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Background Reviewing adult patients with asthma currently prescribed theophylline
Theophylline, once a common treatment for asthma, is now less favoured due to its narrow Most patients* on theophylline should be seen at annual review in primary care with a view to

therapeutic index, risk of toxicity, drug interactions, availability of more effective alternatives and stopping. A stepwise approach to reviewing patients on theophylline could be prioritised according to
a lack of evidence- based support for use in asthma management. Recent asthma management plasma levels and asthma control test (ACT) scores. Whilst there is no requirement to taper
guidelines from NICE emphasise optimising the use of combination inhaled therapies containing theophylline as the drug level will gradually reduce over the 5 half-lives of the therapy, it may be
inhaled corticosteroids (ICS) and long-acting beta-agonists (LABA). N.B. Pregnant and prudent in some cases to reduce the dose slowly and monitor symptoms should a small rebound
breastfeeding persons remain out of the scope of this guidance. deterioration in lung function occur due to the possible development of tolerance to the drug.

Deprescribing theophylline — a stepwise approach. Monitoring should take place at least every 12 months. Blood sampling should be taken 4-6 hours post dose.

In most individuals a plasma theophylline concentration between 10-20mg/litre is required for satisfactory bronchodilation, however a lower plasma theophylline concentration of 5-15mg/litre (or less)
may sometimes be effective (SPS). N.B. Drug interactions are extensive and remain outside the scope of this guidance.

TABLE 1 Asthma symptoms well ) >
Theophylline review parameters controlled - ACT Score 2 20 (RS ERTERENS IO TE Gl Al STl S
Plasma theophylline levels STOP DRUG. DEPRESCRIBE gradually** as patient is still symptomatic despite being within
within therapeutic range therapeutic range. Review at 4 weeks, or sooner if concerns arise.
If ACT <20
Plasma theophylline levels STOP DRUG. STOP DRUG . AND

patient still poorly
controlled despite inhaler
technique/adherence and

subtherapeutic (<10mg/litre)

Plasma theophylline levels STOP DRUG. 20-25mg/L - DEPRESCRIBE gradually** recheck levels after 3 days to ensure levels
above therapeutic range (>20mg/litre) <20mg/L, Monitor for symptoms of toxicity asthtma_ mznagfemtent
(from SPS medicines advice service) referenced 25-30mg/L - if no symptoms of toxicity, skip next dose. Then DEPRESCRIBE gradually** osp elgglsga; recs:eo
from medicinestcgnlplete/ Micromedex / If symptoms of toxicity, STOP DRUG and seek expert advice (e.g. TOXBASE) 4 '
uptodate.com) >30mg/L - STOP DRUG and treat overdose. See expert advice (e.g. TOXBASE).
Optimising alternative asthma management **Deprescribing gradually
Ensure inhaler therapy is optimised in line with local guidance: Guidelines — NTAG Use table 1 (above) to determine if the drug can be just stopped or needs a

tapered reduction. If stopped abruptly it is important that the patient is aware to

If on ICS alone, consider AIR or MART therapy.
by report any deterioration in symptoms to a healthcare professional.

e If already on ICS/LABA, check adherence & technique.
o Consider alternative oral medications (e.g. LTRA, like montelukast) if indicated. Use table 2 (below) to reduce gradually. This is based on local advice from
e Address triggers (allergies, smoking, air pollution, allergic rhinitis, gastric reflux). “advice and guidance” and available strengths of Uniphyllin Continus® at the
e Patients who have poorly controlled asthma despite optimised therapy on ICS/LABA, LTRA, LAMA should time of publication. No other brand of theophylline is currently available in the UK
be referred to secondary care asthma specialist. Table 2 Uniphyllin Continus ® reduction dosing schedule.
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Theophylline and smoking cigarettes (not nicotine) - MHRA 2014 "Weekone . B 200ma BD 200
; . g mg mg
The dose of theophylline may need to be reduced by about 1/4 to 1/3 one week after tobacco withdrawal. 200ma BD 200 THEN STOP
However, it may take several weeks for enzyme induction to dissipate. These patients should be prioritised for mg mg
theophylline withdrawal and should monitored closely for signs of toxicity. GP notebook 200mg THEN STOP
MONITOR @ each step THEN STOP
*CAUTION - Patients under secondary care/frequent exacerbators/frequent hospital admissions For the small proportion of patients with COPD, please also review and
Refer or seek advice and guidance on whether theophylline should be continued at a lower dose with stop this drug. There is limited evidence for its efficacy and has frequent
those with brittle asthma or those that are on more complicated regimens. side effects. Its use is not supported in the regional COPD guidance
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https://www.nice.org.uk/guidance/ng245
https://www.asthmacontroltest.com/en-gb/welcome/
https://ntag.nhs.uk/guidelines/
https://ntag.nhs.uk/guidelines/
https://ntag.nhs.uk/guidelines/
https://www.gov.uk/drug-safety-update/smoking-and-smoking-cessation-clinically-significant-interactions-with-commonly-used-medicines?UNLID=86799218720256912758
https://gpnotebook.com/en-GB/pages/respiratory-and-chest-medicine/smoking-and-theophylline
https://www.sps.nhs.uk/monitorings/theophylline-monitoring/
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