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Abstract: This study aimed to evaluate the potential efficacy and safety of the amikacin dosage
proposed by the main guidelines and to develop an interactive nomogram, especially focused on the
potential impact of albumin on initial dosage recommendation. The probability of target attainment
(PTA) for each of the different dosing recommendations was calculated through stochastic simulations
based on pharmacokinetic/pharmacodynamic (PKPD) criteria. Large efficacy and safety differences
were observed for the evaluated amikacin dosing guidelines together with a significant impact of
albumin concentrations on efficacy and safety. For all recommended dosages evaluated, efficacy
and safety criteria of amikacin dosage proposed were not achieved simultaneously in most of the
clinical scenarios evaluated. Furthermore, a significant impact of albumin was identified: The higher
is the albumin, (i) the higher will be the PTA for maximum concentration/minimum inhibitory
concentration (Cmax/MIC), (ii) the lower will be the PTA for the time period with drug concentration
exceeding MIC (T>MIC) and (iii) the lower will be the PTA for toxicity (minimum concentration). Thus,
accounting for albumin effect might be of interest for future amikacin dosing guidelines updates. In
addition, AMKnom, an amikacin nomogram builder based on PKPD criteria, has been developed
and is freely available to help evaluating dosing recommendations.

Keywords: amikacin dosing recommendations guidelines; albumin; nomogram; model-informed
precision dosing; pharmacokinetics/pharmacodynamics

1. Introduction

Amikacin is one of the most effective aminoglycoside antibiotics used against severe
gram-negative bacterial infections and initial empirical antimicrobial treatments. It is com-
monly administered with β-lactam antibiotics to extend the antimicrobial activity spectrum
against multidrug-resistant pathogens such as Pseudomonas aeruginosa [1,2]. Optimizing
amikacin treatment has been recently proposed by clinicians, driven by the increase of
resistance to alternative antibiotic drugs [3].

Amikacin treatment success, in terms of bacterial killing and clinical response, has been
mainly associated with reaching a maximum concentration/minimum inhibitory concentra-
tion (Cmax/MIC) ≥ 8–10 with recommended Cmax target values of 40–64 mg/L [4–10]. A
ratio between the area under the concentration-time curve (AUC) and the MIC (AUC/MIC)
≥ 70 (up to 80–100 in amikacin monotherapy or in critically ill patients with high-bacterial
burden infections) and a time for which concentration exceeds the MIC (T>MIC) of at least
60% of the dosing interval administration has also been proposed as predictive efficacy
pharmacokinetic/pharmacodynamic (PKPD) criteria [4,6,11]. AUC/MIC criteria has been
more commonly applied for vancomycin and fluoroquinolones while an insufficient T>MIC
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has been associated with an increase in the likelihood of resistance development and
treatment failure of β-lactams or amikacin [4,11,12]. On the other hand, nephrotoxicity and
ototoxicity continue to be a major concern associated with the clinical use of amikacin. A
target value of minimum concentration (Cmin) lower than 4 mg/L has been proposed to
reduce the risk of developing these toxicities [11,13].

Amikacin is characterized by a narrow therapeutic index and a large intra and in-
terindividual pharmacokinetic (PK) variability associated with renal function, bodyweight,
albumin or age, among others (Table S1) [14–28]. In particular, low plasma concentrations
of albumin (ALB) have been proposed as a predictor of nephrotoxicity in hospitalized
patients treated with intravenous amikacin [29]. However, the impact of serum albumin
(ALB) concentrations on amikacin exposure, efficacy and safety has not been extensively
studied and is still unclear.

Amikacin was approved at 15 mg/kg/day as a once-daily dose or divided in 2 or
3 equal doses administered at equivalent intervals for patients with normal renal func-
tion [30]. Since 1990s, the once-daily or extended interval dose regimen has been globally
adopted, improving microbiological and clinical outcomes without greater incidence of
associated toxicities [31,32]. Amikacin has a concentration-related bacterial killing increas-
ing post antibiotic effect (PAE) up to 8 h and decreasing adaptive bacteria resistance which
represent clinical advantages of a once-daily dosing regimen [1,31]. Although several
studies have shown that amikacin extended interval dose regimen was as effective as
multiple-dose per day regimens, with lower risk of toxicity, the once-daily dosing regimen
should be used with caution in specific populations [13,31,33].

The “one-dose-fits all” treatment strategy is a common practice in antibiotic drugs.
Amikacin 15–20 mg/kg/day once-daily has been lately adopted, only eventually adjusted
based on renal function or age [7–10,34]. Furthermore, no increase in toxicity for amikacin ad-
ministered at higher doses (25–30 mg/kg/day) than standard ones (15 mg/kg/day) in specific
populations (severe sepsis, critically ill patients) has been shown [6,35,36]. Recently published
international guidelines for amikacin dosing recommended doses up to 30 mg/kg/day [8,34].
Therefore, there is no consensus regarding the optimal dose of amikacin treatment. However,
several studies have pointed out that individualized amikacin dosing strategies could improve
clinical outcomes with no additional toxicity [37,38].

The aims of the present study were (i) to evaluate the potential efficacy and safety of
amikacin dosage recommended by the current international guidelines, (ii) to create an
interactive amikacin dosage nomogram tool based on PKPD criteria and (iii) to evaluate
the impact of intrinsic factors on amikacin dosing regimens with special focus on ALB.

2. Materials and Methods
2.1. Pharmacokinetic Analysis

An amikacin population PK (PopPK) model previously developed was used. Amikacin
PK was described by a one-compartment model with first order linear elimination, pa-
rameterized in terms of clearance (CL) and volume of distribution (V) (Equations (1) and
(2), respectively). Total bodyweight (TBW), ALB, estimated glomerular filtration rate
(eGFR) calculated with Chronic Kidney Disease Epidemiology (CKD-EPI) equation and co-
medication with vancomycin showed a significant impact on amikacin PK. Interindividual
variabilities (IIV) of CL and V were 28.3% and 10.4%, respectively, following a log-normal
distribution (exponential model). Additional details of the PopPK model are provided in
Pérez-Blanco JS et al. [14]

CL (L/h) = (0.525 + 4.78 × CKD − EPI/98) × 0.77VANCO (1)

V (L) = 26.3 × (ALB/2.9)−0.51 × [1 + 0.006 × (TBW − 70)] (2)

where CL (L/h) is the total amikacin clearance, CKD-EPI (mL/min) is the estimated
glomerular filtration rate by CKD-EPI equation, VANCO represents co-medication with
vancomycin (0 for absence of vancomycin and 1 for co-medication with vancomycin), V (L)
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is the amikacin volume of distribution, ALB (g/dL) is the serum albumin concentration,
and TBW (kg) is the total bodyweight.

The maximum (Cmax)and minimum (Cmin) concentrations at steady state and the
T>MIC expressed as percentage of the dosing interval are shown in equations 3–5, respectively.

Css
max (mg/L) =

D/T ×
(

1 − e− CL/Vd× T
)

Vd × CL/Vd ×
(
1 − e− CL/Vd × τ

) (3)

Css
min (mg/L) = Css

max × e− CL/Vd × (τ−T) (4)

T>MIC (%) = (T − ln (MIC/Css
max)/ (CL/Vd × τ))× 100 (5)

where D (mg) is the total dose of amikacin administered, T (h) is the duration of infusion, CL
(L/h) is the clearance, Vd (L) is the volume of distribution, τ (h) is the dosing interval, MIC
(mg/L) is the minimum inhibitory concentration, and T>MIC is the time with concentrations
exceeding the MIC (percentage of τ).

2.2. Amikacin Dosage Guidelines Evaluation

Amikacin dosage recommendation guidelines selected in this work were (1) European
Committee on Antimicrobial Susceptibility Testing guidance 2020 (EUCAST), (2) Antimicro-
bial Therapeutic Guide Mensa 2020 (Mensa), (3) Aminoglycoside Dosing in Adults Guide-
line of State of Queensland 2018 (Queensland), (4) The Sanford Guide to Antimicrobial
Therapy 2019 (Sanford) and (5) UpToDate® 2020 electronic clinical resource (UpToDate).

Monte Carlo simulations were carried out in R software with specific computing
packages (stats, plyr, dplyr and ggplot2) using the PopPK model previously described to
evaluate the efficacy (Cmax/MIC and T>MIC) and safety (Cmin) of each dosage proposed
in the selected guidelines [39]. Mean dose of amikacin and mean CKD-EPI of the respective
ranges proposed by the guidelines were selected for simulation purposes (120 mL/min
for the >80 mL/min classification). For the UpToDate guideline where a range of dosing
interval was proposed (eGFR ≤ 30 mL/min), dosing intervals of 48 h and 36 h were selected
for renal function values of 10–20 mL/min and 20–30 mL/min, respectively. ALB and TBW
were evaluated in the ranges of 1–6 g/dL and 40–150 kg, respectively. Dose recommended
was administered in one-hour infusion. Cmax/MIC ≥ 10 and T>MIC ≥ 60% were selected
as efficacy PKPD thresholds with a MIC of 4 mg/L. PTA was calculated for 1000 virtual
subjects of 70 kg in absence of vancomycin administration and taking into account the
interindividual PK variability (residual unknown variability was not considered in the
simulations). Treatment response was defined as effective when the PTA ≥ 90% for efficacy
criteria (Cmax/MIC and/or T>MIC) and as toxic when Cmin ≥ 4 mg/L at steady state.

2.3. AMKnom: Interactive Amikacin Nomograms

An interactive R-based application, AMKnom, was developed to perform interactive
amikacin nomograms based on PKPD criteria and subject characteristics. AMKnom was
developed in R through Shiny package for implementing interactive functions into the
simulation environment [40]. AMKnom was divided in two main sections:

A. Input menu (left panel): information was displayed in three tabs: (i) Patient: TBW
(kg), ALB (g/dL), CKD-EPI (mL/min) and co-medication with vancomycin (yes/no);
(ii) Treatment (time of infusion (h), dosing interval (h) and MIC (mg/L)) and PKPD
thresholds (Cmax/MIC, T>MIC and Cmin); (iii) Graphical settings. PK parameters and
PKPD target values for the specific scenario defined (patient, treatment and PKPD
thresholds) are summarized at the bottom of patient tab.

B. Graphical output (main panel): amikacin dose expressed in mg/kg (black solid
lines) required to reach the selected Cmax/MIC threshold at steady state (Treatment
& PKPD tab of input menu) was calculated for all possible values of two of the
following variables: TBW, ALB and CKD-EPI. For each combination of two variables,
the remaining variable was fixed to the value introduced in the patient tab of the
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input menu. Three different tabs are defined based on the fixed variable (CKD-EPI,
TBW and ALB). For each dosing scenario using the Cmax/MIC criterion to define
the dose, the T>MIC and Cmin were calculated. A green area was drawn when T>MIC
complied with the threshold defined in Treatment & PKPD tab (input menu). A red
area was drawn when Cmin was equal or higher than the toxicity threshold (Cmin)
defined in Treatment & PKPD tab (input menu). A specific scenario defined in input
menu is represented across the three graphical representations.

The ranges of continuous covariates of the AMKnom application were defined in
agreement with the data supporting the PopPK model implemented [14]: TBW: 40–150 kg,
ALB: 1–6 g/dL and CKD-EPI: 30–200 mL/min. The typical subject was defined as follows:
TBW of 70 kg, ALB of 4.0 g/dL, CKD-EPI of 120 mL/min and absence of vancomycin
co-administration.

AMKnom has been designed to calculate the amikacin dose (mg/kg) for an ex-
tended interval dosing selected by the practitioner/researcher (24 h by default) to reach
a Cmax/MIC ≥ 10 (modifiable) at steady state for each single combination of two of the
following patients’ characteristics: ALB, TBW and CKD-EPI. In addition, for the dosages
selected, T>MIC and Cmin at steady state are calculated and colored in the region were the
threshold is reached for each criterion (efficacy: T>MIC ≥ 60%; toxicity: Cmin ≥ 4 mg/L).

2.4. Evaluation of the Impact of Intrinsic Factors on Amikacin Dosing Regimens

AMKnom outputs are also helpful for better understanding of the quantitative impact
of physiological factors on amikacin exposure and probability of treatment success. Deter-
ministic simulations were carried out using AMKnom assuming absence of vancomycin
administration and one of the following characteristics: TBW of 70 kg, ALB of 4.0 g/dL
CKD-EPI of 120 mL/min; this was to evaluate the change in amikacin dosing requirements
along the two variables not fixed in order to achieve the PKPD criteria of Cmax/MIC ≥ 10,
T>MIC ≥ 60% and Cmin < 4 mg/L at steady state.

3. Results
3.1. Amikacin Dosage Guidelines Evaluation

Large discrepancies were observed in amikacin dosage recommendations across the
five dosing guidelines evaluated suggesting additional considerations might be helpful for
optimizing amikacin dosing regimens (Table 1).

Table 1. Amikacin dosing recommended by the international dosing guidelines stratified by renal function.

Creatinine Clearance (mL/min)

Guide ≤10 10–20 20–30 30–40 40–60 60–80 >80

EUCAST 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24)
Mensa 7.5–10 (48) - 12 (48) - 12 (24)

Pharmaceutics 2021, 13, x FOR PEER REVIEW 5 of 14 
 

 

Table 1. Amikacin dosing recommended by the international dosing guidelines stratified by renal 
function. 

Creatinine Clearance (mL/min) 
Guide ≤10 10–20 20–30 30–40 40–60 60–80 >80 

EUCAST 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 25–30 (24) 
Mensa 7.5–10 (48) - 12 (48) - 12 (24) ƍ 15–20 (24) 15–20 (24) 

Queens-
land 

16Δ 16Δ 16Δ 16Δ 16–20 (36) 20 (24)♦ 20 (24)♦ 

Sanford 3 (72)† 4 (48) 7.5 (48) 4 (24) 7.5 (24) 12 (24) 15 (24) 

UpToDate 
7.5 (48–

72)¶ 
7.5 (24–

72)¶ 
7.5 (24–

72)¶ 15 (48) 15 (36) 15 (24) 15 (24)& 

Amikacin doses are expressed in mg/kg and interval dosing in hours between brackets. EUCAST: 
Initial doses based on ideal bodyweight in seriously ill patients prior to therapeutic drug monitor-
ing and dose adjustment. Renal function calculated by CKD-EPI equation [34]. Mensa: Amikacin 
dose based on adjusted bodyweight. Renal function calculated by Cockcroft–Gault equation [7]. 
Queensland: Amikacin dose based on ideal bodyweight or total bodyweight whichever is lower. 
Use ideal bodyweight for overweight patients (BMI ≥ 25 & < 30 kg/m2) and adjusted bodyweight 
for obese patients (BMI ≥ 30 kg/m2). Renal function calculated by an easily available estimated 
glomerular filtration rate equation. Cockcroft–Gault equation is not recommended [8]. Sanford: 
Amikacin dose based on ideal bodyweight for non-obese patients (BMI < 30 kg/m2). Use adjusted 
bodyweight in obese patients (BMI ≥ 30 kg/m2). Renal function calculated by Cockcroft–Gault 
equation using ideal bodyweight for non-obese patients and Salazar-Corcoran equation for obese 
patients [9]. UpToDate: Amikacin dose based on total bodyweight for underweight patients (BMI 
< 18.5 kg/m2); ideal bodyweight for patients with total bodyweight 1-1.25 folds’ ideal bodyweight 
and adjusted bodyweight for patients with total bodyweight > 1.25 folds’ ideal bodyweight. Renal 
function calculated by Cockroft–Gault equation using lean bodyweight [10]. ƍ Amikacin dosage 
only for creatinine clearance 40-50 mL/min. Δ Single dose only. Further doses should be under 
therapeutic drug monitoring (TDM). ♦ For critically ill and febrile neutropenic patients, adminis-
ter a single dose of 30 mg/kg and monitor concentrations. † Amikacin postdialysis dose should be 
administered. ¶ Amikacin dosage based on serum concentrations. & Use traditional intermittent 
dosing for creatinine clearance > 120 mL/min. 

Treatment efficacy (Cmax/MIC ≥ 10 and T>MIC ≥ 60%) and toxicity (Cmin ≥ 4 mg/L) 
versus ALB for the different dosing recommendations of each guideline stratified by renal 
function stages are shown in Figure 1. Overall, EUCAST and Queensland guidelines 
showed an adequate amikacin treatment efficacy (PTA > 90% for Cmax/MIC criterion) at 
the dosages recommended, independently of renal function stage and considering normal 
ALB. On the other hand, EUCAST and Queensland dosing recommendations were also 
associated with a high probability of expected toxicity in renal dysfunction subjects (PTA 
toxicity > 50% for any ALB and eGFR < 40 mL/min). Sanford and UpToDate guidelines 
showed acceptable safety profiles across the different dosage scenarios evaluated (PTA 
toxicity < 50%). However, potential efficacy issues might be expected due to the low doses 
or inadequate dosing interval recommended by these guidelines. Furthermore, at the dos-
age recommended, mainly based on renal function status, the higher is the ALB, (i) the 
higher will be the PTA for Cmax/MIC criterion, (ii) the lower will be the PTA for T>MIC 
efficacy criterion and (iii) the lower will be the PTA for toxicity. For all evaluated dosing 
regimens, patients with hypoalbuminemia (ALB < 3.5 g/dL) were at greater risk of toxicity, 
especially when combined with impaired renal function. 

15–20 (24) 15–20 (24)
Queensland 16 ∆ 16 ∆ 16 ∆ 16 ∆ 16–20 (36) 20 (24) � 20 (24) �

Sanford 3 (72) † 4 (48) 7.5 (48) 4 (24) 7.5 (24) 12 (24) 15 (24)
UpToDate 7.5 (48–72) ¶ 7.5 (24–72) ¶ 7.5 (24–72) ¶ 15 (48) 15 (36) 15 (24) 15 (24) &

Amikacin doses are expressed in mg/kg and interval dosing in hours between brackets. EUCAST: Initial doses based on ideal bodyweight in
seriously ill patients prior to therapeutic drug monitoring and dose adjustment. Renal function calculated by CKD-EPI equation [34]. Mensa:
Amikacin dose based on adjusted bodyweight. Renal function calculated by Cockcroft–Gault equation [7]. Queensland: Amikacin dose
based on ideal bodyweight or total bodyweight whichever is lower. Use ideal bodyweight for overweight patients (BMI ≥ 25 & < 30 kg/m2)
and adjusted bodyweight for obese patients (BMI ≥ 30 kg/m2). Renal function calculated by an easily available estimated glomerular
filtration rate equation. Cockcroft–Gault equation is not recommended [8]. Sanford: Amikacin dose based on ideal bodyweight for non-obese
patients (BMI < 30 kg/m2). Use adjusted bodyweight in obese patients (BMI ≥ 30 kg/m2). Renal function calculated by Cockcroft–Gault
equation using ideal bodyweight for non-obese patients and Salazar-Corcoran equation for obese patients [9]. UpToDate: Amikacin dose
based on total bodyweight for underweight patients (BMI < 18.5 kg/m2); ideal bodyweight for patients with total bodyweight 1–1.25 folds’
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Treatment efficacy (Cmax/MIC ≥ 10 and T>MIC ≥ 60%) and toxicity (Cmin ≥ 4 mg/L)
versus ALB for the different dosing recommendations of each guideline stratified by renal
function stages are shown in Figure 1. Overall, EUCAST and Queensland guidelines
showed an adequate amikacin treatment efficacy (PTA > 90% for Cmax/MIC criterion) at
the dosages recommended, independently of renal function stage and considering normal
ALB. On the other hand, EUCAST and Queensland dosing recommendations were also
associated with a high probability of expected toxicity in renal dysfunction subjects (PTA
toxicity > 50% for any ALB and eGFR < 40 mL/min). Sanford and UpToDate guidelines
showed acceptable safety profiles across the different dosage scenarios evaluated (PTA
toxicity < 50%). However, potential efficacy issues might be expected due to the low doses
or inadequate dosing interval recommended by these guidelines. Furthermore, at the
dosage recommended, mainly based on renal function status, the higher is the ALB, (i) the
higher will be the PTA for Cmax/MIC criterion, (ii) the lower will be the PTA for T>MIC
efficacy criterion and (iii) the lower will be the PTA for toxicity. For all evaluated dosing
regimens, patients with hypoalbuminemia (ALB < 3.5 g/dL) were at greater risk of toxicity,
especially when combined with impaired renal function.
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Figure 1. Efficacy and toxicity probability (upper panel, graphical representations) of amikacin dosage recommended
(bottom table) by the Committee on Antimicrobial Susceptibility Testing guidance EUCAST, Mensa, Queensland, Sanford
and UpToDate guidelines stratified by estimated glomerular filtration rate (eGFR). Cmax, maximum concentration; MIC,
minimum inhibitory concentration; T > MIC, time with concentrations exceeding the MIC (percentage of dosing interval);
Cmin, minimum concentration; 1000 virtual subjects simulated with total body weight of 70 kg, no vancomycin administra-
tion, infusion time of 1 h and amikacin administered once daily; MIC = 4 mg/L; NA, non-applicable; q24h, q36h and q48h
are the dosing administration interval (24 h, 36 h and 48 h, respectively).
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3.2. AMKnom: Interactive Amikacin Nomograms

A user-friendly web application, AMKnom, has been developed and is freely available
at http://shiny.cumulo.usal.es/amknom/ (accessed on 4 February 2021). AMKnom allows
an easy evaluation of amikacin dosage based on patient and treatment information together
with efficacy and safety PKPD criteria. An amikacin nomogram can be computed and
downloaded from the application for the specific scenario defined. Dynamic simulations
can be performed by activating the “play button” for each covariate included in the simula-
tions. This action allows to observe changes in amikacin dosing regimen over the range of
a determined variable together with the impact on treatment efficacy (T>MIC ≥ 60%) and
toxicity (Cmin ≥ 4 mg/L). An example of the AMKnom application is shown in Figure 2.
Considering the interactive properties of the AMKnom application, we recommend explor-
ing the online tool to better understand the features implemented and the potential of the
tool developed on improving amikacin dosage optimization based on PKPD criteria.
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Figure 2. AMKnom application. (a) Input menu (3 tabs). (b) Graphical output: Title indicates the value of a specific variable
fixed when simulations are performed; red dashed lines, subject defined in patient tab of input menu (70 kg, 4 g/dL of
albumin and 120 mL/min); black solid lines, amikacin dose (mg/kg) required to achieve the Cmax/MIC threshold defined
in Treatment & PKPD tab of (a) (Cmax/MIC = 10); green area, efficacy scenarios where time above MIC is equal or higher
than the threshold defined in Treatment & PKPD tab of (a) (T>MIC = 60%); red area, toxic scenarios where Cmin is equal
or higher than the threshold defined in Treatment & PKPD tab of (a) (Cmin = 4 mg/L). (c) PK and PKPD results for the
scenario defined in the input menu together with a download button of the three possible nomograms performed.

Influence of TBW, ALB and CKD-EPI on amikacin dose (mg/kg) once-daily adminis-
tered in absence of vancomycin co-administration for a typical subject (TBW: 70 kg, ALB:
4 g/dL, CKD-EPI: 120 mL/min) is shown in Figure 3. These results show a significant in-
fluence of ALB on amikacin dosing optimization with a larger impact on treatment efficacy
than CKD-EPI, the latest being currently the main driver of amikacin dosage selection. For
instance, to reach a Cmax/MIC ≥ 10 in a typical subject, a 36% increase in dose must be
considered for a change in ALB from 4 g/dL to 2 g/dL while an 8% dose reduction would
be needed if the renal function decreases from 120 mL/min to 60 mL/min. Moreover, a
decrease of 1 mg/kg/day (8% dose reduction) when TBW increases by 10 kg, from 70 kg to
80 kg, in a typical subject, would be necessary to achieve the defined efficacy Cmax/MIC
threshold. This change in dosing selection based on TBW modifications had a higher
impact in subjects with low TBW (15% dose decrease from 40 kg to 50 kg) than in heavier
subjects (3% dose decrease from 140 kg to 150 kg).

http://shiny.cumulo.usal.es/amknom/
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Figure 3. Amikacin dose (mg/kg) administered once-daily in 1 h infusion required to reach a maximum concentration
(Cmax)/MIC = 10 across albumin, total body weight and estimated glomerular filtration rate (calculated with CKD-EPI
equation) variations in the absence of vancomycin concomitant administration. Title of each plot, value of the variable fixed
when simulations are carried out; red dashed lines, subject of 70 kg, 4 g/dL of albumin and 120 mL/min; MIC = 4 mg/L;
green and red areas, scenarios where concentrations above MIC represent 60% of the time of dosing interval administration
(efficacy) and minimum concentrations higher than 4 mg/mL (toxicity), respectively.

4. Discussion

Despite continued progress toward “one-dose-fits-all” in antibiotic treatment strate-
gies, amikacin dosage regimens should be further individualized based on efficacy and
safety PKPD criteria together with individual patient information and clinical evolution. In
the last few years, model-informed precision dosing (MIPD) has been shown as a promis-
ing tool to increase treatment success [41]. This methodology integrates PK information
together with patient characteristics and exposure-response or PKPD relationships in an
easy-to-use model-informed framework.

Antimicrobial therapy recommendations based on total and adjusted body weight,
renal function or age present a wide variability across the international guidelines evaluated
in this work (Table 1). Our results showed that intrinsic factors such as TBW, ALB and CKD-
EPI had a significant impact on efficacy and safety of amikacin treatments. Considering
these factors, amikacin 15–20 mg/kg/day once-daily regimen, lately adopted for most
of antibiotics treatment, would reach efficacy target with limited probability of toxicity
for a large majority of patients. However, this dosage could potentially increase the
probability of toxicity in severe renal dysfunction stages, even more pronounced when
associated with low ALB levels, and could also increase the risk of lack of efficacy in
patients with hypoalbuminemia.

Renal elimination plays a key role in the PK of water-soluble drugs such as amikacin,
primarily eliminated by the kidneys [42]. The majority of the antimicrobial therapy guide-
lines evaluated in this work recommended to adjust amikacin dose and frequency of
administration based on renal function calculated with Cockcroft–Gault, CKD-EPI and
Salazar–Corcoran equations [7–10]. However, recent studies have proposed CKD-EPI and
revised Lund–Malmö as the best equations to characterize amikacin elimination in most of
the physiopathological situations [43,44]. On the other hand, Queensland and EUCAST
guidelines recommended the same initial single dose (mg/kg) for critically ill/febrile
neutropenic patients with or without chronic renal impairment followed by TDM ad-
justment. Our results showed that a reduced amikacin dose of 8% was required when
administered once-daily to reach treatment success in terms of efficacy comparing subjects
with normal renal function (eGFR = 120 mL/min) versus mild renal impairment subjects
(eGFR = 60 mL/min). These results were aligned with EUCAST and Queensland guide-
lines recommending reduced amikacin dose adjustment for a wide range of renal function.
In general, across the renal function stages evaluated, EUCAST and Queensland showed
an expected adequate treatment efficacy based on Cmax/MIC criterion requiring higher
doses for eGFR > 50 mL/min to reach a T>MIC ≥ 60%. It is important to highlight that
special populations such as pediatrics, obese or renal failure patients (eGFR < 15 mL/min)
were not considered in this work.
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As other hydrophilic antimicrobials, amikacin exhibits a volume of distribution limited
to the extracellular space, which is significantly affected by decrease in ALB concentra-
tions [45]. Increase in the volume of distribution is likely to decrease Cmax and total
amikacin concentrations over time. In consequence, it is important to considerate ALB for
optimizing amikacin dosage in order to achieve the efficacy and safety PKPD targets pro-
posed, avoiding potential sub-therapeutic concentrations in patients with hypoalbumine-
mia. Several disease stages are associated with hypoalbuminemia, such as analbuminemia,
starvation, liver or renal disease, cancer, stress response, burns, trauma, surgery or septic
shock [21,23,46–50]. Although some of the antimicrobial therapy guidelines recommend
special caution in situations with increased volume of distribution such as sepsis or septic
shock, cystic fibrosis, severe burns or ascites, there are no special considerations based on
ALB concentrations [7,8,10]. Our findings show a significant influence of ALB on amikacin
dosage regimens: considering the same renal function, patients with hypoalbuminemia
should receive higher doses than normoalbuminemic ones for warrantying a comparable
treatment efficacy. Increasing dose in patients with hypoalbuminemia may involve toxicity
issues, as previously suggested, which could be potentially improved by extending the
dosing interval (≥36 h) [29].

Amikacin dosing has been based on weight (mg/kg) for decades. TBW, ideal body-
weight (IBW), lean bodyweight (LBW) and adjusted bodyweight (ABW) have been pro-
posed regardless body mass index (BMI) classification for dose calculations by many authors
without consensus (most of them for critically ill and obese patients) [2,6,15,36,37,51–55].
Similarly, antimicrobial guidelines also have no consensus on the weight measure best
describing the variability of amikacin PK. Exceptions to the use of TBW for amikacin dosing
are described in the guidelines evaluated (i.e., ABW above 30 mg/kg/m2) in addition to new
body size scalars proposed, such as skeletal muscle area, as better predictor of interpatient
PK variability [56]. Amikacin dosing recommendations based on TBW seem to be valid for
normal-weight patients (BMI < 25 kg/m2) (Figure S1) [9,57]. However, in overweight and
obese patients (BMI ≥ 25 kg/m2) or physiopathological stages such as sarcopenic patients
with cancer, drugs’ distribution can be largely modified [58,59]. In the amikacin PopPK
model used in this work, TBW was the best body measurement metric to describe amikacin
PK, and therefore, TBW has been used for dosage evaluation and simulations [14]. Thus,
results obtained in obese patients and its impact on dosage recommendation together with
efficacy and toxicity associated with alternative body sizes proposed in each guideline must
be considered carefully.

Amikacin is often used in combination with other drugs, potentially modifying its
PK and/or clinical outcome such as vasoactive drugs or nephrotoxic agents (vancomycin,
furosemide or amphotericin B). Vasoactive drugs are commonly required to improve hemo-
dynamic function in patients with sepsis or septic shock and can modify the extracellular
fluid compartment and volume of distribution of water soluble antibiotics such as amino-
glycosides [60]. In addition, total parenteral nutrition has been correlated with an expanded
V and lower Cmax of amikacin as well as with an increase in creatinine clearance [61].
Apart from vancomycin, the effects of other drugs co-administered and parenteral nutrition
were not taken into account in the present research. In consequence, additional considera-
tions may be required in amikacin dose individualization when combined with additional
supportive care therapies.

Aminoglycosides nephrotoxicity can limit their use in clinical practice. Amikacin presents
nephrotoxicity, usually transient, and ototoxicity, commonly irreversible, related with high
concentrations at the end of the dosing administration interval (Cmin > 4 mg/L) [62,63].
Dosage recommended by the amikacin guidelines evaluated in this work, except Sanford,
presented toxicity issues (PTA > 30%) in moderate to severe decreased renal function patients
(eGFR < 40 mL/min), the PTA for toxicity also becoming more pronounced for hypoalbumine-
mia subjects. Toxicity issues showed in patients with decreased CKD-EPI, low ALB or high
TBW can eventually be managed by selecting and adequate dosing interval administration
(≥36 h).
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Monte Carlo simulations performed for the dosage recommended in the international
amikacin guidelines evaluated in this work showed the high relevance of ALB for treatment
efficacy and toxicity (Figure 1). Thus, a specific dosage can vary from absence to full
achievement of efficacy and/or toxicity target only due to the ALB value within a patient.
In addition, impact of changes in ALB, from 4 g/dL to 2 g/dL, comparing with changes
in renal function stage, from 120 mL/min to 60 mL/min, showed a significant higher
impact of ALB than renal function on dose adjustment required to reach treatment efficacy
(36% increase vs. 8% reduction, respectively). These results highlighted the larger impact
of changes in V accounted for ALB than the CL changes due to eGFR modifications on
Cmax/MIC efficacy criterion. These findings reveal the significant role of ALB in amikacin
dosage optimization based on PKPD criteria and support its potential consideration for
future updates of the principal international amikacin dosing guidelines.

Antimicrobial therapy guidelines establish general amikacin dosing recommendations
of great utility for different population groups, whereas amikacin dosing model-based tools
such as TMDx, InsightR or AMKdose and nomograms could be more precise in certain
situations [14,64,65]. TDMx is an extremely powerful dosing tool able to provide precise
probabilistic and Bayesian dosing together with optimal sampling recommendations for
several antibiotics (amikacin, vancomycin, tobramycin, etc.) [64]. In comparison with
the probabilistic dosing module of TDMx, AMKnom reports an additional efficacy PKPD
target (T>MIC), it is applicable in a wider population (PopPK model used to calculate
individual PK exposures), and it allows to evaluate the impact of different variables on
amikacin initial dosage recommendation due to the nomogram interface. Thirion et al.
have recently published a nomogram of amikacin dosing in adult cystic fibrosis population
based on Cmax/MIC criterion considering 20–45 mg/kg/day as efficacy dosages with a
relevant impact of TBW and creatinine clearance [66]. Unfortunately, the impact of ALB
on amikacin dosage was not evaluated. Thus, an interactive amikacin dosing evaluation
and nomogram builder (AMKnom, http://shiny.cumulo.usal.es/amknom/ (accessed on
4 February 2021)) has been developed and is freely available. Accounting for patients’
characteristics together with efficacy and safety criteria, AMKnom allows the researchers
and clinicians to evaluate different dosing regimens (i.e., q12h, q36h), PKPD thresholds
(Cmax/MIC, T>MIC, Cmin) and MIC values. AMKnom implements an improved dosing
selection algorithm principally driven by Cmax/MIC showing the results as a nomogram
for easier application in the clinical routine in comparison with previous tools developed
by our group such as AMKdose [14].

Despite the potential benefits and strengths of AMKnom in optimizing amikacin
initial dosage based on PKPD criteria, some limitations due to the PK model implemented
and the simulations performed might be acknowledged regarding its application in the
clinical practice. Although the PopPK model implemented in AMKnom was successfully
validated both internally and externally, the interactive nomogram has not been clinically
validated. The magnitude and applicability of the amikacin initial dosage recommendation
are directly impacted by the model used for individual PK exposure calculations, and conse-
quently, model limitations and special considerations (doses and covariates ranges) might
be carefully taken into account when applying precision dosing tools such as AMKnom
(Figure S2) [14,21,22,25,67–70]. In addition, specific populations where significant PK differ-
ences have been shown, such as pediatric, overweight and obese (IMC ≥ 25 kg/m2), burns,
amputees, patients with specific additional supportive care therapies (i.e., vasoactive drugs,
parenteral nutrition) or end-stage renal disease (eGFR < 15 mL/min) were not considered
in this work. Initial amikacin dosage recommended by AMKnom for patients suffering
drastic physiological changes (ICU patients) should be considered carefully as time-varying
behavior of covariates (eGFR, ALB, TBW) was not taken into account. Moreover, AMKnom
has been designed for a priori amikacin initial dosage optimization and not for dosage
adjustment. As long as individual PK information is available, different strategies such
as TDM and Bayesian forecasting are recommended instead of AMKnom. Therefore, ad-
ditional studies including the previously mentioned populations and clinical validation

http://shiny.cumulo.usal.es/amknom/
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are seen as potential improvements of the interactive nomogram developed for amikacin
initial dosage individualization.

5. Conclusions

The present study shows the efficacy and toxicity associated to the amikacin dosage
recommended by the main international dosing guidelines together with the impact of total
bodyweight, renal function and serum albumin on amikacin model-informed precision
dosing recommendation. Efficacy and safety criteria of amikacin dosage recommended by
the guidelines, based on renal function, were not achieved simultaneously in most of the
clinical scenarios evaluated. In patients with hypoalbuminemia, the PTA of efficacy and
safety were reduced due to an increased V, highlighting the influence of ALB on amikacin
dosing optimization with a larger impact than eGFR. Thus, accounting for albumin effect
might be of interest for future amikacin guidelines updates. AMKnom, a useful interactive
amikacin nomogram builder based on PKPD criteria, mainly driven by Cmax/MIC and
reporting T>MIC as a complementary efficacy criterion and patient characteristics, including
albumin, is freely available and can be helpful for initial amikacin dosing evaluation and
dosage requirement in specific physiological status (i.e., hypoalbuminemia).

Supplementary Materials: The following are available online at https://www.mdpi.com/1999
-4923/13/2/264/s1. Figure S1: Comparison between different bodyweight measures and total
bodyweight (TBW) classified according to body mass index (kg/m2). Red, blue and purple solid
lines, percentage of ideal bodyweight (IBW), adjusted bodyweight (ABW) and lean bodyweight
(LBW) respect to TBW, respectively. Green area, situations where weights calculated with the different
equations would be within ±20% of TBW. IBW (kg) = 50 kg + [0.9 × (height (cm) − 152.4 cm)] [1]
ABW (kg) = IBW (kg) + 0.4 × [TBW (kg) − IBW (kg)] [1] LBW (kg) = [1.1013 × TBW (kg)] −
[0.01281 × BMI × TBW (kg)] [2]; Table S1. Summary of amikacin population pharmacokinetic
models developed in adults; Figure S2. Impact of PopPK model on amikacin dosage required for
Cmax/MIC criterion. Amikacin dose (mg/kg) administered once-daily in 1 h infusion required
to reach a Cmax/MIC = 10 across albumin, total body weight and estimated glomerular filtration
rate (eGFR) variations in the absence of concomitant drugs (vancomycin, catecholamine), ICU male
patient without sepsis or trauma, no acute myeloid leukaemia diagnosis, oxygen extraction ratio
of 23.5% and positive end-respiratory pressure of 10 cm of H2O when applicable. eGFR: estimated
glomerular filtration rate calculated with Jellife [18], CKD-EPI [19], corrected creatinine clearance for
ICU patients’ equation [20] and Cockcroft-Gault [21] for Romano_1998 [11], Pérez-Blanco_2020 [3],
Lugo_1997 [14] and Romano_1999 [10], respectively. Bottom panels, total bodyweight fixed to 70
kg; red dashed lines, subject of 70 kg, 2.6 g/dL of albumin and eGFR of 80 mL/min; MIC = 4 mg/L;
green and red areas, scenarios where concentrations above MIC (T>MIC) represent 60% of the time
of dosing interval administration (efficacy) and minimum concentrations of 4 mg/mL (toxicity),
respectively.
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amikacin in septic patients. Crit. Care 2013, 17, R165:1–R165:10. [CrossRef]

38. Bartal, C.; Danon, A.; Schlaeffer, F.; Reisenberg, K.; Alkan, M.; Smoliakov, R.; Sidi, A.; Almog, Y. Pharmacokinetic dosing of
aminoglycosides: A controlled trial. Am. J. Med. 2003, 114, 194–198. [CrossRef]

39. R Development Core Team. R: A Language and Environment for Statistical Computing. 2012. Available online: https://www.r-
project.org/doc/R-SDLC.pdf (accessed on 27 January 2021).

40. Wojciechowski, J.; Hopkins, A.; Upton, R. Interactive pharmacometric applications using R and the Shiny package. CPT:
Pharmacomet. Syst. Pharmacol. 2015, 4, 146–159. [CrossRef]

41. Darwich, A.S.; Ogungbenro, K.; Vinks, A.A.; Powell, J.R.; Reny, J.-L.; Marsousi, N.; Daali, Y.; Fairman, D.; Cook, J.; Lesko, L.J.; et al.
Why has model-informed precision dosing not yet become common clinical reality? lessons from the past and a roadmap for the
future. Clin. Pharmacol. Ther. 2017, 101, 646–656. [CrossRef] [PubMed]

42. Delanaye, P.; Guerber, F.; Scheen, A.; Ellam, T.; Bouquegneau, A.; Guergour, D.; Mariat, C.; Pottel, H. Discrepancies between
the Cockcroft–Gault and Chronic Kidney Disease Epidemiology (CKD-EPI) equations: Implications for refining drug dosage
adjustment strategies. Clin. Pharmacokinet. 2017, 56, 193–205. [CrossRef] [PubMed]

43. Sáez Fernández, E.M.; Pérez-Blanco, J.S.; Lanao, J.M.; Calvo, M.V.; Martín-Suárez, A. Evaluation of renal function equations to
predict amikacin clearance. Expert Rev. Clin. Pharmacol. 2019, 12, 805–813. [CrossRef]

44. Levey, A.; Inker, L. Assessment of glomerular filtration rate in health and disease: A state of the art review. Clin. Pharmacol. Ther.
2017, 102, 405–419. [CrossRef] [PubMed]

45. Scaglione, F.; Paraboni, L. Pharmacokinetics/pharmacodynamics of antibacterials in the intensive care unit: Setting appropriate
dosing regimens. Int. J. Antimicrob. Agents 2008, 32, 294–301. [CrossRef]

46. Margarson, M.P.; Soni, N. Serum Albumin: Touchstone or totem? Anaesthesia 1998, 53, 789–803. [CrossRef]
47. Blackburn, L.M.; Tverdek, F.P.; Hernandez, M.; Bruno, J.J. First-dose pharmacokinetics of aminoglycosides in critically ill

haematological malignancy patients. Int. J. Antimicrob. Agents 2015, 45, 46–53. [CrossRef]
48. Alhadab, A.A.; Ahmed, M.A.; Brundage, R.C. Amikacin pharmacokinetic-pharmacodynamic analysis in pediatric cancer patients.

Antimicrob. Agents Chemother. 2018, 62, e01781-17:1–e01781-17:12. [CrossRef] [PubMed]
49. Sherwin, C.M.T.; Wead, S.; Stockmann, C.; Healy, D.; Spigarelli, M.G.; Neely, A.; Kagan, R. Amikacin population pharmacokinetics

among paediatric burn patients. Burns 2014, 40, 311–318. [CrossRef]
50. Yu, T.; Stockmann, C.; Healy, D.P.; Olson, J.; Wead, S.; Neely, A.N.; Kagan, R.J.; Spigarelli, M.G.; Sherwin, C.M.T. Determination of

optimal amikacin dosing regimens for pediatric patients with burn wound sepsis. J. Burn Care Res. 2015, 36, e244–e252. [CrossRef]
[PubMed]

http://doi.org/10.1097/00007691-199706000-00005
http://doi.org/10.1097/00003246-199705000-00016
http://doi.org/10.1111/j.1472-8206.1995.tb00266.x
http://www.ncbi.nlm.nih.gov/pubmed/7768489
http://doi.org/10.1016/0020-7101(94)90106-6
http://doi.org/10.1007/BF02220623
http://www.ncbi.nlm.nih.gov/pubmed/1451727
https://cima.aemps.es/cima/publico/lista.html
https://cima.aemps.es/cima/publico/lista.html
http://doi.org/10.2146/ajhp140564
http://doi.org/10.1093/jac/39.6.677
http://doi.org/10.1093/jac/dkq451
http://www.eucast.org/clinical_breakpoints/
http://doi.org/10.1007/s00134-014-3276-x
http://doi.org/10.1016/j.ijantimicag.2011.03.022
http://doi.org/10.1186/cc12844
http://doi.org/10.1016/S0002-9343(02)01476-6
https://www.r-project.org/doc/R-SDLC.pdf
https://www.r-project.org/doc/R-SDLC.pdf
http://doi.org/10.1002/psp4.21
http://doi.org/10.1002/cpt.659
http://www.ncbi.nlm.nih.gov/pubmed/28182269
http://doi.org/10.1007/s40262-016-0434-z
http://www.ncbi.nlm.nih.gov/pubmed/27417226
http://doi.org/10.1080/17512433.2019.1637253
http://doi.org/10.1002/cpt.729
http://www.ncbi.nlm.nih.gov/pubmed/28474735
http://doi.org/10.1016/j.ijantimicag.2008.03.015
http://doi.org/10.1046/j.1365-2044.1998.00438.x
http://doi.org/10.1016/j.ijantimicag.2014.09.006
http://doi.org/10.1128/AAC.01781-17
http://www.ncbi.nlm.nih.gov/pubmed/29358293
http://doi.org/10.1016/j.burns.2013.06.015
http://doi.org/10.1097/BCR.0000000000000159
http://www.ncbi.nlm.nih.gov/pubmed/25185930


Pharmaceutics 2021, 13, 264 13 of 13

51. Boidin, C.; Jenck, S.; Bourguignon, L.; Torkmani, S.; Roussey-Jean, A.; Ledochowski, S.; Marry, L.; Ammenouche, N.; Dupont, H.;
Marçon, F.; et al. Determinants of amikacin first peak concentration in critically ill patients. Fundam. Clin. Pharmacol. 2018, 32,
669–677. [CrossRef]

52. Taccone, F.; Laterre, P.-F.; Spapen, H.; Dugernier, T.; Delattre, I.; Layeux, B.; De Backer, D.; Wittebole, X.; Wallemacq, P.; Vincent, J.-
L.; et al. Revisiting the loading dose of amikacin for patients with severe sepsis and septic shock. Crit. Care 2010, 14, R53:1–R53:10.
[CrossRef] [PubMed]

53. Sadeghi, K.; Hamishehkar, H.; Najmeddin, F.; Ahmadi, A.; Hazrati, E.; Honarmand, H.; Mojtahedzadeh, M. High-dose amikacin
for achieving serum target levels in critically ill elderly patients. Infect. Drug Resist. 2018, 11, 223–228. [CrossRef] [PubMed]

54. Kato, H.; Hagihara, M.; Hirai, J.; Sakanashi, D.; Suematsu, H.; Nishiyama, N.; Koizumi, Y.; Yamagishi, Y.; Matsuura, K.; Mikamo,
H. Evaluation of amikacin pharmacokinetics and pharmacodynamics for pptimal initial dosing regimen. Drugs R&D 2017, 17,
177–187. [CrossRef]

55. Kale-Pradhan, P.B.; Buckler, V.; Bush, P.W. Effect of body weight on aminoglycoside pharmacokinetics in patients with hypoalbu-
minemia. Am. J. Health Syst. Pharm. 1997, 54, 2201–2203. [CrossRef]

56. Crass, R.L.; Ross, B.E.; Derstine, B.A.; Lichty, M.; Sullivan, J.A.; Su, G.L.; Wang, S.C.; Pai, M.P. Measurement of skeletal muscle
area improves estimation of aminoglycoside clearance across body size. Antimicrob. Agents Chemother. 2018, 62, e00441-18:1–
e00441-18:10. [CrossRef]

57. Bonate, P.L. Pharmacokinetic-Pharmacodynamic Modeling and Simulation; Springer Science & Business Media: Berlin/Heidelberg,
Germany, 2006; ISBN 978-0-387-27199-6.

58. Leykin, Y.; Miotto, L.; Pellis, T. Pharmacokinetic considerations in the obese. Best Pract. Res. Clin. Anaesthesiol. 2011, 25, 27–36.
[CrossRef]

59. Prado, C.; Maia, Y.; Ormsbee, M.; Sawyer, M.; Baracos, V. Assessment of nutritional status in cancer—The relationship between
body composition and pharmacokinetics. Anticancer Agents Med. 2013, 13, 1197–1203. [CrossRef]

60. Hollenberg, S.M. Vasoactive drugs in circulatory shock. Am. J. Respir. Crit. Care Med. 2011, 183, 847–855. [CrossRef]
61. Tormo, C.; Abad, F.J.; Ronchera-Oms, C.L.; Parra, V.; Jiménez, N.V. Critically-ill patients receiving total parenteral nutrition show

altered amikacin pharmacokinetics. Clin. Nutr. 1995, 14, 254–259. [CrossRef]
62. Germovsek, E.; Barker, C.I.; Sharland, M. What do I need to know about aminoglycoside antibiotics? Arch. Dis. Child Educ. Pract.

Ed. 2017, 102, 89–93. [CrossRef]
63. Bertino, J.S.; Booker, L.A.; Franck, P.A.; Jenkins, P.L.; Franck, K.R.; Nafziger, A.N. Incidence of and significant risk factors for

aminoglycoside-associated nephrotoxicity in patients dosed by using individualized pharmacokinetic monitoring. J. Infect. Dis.
1993, 167, 173–179. [CrossRef]

64. Wicha, S.G.; Kees, M.G.; Solms, A.; Minichmayr, I.K.; Kratzer, A.; Kloft, C. TDMx: A novel web-based open-access support tool
for optimising antimicrobial dosing regimens in clinical routine. Int. J. Antimicrob. Agents 2015, 45, 442–444. [CrossRef] [PubMed]

65. InsightRX—Precision Dosing Done Right. Available online: https://insight-rx.com/ (accessed on 26 December 2020).
66. Thirion, D.J.G.; Pasche, V.; Matouk, E.; Marsot, A. Amikacin nomogram for treatment of adult cystic fibrosis exacerbations based

on an external evaluation of a population pharmacokinetic model. Pediatr. Pulmonol. 2020, 55, 1154–1160. [CrossRef] [PubMed]
67. Jelliffe, R.W. Creatinine clearance: Bedside estimate. Ann. Intern. Med. 1973, 79, 604–605. [CrossRef] [PubMed]
68. Levey, A.S.; Stevens, L.A.; Schmid, C.H.; Zhang, Y.L.; Castro, A.F., 3rd; Feldman, H.I.; Kusek, J.W.; Eggers, P.; Van Lente, F.;

Greene, T.; et al. A new equation to estimate glomerular filtration rate. Ann. Intern. Med. 2009, 150, 604–612. [CrossRef] [PubMed]
69. Robert, S.; Zarowitz, B.J.; Peterson, E.L.; Dumler, F. Predictability of creatinine clearance estimates in critically ill patients. Crit.

Care Med. 1993, 21, 1487–1495. [CrossRef]
70. Cockcroft, D.W.; Gault, H. Prediction of creatinine clearance from serum creatinine. Nephron 1976, 16, 31–41. [CrossRef] [PubMed]

http://doi.org/10.1111/fcp.12374
http://doi.org/10.1186/cc8945
http://www.ncbi.nlm.nih.gov/pubmed/20370907
http://doi.org/10.2147/IDR.S150839
http://www.ncbi.nlm.nih.gov/pubmed/29483780
http://doi.org/10.1007/s40268-016-0165-5
http://doi.org/10.1093/ajhp/54.19.2201
http://doi.org/10.1128/AAC.00441-18
http://doi.org/10.1016/j.bpa.2010.12.002
http://doi.org/10.2174/18715206113139990322
http://doi.org/10.1164/rccm.201006-0972CI
http://doi.org/10.1016/S0261-5614(95)80008-5
http://doi.org/10.1136/archdischild-2015-309069
http://doi.org/10.1093/infdis/167.1.173
http://doi.org/10.1016/j.ijantimicag.2014.12.010
http://www.ncbi.nlm.nih.gov/pubmed/25631677
https://insight-rx.com/
http://doi.org/10.1002/ppul.24689
http://www.ncbi.nlm.nih.gov/pubmed/32119197
http://doi.org/10.7326/0003-4819-79-4-604
http://www.ncbi.nlm.nih.gov/pubmed/4748282
http://doi.org/10.7326/0003-4819-150-9-200905050-00006
http://www.ncbi.nlm.nih.gov/pubmed/19414839
http://doi.org/10.1097/00003246-199310000-00016
http://doi.org/10.1159/000180580
http://www.ncbi.nlm.nih.gov/pubmed/1244564

	Introduction 
	Materials and Methods 
	Pharmacokinetic Analysis 
	Amikacin Dosage Guidelines Evaluation 
	AMKnom: Interactive Amikacin Nomograms 
	Evaluation of the Impact of Intrinsic Factors on Amikacin Dosing Regimens 

	Results 
	Amikacin Dosage Guidelines Evaluation 
	AMKnom: Interactive Amikacin Nomograms 

	Discussion 
	Conclusions 
	References

