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Oral Tacrolimus (Adoport®) for patients within Ophthalmology 

1. Responsibilities  Shared care assumes communication between the specialist, GP and patient. The 
intention to share care should be explained to the patient and accepted by them. 
Patients are under regular follow-up and this provides an opportunity to discuss 
drug therapy.  
 
Specialist  
o Complete pre-treatment assessment (detailed below) 
o Initiate treatment and prescribe until the dose is stable and/or the GP formally 
agrees to shared care. This would normally mean OUHNHSFT would prescribe the 
first 28 days of treatment. 
o Ensure the patients understand the nature and complications of drug therapy 
and their role in reporting adverse effects promptly (supplied by pharmacist in 
clinic) 
o Provide copy of patient information leaflet and drug monitoring card where 
appropriate (supplied by pharmacist in clinic) 
o Send a letter to the GP requesting shared care. Outline shared care protocol 
criteria  
o Liaise with GP regarding changes in disease management, drug dose, missed 
clinic appointments  
o Be available to give advice to GP and patient throughout treatment  
o Patients will be followed up by telephone call from the clinic pharmacist approx. 
4 weeks after starting treatment to confirm they are tolerating the medicine, 2 
week blood test has been completed and whether there are any other issues. 
o Patients will be followed up by telephone call from the clinic pharmacist approx. 
4 weeks after starting treatment to confirm they are tolerating the medicine, 2 
week blood test has been completed and whether there are any other issues. 
 
GP  
o Prescribe medication once the dose is stable or shared care is agreed  
o Ensure all monitoring is completed in accordance to the specific shared care 
protocol (listed under on-going monitoring).  
o Check and record results then advise the specialist of any deteriorations or 
abnormal results  
o Notify the specialist to any changes in patients condition, any adverse drug 
reactions or failure to attend tests  
 
Patient  
o Agree to treatment and monitoring after making an informed decision  
o Agree to being under the shared care of the GP and specialist  
o Attend for blood tests and monitoring when required  
o Ensure monitoring card is kept up to date and is brought to all appointments  
o Report any side effects to the GP or a member of the specialist team 
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2. Background Uveitis is a term covering a wide variety of ocular inflammatory conditions. In non-
infectious uveitis, often the exact cause is unknown but is driven by autoimmune 
pathology. Patients with uveitis require rapid and effective initial management to 
prevent further (potentially irreversible) damage to vision, and often require long-
term immunosuppression to maintain remission of disease.  
 
Tacrolimus is a calcineurin inhibitor used as a steroid sparing agent in conditions 
requiring immunosuppression such as uveitis and other ocular inflammatory 
diseases. It has a similar mechanism of action to ciclosporin but has a more 
favourable side effect profile. Whilst not licensed for use in ocular inflammation it 
has good evidence base to support its use. 
 

3. Indications 

(Please state whether 
licensed or unlicensed) 

Uveitis and other ocular inflammatory conditions (unlicensed) 

4. Locally agreed off-label 
use 

Immunosuppressive drugs such as tacrolimus are considered for use when a 
patient requires doses greater than 7.5mg of prednisolone to maintain control of 
disease, recurrent high dose steroid rescue for relapsing disease, or has severe 
disease at presentation.  
 
Tacrolimus is most often used as second-line/additional immunosuppression for 
patients with uveitis. Mycophenolate or methotrexate are our preferred first-line 
options – tacrolimus may be added in to treatment if escalation of treatment is 
required. Tacrolimus may also be used alone if intolerance or contraindication to 
other immunosuppressants, or in combination with systemic steroids or anti-TNF 
agents.  
 

5. Contraindications and 
cautions  

Please note this does not replace the 
Summary of Product Characteristics (SPC) 
and should be read in conjunction with it. 

Contraindications: 
- Hypersensitivity to tacrolimus or other macrolides 
- Tacrolimus should not be prescribed simultaneously with ciclosporin 
- Severe CKD (calculated GFR <30ml/min) 

 
Cautions: 

- Hepatic impairment (dose reduction may be necessary to maintain blood 
trough levels in desired range) 

- Renal impairment (nephrotoxic) – careful monitoring of renal function 
recommended  

- Elderly patients due to high risk of nephrotoxicity 
- Pregnancy 
- Breast feeding 
- Uncontrolled hypertension 
- Malignancy 
- Diabetes 
- Patients at risk of QT prolongation 

Please see SPC for comprehensive information. 

https://www.medicines.org.uk/emc/search?q=amiodarone
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6. Initiation and ongoing 
dose regime 

Note - 
•Transfer of monitoring and prescribing 
to primary care is normally after the 
patient’s dose has been optimised and 
with satisfactory investigation results for 
at least 4 weeks 
•The duration of treatment & frequency 
of review will be determined by the 
specialist, based on clinical response and 
tolerability. 
•All dose or formulation adjustments will 
be the responsibility of the initiating 
specialist unless directions have been 
discussed and agreed with the primary 
care clinician 
•Termination of treatment will be the 
responsibility of the specialist. 

Initial stabilisation: 
Treatment is initiated at 0.5mg twice a day orally and increased up to a usual 
maximum dose of 2mg twice a day (higher doses may be needed to achieve 
trough levels). Maximum recommended dose is 0.08mg/kg/day in 2 divided 
doses. 

Dose is adjusted by 1mg increments to achieve trough levels in the 
recommended range of 5-10ng/ml.  

 

The loading period must be prescribed by the initiating specialist. 

Maintenance dose (following initial stabilisation): 
 
The initial maintenance dose must be prescribed by the initiating specialist. 
 
Maintenance dose will be determined by trough tacrolimus levels. Once level is 
in the desired range 5-10ng/ml patient should remain on same dose.   
 
Conditions requiring dose adjustment: 

- If trough levels out of desired range (dose to increase or decrease as 
appropriate, will be guided by specialist team). Consider adherence to 
treatment which may affect levels.  

- Co-prescription of drugs that may affect tacrolimus levels (see section 7) 
(monitor trough levels closely and adjust as required) 

- Abnormalities in hepatic or renal function (monitor trough levels closely 
and adjust as required) 

 

7. Pharmaceutical aspects  Route of 
administration: 

Oral 

Formulation: Capsules 

Administration 
details: 

Twice daily dose, taken 12 hours apart. 

Other important 
information: 

Tacrolimus must be prescribed by brand name 

8. Significant medicine 
interactions 

For a comprehensive list consult the BNF 
or Summary of Product Characteristics. 
SPC 

The following list is not exhaustive; please see SPC for comprehensive 
information and recommended management. 
Numerous interactions associated with tacrolimus, significant examples include: 

- Ciclosporin (avoid co-prescription) 
- NSAIDs (increased risk of nephrotoxicity) 
- Potassium-sparing diuretics (increased risk of hyperkalaemia) 
- Anti-TB drugs (rifampicin, rifabutin, isoniazid) (reduce tacrolimus levels) 
- Grapefruit and grapefruit juice consumption (increase tacrolimus levels 

and risk of toxicity) 
- Phenytoin (reduced tacrolimus levels, increased phenytoin levels) 
- Strong CYP3A4 inhibitors e.g. antifungals (fluconazole, itraconazole), 

macrolide antibioitcs (especially erythromycin), anti-HIV drugs (ritonavir) 
can increase tacrolimus levels.  

- Drugs known to cause QT prolongation (consider ECG monitoring) 

http://www.medicines.org.uk/emc/
https://www.medicines.org.uk/emc/search?q=amiodarone


                                        

4 
Tacrolimus in Ophthalmology Shared Care Protocol v2. Updated by: Lloyd Thomas, Lead Pharmacist 
for Specialist Surgery + Advanced Specialist Pharmacist (Ophthalmology), OUH. Approved by APCO 
March 2022, review March 2024. 

 

9. Baseline investigations, 
initial monitoring  and 
ongoing monitoring to be 
undertaken by specialist 

Baseline investigations: 

• Height 

• Weight 

• BP (must be <140/90 mmHg before starting) 

• Blood glucose 

• Baseline FBC, U+E, LFT if nil results available in previous 3 months 

• Fasting lipids 

• Pregnancy test (where applicable) 

• HIV/HBV/HCV screening (if high risk behaviours identified) 
Initial monitoring: 

• Monitoring at baseline and during initiation is the responsibility of the 
specialist, only once the patient is optimised on the chosen medication with 
no anticipated further changes expected in immediate future will prescribing 
and monitoring be transferred to the GP. 

Ongoing monitoring: 

• See section 9 – to be repeated in clinic if abnormal results/patient request 

10. Ongoing monitoring 
requirements to be 
undertaken by primary 
care. 

See section 11 for further guidance on 
management of adverse effects/ 
responding to monitoring results. 

Monitoring Frequency 

FBC, U+E, LFT 

 

 

 

BP, Blood Glucose 

 

 

Tacrolimus level 

 

 

 

Fasting lipids, magnesium level 

2 weeks after starting treatment, then 
monthly for 6 months. Can extend to 2 
monthly thereafter (and further to 3 
monthly if results stable and >2 years on 
therapy). Repeat 2 weeks after any dose 
changes. 
 
Monthly for 6 months. Can extend to 2 
monthly thereafter (and further to 3 
monthly if results stable and >2 years on 
therapy) 
 
Monthly for first 6 months. Further levels 
to be taken 2 weeks after any dose 
changes. Patient must omit the morning 
dose of tacrolimus on the day of the test. 
Levels should be taken 12-14 hours after 
the previous dose has been taken. 
 
Every 6 months 

11. Adverse effects and 
managements 

Any serious adverse reactions 
should be reported to the MHRA 
via the Yellow Card scheme 
www.mhra.gov.uk/yellowcard 

Result Action for GP 
WBC <3.5 x 10^9 /L  
Neutrophils <1.6 x 10^9 /L 
NB A consistent downward trend in 
results should prompt caution and 
extra vigilance 

Withhold treatment, repeat WBC after 2 
weeks. If normal, continue at previous 
dose otherwise discuss with specialist 
team. 

Platelets <140 x10^9 /L Withhold until discussed with specialist 
team 

http://www.mhra.gov.uk/yellowcard
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NB A consistent downward trend in 
results should prompt caution and 
extra vigilance 

Liver function: >2 fold rise in ALT 
from upper limit of reference range, 
or ALT/AST >100U/L 

Withhold treatment. Look for alternative 
cause, repeat LFTs after 2 weeks. If still 
abnormal, discuss with specialist team. 

Albumin <30g/L Withhold until discussed with specialist 
team 

Hyperglycaemia May be exacerbated by simultaneous 
used of steroids. May require treatment 
with oral agents or insulin (or adjustment 
of doses if already taking these). 

Significant rise in lipids Withhold until discussed with specialist 
team 

Rise in serum creatinine: >30% rise 
over 12 months, or GFR<60ml/min 

Withhold until discussed with specialist 
team. Consider other causes e.g. 
nephrotoxic agents (such as NSAIDs).  

Hypertension BP >140/90 on 2 
consecutive readings 2 weeks apart 

Consider antihypertensive treatment, if 
BP remains difficult to control, withhold 
treatment and discuss with specialist 
team. 

Gastro-intestinal disturbances e.g. 
abdominal pain, anorexia, nausea, 
vomiting, diarrhoea 

Manage symptomatically. Check 
tacrolimus levels if patient experiencing 
ongoing diarrhoea. 

Abnormal sensations/neuropathy Burning sensation in hands and feet may 
be experienced within the first 1-2 weeks 
of therapy, this is transient 

Rare side effects including: 
Gingival hypertrophy 
Hypertrichosis 
Myalgia/muscle cramps 

Discuss with specialist team 

 Other side effects include: 
Headache 
Tachycardia, angina 
Tremors (usually transient) 
Hypomagnesaemia 
Increased risk of lymphoma and skin 
cancers 
Effect on skilled tasks (e.g. driving) 
Cardiomyopathy in children 

Manage symptomatically where able, 
discuss with specialist team if affecting 
adherence to treatment 

Provide advice on UV avoidance and skin 
protection to reduce risk of skin cancers 

12. Advice to patients and 
carers 
The specialist will counsel the patient 
with regard to the benefits and risks of 
treatment and will provide the patient 
with any relevant information and advice, 
including patient information leaflets on 
individual medicines. 

The patient should be advised to report any of the following signs or symptoms 
to their GP without delay:            

• Signs of infection e.g. fever, sore throat, unexplained bruising 

• Signs of liver impairment e.g. jaundice 
 
Other advice: 

• When attending blood tests for a tacrolimus level – please OMIT your dose 
on the morning of the test. Bloods should be taken 12-14 hours after the 
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previous dose of tacrolimus has been taken. Resume normal dosing after 
bloods have been taken.  

• Avoid excessive exposure to UV light including sunlight – use high factor sun 
creams even on cloudy but bright days. 

• Tacrolimus may affect ability to perform skilled tasks e.g. driving. 

13. Pregnancy, paternal 
exposure and breast 
feeding 
It is the responsibility of the specialist to 
provide advice on the need for 
contraception to male and female 
patients on initiation and at each review 
but the ongoing responsibility for 
providing this advice rests with both the 
GP and the specialist. 

Pregnancy: 

Data in humans shows that tacrolimus is able to cross the placenta. Limited data 
from organ transplant recipients taking tacrolimus show no evidence of an 
increased risk of adverse effects on the course and outcome of pregnancy 
compared to other immunosuppressant medications. Cases of spontaneous 
abortion have been reported.  

Manufacturers recommend that tacrolimus may be considered in pregnant 
women when there is no safer alternative, and when perceived benefit 
outweighs potential risk to the foetus.  

Monitoring newborns exposed in utero to tacrolimus is recommended (especially 
renal function and hyperkalaemia). Risk of premature delivery (<37 weeks). 

 

Breastfeeding: 
Tacrolimus has been shown to be present in breast milk in human data. As 
detrimental effects on the newborn cannot be excluded, women should not 
breast-feed whilst taking tacrolimus.  

14. Specialist contact 
information 

Name: Lloyd Thomas 
Role and specialty: Advanced Specialist Pharmacist, Ophthalmology 
Daytime telephone number: 01865 226851 
Email address: oeh.uveitis@nhs.net 
Alternative contact: Oxford Eye Hospital 01865 234567  
Out of hours contact details: OUH Switchboard 0333 304 7777 – ask for 
ophthalmology on-call 

15. Additional information Where patient care is transferred from one specialist service or GP practice to 
another, a new shared care agreement must be completed. 
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17. To be read in 
conjunction with the 
following documents 

• RMOC Shared Care Guidance 

• NHSE/NHSCC guidance – items which should not be routinely prescribed in 
primary care: guidance for CCGs 

• NHSE policy- Responsibility for prescribing between Primary & 
Secondary/Tertiary Care 

18. Local arrangements for 
referral  
Define the referral procedure from 
hospital to primary care prescriber & 
route of return should the patient’s 
condition change. 

The first 28 days of treatment will be provided by OUH, and then GPs will be 
asked to continue supply and monitoring. This will be communicated via standard 
Medisoft outpatient letter from Oxford Eye Hospital. 
Shared Care may be refused with clear reasoning by contacting 
oeh.uveitis@nhs.net within 14 days of the request. 
Further advice can be sought by both patients and healthcare professionals at 
oeh.uveitis@nhs.net  
Patients with an ocular emergency may contact Oxford Eye Hospital Casualty on 
01865 234567. 
 

 
 

 

mailto:oeh.uveitis@nhs.net
mailto:oeh.uveitis@nhs.net

