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In some scenarios, such as acute mania, a higher starting dose may be preferable. The BNF 
outlines the typical starting doses by indication and brand.  

Doses may initially be divided throughout the day but once-daily administration is preferred 
when plasma lithium concentration is stabilised in the target range (specified by specialist team).  

Lithium carbonate tablets should be prescribed unless there is a specific problem with 
swallowing difficulties. 

Lithium citrate 

Typically 509 mg or 520 mg twice daily (depending on brand), in the morning and evening, then 
adjusted according to patient response and 12-hour plasma levels.  

Liquid formulations contain lithium citrate and doses are not equivalent to lithium carbonate; 
bioavailability is significantly different. If a switch in formulation is considered, discuss with the 
specialist team.  

Extra care must be taken when prescribing lithium in liquid form, as some offer different 
strengths under the same brand names, and some brands are used for the liquid and tablet 
forms.  

The initial period must be prescribed by the initiating specialist. 

Maintenance dose (following initial stabilisation): 
Individualised, to achieve plasma lithium levels in the range specified for the patient.  

The initial maintenance dose must be prescribed by the initiating specialist. 
Conditions requiring dose adjustment: 
Lower doses may be required in older or physically frail/low body weight patients, in mild to 
moderate renal impairment and electrolyte imbalance. Dose adjustments may also be required 
in patients prescribed interacting medicines. 

Stopping lithium treatment 
The decision to stop treatment will be the responsibility of the specialist. Clinicians, patients, and 
carers should be aware that abrupt discontinuation of lithium increases the risk of relapse. If 
lithium is to be stopped, the dose should gradually be reduced over a period of at least four 
weeks but preferably over a period of up to three months. 
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NB: range for each patient to be determined by 
the specialist team.  Note that local reference 
ranges may vary 

routines, reminders). Ensure level was taken 
12 hours after lithium dose.  
Contact specialist team for advice if suspected 
that the dose is too low. 

Above target range  
 
NB: range for each patient to be determined by 
the specialist team.  Note that local reference 
ranges may vary 

Ensure level was taken 12 hours after lithium 
dose and that the correct dose has been 
prescribed and taken. Check for interactions, 
hydration, patient’s physical and mental status, 
and features of toxicity. Repeat level if 
necessary.  
Withhold lithium if there are features of 
toxicity. Contact specialist team for advice in 
all cases. 
If ≥2.0mmol/L – consider sending patient to 
A&E, based on clinical presentation (e.g. 
features of toxicity) and inform specialist team. 

Within target range but toxicity suspected 
 
NB: range for each patient to be determined by 
the specialist team.  Note that local reference 
ranges may vary 

Contact specialist team for advice. 
Referral to secondary care may be required 
depending on the severity of symptoms and 
the certainty of toxicity. Use clinical judgement 
to determine the urgency of referral. 

Within target range but marked change since 
last level (and there has been no dose change) 
 
NB: range for each patient to be determined by 
the specialist team.  Note that local reference 
ranges may vary 

Establish whether level was taken 12 hours 
after lithium dose. Repeat level with an 
urgency determined by clinical judgement. 
Assess adherence, including discussion with 
patient and check of GP clinical systems. Offer 
advice on adherence if appropriate (e.g. daily 
routines, reminders). 

More frequent monitoring may be required.  

Thyroid function 
Altered TFTs without symptoms 

Contact specialist team for advice. 

During lithium treatment, TFTs are commonly 
abnormal; the TSH can rise early in treatment 
but settle with time.  



13  |  National shared care protocol: Lithium for patients within adult services 
 

Note that the symptoms of hypothyroidism can 
be difficult to discriminate from depression and 
the common side effects of lithium. 

Subclinical hypothyroidism 

• Raised TSH 

• Normal T4 

- Clinical features not overtly manifest 

Contact specialist team for advice, which may 
include input from endocrinology services.  

The optimal management of subclinical 
hypothyroidism during lithium treatment 
remains controversial, with different thresholds 
for treatment advocated. 

Anticipate the need for additional monitoring, 
investigations and potentially thyroid hormone 
replacement based on specialist 
recommendations. 

Overt hypothyroidism 

• High TSH 

• Low T4 

• Symptomatic 

 

Contact specialist team for advice, which may 
include input from endocrinology services. 

Thyroid hormone replacement is usually 
indicated and often continued throughout the 
course of lithium treatment. 

Hyperthyroidism  Contact specialist team for advice, which may 
include input from endocrinology services. 

Renal function 
Polyuria and polydipsia 

 

Polyuria is common with lithium and often well 
tolerated. Advise the patient to maintain 
adequate fluid intake and advocate excellent 
oral hygiene.  

Contact specialist team for advice, which may 
include input from nephrology services. In 
some instances, dose adjustment or specific 
treatments may be advocated. 
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U&Es or calcium out of range Check that the most recent 12-hour plasma 
lithium level is in the desired range and act 
accordingly if not.  

Determine whether there are symptoms and 
signs related to the electrolyte disturbance or 
lithium toxicity. 

Consider arranging an ECG in those at risk for 
QT prolongation. 

Contact specialist team for advice. Changes in 
calcium levels may reflect parathyroid 
dysfunction and input from endocrinology 
services may be indicated. 

eGFR <45ml/min 

rapidly falling eGFR 

gradual decline in eGFR  

The response to impaired or deteriorating renal 
function should be individualised.  

Contact specialist team for advice, which may 
include input from nephrology services. A 
cardiovascular risk profile may guide specialist 
advice and should be provided if available. 
Use clinical judgement to determine the 
urgency of consultation. 

Anticipate the need for increased monitoring 
as trends in renal function are more useful 
than absolute values. In the elderly or those at 
the extremes of muscle mass, creatinine 
clearance provides a better estimate of renal 
function than eGFR.  

Adjustments to dose may be advised. If renal 
function is significantly compromised, lithium 
may no longer be an appropriate treatment 
and specialists will advise accordingly. 

Weight and BMI 
Outside healthy range 

Provide appropriate support on 
multicomponent interventions to increase 
physical activity levels, improve eating 
behaviour and quality of diet. Remind patient 
of the importance of maintaining adequate fluid 
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• Lithium toxicity (diarrhoea, vomiting, loss of appetite, muscle weakness or twitching, 
clumsiness or poor coordination, dizziness, confusion, tinnitus, blurred vision, coarse tremor, 
writhing movements, change in speech, lethargy and/or drowsiness,  incontinence, 
restlessness, confusion, seizures/fits). 

• Signs of hypothyroidism (e.g. fatigue, cold intolerance, weight gain, constipation and 
depression), renal dysfunction (including polyuria and polydipsia), and benign intracranial 
hypertension (persistent headache and visual disturbance). 
 

At the start of treatment patients should be given suitable information on lithium and 
means to keep a record of their plasma lithium levels, such as a purple lithium pack 
supplies of which can be ordered from nhsforms@mmm.com or accessible at [ARCHIVED 
CONTENT] Safer lithium therapy (nationalarchives.gov.uk) .  
 
Additional advice for patients/carers: 
• Patients must attend regularly for monitoring and review appointments to ensure their lithium 

dose remains safe and effective, and bring their purple lithium pack to keep a record of their 
lithium levels.  

• Patients should notify their primary care prescriber straight away if there is any change in 
their health, e.g. an infection, or significant weight loss. Additional lithium monitoring may be 
required.  

• Lithium should be taken regularly, as prescribed. If doses are missed, patients should not 
attempt to catch up or double dose. 

• Patients should not stop taking lithium suddenly – doing so increases the chance of relapse. 
If lithium is to be stopped, it should be reduced over at least four weeks and preferably three 
months. 

• The same brand of lithium should always be taken unless otherwise instructed. Patients 
should become familiar with their brand and check they have received the correct one before 
taking.   

• Changes in hydration and sodium balance can affect plasma lithium levels. Patients should 
maintain adequate fluid intake, particularly in hot weather or when activity levels change 
(such as increases in exercise or immobility). Large changes in dietary sodium should be 
avoided – changing dietary regime may inadvertently alter sodium intake. 

• Substantial changes in plasma lithium levels can occur if patients develop diarrhoea or 
vomiting, or if they become acutely ill for any reason. Patients should seek medical advice in 
such instances. 

• Excessive alcohol consumption should be avoided as it can lead to dehydration, increasing 
plasma lithium levels and so risk of toxicity. 
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Treatment was started on [insert date started] and the current dose is [insert dose 
and frequency]. 

If you are in agreement, please undertake monitoring and treatment from [insert date] 
NB: date must be at least 1 month from initiation of treatment. 

The next blood monitoring is due on [insert date] and should be continued in line with 
the shared care guideline. 

Please respond to this request for shared care, in writing, within 14 days of the 
request being made where possible. 
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Appendix 3: Shared Care Refusal Letter (Primary Care 
Prescriber to Specialist) 
 
Re:  
Patient   [insert Patient's name] 
NHS Number  [insert NHS Number] 
Identifier  [insert patient's date of birth and/oraddress] 
 
Thank you for your request for me to accept prescribing responsibility for this patient. 

In the interest of patient safety NHS [insert CCG name], in conjunction with local 
acute trusts have classified [insert medicine name]as a Shared Care drug, and 
requires a number of conditions to be met before transfer can be made to primary 
care. 

I regret to inform you that in this instance I am unable to take on responsibility 
due to the following: 

     Tick 

which 

apply 

1. The prescriber does not feel clinically confident in managing this individual 

patient’s condition, and there is a sound clinical basis for refusing to accept 

shared care 

As the patients primary care prescriber I do not feel clinically confident to manage 

this patient’s condition because [insert reason]. I have consulted with other primary 

care prescribers in my practice who support my decision. This is not an issue 

which would be resolved through adequate and appropriate training of prescribers 

within my practice. 

I have discussed my decision with the patient and request that prescribing 

for this individual remain with you as the specialist, due to the sound clinical 

basis given above. 
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2. The medicine or condition does not fall within the criteria defining suitability 

for inclusion in a shared care arrangement 

As the medicine requested to be prescribed is not included on the national list of 

shared care drugs as identified by RMOC or is not a locally agreed shared care 

medicine I am unable to accept clinical responsibility for prescribing this medication 

at this time.  

Until this medicine is identified either nationally or locally as requiring 

shared care the responsibility for providing this patient with their medication 

remains with you  

 

3. A minimum duration of supply by the initiating clinician 

As the patient has not had the minimum supply of medication to be provided by the 

initiating specialist I am unable to take clinical responsibility for prescribing this 

medication at this time. Therefore can you please contact the patient as soon as 

possible in order to provide them with the medication that you have recommended. 

Until the patient has had the appropriate length of supply the responsibility 

for providing the patient with their medication remains with you. 

 

4. Initiation and optimisation by the initiating specialist 

As the patient has not been optimised on this medication I am unable to take 

clinical responsibility for prescribing this medication at this time. Therefore can you 

please contact the patient as soon as possible in order to provide them with the 

medication that you have recommended. 

Until the patient is optimised on this medication the responsibility for 

providing the patient with their medication remains with you. 

 

5. Shared Care Protocol not received 

As legal responsibility for clinical care lies with the clinician who signs the 

prescription, I need to ensure that I am in possession of sufficient clinical 

information for me to be confident to prescribe this treatment for my patient and it is 

clear where each of our responsibilities lie to ensure the patient is safely managed. 

For this reason I am unable to take clinical responsibility for prescribing this 

medication at this time, therefore would you please contact the patient as soon as 

possible in order to provide them with the medication that you have recommended.   

Until I receive the appropriate SCP, responsibility for providing the patient 

with their medication remains with you. 
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6. Other (Primary Care Prescriber to complete if there are other reasons why 

shared care cannot be accepted) 

 

 

 

 

 

 
I would be willing to consider prescribing for this patient once the above criteria have 
been met for this treatment.   
 
NHS England ‘Responsibility for prescribing between Primary & Secondary/Tertiary 
care’ guidance (2018) states that “when decisions are made to transfer clinical and 
prescribing responsibility for a patient between care settings, it is of the utmost 
importance that the GP feels clinically competent to prescribe the necessary 
medicines. It is therefore essential that a transfer involving medicines with which GPs 
would not normally be familiar should not take place without full local agreement, and 
the dissemination of sufficient, up-to-date information to individual GPs.” In this case 
we would also see the term GP being interchangeable with the term Primary Care 
Prescriber. 
 
Please do not hesitate to contact me if you wish to discuss any aspect of my letter in 
more detail and I hope to receive more information regarding this shared care 
agreement as soon as possible 
 
Yours sincerely 
 
 
Primary Care Prescriber signature: _______________________________
 Date: ____________  
 
 
 
Primary Care Prescriber address/practice stamp 

 
 


