baseline / current 25(OH)D
	Clinical category
	Suggested treatment approach for prescriber consideration

	Corrected level >=50 nmol/L
	Maintenance phase
	Commonly 3,000-5,000 IU twice weekly, or 1,000-2,000 IU daily, where ongoing risk factors persist, and sun exposure/diet are inadequate.

	30-49 nmol/L
	Mild deficiency
	Commonly 5,000 IU twice weekly, then review risk factors and ongoing maintenance need.

	15-29 nmol/L
	Moderate deficiency
	Commonly 3,000-5,000 IU daily for 6-12 weeks, then reassess and step down to maintenance after correction.

	<15 nmol/L
	Severe deficiency
	Prescriber-directed high-dose repletion may be considered, such as 50,000 IU weekly for 6-8 weeks. Use 100,000 IU only where specifically prescribed and clinically justified. Reassess calcium, renal function and 25(OH)D.



Common Compounded Vitamin D options: 
Vitamin D3 capsules: 3,000 IU, 5,000 IU, 50,000 IU or prescriber-specified strength.
Other dosage forms may be considered where clinically appropriate and technically suitable.
Suggested prescription details: Vitamin D3 strength, dosage form, directions, quantity, repeats, target 25(OH)D level if relevant, review timeframe and any monitoring instructions.
Safety and monitoring considerations
Higher-dose vitamin D should be used cautiously in patients with renal impairment or hypercalcaemia risk.
Consider serum calcium and renal function monitoring when using high-dose or prolonged therapy.
Review concurrent calcium supplementation, thiazide diuretics, digoxin, calcitriol/alfacalcidol, and other relevant medicines.
Vitamin D toxicity is primarily mediated through hypercalcaemia; symptoms may include nausea, vomiting, constipation, polyuria, polydipsia, confusion, weakness and renal impairment.
Recommended clinical positioning statement
	Vitamin D3 compounding supports prescribers when individualised dose strength or formulation is clinically required. The goal is to correct deficiency and maintain adequate vitamin D status within a monitored treatment plan, particularly where commercial products are unsuitable.
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Professional disclaimer
This information is intended for Australian healthcare professionals and prescribers. It is general professional information only and does not replace individual clinical judgement, local prescribing guidelines, product information, specialist advice, or patient-specific monitoring. Compounded medicines should be prescribed only where clinically appropriate and where a suitable commercial product is not appropriate for the patient.
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