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ABSTRACT

Objective: To examine the associations of sociodemographic factors, comorhidities, diet, medications, vitamin D levels,
hematological indices, and symptoms with vitamin B12 status among primary care patients in Karachi, Pakistan.

Methods: This cross-sectional study was conducted in 2023 at the Family and Internal Medicine clinics of Indus Hospital
and Health Network. Adults recently tested for vitamin B12 as advised by physicians were enrolled (n=252). Data on
demographics, comorbidity, medications, diet, and symptoms were collected through structured interviews, alongside BMI
and laboratory results. Associations were analyzed using descriptive statistics, Chi-square, and correlation coefficient, with
p<0.05 considered significant.

Results: Of 252 participants (71.4% female, median age 46 years), fatigue (79.5%), muscle weakness (73.2%), and
numbness/tingling (69%) were the most frequent symptoms in those with B12 deficiency or insufficiency. Decreased
appetite (p=0.003) and weight loss (p=0.010) were significantly associated with low B12 levels. Dietary patterns showed
strong associations: reduced milk intake (72% deficient) and infrequent red meat consumption (49.6% deficient) were
linked to deficiency. Vitamin D correlated positively with B12 levels (r=0.215, p=0.006), while mean corpuscular volume
correlated negatively (r=-0.151, p=0.019). No significant associations were found with BMI (p=0.175), comorbidities
(p>0.05), or metformin/PPI use (p>0.05).

Conclusion: Low vitamin B12 levels were associated with specific dietary insufficiencies, constitutional and neurological
symptoms, and hematological indices. These findings highlight the need for heightened clinical awareness and integration
of dietary counseling within primary care. These findings highlight the need for targeted screening and interventions to
prevent deficiency in underprivileged populations.

Keywords. Cobalamin deficiency, B12 deficiency, macrocytic anemia, megal oblastic anemia, nutritional anemia, vitamin
B12 deficiency, Pakistan
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INTRODUCTION:

Vitamin B12 (Cobalamin) is an essential micronutrient
crucial for various physiological processes, hence its
deficiency leadsto awide array of clinical manifestations,
including hematological, dermatological and gastrointestinal
abnormalities, neurological impairment and cognitive decline.
The prevalence of vitamin B12 deficiency is common and
ismore frequent in low- and middle-income countries with
apoor or inadequate diet of animal foods.™? Risk factors for
its deficiency have been identified world over, such as old
age, vegetarian diet, inflammatory bowel disease,
hypothyroidism, history of gastrointestinal resection and
prolonged use of medications like proton pump inhibitors
(PPI) and metformin.®*

In impoverished countries, insufficient dietary intake is a
significant cause of vitamin B12 deficiency.>® For example,
certain groups with reduced meat intake due to cultural or
societal factors have up to 86.5% vitamin B12 deficiency.’
Yet, due to variable and vague signs and symptoms, and a
high cost of screening, it is often unnoticed by clinicians.”
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Routine screening is not cost-effective, hence the prevalence
of vitamin B12 deficiency among healthy individuals in
Pakistan remains unknown. A large study conducted among
pregnant women found more than half of them to be vitamin
B12 deficient, with an association with gestational diabetes
mellitus (GDM).* Another study showed that 41.9% of
adolescents in a vulnerable group had vitamin B12
deficiency.® A study conducted in Karachi on diabetics
revealed vitamin B12 deficiency in 46.3% of patients, out
of which 18.4% were on metformin. This was supported by
another study that showed a 31% prevalence among
diabetics.™*> However, another study on another population
in Pakistan did not find correlation between vitamin B12
insufficiency and diabetes.”® Other studies found B12
deficiency to be associated with old age,* depression,*® and
dementia, with significant improvement in symptoms
following adequate vitamin B12 replacement.’® Despite the
deficiency is common in the Pakistani population, no
consistent correlation has been found among the risk factors
examined. Also, local studies have reported specific risk
factors among various vulnerable popul ations, multiple risk
factors have not been assessed in a single population. This
study therefore aims to determine the socio-demographic
factors, co-morbid ilInesses, medications, symptoms, weight,
dietary factors, various blood parameters and vitamin D
levelswith vitamin B12 insufficiency and deficiency among
an underprivileged population presenting to primary care
clinics at Indus Hospital and Health Network (IHHN) in
Karachi, Pakistan. Thefindings of this study could contribute
towards creating a screening model to detect early B12
deficiency and therefore lead to targeted interventions to
help reduce the burden of B12 deficiency and hence
associated morbidity in our population.

METHODOLOGY:

Thisisacross-sectional study conducted for ayear (2023),
in Family Medicine and Internal Medicine primary care
clinics, at Indus Hospital and Health Network (IHHN),
Korangi campus Karachi. IHHN isafreetertiary care health
network, catering to the underprivileged population
throughout the city. Adult patients who had serum vitamin
B12 levels checked within the past one week as advised by
the physician, were approached for consent to participate.
Patients with malabsorption syndrome, alcoholism, liver
disease, malignancies, inflammatory bowel disease, history
of gastric/intestinal resection, or those who were unable to
give consent (mentally incapacitated), pregnant females,
and bed-bound patients were excluded.

The sample size for this study was calculated to be 252
through WHO sample size calculator, using the prevalence
of vitamin B12 deficiency in adults 8.78%," margin of error
3.5% and confidence level 95%.

A structured questionnaire was administered to collect data.
The datawas collected by postgraduate medical trainees of

Family Medicine who were trained by the principal
investigator. This was completed as a one-on-one interview,
in an appropriate private setting. The questionnaire had 7
sections: sociodemographic information, self-reported co-
morbid illnesses, medication history, eating habits, body
mass index (BMI) and available |ab parameters. The BMI
(kg/m?) was calcul ated following the WHO standard
guidelines, categorized as underweight (<18.5), normal
weight (18.5-24.9) and overweight (=25.0).

Risk factors were compared among three groups based on
vitamin B12 levels as follows: Normal level: = 400 pg/ml,
vitamin B12 insufficiency (200-399 pg/ml) and deficiency
(< 200 pg/ml).2*®

Statistical Analysis: Collected data were analyzed on SPSS
version 26, a p-value of less than 0.05 was considered
significant. Means (SD) or median (IQR) is reported for
guantitative variables such as age, lab parameters and
anthropometric measure measurements on the basis of
normality. Normality was checked through Shapiro wilk
test. Frequency and percentage were reported for categorical
variables such as gender, co-morbid illnesses,
sociodemographic variables, symptoms, dietary factors and
vitamin B12 deficiency . The Mann-Whitney U test was
used to analyze differences in continuous variables between
independent groups. For categorical data, Chi-square test,
with the Fisher-exact test was applied in instances of small
sample sizes. After univariate analysis, Pearson correlation
was applied to determine alinear relationship between B12
and other quantitative variables such as blood parameters
and vitamin D.

Ethical Considerations: For conducting this research, we
adhered to the highest ethical standardsto ensuretheintegrity
and well-being of all participants. We obtained verbal
informed consent from each participant, with a clear
explanation of the study's purpose, procedures, and potential
risks. This study was approved by Institutional Review
Board (IRB) of Indus Hospital and Health Network (IRB
Number: IHNN_IRB_2022_06_005).

RESULTS:

The study included 252 participants with 71.4% females
and 28.6% males. The median age of the participants was
46 years (IQR: 35-56). Mgjority of females were housewives
(51%) and aquarter of males were retired. A quarter of the
participants were illiterate while almost 50% had not
completed 10" grade. There was no association of age groups
(p=0.170), gender (p=0.310), educationa status (p=0.63),
and working status (p=0.100) with vitamin B12 deficiency
or insufficiency.

Around one-third of participants were had a normal BMI,
one third were overweight, while 19.4% were obese and
13.5 % were under weight. There was no association of
BMI with vitamin B12 levels (p=0.175). (Figure 1)
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Among all participants, amost half (48%) were deficient
in vitamin B12, 43.7% had insufficiency, while only 8.3%
had anormal level. More than half (58.7%) had co-morbid
illnesses. Among these, 59.3% had hypertension, 43.4% had
diabetes, 19.3% had hypothyroidism, and 7.6% had
depression/anxiety. There was no significant difference
among distribution of co-morbid illnesses among participants
with normal, insufficient or deficient vitamin B12 levels
(Table 1) however, hypertension was the more common
among vitamin B12 insufficient as compared to deficient
patients but p value was not stetistically significant (p 0.617).
Cardiovascular diseases were most common (44.4%) in the
study population followed by hypertension (34.1) and
diabetes (25%).

Most common symptoms among patients with vitamin B12
insufficiency and deficiency included fatigue (79.5%),
weakness in muscles (73.2%), tingling/numbness (69%),
irritability (64.4%), and balance issues in walking (57.7%).
Decreased appetite (p 0.003) and weight loss (p 0.010)
were more common among participants with B12
insufficiency or deficiency than those with normal B12
levels.

There was no significant association found between vitamin
B12 levels and the use of medications, smoking status, or
other addictive behaviors, asindicated in Table-2. A trend
was observed among participants taking multivitamins, with
a higher proportion having normal vitamin B12 levels

Table 1: Association of demographic characteristics with vitamin B12 levels among patients

B12 Normal | B12 Insufficient | B12 Deficient Total |5\ que
N=21 N=110 N=121 N=252

Agein year
Median (IQR) 60(31-70) 47(35-57) 44(35-55) 46(35-56) 0.179'
Min-Max 17-80 15-80 15-81 15-81 '
Membersin household
Median (IQR) 6(5-10) 6(5-8) 5(4-7) 6(5-6) 0,106
Min-max 2-20 2-17 1-29 1-29 '
Numbers of children
Median (IQR) 5(2-6) 3(1-5) 3(1-4) 41-6) | oot
Min-max 0-10 0-10 0-10 0-13
Gender
Male 7(33.3) 26(23.6) 39(32.2) 72(28.6)
Female 14(66.7) 84(76.4) 82(67.8) 180(71.4) | 0.310
Total 21(100) 110(100) 121(100) 252(100)
Working Status
Employed 3(14.3) 2(1.8) 6(5) 11(4.4)
Housewife 11(52.4) 62(56.4) 56(46.3) 129(51.2)
Retired 3(14.3) 30(27.3) 33(27.3) 66(26.2) | 0.109"
Unemployed 4(19) 16(14.5) 26(21.5) 46(18.3)
Total 21(100) 110(100) 121(100) 252(100)
Education
Above Matric 7(33.3) 28(25.5) 25(20.7) 60(23.8)
Matric 7(33.3) 28(25.5) 37(30.6) 72(28.6)
Under Matric 2(9.5) 29(26.4) 30(24.8) 61(24.2) | 0.639"
Uneducated 5(23.8) 25(22.7) 29(24) 59(23.4)
Total 21(100) 110(100) 121(100) 252(100)
BMI status
Underweight 3(14.3) 13(11.8) 18(14.9) | 34(13.5)
Normal 10(47.6) 30(27.3) 45(37.2) 65(33.7)
Overweight 6(28.6) 46(41.8) 32(26.4) | 83(33.3)| 0.175t
Obese 2(9.5) 21(19.1) 26(21.5) | 49(19.4)
Total 21(100) 110(100) 121(100) | 252(100)

*P-value<0.05, T Mann Whitney U test, t Chi-square test, T Fisher-exact test
*Vitamin B12 Normal level: > 400 pg/ml, insufficiency (200-399 pg/ml) and deficiency (< 200 pg/ml)
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Table 2: Association of comorbidities with vitamin B12 levels among patients

B12 Normal | B12 I nsufficient | B12 Deficient Total P_val
N=21 N=110 N=121 N=252 -value
Cardiovascular Di No [ 10(47.6) 59(53.6) 71(58.7) 140(55.6) 05551
Yes| 11(52.4) 51(46.4) 50(41.3) 112(44.4)
Diabetes No [ 13(61.9) 79(71.8) 97(80.2) 189(75) 012t
Yes| 8(38.1) 31(28.2) 24(19.8) 63(25)
Hypertension No | 15(71.4) 69(62.7) 82(67.8) 166(65.9) 061
Yes| 6(28.6) 41(37.3) 39(32.2) 86(34.1)
Hypothyroidism No [ 19(90.5) 100(90.9) 105(86.8) | 224(88.9) 0501
Yes| 2(9.5) 10(9.1) 16(13.2) 28(11.1)
Stroke History No [ 21(100) 108(98.2) 119(98.3) | 248(98.4) it
Yes| 0(0) 2(1.8) 2(1.7) 4(1.6)
Depresson/Anxiety No | 20(95.2) 103(93.6) 118(97.5) | 241(95.6) 0267t
Yes| 1(4.8) 7(6.4) 3(2.5) 11(4.4)
Coronary Artery Di No [ 19(90.5) 109(99.1) 116(95.9) | 244(96.8) 0,065t
Yes| 2(9.5) 1(0.9) 5(4.1) 8(3.2)
Others No [ 14(66.7) 102(92.7) 109(90.1) | 225(89.3) 0,002+
Yes| 7(33.3) 8(7.3) 12(9.9) 27(10.7)

compared to those with B12 insufficiency and deficiency
(47.6%, 29.1%, and 25.6% respectively, P=0.086) (Table-
2). Results also indicated a significant association between
dietary habitsand vitamin B12 levels, with ahigher proportion
of normal B12 patients among those consuming
multivitamins, red meat and egg (2-3 times per week).
Majority of vitamin B12 deficient patients were those who
do not drink milk (Table -3).

The correlation between age and various blood parameters,
with B12 levels was computed. Age showed aweak positive
correlation with B12 levels (r = 0.091), indicating a slight
tendency for B12 levels to increase with age, though
gtatistically not significant (p = 0.148). Conversely, vitamin
D exhibited a moderate positive correlation with B12 levels
(r = 0.215) (p = 0.006) (Figure 2). Hemoglobin showed a
weak positive correlation with B12 levels (r = 0.100) but
statistically insignificant (p = 0.121). Mean corpuscular
volume (MCV) levels had a gtatistically significant negative
correlation with B12 levels (r = -0.151) (p = 0.019). However,
mean corpuscular hemoglobin concentration (MCHC)
exhibited no correlation with B12 levels (r = 0.007) (p =
0.917). Overall, while some blood parameters showed
significant associations with B12 levels, others exhibited
weak or negligible correlations, suggesting varied
relationships between B12 levels and various blood
parameters.

DISCUSSION:
This study reports an alarmingly high frequency of vitamin
B12 deficiency and insufficiency among patients whose

B12 levels were requested by the physicians. B12 levels
were below normal among 91.6 % of the patients; while

48% had documented deficiency of the micronutrient. Low
B12 levels have also been reported in various other studies
conducted in specific groups in Pakistan.®'*? The
exceptiondly high frequency of B12 deficiency in our study
is likely, because only patients who were requested by
physicians to have their B12 levels checked due to high
suspicion of deficiency, were included.

Vitamin B12 plays an important role in various bodily
functions; therefore, its deficiency is marked by several
symptoms. Lack of energy, weaknessin muscles, irritability,
numbness/tingling and trouble walking were the most
reported patient complaints. These symptoms match the
findings reported by Wolfenbiittel and colleagues,® who also
found improvement in these symptoms post cobalamin
therapy for 6 months. Weight loss (56%) was also asignificant
among the insufficient and deficient group, and it is one of
the known gastrointestina manifestations of low B12 levels.®
Hence, it isworth reiterating the importance of recognizing
these symptoms earlier in at-risk groups.

Our study reports an interesting positive relationship between
vitamin D and vitamin B12 levels. As majority of the
participants were females, preexisting low vitamin D levels
due to less consumption of dairy products and decreased
sun exposure in females in our population could provide an
explanation for this result.%* This relates to the findings of
Karabayir et.al which also conclude that vitamin D deficiency
could be common in vitamin B12 deficient patients.® More
comprehensive studies are needed to reveal the relationship
between vit B12 and vit D deficiency.

Vitamin B12 deficiency is a known cause of macrocytic
anemia,® and our study supported this association. MCV

JBUMDC 2025; 15(4): 318-325

Page-321



Risk Factors and Frequency of Vitamin B12 Deficiency among Patients Visiting Primary Care Clinics in Karachi, Pakistan

Table 3: Association of symptoms with vitamin B12 levels among patients

B12 Normal | B12 Insufficient | B12 Deficient Total P.value
N=21 N=110 N=121 N=252
Yes 12(60) 80(73.4) 83(68.6) 175(70)
Muscle Weakness No 7(35) 25(22.9) 36(29.8) 68(27.2) | 0.397t
Sometimes | 1(5) 4(3.7) 2(1.7) 7(2.8)
Yes 14(70) 53(48.2) 42(34.7) 109(43.4)
Dyspepsia No 4(20) 46(41.8) 68(56.2) 118(47) | 0.018*%
Sometimes |  2(10) 11(10) 11(9.1) 24(9.6)
Yes 14(70) 46(41.8) 52(43) 112(44.6)
Numb or tingling feeling in hands | No 4(20) 57(51.8) 63(52.1) 124(49.4) [ 0.102
Sometimes | 2(10) 7(6.4) 6(5) 15(6)
Yes 15(75) 51(46.4) 72(59.5) 138(55)
Trouble walking No 5(25) 51(46.4) 49(40.5) 105(41.8) | 0.003*t
Sometimes |  0(0) 8(7.3) 0(0) 8(3.2)
Yes 7(35) 24(21.8) 27(22.3) 58(23.1)
Nausea No 11(55) 75(68.2) 87(71.9) 173(68.9) | 0.425t
Sometimes | 2(10) 11(10) 7(5.8) 20(8)
Yes 14(70) 32(29.4) 48(39.7) 94(37.6)
Decreased appetite No 5(25) 75(68.8) 70(57.9) 150(60) | 0.003*t
Sometimes | 1(5) 2(1.8) 3(25) 6(2.4)
Yes 7(35) 40(36.7) 64(53.8) 111(44.8)
Weight loss No 13(65) 69(63.3) 53(44.5) 135(54.4) | 0.022*t
Sometimes | 0(0) 0(0) 2(1.7) 2(0.8)
Yes 15(75) 65(59.6) 74(61.7) 154(61.8)
Irritability No 4(20) 36(33) 43(35.8) 83(33.3) | 0.317t
Sometimes |  1(5) 8(7.3) 3(25) 12(4.8)
Yes 19(95) 85(78) 86(71.7) 190(76.3)
Fatigue No 1(5) 23(21.1) 33(27.5) 57(22.9) | 0.14t
Sometimes | 0(0) 1(0.9) 1(0.8) 2(0.8)
Yes 10(50) 20(18.3) 18(15) 48(19.3)
Diarrhea No 9(45) 76(69.7) 93(77.5) 178(71.5) | 0.01*t
Sometimes | 1(5) 13(11.9) 9(7.5) 23(9.2)
Yes 6(28.6) 8(7.3) 9(7.6) 23(9.2)
Smooth and tender tongue No 15(71.4) 99(90.8) 108(90.8) 222(89.2) | 0.061
Sometimes | 0(0) 2(1.8) 2(1.7) 4(1.6)
Yes 8(38.1) 46(42.2) 56(46.7) 110(44)
Fast heart rate No 13(61.9) 46(42.2) 52(43.3) 111(44.4) | 0.1821
Sometimes | 0(0) 17(15.6) 12(10) 29(11.6)
Yes 3(14.3) 10(9.1) 9(7.5) 22(8.8)
Reduced Smell No 17(81) 97(88.2) 110(91.7) 224(89.2) | 0.3461
Sometimes | 1(4.8) 3(2.7) 1(0.8) 5(2)
Yes 12(57.1) 36(33) 31(25.8) 79(31.6)
Forgetfulness No 7(33.3) 58(53.2) 83(69.2) 148(59.2) | 0.004*1
Sometimes | 2(9.5) 15(13.8) 6(5) 23(9.2)

*P-value<0.05, 1 Mann Whitney U test, t Chi-square test, T Fisher-exact test
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Table 4: Association of medications and smoking with vitamin B12 levels among patients

B12 Normal | B12 Insufficiency | B12 Deficiency | Total P_value
N=21 N=110 N=121 N=252
Use of Proton Pump Inhibitors
Yes 3(15) 12(11.1) 6(5.2) 21(8.6)
No 17(85) 96(88.9) 109(94.8) 222(91.4) | 0.168"
Tota 20(100) 108(100) 115(100) 243(100)
Use of Metformin
Yes 5(62.5) 19(61.3) 14(58.3) 38(60.3)
No 3(37.5) 12(38.7) 10(41.7) 25(39.7) 1.000"
Tota 8(100) 31(100) 24(100) 63(100)
Currently on Pregabalin/ Duloxetine
Yes - 5(4.7) 1(0.9) 6(2.5)
No 19(100) 102(95.3) 113(99.1) 234(97.5) | 0.493f
Total 19(100) 107(100) 114(100) 240(100)
Smoke Cigarettes (at least once aday for amonthin the last 1 year)
Yes 1(4.8) 2(1.9) 4(3.3) 7(2.8)
No 20(95.2) 106(98.1) 116(96.7) 242(97.2) | 0.279"
Tota 21(100) 108(100) 120(100) 249(100)
Use of Tobacco on regular basis
Yes - 13(11.8) 14(11.6) 27(10.7)
No 21(100) 97(88.2) 107(88.4) 225(89.3) | 0.525'
Tota 21(100) 110(100) 121(100) 252(100)
Use Beetle nut
Yes 3(14.3) 17(15.5) 20(16.5) 40(15.9)
No 17(81) 91(82.7) 89(73.6) 197(78.2) 0.109"
Sometimes 1(4.8) 2(1.8) 12(9.9) 15(6)
Total 21(100) 110(100) 121(100) 252(100)

increased as B12 levels decreased, indicating a negative
correlation between the two parameters.

Adequate vitamin B12 can be obtained through diets rich
in this micronutrient, such as red meat and milk. Therefore,
certain groups who avoid these sources due to cultural,
religious, or financial reasons are more at risk of developing
B12 deficiency. We found that 72% of those who do not
drink milk, and 49.6% of those who consumed red meat
less than once per week or consumed no red meat at all had
documented vitamin B12 deficiency. Our findings are in
line with the report of Bacha and colleagues,® who reported
reduced diversity in food sources and reduced milk
consumption in the Pakistani population.

There was no correlation of BMI or co-morbid illnesses
with vitamin B12 levels, however the frequency of patients
with known cardiovascular diseases, hypertension and
diabetes among our study population was 44%, 34% and
25% respectively. These numbers are concerning especially
in a population with meager resources and heath care access,
and warrants a need for nationwide awareness and
interventions to screen and prevent non-communicable
diseases.

Further there was no correlation of B12 deficiency with
medication usage (metformin and proton pump inhibitors)
(PPI) in our results. This is surprising as vitamin B12
deficiency isawell-known side effect of these medications.
A possible explanation could be that the duration and dosage
of metformin or PPl use were not systematically recorded
in our study, and deficiency risk increases with long-term
or high-dose exposure. Moreover, B12 deficiency is
multifactorial and may be influenced by dietary patterns,
mal absorption, age, or co-morbid conditions, which may
have masked any direct association with these medications
in our sample. Additionally, the relatively small number of
participants with normal vitamin B12 levels could have
further diluted the association of variables.

CONCLUSION:

This study underscoresthe clinical importance of recognizing
vitamin B12 deficiency in underprivileged primary care
populations. Dietary insufficiency and nonspecific symptoms
remain key challenges, whilelaboratory correlations highlight
the complexity of its detection. Although limited by selection
bias and lack of generalizability, the findings emphasize the
need for greater clinical awareness, integration of dietary
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Table 5: Association between the use of multivitamins and dietary intake with vitamin

B12 levels among patients

B12 Normal | B12 Insufficiency | B12 Deficiency |  Total P.value
N=21 N=110 N=121 N=252
Use of Multivitamins (for last 3 months)
Yes 10(47.6) 32(29.1) 31(25.6) 73(29)
No 11(52.4) 78(70.9) 90(74.4) 179(71) | 0.086"
Total 21(100) 110(100) 121(100) 252(100)
Use of Red Meat
Not at all 8(38.1) 23(20.9) 21(17.4) 52(20.6)
L ess than once aweek 3(14.3) 36(32.7) 39(32.2) 78(31)
At |east once aweek 2(9.5) 24(21.8) 35(28.9) 61(24.2) | 0.072"
2-3 times per week 8(38.1) 23(20.9) 25(20.7) 56(22.2)
Almost daily - 4(3.6) 1(0.8) 5(2)
Total 21(100) 110(100) 121(100) 252(100)
Use of Egg
Not at all 6(28.6) 40(36.4) 38(31.4) 84(33.3)
Less than once aweek 3(14.3) 27(24.5) 26(21.5) 56(22.2)
At least once aweek 2(9.5) 18(16.4) 26(21.5) 46(18.3) 0.338"
2-3 times per week 8(38.1) 16(14.5) 20(16.5) 44(17.5)
Almost daily 2(9.5) 9(8.2) 11(9.1) 22(8.7)
Total 21(100) 110(100) 121(100) 252(100)
Use of Milk on adaily basis
Not at all 12(57.1) 63(57.8) 87(72.5) 162(64.8)
L ess than once aweek 2(9.5) 9(8.3) 8(6.7) 19(7.6)
At least once aweek 2(9.5) 13(11.9) 8(6.7) 23(9.2) 0997
2-3 times per week - 10(9.2) 7(5.8) 17(6.8)
Almost daily 5(23.8) 14(12.8) 10(8.3) 29(11.6)
Total 21(100) 109(100) 120(100) 250(100)

Table 6: Correlation of Vitamin B12 with Vitamin D

R-Vaue
0.215

p-value
0.006

Vitamin D

counseling, and development of cost-effective screening
strategies in primary care to enable earlier diagnosis and
management

LIMITATION:

Our study was limited to patients presenting to the primary
care clinics of asingle charitable hospital, which restricted
recruitment primarily to individuals from low or lower
middle income groups, thereby reducing the generalizability
of the findings. In addition, the inadequate number of
participants with normal vitamin B12 levels (control group)
prevented us from conducting a case-control study, which
would have been a more suitable design. Lastly, due to
limited funds for testing B12 levels according to study
protocol, we were only able to include patients who had
already been advised by their physicians to undergo B12
level assessment, hence the actual prevalence could not be

calculated and the frequency of abnormal
exaggerated.

DECLARATION:

The datasets generated and/or analysed during the current
study are not publicly available but are available from the
corresponding author on reasonable request

Authors Contribution:
Fakhrunnisa Waheed: Conceptualization, study design, and
supervision.

B12 levelsis

Faridah Amir Ali: Manuscript writing and editing.
Muhammad Junaid Patel: Data interpretation and final
manuscript review

REFERENCES:

Melaku EE, Urgie BM, Tilahun AT, Assefa HK, Abebe AA,
Tefera AS. Prevalence of vitamin B 12 deficiency and
associated factors among primary school children: North East
Ethiopia: multicenter cross-sectional study. J Health Popul
Nutr. 2024;43(1):82;https://doi.org/10.1186/s41043-024-

1

00568-6.

' |
' |
| Mohammad M inhaj: Data collection and analysis. |
| Nida Ghouri: Literature review and methodol ogy. I
' |
' |

JBUMDC 2025; 15(4): 318-325

Page-324



Fakhrunnisa Waheed, Mohammad Minhaj, Nida Ghouri, Faridah Amir Ali, Muhammad Junaid Patel

2.

10.

11

Mucha P, Kus F, Cysewski D, Smolenski RT, Tomczyk M.
Vitamin B12 metabolism: a network of multi-protein mediated
processes. Int J Mol Sci. 2024;25(15):8021;https://doi.org/
10.3390/ijms25158021.

Langan RC, Goodbred AJ. Vitamin B12 Deficiency:
Recognition and Management. Am Fam Physician.
2017;96(6):384-9.

Jabbar A, Yawar A, Waseem S, Islam N, Ul Hagque N, Zuberi
L, et al. Vitamin B12 deficiency common in primary
hypothyroidism. J Pak Med Assoc. 2008;58(5):258-61.

Obeagu El, Babar Q, Obeagu GUJJJCRMS. Megaloblastic
anaemia-areview. Int J Curr Res Med Sci, 2021 ¢researchgate
net. 2021;7(5):17-24.

Yousaf S, Bacha U, Zafar M, RazaA, Arbaz Khan M, Bano
S, et a. Evauation of Dietary Intake and Food Insecurity: A
Case Study on Selected Households from Lahore,Pakistan.
JNutr Food Secur. 2021;10.18502/jnfs.v6i4.7617.

Pawlak R, Lester SE, Babatunde T. The prevalence of
cobalamin deficiency among vegetarians assessed by serum
vitamin B12: areview of literature. Eur J Clin Nutr. 2014;68(
5):541-8;10.1038/ejcn.2014.46.

Wolffenbuttel BHR, Wouters H, Heiner-Fokkema MR, van
der Klauw MM. The Many Faces of Cobalamin (Vitamin
B(12)) Deficiency. Mayo Clin Proc Innov Qual Outcomes.
2019;3(2):200-14;10.1016/j.mayocpiqo.2019.03.002.

Saeedullah A, Khan MS, Andrews SC, Igbal K, Ul-Haqg Z,
Qadir SA, et a. Nutritional Status of Adolescent Afghan
Refugees Living in Peshawar, Pakistan. Nutrients.
2021;13(9):3072;10.3390/nu13093072.

Kanwal A, Bashir A. Vitamin B12 in Pregnancy and its
Relationship with Maternal BMI and Gestational Diabetes
Mellitus - A study from Pakistan. Pak J Med Sci. 2022;38
(4Part-11):807-10;10.12669/pjms.38.4.5120.

Miyan Z, Waris N, Mibd. Association of vitamin B(12)
deficiency in people with type 2 diabetes on metformin and
without metformin: a multicenter study, Karachi, Pakistan.
BMJ Open Diabetes Res Care. 2020;8(1):€001151;10.1136
/bmjdrc-2019-001151.

12.

13.

14.

15.

16.

17.

18.

10.

20.

Iftikhar R, Kamran SM, Qadir A, Igbal Z, bin Usman H.
Prevalence of vitamin B12 deficiency in patients of type 2
diabetes mellitus on metformin: a case control study from
Pakistan. Pan Afr Med J. 2013;16:67;10.11604/pam;.
2013.16.67.2800.

IQBAL J, ZIA MA, USMAN M. Frequency of Vitamin B12
Deficiency in Type 2 Diabetics. pjmhs. 2019.

Tasleem MW, Rajpoot SR, Irfan M, Irfan M, Imran M, Asad
M, et a. Risk Assessment of Vitamin B12 Deficiency in Male
Population of Bahawalpur District. Ind J of Inn and App Sci.
2022;2(1):18-22;10.47540/ijias.v2i1.396.

Syed EU, Wasay M, Awan S. Vitamin B12 supplementation
in treating major depressive disorder: arandomized controlled
trial. Open Neurol J. 2013;7:44-8;10.2174/1874205X 013070
10044.

Sashindran VK, Aggarwal V, KheraA. Prevalence of Vitamin
B12 deficiency in elderly population (>60 years) presenting
with dementia to outpatient department. Med JArmed Forces
India. 2022;78(1):94-8;10.1016/j.mjafi.2020.11.003.

Patel SV, MakwanaAB, Gandhi AU, Tarani G, Patel J, Bhavsar
V. Factors associated with vitamin B12 deficiency in adults
attending tertiary care Hospital in Vadodara: a case control
study. Egypt J Intern Med. 2022;34(1);10.1186/s43162-022-
00104-0.

Ankar A, Kumar A. Vitamin B12 deficiency. StatPearls
[Internet]: StatPearls Publishing; 2022.

Shamsi U, Azam |, Shamsi A, Shamsi D, Callen D. Frequency
and determinants of vitamin D deficiency among
premenopausal and postmenopausal women in Karachi
Pekistan. BMC women's hedlth. 2021;21(1):194; https://doi.org/
10.1186/s12905-021-01339-9.

Karabayir N, Teber BG, Dursun HK, Pehlivan LS. Isthere an
association between vitamin B12 level and vitamin D status
in children? J Pediatr Hematol Oncol. 2022;44(3):e677-e31;
DOI: 10.1097/M PH.0000000000002329

JBUMDC 2025; 15(4): 318-325

Page-325



