
 

 

 

  
 

Vitamin B12 Deficiency 
  

Key GP Notes 

 Do not delay IM treatment if neurological symptoms are present  

 Oral therapy is not recommended for neurological disease  
 B12 reference ranges may vary; interpret in clinical context 

 
Vitamin B12 Deficiency - GP Assessment & Referral Flowchart:  

 

 
  
  

GP Referral Guidance 

for Haematology 

When to Test  
 Macrocytic anaemia, neurological symptoms, glossitis, cognitive 

change 
 Risk factors: long-term PPI/H2 blocker, metformin, vegan diet, 
bariatric surgery, ileal disease/resection, pernicious anaemia, nitrous 

oxide use 

 

Initial Tests 
 Active Vit B12 (currently unavailable) and folate 

 FBC, Blood Film 
 

Interpret Active B12 
>70 pmol/L  
➡B12 deficiency unlikely  

➡If symptoms persist; recheck in 3-6 months  

⬇ 
25-70 pmol/L (Indeterminate)  
➡Assess clinical suspicion  

 Strong suspicion (macrocytosis / neuropsychiatric features / glossitis): manage as 
deficiency (see treatment)  
 No strong suspicion: consider oral cyanocobalamin 100 mcg daily and monitor  

⬇  
<25 pmol/L (Deficient)  
➡Treat as B12 deficiency  

Assess Symptoms 
Neurological symptoms present? (Neuropathy, cognitive 

change, visual issues) 
 

Initial Treatment 

With neurological symptoms  
 IM hydroxocobalamin 1000 micrograms every 2nd 
day until no further improvement  
 Then maintenance (see below)  

Without neurological symptoms  
 IM hydroxocobalamin 1000 micrograms 3×/week 
for 2 weeks  
 Then maintenance (see below)  



 

 

 

Maintenance Treatment 
Non-dietary cause  

 IM hydroxocobalamin 1000 micrograms every 3 months for life  
Dietary cause  

 Oral cyanocobalamin 50-150 mcg daily or  
 IM hydroxocobalamin 1000 micrograms twice yearly  
 Vegans/allergy to B12-rich foods: often lifelong  
 Non-vegans: may stop once corrected and diet improved; monitor B12 6 
monthly  

 

Monitoring  
 FBC ± reticulocytes at 7-10 days  
 At ~8 weeks: check ferritin and folate  
 Ongoing clinical monitoring  

 

Identify Cause & Additional Actions 

 Check intrinsic factor antibodies if strong suspicion of pernicious 
anaemia  
 Consider coeliac screen if malabsorption suspected  
 Refer to dietician if poor intake  
 Metformin users (>12 months): consider periodic B12 
monitoring; continue metformin and treat deficiency if present  
 Nitrous oxide exposure: consider MMA or homocysteine testing 
(secondary care)  

 

When to Refer 

 Gastroenterology: malabsorption (non-pernicious), GI symptoms, 
or pernicious anaemia with iron/folate deficiency  
 Haematology: diagnostic uncertainty, poor response, complex 
presentations  

 


