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centrations.4 The inhibitory effect of terfenadine in this study is
consistent with observations reported with the inhaled antihistamine
clemastine in exercise induced asthma.5 Obviously more detailed
experimental and clinical studies will be required before terfenadine
can be recommended for management of asthmatic patients.
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Treatment of severe poisoning
with slow release theophylline

Treatment of severe poisoning with slow release theophylline remains
a problem clinically, as fatal concentrations of theophylline may
occur several hours after oral ingestion' and continuing absorption
of the drug causes a secondary rise in concentrations of theophylline

1-4 G*o*intestko,l lavoge

250...I-..-'A,.Thpntone.s ,dium
-250

2I00

]5o

0
o ' 8. .12- 16 0. 28

Hours after admiso

. Y. , t ,;

Comc-.g.rode)L,. I- 1 .0 0 0
Co.nvus - t* 0 0 0 0 0. 0
Ectobeots+*+.s 0 00 0 0 0
Ipwtre 180. 1, 5' 156 135. 126. 125 1

utput 86 1 816 88 85 80

Serum theophylline concentrations and response to treatment in 20 year old
woman with severe poisoning with slow release theophylline.

even after effective haemoperfusion has been performed.2 We report
on a patient treated with gastrointestinal lavage and haemoperfusion.

Case report

A healthy 20 year old woman was admitted to hospital 12 hours after
taking 100 capsules each containing 250 mg anhydrous theophylline as a
slow release preparation in micropellets. On admission she was comatose
and had non-purposive protective reflexes (grade III coma). Vomiting,
generalised seizures, and ventricular ectopic beats were also present.
Laboratory investigation gave normal results apart from mild hypokalaemia
(serum potassium concentration 3 4 mmol(mEq)/l) and moderate rhabdo-
myolysis (creatine phosphokinase activity 4 95 IU/1), which was probably
due to the convulsions. After oral intubation a double lumen gastric tube
was inserted and gastrointestinal lavage performed with 4 1 iso-osmotic
lavage fluid containing 2 g activated charcoal/1.3 Gastrointestinal lavage was
stopped after two hours, when theophylline micropellets were found in a
stool. Her convulsions were treated by a continuous infusion of thiopentone
sodium at an infusion rate of 200 mg/h. Four hours after her admission
haemoperfusion with activated charcoal was started, and this continued until
her clinical condition had improved four hours later. Neurological examina-
tion showed grade II coma with purposive protective reflexes. The seizures
and ventricular ectopic beats had resolved. After 20 hours she was well and
cooperative, and extubation was performed without any problems. After
five days she was discharged from hospital.
Serum theophylline concentrations were analysed retrospectively by

high performance liquid chromatography using the method described by
Naish.4 The figure shows that her serum theophylline concentration was
236 mg/l on admission and 182 mg/l after gastrointestinal lavage. It increased
slightly to 189-7 mg/l and after haemoperfusion had fallen to 94-6 mg/l.
Thereafter it decreased to 26-4 mg/l 28 hours after admission. The estimated
theophylline half life was 3i hours during gastrointestinal lavage, 3j hours
during haemoperfusion, and 13j hours after haemoperfusion. The efficacy of
haemoperfusion was estimated by measuring theophylline concentrations
in samples taken before (arterial) and after (venous) blood had been passed
through the charcoal column. Samples were obtained every 30 minutes.
The extraction rate ((arterial-venous)/arterial) ranged from 0 77 to 0 97,
which indicated an excellent clearance of theophylline during haemoper-
fusion.

Comment

Serum theophylline concentrations fell continuously during
gastrointestinal lavage and haemoperfusion, indicating that both
procedures were effective in protecting the patient from fatal con-
centrations of theophylline and a secondary rise in concentrations
of theophylline after haemoperfusion. No electrolyte disturbances
were seen during gastrointestinal lavage. Although we did not measure
the theophylline content of the micropellets in the stool, we assume
that considerable amounts were removed by gastrointestinal lavage
as after this procedure no appreciable secondary rise in serum
theophylline concentration occurred. Haemoperfusion gave an
excellent rate of extraction of theophylline, and there were no side
effects apart from mild haemolysis and a slight fall in the platelet
count. We therefore conclude that gastrointestinal lavage and
haemoperfusion are effective in treating severe poisoning with slow
release theophylline.
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