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Abstract: Patients in intensive care units (ICU) are at high risk to experience potential drug-drug
interactions (pDDIs) because of the complexity of their drug regimens. Such pDDIs may be driven by
pharmacokinetic or pharmacodynamic mechanisms with clinically relevant consequences in terms
of treatment failure or development of drug-related adverse events. The aim of this paper is to
review the pharmacokinetic-driven pDDIs involving antibiotics in ICU adult patients. A MEDLINE
Pubmed search for articles published from January 2000 to June 2022 was completed matching the
terms “drug-drug interactions” with “pharmacokinetics”, “antibiotics”, and “ICU” or “critically-ill
patients”. Moreover, additional studies were identified from the reference list of retrieved articles.
Some important pharmacokinetic pDDIs involving antibiotics as victims or perpetrators have been
identified, although not specifically in the ICU settings. Remarkably, most of them relate to the older
antibiotics whereas novel molecules seem to be associated with a low potential for pDDIs with the
exceptions of oritavancin as potential perpetrator, and eravacicline that may be a victim of strong
CYP3A inducers. Personalized therapeutic drug regimens by means of available web-based pDDI
checkers, eventually combined with therapeutic drug monitoring, when available, have the potential
to improve the response of ICU patients to antibiotic therapies.

Keywords: antibiotics; critically ill patients; drug-drug-interactions; pharmacokinetics

1. Introduction

Patients in intensive care units (ICU) differ considerably from those in other hospital
wards having a higher level of sickness severity, requiring tailored and aggressive medical
interventions, and often present with or contract severe infections. Multidrug-resistant
organisms are also common in this setting [1]. As a result, these patients have substantial
mortality rates (40–65%), particularly if they have a high severity of illness score, sepsis,
and septic shock [2,3].

Given this background, immediate and appropriate antibiotic therapy is mandatory to
improve the clinical outcome of ICU patients [4]. Antibiotic therapy for these patients is
initially empirical but revised when the results of the microbiological tests become available.
Usually, concomitant medications are not considered as a key factor in the selection of the
antibiotic therapy because the potential drug-drug interactions (pDDIs) are not considered
a clinical issue, given the relative short time of antibiotic treatments (usually less than
7–10 days). However, it must be considered that ICU patients are usually elderly, with
multi-comorbidities and on heavy polypharmacy [5,6]. For these reasons, pDDIs are likely
to take place in the ICU setting when antibiotic therapies are added on the top of an
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important background of maintenance medications, eventually leading to treatment failure
or development of drug-related toxicity [7,8].

In this review, we firstly examine the main pharmacological concepts related to pDDIs
with a focus on those that are driven by pharmacokinetics. The second section of the
manuscript deals with antibiotics as both victims and perpetrators of pharmacokinetic
pDDIs in ICU adult patients, with a focus on the most recently marketed molecules. Some
suggestions on how to handle these pDDIs in the daily clinical practice are also given.

1.1. Search Strategy

This narrative review aimed to summarize what is known to date about the pDDIs
involving antibiotics to treat recurrent infections mainly in ICU patients. The literature
was selected through a search for relevant papers in the PubMed database published from
January 2000 to June 2022 using the search terms.

“Drug-drug interactions”, “pharmacokinetics”, “antibiotics”, and “ICU” or “critically-
ill patients”. Moreover, additional studies were identified from the reference list of retrieved
articles. Only articles published in English were considered.

1.2. The Clinical Relevance of pDDIs

PDDIs represent a highly complex aspect of clinical pharmacology because, unfortu-
nately, most of the information produced during the development of a drug is not very
useful in determining their clinical relevance. Furthermore, most of what we know about
the possible impact of pDDIs on humans comes from experimental models or studies of
healthy volunteers in situations that are very different from the everyday clinical context,
in which drugs are actually used once they are marketed [9]. Consequently, the information
collected in pre-marketing studies should only be considered a starting point for a more
comprehensive bedside approach that takes into account all of the other factors that largely
govern the risk of pDDIs. This risk is directly proportional to the number of drugs received,
but it is also necessary to remember that some patients (i.e., ICU elderly patients with
excretory organ deficiency on renal replacement therapies, etc.) are more at risk than others
to experience clinically relevant pDDIs [9].

1.3. The Mechanisms Underlying pDDIs

The most widely studied and clinically understood mechanism for pDDIs is pharma-
cokinetics (i.e., the capacity of a molecule to interfere with the absorption, distribution,
metabolism, or elimination of another drug) [9]. pDDIs involving orally administered
drugs—as the well-known chelating effect of bi- and trivalent cations (calcium, aluminum,
magnesium, iron, etc.) resulting in reduced absorption of fluoroquinolones or tetracyclines
in the general patient population—are insignificant in the ICU settings, because the patients
are in most cases intubated or unconscious and, therefore, are unlikely to be treated with
oral drugs.

The most frequent pharmacokinetic-driven pDDIs in ICU involve the inhibition or
induction of drug metabolizing enzymes [7,8]. The most common are those affecting
drug metabolism due to induction or inhibition of the cytochrome P450 (CYP) leading
to abnormal drug exposure; among the different CYP isoforms, CYP3A, CYP2D6, and
CYP2B6 are those most frequently involved in DDIs [9]. Over the last few years, con-
siderable attention has also been given to DDIs involving the transmembrane proteins
(such as P-glycoprotein, breast cancer resistance protein, etc.) that act as carriers of various
drugs [10,11]: for example, the trimethoprim-induced inhibition of organic cation trans-
porter 2 (OCT2) can significantly increase the bioavailability of metformin by blocking its
renal tubular elimination [12]. Conversely, pharmacodynamic-based pDDIs may involve
the combined (synergistic, agonistic, or antagonistic) effects of two or more molecules on
the same pharmacological target, such as addictive/synergistic effects of fluoroquinolones
or macrolides with co-medications affecting the QT prolongation, or different targets, such
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as the combined use of a beta lactam and a beta lactamase inhibitor) [13]. Here, we will
focus only on pharmacokinetic-driven pDDIs.

1.4. Pharmacokinetic Issues in ICU

The achievement of optimal antimicrobial exposure is difficult in clinical practice
because most of these drugs are administered according to standard dosing regimens which
do not take into account pathophysiological and/or iatrogenic factors that are likely to affect
the pharmacokinetics in ICU patients. This makes the management of antimicrobial therapy
in these patients extremely challenging. The effects of altered pathophysiology in ICU
patients on the pharmacokinetics of antimicrobial agents have been recently reviewed [14]
and are briefly summarized below.

The most frequently altered pharmacokinetic parameter in ICU patients is the volume
of distribution. Infections result in a significant increase in the production of endogenous
mediators which can increase capillary permeability resulting in a shift of the fluids from
the intravascular compartment to the interstitial space. These events cause a significant
“dilution” of the systemic concentrations of antibiotics characterized by a low volume
of distribution (i.e., less than 20 L such as beta-lactams, aminoglycosides), resulting in
suboptimal drug exposure [15].

Approximately 35–40% of ICU patients are severely hypoalbuminemic (serum albumin
concentrations <2 g/dL) [16]. This needs to be taken into account when these patients
are treated with highly bound antimicrobial agents (those with protein binding >80%),
especially if these drugs have some degree of renal elimination. The reduced concentration
of albumin is likely to increase the free drug fraction available for elimination through the
kidneys resulting in sub-therapeutic drug concentrations [16].

Another important clinical condition that needs to be carefully considered in ICU
is altered renal function, especially when hydrophilic antimicrobials are administered.
Acute kidney injury results in reduced drug excretion whilst augmented renal clearance is
associated with a 2-to-8-fold increase in the clearance of renally excreted drugs, such as the
beta-lactam antibiotics [17].

Approximately 5% of ICU patients are treated with continuous renal replacement
therapies instead of intermittent hemodialysis to better maintain hemodynamic stabil-
ity [18]. However, pharmacokinetic data of many antimicrobial agents in continuous renal
replacement therapy is largely lacking. Finally, drugs metabolized by the hepatic route may
be affected in ICU patients with acute or chronic forms of hepatic dysfunction caused by
infection associated with hepatocellular injury, ischemia, hemolysis, or direct damage from
drug-related hepatotoxicity [14].

The acknowledgement of the pharmacokinetic alterations In the ICU patients is im-
portant for a better understanding of the pDDIs that are likely to take place in this clinical
setting. For instance, it is well known that concomitant administration of probenecid may
increase the systemic exposure of beta-lactams [19]. However, as these antibiotics are
characterized by a very low volume of distribution and a renal elimination, concomitant
administration of probenecid and a beta-lactam in an ICU patient with hypoalbuminemia
experiencing augmented renal clearance and fluid gain may apparently result in a reduction
in the systemic exposure of the beta-lactam because the pathological conditions associated
with ICU outweigh the effect of the DDI related to concomitant probenecid administration
(Figure 1).
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Figure 1. In physiologic conditions (left side), concomitant administration of probenecid resulted in
a dose-dependent reduction (50–70%) in the clearance (CL) of ertapenem. In pathologic conditions
(right side), the presence of a severe hypoalbuminemia resulted in a 400% increase in the ertapenem
free fraction available for renal excretion. This effect was amplified by the presence of augmented renal
clearance (400% increase in the glomerular filtration rate, GFR). Moreover, the patient also gained
6 L of fluids, further diluting the concentrations of ertapenem (the volume of distribution increased
by 40%). The net result is a severe reduction in the CL of ertapenem related to the pathological
conditions associated with ICU which greatly outweigh the effect of the pDDI related to concomitant
probenecid administration.

2. pDDIs Issues in ICU

Patients admitted to the ICU are at high risk for pDDIs due to the significant number
of drugs prescribed and the complexity of drug regimens in this clinical setting [7,8]. As a
consequence, an analysis of risk factors for adverse events in ICU patients reported that an
increasing number of medications and DDIs was associated with a higher risk of injury [20].

According to available literature with regard to DDIs specifically involving anti-
infective agents, a significant number of patients experienced at least one DDI during their
ICU admission, with the antifungal drug fluconazole ranking in the top-ten DDIs, followed
by aminoglycosides and macrolides [7,8]. More recently, Kusku and co-workers [21] an-
alyzed data from 5 different hospitals and reported that DDIs with antimicrobial agents
represented 26% of all interactions, with 42% and 38% of them “contraindicated” and
“major”, respectively according to the Micromedex online reference system. Notably, apart
from the azoles, quinolones, metronidazole, linezolid, and clarithromycin were responsible
for 92% of the reported DDIs. In multivariate analysis, the number of prescribed antimi-
crobial agents (odds ratio: 2.3), prescribed drugs (odds ratio: 1.2), and hospitalizations
in a university hospital (odds ratio: 1.8) were independent risk factors for developing
DDIs. Similarly, Mehralian and co-workers in their cross-sectional prospective study found
that 60% of ICU patients had at least one DDI [22]; nearly 87% of them, involving mainly
antibiotics, were scored as harmful. Of particular relevance, DDIs involving metronidazole,
azoles, azithromycin, and quinolones have been associated with QT prolongation [7,23].
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It is clear that the implementation of appropriate programs and interventions aimed
to reduce the frequency of DDIs of antibiotics in ICU is critical.

3. Antibiotics as Victims or Perpetrators of pDDIs

In the next chapters, we describe the main pDDIs involving the main classes of
antibiotics with a focus on novel molecules recently marketed (summarized in Table 1).

Table 1. Potential drug-drug interactions involving novel antibiotics.

Antibiotic Inhibitory/Inducing Effects Victim of pDDIs Perpetrator of pDDIs Comments

Ceftobiprol Inhibitor of OATP1B1
and OATP1B3 None

May increase the
disposition of

OATP substrates

Clinical relevance
not demonstrated

Ceftaroline None None None None

Cefiderocol Inhibitor of OAT1, OAT3, OCT1,
OCT2, MATE-2K, OATP1B3 None

May increase the
disposition of substrates

of drug transporters

Clinical relevance
not demonstrated

Ceftolozane None None None None

Dalbavancin None None None
The effects of inhibitors on
drug transporters have not

been studied

Oritavancin
Weak inhibitor of CYP2C9 and
CYP2C19, inducer of CYP3A4

and CYP2D6
None

May increase
CYP2C9/2C19 substrates
and reduce CYP3A4/2D6

substrates

Administer with caution with
NTI drugs metabolized by

these enzymes

Telavancin None None None
The effects of inhibitors on
drug transporters have not

been studied

Plazomicin Inhibitor of MATE2-K,
MATE1, OCT2 None

May increase the
disposition of substrates

of drug transporters

Clinical relevance
not demonstrated

Eravacycline None Drug exposure reduced by
strong CYP3A inducers None

Increase drug dose of (i.e.,
1.5 mg/kg bid) when given

with a strong CYP3A inducer

Tedizolid Inhibition of BCRP None
May increase the

disposition of
BCRP substrates

Clinical relevance
not demonstrated

pDDIs: potential drug-drug interactions; OATP: organic anion transporting polypeptides; OAT: organic anion
transporter; MATE: multidrug and toxin extrusion; OCT: organic cation transporter; CYP: cytochrome P450; BCRP:
breast cancer resistance protein; NTI: narrow therapeutic index.

3.1. Beta-Lactams
3.1.1. Penicillins

Overall, penicillins are characterized by a low risk of pDDIs. As perpetrators, peni-
cillins may reduce the disposition of oral contraceptives [24], however, this pDDI is unlikely
to be of clinical relevance in the ICU setting. Penicillins may also reduce the renal excretion
of methotrexate resulting in increased systemic exposure, whereas concomitant administra-
tion of probenecid or non-steroidal anti-inflammatory agents may increase the exposure of
penicillins [25–27]. Also in these cases, the clinical relevance of these pDDIs in ICU may be
questionable.

One potential exception may be represented by flucloxacillin, a narrow-spectrum an-
tibiotic of the group of isoxazolyl penicillins (semi-synthetic derivative). Indeed, different
studies and case reports have consistently shown that concomitant administration of flu-
cloxacillin can lead to a clinically-relevant reduction in the systemic exposure of antifungal
azoles (voriconazole, posaconazole, and isavuconazole) (Table 2) [28–33]. Presumably the
underlying mechanism is activation of the pregnane X receptor by flucloxacillin, which
can induce CYP enzymes, uridine glucuronosyl transferase and/or P-glycoprotein [30].
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Caution should be taken, therefore, when combining flucloxacillin and triazoles, because
interactions may lead to suboptimal treatment of invasive fungal infections.

Table 2. Studies that have documented drug-drug interactions between flucloxacillin and antifungal azoles.

Study Study
Design

Flucloxacillin
Dose Azole/Dose Main Findings

[28] Case report 8 g/day VRC 400–1000
mg/day

VRC trough fell to <1 mg/L and remained
subtherapeutic until flucloxacillin discontinuation

[29] Retrospective,
20 patients 1–12 g/day Not reported 11/20 patients had VRC trough <1 mg/L (median

0.2 mg/L)

[30] Case report 1 12 g/day VRC, 4–8 mg/kg
bid

1st VRC trough: <0.2 mg/L; 2nd VRC trough:
<0.2 mg/L;

3rd VRC trough: 3 mg/L (after flucloxacillin
discontinuation)

[30] Case report 2 12 g/day ISA 200 mg/day
ISA trough increased from <0.3 mg/L to

1.7–5.2 mg/L
after flucloxacillin discontinuation

[31] Case report 1 8 g/day VRC 4–8 mg/kg bid;
ISA 200 mg/day

VRC trough: 0.6 mg/L; ISA trough increased from
0.4 to 2 mg/L after flucloxacillin discontinuation

[31] Case report 2 12 g/day VRC 300 mg bid
ISA 200 mg/day/bid

VRC trough: <0.2 mg/L; ISA trough increased from
0.6–1.5 mg/L to 2.6–5.1 mg/L after

flucloxacillin discontinuation

[32] Retrospective,
33 patients Not reported Not reported VRC trough: 0.5 (0–1.8) mg versus 3.5

(1.7–5.1) mg/L in patients given or not flucloxacillin

[33] Case report 8 g/day VRC 200 mg bid;
POS 300 mg bid

VRC trough reduced from 2.2 to <0.2 mg/L after
adding g;

POS trough reduced from 1.4 to 0.8 mg/L after
adding flucloxacillin

VRC: voriconazole; ISA: isavuconazole; POS: posaconazole.

3.1.2. Cephalosporins

The potential of cephalosporins to cause or to be victims of pDDIs is very similar to
what has been already described for penicillins;many molecules of this class are unlikely
to cause DDIs. Conversely, the bioavailability of most molecules of this class can be
significantly increased by concomitant probenecid administration [25–27].

Ceftobiprole is a fifth-generation cephalosporin with a broad spectrum of activity
against gram-negative pathogens approved for the treatment of hospital-acquired pneumo-
nia (excluding ventilator-associated pneumonia) and community-acquired pneumonia [34].
Ceftobiprole is an inhibitor of the hepatocyte uptake transporters, organic anion trans-
porting polypeptides (OATP) 1B1, and OATP1B3 [34]. These polypeptides act as uptake
transporters, specifically expressed in the liver, for many drugs, including statins. Their
inhibition (mediated by cefiderocol) might potentially result in reduced drug metabolism
and increased systemic exposure [35]. However, such DDIs have never been reported in
scientific literature.

Ceftaroline fosamil is the prodrug of ceftaroline, a fifth-generation parental oxy-
imino cephalosporin with bactericidal activity against methicillin-resistant Staphylococcus
aureus [36]. The interaction potential of ceftaroline on medicinal products metabolised by
CYP enzymes is expected to be low since it is neither an inhibitor nor an inducer of CYP
enzymes. Ceftaroline is not metabolized by CYP enzymes, therefore co-administered CYP
inducers or inhibitors are unlikely to influence the pharmacokinetics of ceftaroline. Ceftaro-
line is neither a substrate nor an inhibitor of renal uptake transporters [OCT2, organic anion
transporter (OAT) 1 and OAT3] in vitro [36]. Therefore, interactions of ceftaroline with
medicinal products that are substrates or inhibitors (e.g., probenecid) of these transporters
would not be expected.

Cefiderocol is a novel catechol-substituted cephalosporin antibiotic able to enter the
bacterial periplasmic space as a result of its siderophore-like property [37]. Initial in vitro
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experiments indicated a potential inhibition of OAT1, OAT3, OCT1, OCT2 multidrug
and toxin extrusion protein 2K (MATE-2K), and OATP1B3; however, a clinical trial in
healthy volunteers concomitantly receiving cefiderocol with probe substrates indicated that
cefiderocol had no clinically relevant impact on the pharmacokinetic of the probe substrates
(reviewed in [36]). Similarly, based on data from in vitro experiments and phase I trials, no
clinically relevant pDDIs are expected, and this is the same for ceftolozane, the other last
generation cephalosporin marketed [38].

3.1.3. Monobactams

Concomitant administration of furosemide or probenecid can slightly increase the
systemic exposure of aztreonam [25–27]. The clinical relevance of this pDDIs is very limited.

3.1.4. Carbapenems

As for the other beta-lactams, concomitant administration of probenecid can increase
the systemic exposure of carbapenems [25–27]. Unlike other beta-lactams, concomitant
administration of carbapenems can significantly reduce the systemic exposure of the
antiepileptic drug valproic acid (reviewed in [39]). Valproic acid serum concentration
generally returns to normal within two weeks after discontinuation of the carbapenem
antibiotic. This effect, described for the first time nearly 20 years ago, has been consistently
reported for ertapenem, imipenem, doripenem, and meropenem, with the latter associated
with the highest reduction of valproate serum concentrations (exceeding, in some instances,
100%) [39]. Remarkably, episodes of seizures associated with concomitant valproate-
carbapenem administration have been consistently reported, making this DDI of high
clinical relevance [40–43]. The exact mechanism of the interaction is not known yet. The
rapid onset of the DDI (within 24 h) and the 7–14 day recovery period after stopping
carbapenem suggest that the mechanism of this DDI could be based on enzyme inhibition.
Accordingly, it has been proposed that carbapenems may decrease intestinal absorption
of valproate (which does not explain the interaction as it is also seen with valproate
administered intravenously), inhibit valproate glucuronide hydrolysis, induce valproate
hepatic glucuronidation, increase the renal clearance of valproate glucuronide and/or
increase the distribution of valproate into red blood cells (reviewed in [38]). The valproate-
carbapenem coadministration represents an optimal example on how DDIs, if properly
understood, could be used to manage some clinical conditions. Indeed, extensive evidence
is now available, showing that carbapenems can be successfully used to treat cases of
valproate intoxication [44,45].

In 2017, Mahmoudi and co-workers reported the case of a critically ill patient which
repeatedly required profound voriconazole dose reduction when high-dose meropenem
was added [46]. The authors also performed in vitro assessments providing for the first
time evidence that meropenem may inhibit the CYP2C19 and CYP3A4 isoforms. They
concluded that during meropenem treatment, narrow therapeutic index drugs metabolized
by these cytochromial enzymes require close monitoring and, eventually, dose reductions. It
must be considered, however, at the moment, this is the only published case report showing
a potential inhibitory effect of meropenem on phase I metabolic enzyme. Therefore, the
clinical value of this pDDI remains to be established.

3.2. Glycopeptides and Lipoglycopeptides

Vancomycin and teicoplanin are not expected to act as victims or perpetrators of
pharmacokinetic-based pDDIs [47,48].

Dalbavancin and oritavancin are new lipoglycopeptides characterized by a very long
half-life (>200 h) recently approved for the treatment of acute bacterial skin and skin
structure infections. In nonclinical studies and a population pharmacokinetic analysis,
coadministration of dalbavancin with known CYP substrates, inhibitors, and inducers
did not have a clinically significant effect on its pharmacokinetics (reviewed in [48,49]).
Therefore, there is minimal potential for dalbavancin to cause clinically relevant DDIs. The
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same applies also for telavancin (another glycopeptide characterized, however, by a short
half-life), which is not an inhibitor, inducer, or a substrate for CYP isoenzymes [50]. It is
not yet clear whether dalbavancin or telavancin are substrates for hepatic absorption and
efflux transporters.

Oritavancin has been studied in healthy volunteers to evaluate the concomitant use
of the 1200-mg dose with probe substrates for several CYP enzymes (reviewed in [49]). In
these studies, oritavancin was found to be a nonspecific, weak inhibitor of CYP2C9 and
CYP2C19, and an inducer of CYP3A4 and CYP2D6, identified based on interactions with
known substrates of these enzymes. Coadministration of oritavancin resulted in a 31%
increase in the mean AUC of warfarin (CYP2C9), a 15% increase in the ratio of omeprazole
to 5-hydroxy-omeprazole (CYP2C19), an 18% decrease in the mean area under the curve
(AUC) of midazolam (CYP3A4), and a 31% decrease in the ratio of dextromethorphan
to dextrorphan concentrations (CYP2D6) in the urine. Specifically, clinicians should be
aware that coadministration of oritavancin with warfarin may result in higher exposure to
warfarin, increasing the risk of bleeding.

3.3. Tetracyclines

The tetracyclines are well-known for DDIs involving chelation and reduced absorption
of the antibiotic [10]. Drug products containing iron, magnesium, aluminum, or calcium
reduce, to varying degrees, the bioavailability of all tetracyclines. Other drugs known to
reduce the bioavailability of tetracyclines include bismuth subsalicylate, cholestyramine,
and colestipol. As perpetrators, tetracyclines may reduce the disposition of oral contra-
ceptives [51]. However, both these pDDIs are unlikely to be of clinical relevance in ICUs
because of the limited use of oral drugs in this clinical context.

Tigecycline is the first glycylcycline to be launched and the first new tetracycline
analogue marketed since minocycline over 40 years ago. In vitro experiments with liver
microsomes confirmed that there is little potential for pDDIs for tigecycline, (reviewed
in [52]).

Eravacycline is a novel fluorocycline of the tetracycline class of antimicrobial agents
that has activity against a broad spectrum of bacterial pathogens, including multidrug-
resistant gram-positive and gram-negative organisms. Several studies in healthy humans
have investigated the effect of a CYP3A4 inhibitor and inducer on eravacycline pharma-
cokinetics (reviewed in [53]). In one DDI study, a reduction in total eravacycline exposure
of approximately one third and an increase in clearance of approximately 50% occurred
with concomitant rifampin administration. The same group found that mean area under
the concentration curve from time zero to the last quantifiable concentration (AUC0–t) and
half-life was increased approximately 30–40% after a concomitant dose of eravacycline
and itraconazole, and clearance was subsequently decreased. Taken together, these data
indicate that the dose of eravacycline should be increased when given with a potent inducer
of CYP3A, such as rifampin, but it is not clear that a dose adjustment should be made with
an inhibitor such as itraconazole [53].

Omadacycline is a derivative of minocycline and a novel, first-in-class, aminomethyl-
cycline antibiotic. Although no studies have been reported about pDDIs and absorption
of omadacycline, it is advisable to avoid the concurrent administration of divalent- or
trivalent cation-containing products before and for at least 4 h after oral administration
of omadacycline (reviewed in [54]). Intravenous (IV) solutions containing multivalent
cations (e.g., magnesium or calcium) should not be administered through the same IV
line as omadacycline. In vitro studies with human liver microsomes have documented
that omadacycline at clinically relevant concentrations have little to no reversible inhibi-
tion or induction of CYP isoforms, phase II metabolic enzymes and/or on the main drug
transporter [54].
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3.4. Macrolides

Macrolides continue to be an important therapeutic class of drugs with established
efficacy in a variety of skin infections. Erythromycin, the prototype of macrolide antibacte-
rials, is associated with a number of drawbacks, including a narrow spectrum of activity,
unfavorable pharmacokinetic properties, and a significant number of pDDIs related to
the inhibition of the CYP enzymes (reviewed in [55]). The development and market-
ing of newer macrolides improved the drug interaction profile associated with this class.
Clarithromycin has lower affinity with liver enzymes, hence less involvement in drug
interactions. However, carbamazepine and cyclosporin require a close monitoring when
used with clarithromycin. The most success in avoiding drug interactions related to the
inhibition of CYP has been through the development of the azalide subclass, of which
azithromycin is the first and only to be marketed. Azithromycin has not been demonstrated
to inhibit the CYP system in studies using a human liver microsome model, and to date has
produced none of the classic drug interactions characteristic of the macrolides [56].

3.5. Fluoroquinolones
3.5.1. Fluoroquinolones as Victims

Several studies focused on interactions between di- and trivalent metallic agents
and fluoroquinolones (reviewed in [57]). Oral drug preparations (including gastric acid-
reducing agents, multivitamins and OTCs) that contain multivalent cations are well known
to chelate with fluoroquinolones in the gastrointestinal tract; co-administration may lead to
clinically significant decreases (ranging from 30 to 70%) in oral fluoroquinolone bioavail-
ability and an overall increase in fluoroquinolone-resistant bacteria. However, this DDI,
as already pointed out, is of limited relevance in the ICU settings. Concomitant treatment
with sevelamer hydrochloride, a phosphate-binding polymer, with ciprofloxacin should be
avoided as it reduced the drug AUC by 50% [58].

3.5.2. Fluoroquinolones as Perpetrators

Several fluoroquinolones appear to inhibit CYP1A2, albeit to different extents. Drugs
undergoing biotransformation through CYP1A are, therefore, at risk of interacting with fluo-
roquinolones (reviewed in [59]). Caffeine drug exposure has been increased by ciprofloxacin
with an AUC increase ranging from 20 to 145%, depending on the ciprofloxacin dose (200–
1500 mg). Ciprofloxacin also increases clozapine and its metabolite N-desmethylclozapine
serum concentration through CYP1A2 inhibition by approximately 30%. Several case
reports suggest ciprofloxacin exhibits a drug interaction with olanzapine, probably through
CYP1A2 inhibition, resulting in QT prolongation [59].

Theophylline is also a CYP1A2 substrate. Therefore, patients receiving this agent are
at risk for a pDDIs of theophylline with several fluoroquinolones. Ciprofloxacin, in a dose
of 1000 mg, reduced theophylline clearance by 20–30% [9].

Ciprofloxacin also appeared to exhibit an interaction with anesthetics ropivacaine and
lidocaine by means of CYP1A2 inhibition, resulting in an increased anesthetic exposure
(around 25–35%). Ciprofloxacin was found to greatly increase the AUC and maximum
concentration (Cmax) of tizanide, a centrally acting muscle relaxant that is metabolized
mainly by CYP1A2, 874%, and 583% respectively [59]. Because of escalated hypotensive and
sedative effects of tizanide, physicians should avoid concomitant administration. Similar
effects have been reported also for other fluoroquinolones [59].

3.6. Oxazolidinones

Most of the pDDIs involving linezolid and tedizolid are related to pharmacodynamic
synergisms (i.e., serotoninergic syndrome with SSRIs, excess of mono-amino oxidase
inhibition, etc.) that are beyond the scope of the present review. In the past few years,
however, some important PK-driven pDDIs have also emerged.
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3.6.1. Oxazolidinones as Victims of pDDIs

Consistent evidence is now available showing that concomitant administration of
rifampicin can significantly reduce the systemic exposure of linezolid, with effect that
may persist for up to 2 weeks after rifampicin discontinuation [60–62]. In vitro studies
documented that rifampicin-inducible drug-metabolizing enzymes have a very minor
contribution to linezolid clearance. A large increase in expression of an enzyme (e.g.,
CYP3A4) that normally plays a relatively modest role in linezolid elimination and/or
rifampicin-induced high expression of transport proteins (i.e., p-glycoprotein) have been
hypothesized as causes for the observed reduction of linezolid concentrations [60–62].

The combination of aztreonam and linezolid in an open-label cross-over study in
healthy volunteers resulted in a statistically significant, although probably not clinically
relevant, increase of linezolid AUC of approximately 18% [63]. The authors suggest that the
mechanism for this interaction is partly explained by a common elimination pathway, i.e.,
renal excretion. However, the definite mechanism remains unknown.

In 2015 Cojutti and co-workers, by performing univariate analysis, showed that some
drug co-treatments were associated with the linezolid trough concentrations, either by
lowering the drug exposure (phenobarbital and dexamethasone) or by augmenting it
(proton pump inhibitors and amiodarone) [64]. The mechanisms for these pDDIs are poorly
understood. As a working hypothesis, it can be speculated that these drugs may affect
the expression and/or activity of phase I metabolic enzymes or proteins involved in the
distribution of linezolid in the different body compartments. Preliminary evidence is also
available from our clinical practice, showing that concomitant administration of meropenem
might reduce linezolid systemic exposure (Cattaneo D, Personal Communication).

3.6.2. Oxazolidinones as Perpetrators of pDDIs

The second marketed oxazolidinone tedizolid seems to be associated with a less
pDDIs. Indeed, the only clinically relevant pharmacokinetic-driven DDI reported in the
drug monograph is the one involving a 55–70% increment in the systemic exposure of
rosuvastatin when co-administered with tedizolid [65]. It has been proposed that such DDI
is related to the inhibitory effect of tedizolid on the breast cancer resistance protein (BCRP),
an efflux carrier involved in the transport of rosuvastatin.

A 15–20% reduction in the exposure of midazolam (CYP3A probe) has been reported in
patients concomitantly treated with tedizolid [65]. This pDDI has been, however, considered
as of limited clinical relevance.

3.7. Aminoglycosides

PDDIs involving aminoglycosides occur mainly at a pharmacodynamic level. In-
deed, concomitant administration with nephrotoxic agents (i.e., cisplatin, calcineurin in-
hibitors, cholinergic agents, loop diuretics, etc.) may worsen renal function and/or cause
ototoxicity, whereas concomitant administration with neuromuscular blocking agents or
opioids/analgesic may increase the risk of neuromuscular blockade (reviewed in [66]).

Among the oldest aminoglycosides, tobramycin, amikacin, and gentamicin undergo
little to no metabolism and, therefore, have a low potential to be victim of pharmacokinetic-
driven pDDIs. Some NSAIDs, (such as indomethacin) may, however, increase aminoglyco-
sides plasma concentrations [66].

Plazomicin is a novel semisynthetic parenteral aminoglycoside that inhibits bacterial
protein synthesis [67]. It was approved for use in adults with complicated urinary tract
infections, including pyelonephritis. Plazomicin is not metabolized by liver microsomes or
hepatocytes, has low plasma protein binding (<20%), is extensively renally cleared, with
a very low risk of pDDIs resulting from CYP inhibition or induction [66]. In vitro studies
showed that plazomicin selectively inhibited multidrug and toxin extrusion (MATE)2-K,
MATE1, and OCT2, which are important transporters involved with tubular secretion.
However, in a phase I randomized, crossover study in which patients received metformin
(which is a probe for these drug transporters and is 90% eliminated via tubular secre-
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tion) alone or in combination with plazomicin, no differences on the main metformin
pharmacokinetic parameters were observed [68].

3.8. Sulfonamides and Trimethoprim

Trimethoprim is a mild inhibitor of OCT2 and of CYP2C8 and sulfamethoxazole is
a weak inhibitor of CYP2C9 (reviewed in [69]). Accordingly, concomitant administration
of trimethoprim with substrates of OCT2 (i.e., lamivudine, metformine), CYP2C8 (i.e.,
paclitaxel, amiodarone, dapsone, repaglinide, pioglitazone) and/or CYP2C9 (i.e., warfarin,
acenocumarole, phenytoin, glinides) may result in increased overexposure (and eventually
increased toxicity). It has been also reported that concomitant administration of trimetho-
prim increased digoxin exposure (around 20%) by decreasing its renal tubular secretion.

3.9. Rifamycins
3.9.1. Rifamycins as Victims of DDIs

The four rifamycins approved for clinical use are rifampicin, rifabutin, rifapentine,
and rifaximin (a non-absorbable antibiotic). Rifabutin and rifapentin, available only orally,
are of limited relevance in the ICU settings.

Old antiretroviral drugs (amprenavir, indinavir) significantly impacted on the phar-
macokinetics of rifabutin and rifampicin (reviewed in [59]), however, these drugs are no
longer used. Atazanavir co-administration resulted in an increased rifampicin exposure
by 160–250%. Fluconazole had little to no effect on rifampicin pharmacokinetics, however,
it increased rifabutin AUC by 82% possibly through inhibition of CYP3A. Posaconazole
increased the Cmax and AUC of rifabutin by 31 and 72%, respectively, also possibly through
CYP3A4 inhibition.

Co-trimoxazole increased the median AUC of rifampicin by 60%. The bioavailability
of rifampicin was reduced by approximately 32% when co-administered with isoniazide.
The rifampicin exposure was reduced by co-administration with moxifloxacin, resulting in
a decrease of rifampicin AUC by 20%.

3.9.2. Rifamycins as Perpetrators of DDIs

Rifampicin has numerous well-documented clinically significant DDIs associated with
its use. Since the initial discovery of several important interactions more than 25 years
ago, new interactions continue to be found. Indeed, rifampicin is a potent inducer of
CYP enzymes (CYP2B6, 2C8, 2C9, 2C19 and 3A4/) and drug transporters, including
P-glycoprotein and OATP1B. Rifampicin may be responsible for strong DDI when co-
administered with sensitive CYP substrate drugs and thus increases the hepatic metabolism
of several drugs (reviewed in [58]). Moreover, it should be mentioned that rifampicin is also
a mild inducer of the uridine diphosphate glucuronosyltransferase (UGT) 1A1 enzymes
and interferes with drugs (i.e., integrase inhibitors, mycophenolate, irinotecan, etc.) that
are metabolized by this metabolic pathway [70].

Rifampicin is the most potent CYP inducer, and its induction potency is even greater
when used at a higher dose of 1200 mg/day, which is common in the therapy of bone and
joint infections.

Studies in vitro have consistently documented the activity of rifabutin to induce the
expression of metabolic enzymes [59,71]. Based on in vivo findings, rifabutin is considered
a less potent inducer than rifampicin and it is likely to cause less clinically-relevant DDIs,
but data from comparative studies are limited. Rifabutin at 300 mg/day has lower induction
potency than the equivalent dosage of rifampicin (600 mg/day). Consequently, rifabutin is
associated with much lower proportions of severe and moderate DDI.

Rifapentine, like other rifamycins, induces the cytochrome P450 system of enzymes—
specifically, the CYP3A4, CYP2C8, and CYP2C9 isozymes (reviewed in [72]). It enhances the
metabolism and can markedly lower serum concentrations of drugs that are metabolized
by these enzymes. One study suggests that the maximal induction of these enzymes
occurs within 4 days after receipt of the first dose and returns to the baseline level within
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14 days after rifapentine is discontinued [73]; despite limited data, there is no reason to
expect rifapentine to induce enzymes faster than rifampin (which requires at least 7 days).
Any drug known to have interactions with rifampin should be considered to have similar
interactions with rifapentine, unless proven otherwise.

4. Tools to Handle pDDIs Involving Antibiotics in ICU
4.1. Drug-Interaction Checkers

Several computerized software (some with free access) that detect and rank the severity
of DDIs are now available on the web (summarized in Table 3). While these tools are highly
desirable, their value depends on how sensitive they are in detecting DDIs and on their
accuracy in assessing the type and severity of the interactions. Some of this software has
been developed for specific clinical settings, such as those focusing on pDDIs involving
antiretroviral, antiviral, and oncology drugs. To the best of our knowledge, no ad hoc
checkers have been dedicated to pDDIs involving antimicrobials. Monte-Romea and co-
workers recently compared the performance of several drug interaction software platforms
to detect and characterize pDDIs involving antimicrobials [74]. They reported a significant
variability in the performance of the available platforms in detecting and assessing pDDIs
involving antimicrobials, and concluded that, although some checkers have proven to
be very accurate, others missed almost half of the explored interactions. Nevertheless,
despite these limitations, we strongly suggest always using drug interaction checkers for
the routine management of ICU patients on polypharmacy requiring antibiotic treatment.

Table 3. Some of the free web databases that can be used to verify potential drug-drug interactions (pDDIs).

Link Notes

https://clinicalweb.marionegri.it/intercheckweb A database that evaluates prescriptive appropriateness in the elderly by
considering various aspects of geriatric pharmacology

https://reference.medscape.com/drug-interactionchecker A “generalist” database that also includes over-the-counter products,
some phytotherapeutic agents and supplements

https://www.hiv-druginteractions.org A database verifying interactions between antiretroviral agents (HIV),
and between antiretroviral and non-antiretroviral agents

https://www.hep-druginteractions.org A database verifying interactions between antiviral agents (HCV), and
between antiviral and non-antiviral agents

http://www.drugs.com/drug_interactions.html A “generalist” database

https://cancer-druginteractions.org/checker A database verifying interactions between antitumor agents, and
between antitumor and non-antitumor agents

http://healthlibrary.uchospitals.edu/Library/DrugReference/
DrugInteraction/ A “generalist” database

https://www.rxlist.com/drug-interaction-checker.htm A “generalist” database

https://www.ddi-predictor.org/predictor/ddi A “generalist” database

https:
//stahlonline.cambridge.org/drug_interaction.jsf?page=drugDetails

A “generalist” database that particularly focuses on drugs acting on the
central nervous system

4.2. Therapeutic Drug Monitoring

Therapeutic drug monitoring (TDM) is the clinical practice of measuring drugs in a
given biological matrix (usually the blood/plasma/serum) to optimize individual dosage
regimens. TDM can indeed provide dosing strategies when a drug is added to or removed
from a drug regimen. It can also be useful when an inappropriate combination of drugs has
to be continued. Dosing strategies with the use of TDM are related to defined therapeutic
ranges that reflect optimal efficacy and safety, or reference ranges that reflect expectations
of drug concentrations for a given dose.

Pharmacokinetic-driven pDDIs involving antibiotics as victims may be easily handled
in the clinical practice by the TDM of antibiotic plasma concentrations. In fact, therapeutic
ranges associated with optimal antimicrobial response and acceptable drug safety have
been established in the ICU setting, and several analytical methods are now available on

https://clinicalweb.marionegri.it/intercheckweb
https://reference.medscape.com/drug-interactionchecker
https://www.hiv-druginteractions.org
https://www.hep-druginteractions.org
http://www.drugs.com/drug_interactions.html
https://cancer-druginteractions.org/checker
http://healthlibrary.uchospitals.edu/Library/DrugReference/DrugInteraction/
http://healthlibrary.uchospitals.edu/Library/DrugReference/DrugInteraction/
https://www.rxlist.com/drug-interaction-checker.htm
https://www.ddi-predictor.org/predictor/ddi
https://stahlonline.cambridge.org/drug_interaction.jsf?page=drugDetails
https://stahlonline.cambridge.org/drug_interaction.jsf?page=drugDetails
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the market to accomplish this task [14,75]. More complicated is the use of TDM for the man-
agement of pharmacokinetic-based pDDIs involving antibiotics as perpetrators because
this approach requires the availability of analytical methods for the quantification of a
heterogeneous set of drugs. TDM can for sure be applied to quantify the potential effects of
antibiotics on the systemic disposition of some narrow therapeutic index drugs, such as im-
munosuppressants, anti-epileptics, some antipsychotics, and other anti-infective agents (i.e.,
antifungal azoles antiretrovirals), but its use for other drug classes is presently limited.

4.3. Physiologically-Based Pharmacokinetic Modelling

Physiologically based pharmacokinetic (PBPK) models represent the body as compart-
ments parameterized based on physiology of tissues and organs, including composition,
volumes and blood flows, with the goal to predict the pharmacokinetics of drugs, and
allowing simulation of the time course of drug concentrations in plasma and tissues. [76].
Worthy of mention, PBPK is now accepted by regulatory drug agencies (i.e., EMA, FDA)
for the prediction of pDDIs. The application of PBPK for the prediction of pDDIs in ICU
setting is still in its infancy. However, some preliminary evidence is available showing
that this approach can reliably predict, for instance, the pDDIs involving rifampicin as
perpetrator or the pharmacokinetics of vancomycin in ICU septic patients [77–79].

5. Conclusions

Some important pharmacokinetic-driven pDDIs involving antibiotics as victims or
perpetrators have been identified. Remarkably, most of them relate to the older antibiotics,
whereas novel molecules seem to be associated with a low potential for pDDIs with the
exceptions of oritavancin (a potential perpetrator of pDDIs involving narrow therapeutic
index drugs metabolized by CYP enzymes) and eravacicline that may be a victim of strong
CYP3A inducers (i.e., rifampicin and antifungal azoles).

The accurate prediction of pDDIs can be complex as they may be affected by the
concomitant presence of confounding factors, such as patients’ characteristics (i.e., age-
ing, gender, etc.), drug-induced physiological alterations (i.e., changes in hepatic blood
flow, alterations in the protein binding, etc.), ICU-induced pathological alterations (i.e.,
hypoalbuminemia, augmented renal clearance, etc.), and/or complex dialytic procedures
that can significantly impact in the processes of antibiotic distribution, metabolism, and/or
elimination, ultimately affecting the clinical relevance of pDDIs, although not specifically
in the ICU setting. More recently, some effects of the ethnicity/genetic background, as well
as of COVID-19, on drug pharmacokinetics and pDDIs have been also documented [80,81].

A rational approach to the management of these pDDIs might be represented by the
application of a “fast-track” clinical pharmacology at the bedside, taking advantage from
both the availability of dedicated drug interaction software/checkers, and the TDM of anti-
infective and non-anti-infective medications when available [14]. Indeed, preliminary but
consistent evidence is now available showing that a combination of the evaluation of pDDIs
by clinical pharmacy/pharmacology services and the monitoring of ICU patients is an
effective strategy that can be used to optimize drug treatment in this clinical setting [82,83].
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8. Łój, P.; Olender, A.; Ślęzak, W.; Krzych, Ł.J. Pharmacokinetic drug-drug interactions in the intensive care unit—Single-centre
experience and literature review. Anaesthesiol. Intensive Ther. 2017, 49, 259–267.

9. Gervasoni, C.; Formenti, T.; Cattaneo, D. Management of Polypharmacy and Drug-Drug Interactions in HIV Patients: A 2-year
Experience of a Multidisciplinary Outpatient Clinic. AIDS Rev. 2019, 21, 40–49. [CrossRef]

10. Eljaaly, K.; Helal, A.; Almandeel, T.; Algarni, R.; Alshehri, S. Multivalent cations interactions with fluoroquinolones or tetracyclines:
A cross-sectional study. Saudi J. Biol. Sci. 2021, 28, 6929–6932. [CrossRef]

11. Gessner, A.; König, J.; Fromm, M.F. Clinical Aspects of Transporter-Mediated Drug-Drug Interactions. Clin. Pharmacol. Ther. 2019,
105, 1386–1394. [CrossRef] [PubMed]

12. Grün, B.; Kiessling, M.K.; Burhenne, J.; Riedel, K.D.; Weiss, J.; Rauch, G.; Haefeli, W.E.; Czock, D. Trimethoprim-metformin
interaction and its genetic modulation by OCT2 and MATE1 transporters. Br. J. Clin. Pharmacol. 2013, 76, 787–796. [CrossRef]
[PubMed]

13. Niedrig, D.; Maechler, S.; Hoppe, L.; Corti, N.; Kovari, H.; Russmann, S. Drug safety of macrolide and quinolone antibiotics in a
tertiary care hospital: Administration of interacting co-medication and QT prolongation. Eur. J. Clin. Pharmacol. 2016, 72, 859–867.
[CrossRef] [PubMed]

14. Cattaneo, D.; Corona, A.; De Rosa, F.G.; Gervasoni, C.; Kocic, D.; Marriott, D.J. The management of anti-infective agents in
intensive care units: The potential role of a ‘fast’ pharmacology. Expert Rev. Clin. Pharmacol. 2020, 13, 355–366. [CrossRef]
[PubMed]

15. Pea, F. Intracellular Pharmacokinetics of Antibacterials and Their Clinical Implications. Clin. Pharmacokinet. 2018, 57, 177–189.
[CrossRef]

16. Roberts, J.A.; Pea, F.; Lipman, J. The clinical relevance of plasma protein binding changes. Clin. Pharmacokinet. 2013, 52, 1–8.
[CrossRef]

17. Silva, C.M.; Baptista, J.P.; Santos, I.; Martins, P. Recommended Antibiotic Dosage Regimens in Critically Ill Patients with
Augmented Renal Clearance: A Systematic Review. Int. J. Antimicrob. Agents 2022, 59, 106569. [CrossRef]

18. Gatti, M.; Pea, F. Antimicrobial Dose Reduction in Continuous Renal Replacement Therapy: Myth or Real Need? A Practical
Approach for Guiding Dose Optimization of Novel Antibiotics. Clin. Pharmacokinet. 2021, 60, 1271–1289. [CrossRef]

19. Brown, G.R. Cephalosporin-probenecid drug interactions. Clin. Pharmacokinet. 1993, 24, 289–300. [CrossRef]
20. Kane-Gill, S.L.; Kirisci, L.; Verrico, M.M.; Rothschild, J.M. Analysis of risk factors for adverse drug events in critically ill patients.

Crit. Care Med. 2012, 40, 823–828. [CrossRef]
21. Kuscu, F.; Ulu, A.; Inal, A.S.; Suntur, B.M.; Aydemir, H.; Gul, S.; Ecemis, K.; Komur, S.; Kurtaran, B.; Ozkan Kuscu, O.; et al.

Potential Drug-Drug Interactions with Antimicrobials in Hospitalized Patients: A Multicenter Point-Prevalence Study. Med. Sci.
Monit. 2018, 24, 4240–4247. [CrossRef] [PubMed]

22. Mehralian, H.A.; Moghaddasi, J.; Rafiei, H. The prevalence of potentially beneficial and harmful drug-drug interactions in
intensive care units. Drug Metab. Pers. Ther. 2019, 34, 1–7. [CrossRef] [PubMed]

23. Etchegoyen, C.V.; Keller, G.A.; Mrad, S.; Cheng, S.; Di Girolamo, G. Drug-induced QT Interval Prolongation in the Intensive Care
Unit. Curr. Clin. Pharmacol. 2017, 12, 210–222. [CrossRef] [PubMed]

24. Weisberg, E. Interactions between oral contraceptives and antifungals/antibacterials. Is contraceptive failure the result? Clin.
Pharmacokinet. 1999, 36, 309–313. [CrossRef]

25. Balis, F.M. Pharmacokinetic drug interactions of commonly used anticancer drugs. Clin. Pharmacokinet. 1986, 11, 223–235.
[CrossRef]

http://doi.org/10.1007/s00134-017-4682-7
http://www.ncbi.nlm.nih.gov/pubmed/28160023
http://doi.org/10.1001/jama.2016.0289
http://www.ncbi.nlm.nih.gov/pubmed/26903336
http://doi.org/10.1097/CCM.0000000000003956
http://www.ncbi.nlm.nih.gov/pubmed/31397713
http://doi.org/10.1086/379825
http://www.ncbi.nlm.nih.gov/pubmed/14699463
http://doi.org/10.1111/jgs.12329
http://doi.org/10.1111/aas.13836
http://doi.org/10.1002/jcph.2020
http://doi.org/10.24875/AIDSRev.19000035
http://doi.org/10.1016/j.sjbs.2021.07.065
http://doi.org/10.1002/cpt.1360
http://www.ncbi.nlm.nih.gov/pubmed/30648735
http://doi.org/10.1111/bcp.12079
http://www.ncbi.nlm.nih.gov/pubmed/23305245
http://doi.org/10.1007/s00228-016-2043-z
http://www.ncbi.nlm.nih.gov/pubmed/27023463
http://doi.org/10.1080/17512433.2020.1759413
http://www.ncbi.nlm.nih.gov/pubmed/32320302
http://doi.org/10.1007/s40262-017-0572-y
http://doi.org/10.1007/s40262-012-0018-5
http://doi.org/10.1016/j.ijantimicag.2022.106569
http://doi.org/10.1007/s40262-021-01040-y
http://doi.org/10.2165/00003088-199324040-00003
http://doi.org/10.1097/CCM.0b013e318236f473
http://doi.org/10.12659/MSM.908589
http://www.ncbi.nlm.nih.gov/pubmed/29924770
http://doi.org/10.1515/dmpt-2018-0034
http://www.ncbi.nlm.nih.gov/pubmed/30903758
http://doi.org/10.2174/1574884713666180223123947
http://www.ncbi.nlm.nih.gov/pubmed/29473523
http://doi.org/10.2165/00003088-199936050-00001
http://doi.org/10.2165/00003088-198611030-00004


Antibiotics 2022, 11, 1410 15 of 17

26. Hayes, A.H., Jr. Therapeutic implications of drug interactions with acetaminophen and aspirin. Arch. Intern. Med. 1981, 141,
301–304. [CrossRef]

27. Nierenberg, D.W. Drug inhibition of penicillin tubular secretion: Concordance between in vitro and clinical findings. J. Pharmacol.
Exp. Ther. 1987, 240, 712–716.

28. Kennedy, B.; Larcombe, R.; Chaptini, C.; Gordon, D.L. Interaction between voriconazole and flucloxacillin during treatment of
disseminated Scedosporium apiospermum infection. J. Antimicrob. Chemother. 2015, 70, 2171–2173. [CrossRef]

29. Muilwijk, E.W.; Dekkers, B.G.J.; Henriet, S.S.V.; Verweij, P.E.; Witjes, B.; Lashof, A.M.L.O.; Groeneveld, G.H.; van der Hoeven, J.;
Alffenaar, J.W.C.; Russel, F.G.M.; et al. Flucloxacillin Results in Suboptimal Plasma Voriconazole Concentrations. Antimicrob.
Agents Chemother. 2017, 61, e00915–e00917. [CrossRef]

30. Vangheluwe, T.; Van Hoecke, F.; Dumoulin, A.; Vogelaers, D. Broad-spectrum azoles and flucloxacillin: A dangerous match. Eur.
J. Clin. Microbiol. Infect. Dis. 2022, 41, 153–154. [CrossRef]

31. Van Daele, R.; Wauters, J.; Vandenbriele, C.; Lagrou, K.; Vos, R.; Debaveye, Y.; Spriet, I. Interaction between flucloxacillin and
azoles: Is isavuconazole next? Mycoses 2021, 64, 1508–1511. [CrossRef] [PubMed]

32. Van Daele, R.; Wauters, J.; De Cock, P.; Buyle, F.; Leys, J.; Van Brantegem, P.; Gijsen, M.; Annaert, P.; Debaveye, Y.; Lagrou, K.; et al.
Concomitant Treatment with Voriconazole and Flucloxacillin: A Combination to Avoid. Antibiotics 2021, 10, 1112. [CrossRef]
[PubMed]

33. Verfaillie, S.; Godinas, L.; Spriet, I.; Vos, R.; Verleden, G.M. Interaction between posaconazole and flucloxacillin in a lung
transplant patient: Decrease in plasma exposure of posaconazole and possible undertreatment of invasive aspergillosis: Case
report. BMC Pulm. Med. 2022, 22, 110. [CrossRef] [PubMed]

34. Murthy, B.; Schmitt-Hoffmann, A. Pharmacokinetics and pharmacodynamics of ceftobiprole, an anti-MRSA cephalosporin with
broad-spectrum activity. Clin. Pharmacokinet. 2008, 47, 21–33. [CrossRef] [PubMed]

35. Kunze, A.; Huwyler, J.; Camenisch, G.; Poller, B. Prediction of organic anion-transporting polypeptide 1B1- and 1B3-mediated
hepatic uptake of statins based on transporter protein expression and activity data. Drug Metab. Dispos. 2014, 42, 1514–1521.
[CrossRef]

36. Kiang, T.K.; Wilby, K.J.; Ensom, M.H. A critical review on the clinical pharmacokinetics, pharmacodynamics, and clinical trials of
ceftaroline. Clin. Pharmacokinet. 2015, 54, 915–931. [CrossRef]

37. Bilal, M.; El Tabei, L.; Büsker, S.; Krauss, C.; Fuhr, U.; Taubert, M. Clinical Pharmacokinetics and Pharmacodynamics of Cefiderocol.
Clin. Pharmacokinet. 2021, 60, 1495–1508. [CrossRef]

38. Wagenlehner, F.M.; Alidjanov, J.F. Efficacy, pharmacokinetic and pharmacodynamic profile of ceftolozane + tazobactam in the
treatment of complicated urinary tract infections. Expert Opin. Drug Metab. Toxicol. 2016, 12, 959–966. [CrossRef]

39. Mancl, E.E.; Gidal, B.E. The effect of carbapenem antibiotics on plasma concentrations of valproic acid. Ann. Pharmacother. 2009,
43, 2082–2087. [CrossRef]

40. Lunde, J.L.; Nelson, R.E.; Storandt, H.F. Acute seizures in a patient receiving divalproex sodium after starting ertapenem therapy.
Pharmacotherapy 2007, 27, 1202–1205. [CrossRef]

41. Fudio, S.; Carcas, A.; Piñana, E.; Ortega, R. Epileptic seizures caused by low valproic acid levels from an interaction with
meropenem. J. Clin. Pharm. Ther. 2006, 31, 393–396. [CrossRef]

42. Santucci, M.; Parmeggiani, A.; Riva, R. Seizure worsening caused by decreased serum valproate during meropenem therapy.
J. Child Neurol. 2005, 20, 456–457. [CrossRef] [PubMed]

43. Coves-Orts, F.J.; Borrás-Blasco, J.; Navarro-Ruiz, A.; Murcia-López, A.; Palacios-Ortega, F. Acute seizures due to a probable
interaction between valproic acid and meropenem. Ann. Pharmacother. 2005, 39, 533–537. [CrossRef] [PubMed]

44. Smolders, E.J.; Ter Heine, R.; Natsch, S.; Kramers, K. Meropenem to Treat Valproic Acid Intoxication. Ther. Drug Monit. 2022, 44,
359–362. [CrossRef] [PubMed]

45. Dreucean, D.; Beres, K.; McNierney-Moore, A.; Gravino, D. Use of meropenem to treat valproic acid overdose. Am. J. Emerg. Med.
2019, 37, 2120.e5–2120.e7. [CrossRef]

46. Mahmoudi, M.; Brenner, T.; Hatiboglu, G.; Burhenne, J.; Weiss, J.; Weigand, M.A.; Haefeli, W.E. Substantial Impairment of
Voriconazole Clearance by High-Dose Meropenem in a Patient with Renal Failure. Clin. Infect. Dis. 2017, 65, 1033–1036. [CrossRef]

47. Van Bambeke, F.; Van Laethem, Y.; Courvalin, P.; Tulkens, P.M. Glycopeptide antibiotics: From conventional molecules to new
derivatives. Drugs 2004, 64, 913–936. [CrossRef]

48. Klinker, K.P.; Borgert, S.J. Beyond.Vancomycin: The Tail of the Lipoglycopeptides. Clin. Ther. 2015, 37, 2619–2636. [CrossRef]
49. Roberts, K.D.; Sulaiman, R.M.; Rybak, M.J. Dalbavancin and Oritavancin: An Innovative Approach to the Treatment of Gram-

Positive Infections. Pharmacotherapy 2015, 35, 935–948. [CrossRef]
50. Zhanel, G.G.; Calic, D.; Schweizer, F.; Zelenitsky, S.; Adam, H.; Lagacé-Wiens, P.R.; Rubinstein, E.; Gin, A.S.; Hoban, D.J.;

Karlowsky, J.A. New lipoglycopeptides: A comparative review of dalbavancin, oritavancin and telavancin. Drugs 2010, 70,
859–886. [CrossRef]

51. Murphy, A.A.; Zacur, H.A.; Charache, P.; Burkman, R.T. The effect of tetracycline on levels of oral contraceptives. Am. J. Obstet.
Gynecol. 1991, 164, 28–33. [CrossRef]

52. Barbour, A.; Schmidt, S.; Ma, B.; Schiefelbein, L.; Rand, K.H.; Burkhardt, O.; Derendorf, H. Clinical pharmacokinetics and
pharmacodynamics of tigecycline. Clin. Pharmacokinet. 2009, 48, 575–584. [CrossRef] [PubMed]

http://doi.org/10.1001/archinte.1981.00340030033007
http://doi.org/10.1093/jac/dkv069
http://doi.org/10.1128/AAC.00915-17
http://doi.org/10.1007/s10096-021-04333-z
http://doi.org/10.1111/myc.13373
http://www.ncbi.nlm.nih.gov/pubmed/34553797
http://doi.org/10.3390/antibiotics10091112
http://www.ncbi.nlm.nih.gov/pubmed/34572694
http://doi.org/10.1186/s12890-022-01904-4
http://www.ncbi.nlm.nih.gov/pubmed/35346142
http://doi.org/10.2165/00003088-200847010-00003
http://www.ncbi.nlm.nih.gov/pubmed/18076216
http://doi.org/10.1124/dmd.114.058412
http://doi.org/10.1007/s40262-015-0281-3
http://doi.org/10.1007/s40262-021-01063-5
http://doi.org/10.1080/17425255.2016.1201065
http://doi.org/10.1345/aph.1M296
http://doi.org/10.1592/phco.27.8.1202
http://doi.org/10.1111/j.1365-2710.2006.00743.x
http://doi.org/10.1177/08830738050200051401
http://www.ncbi.nlm.nih.gov/pubmed/15968935
http://doi.org/10.1345/aph.1E358
http://www.ncbi.nlm.nih.gov/pubmed/15701769
http://doi.org/10.1097/FTD.0000000000000973
http://www.ncbi.nlm.nih.gov/pubmed/35170557
http://doi.org/10.1016/j.ajem.2019.158426
http://doi.org/10.1093/cid/cix443
http://doi.org/10.2165/00003495-200464090-00001
http://doi.org/10.1016/j.clinthera.2015.11.007
http://doi.org/10.1002/phar.1641
http://doi.org/10.2165/11534440-000000000-00000
http://doi.org/10.1016/0002-9378(91)90617-Z
http://doi.org/10.2165/11317100-000000000-00000
http://www.ncbi.nlm.nih.gov/pubmed/19725592


Antibiotics 2022, 11, 1410 16 of 17

53. McCarthy, M.W. Clinical Pharmacokinetics and Pharmacodynamics of Eravacycline. Clin. Pharmacokinet. 2019, 58, 1149–1153.
[CrossRef]

54. Rodvold, K.A.; Burgos, R.M.; Tan, X.; Pai, M.P. Omadacycline: A Review of the Clinical Pharmacokinetics and Pharmacodynamics.
Clin. Pharmacokinet. 2020, 59, 409–425. [CrossRef] [PubMed]

55. Parsad, D.; Pandhi, R.; Dogra, S. A guide to selection and appropriate use of macrolides in skin infections. Am. J. Clin. Dermatol.
2003, 4, 389–397. [CrossRef] [PubMed]

56. Rapp, R.P. Pharmacokinetics and pharmacodynamics of intravenous and oral azithromycin: Enhanced tissue activity and minimal
drug interactions. Ann. Pharmacother. 1998, 32, 785–793. [CrossRef] [PubMed]

57. Pitman, S.K.; Hoang, U.T.P.; Wi, C.H.; Alsheikh, M.; Hiner, D.A.; Percival, K.M. Revisiting Oral Fluoroquinolone and Multivalent
Cation Drug-Drug Interactions: Are They Still Relevant? Antibiotics 2019, 8, 108. [CrossRef]

58. Kays, M.B.; Overholser, B.R.; Mueller, B.A.; Moe, S.M.; Sowinski, K.M. Effects of sevelamer hydrochloride and calcium acetate on
the oral bioavailability of ciprofloxacin. Am. J. Kidney Dis. 2003, 42, 1253–1259. [CrossRef]

59. Bolhuis, M.S.; Panday, P.N.; Pranger, A.D.; Kosterink, J.G.; Alffenaar, J.W. Pharmacokinetic drug interactions of antimicrobial
drugs: A systematic review on oxazolidinones, rifamycines, macrolides, fluoroquinolones, and Beta-lactams. Pharmaceutics 2011,
3, 865–913. [CrossRef]

60. Hashimoto, S.; Honda, K.; Fujita, K.; Miyachi, Y.; Isoda, K.; Misaka, K.; Suga, Y.; Kato, S.; Tsuchiya, H.; Kato, Y.; et al. Effect of
coadministration of rifampicin on the pharmacokinetics of linezolid: Clinical and animal studies. J. Pharm. Health Care Sci. 2018,
4, 27. [CrossRef]

61. Gervasoni, C.; Simonetti, F.R.; Resnati, C.; Charbe, N.; Clementi, E.; Cattaneo, D. Prolonged inductive effect of rifampicin on
linezolid exposure. Eur. J. Clin. Pharmacol. 2015, 71, 643–644. [CrossRef] [PubMed]

62. Okazaki, F.; Tsuji, Y.; Seto, Y.; Ogami, C.; Yamamoto, Y.; To, H. Effects of a rifampicin pre-treatment on linezolid pharmacokinetics.
PLoS ONE 2019, 14, e0214037. [CrossRef] [PubMed]

63. Sisson, T.L.; Jungbluth, G.L.; Hopkins, N.K. A pharmacokinetic evaluation of concomitant administration of linezolid and
aztreonam. J. Clin. Pharmacol. 1999, 39, 1277–1282. [CrossRef] [PubMed]

64. Cojutti, P.; Maximova, N.; Crichiutti, G.; Isola, M.; Pea, F. Pharmacokinetic/pharmacodynamic evaluation of linezolid in
hospitalized paediatric patients: A step toward dose optimization by means of therapeutic drug monitoring and Monte Carlo
simulation. J. Antimicrob. Chemother. 2015, 70, 198–206. [CrossRef]

65. Sivextro-Summary of Product Characteristics. Available online: https://www.ema.europa.eu/en/documents/product-
information/sivextro-epar-product-information_en.pdf (accessed on 11 August 2022).

66. Avent, M.L.; Rogers, B.A.; Cheng, A.C.; Paterson, D.L. Current use of aminoglycosides: Indications, pharmacokinetics and
monitoring for toxicity. Intern. Med. J. 2011, 41, 441–449. [CrossRef]

67. Saravolatz, L.D.; Stein, G.E. Plazomicin: A New Aminoglycoside. Clin. Infect. Dis. 2020, 70, 704–709. [CrossRef]
68. Choi, T.; Komirenko, A.S.; Riddle, V.; Kim, A.; Dhuria, S.V. No Effect of Plazomicin on the Pharmacokinetics of Metformin in

Healthy Subjects. Clin. Pharmacol. Drug Dev. 2019, 8, 818–826. [CrossRef]
69. Libecco, J.A.; Powell, K.R. Trimethoprim/sulfamethoxazole: Clinical update. Pediatr. Rev. 2004, 25, 375–380. [CrossRef]
70. Regazzi, M.; Carvalho, A.C.; Villani, P.; Matteelli, A. Treatment optimization in patients co-infected with HIV and Mycobacterium

tuberculosis infections: Focus on drug-drug interactions with rifamycins. Clin. Pharmacokinet. 2014, 53, 489–507. [CrossRef]
71. Baciewicz, A.M.; Chrisman, C.R.; Finch, C.K.; Self, T.H. Update on rifampin, rifabutin, and rifapentine drug interactions. Curr.

Med. Res. Opin. 2013, 29, 1–12. [CrossRef]
72. Munsiff, S.S.; Kambili, C.; Ahuja, S.D. Rifapentine for the treatment of pulmonary tuberculosis. Clin. Infect. Dis. 2006, 43,

1468–1475. [CrossRef] [PubMed]
73. Keung, A.; Reith, K.; Eller, M.G.; McKenzie, K.A.; Cheng, L.; Weir, S.J. Enzyme induction observed in healthy volunteers after

repeated administration of rifapentine and its lack of effect on steady-state rifapentine pharmacokinetics: Part I. Int. J. Tuberc.
Lung Dis. 1999, 3, 426–436. [PubMed]

74. Morte-Romea, E.; Luque-Gómez, P.; Arenere-Mendoza, M.; Sierra-Monzón, J.L.; Pueyo, A.C.; Sagastizabal, G.P.; Muñoz, G.V.;
Sánchez Fabra, D.; Paño-Pardo, J.R. Performance Assessment of Software to Detect and Assist Prescribers with Antimicrobial
Drug Interactions: Are all of them Created Equal? Antibiotics 2020, 9, 19. [CrossRef] [PubMed]

75. Abdul-Aziz, M.H.; Alffenaar, J.C.; Bassetti, M.; Bracht, H.; Dimopoulos, G.; Marriott, D.; Neely, M.N.; Paiva, J.A.; Pea, F.;
Sjovall, F.; et al. Antimicrobial therapeutic drug monitoring in critically ill adult patients: A Position Paper. Intensive Care Med.
2020, 46, 1127–1153. [CrossRef] [PubMed]

76. Miller, N.A.; Reddy, M.B.; Heikkinen, A.T.; Lukacova, V.; Parrott, N. Physiologically Based Pharmacokinetic Modelling for
First-In-Human Predictions: An Updated Model Building Strategy Illustrated with Challenging Industry Case Studies. Clin.
Pharmacokinet. 2019, 58, 727–746. [CrossRef] [PubMed]

77. Asaumi, R.; Nunoya, K.I.; Yamaura, Y.; Taskar, K.S.; Sugiyama, Y. Robust physiologically based pharmacokinetic model of
rifampicin for predicting drug-drug interactions via P-glycoprotein induction and inhibition in the intestine, liver, and kidney.
CPT Pharmacomet. Syst. Pharmacol. 2022, 11, 919–933. [CrossRef]

78. Yamazaki, S.; Costales, C.; Lazzaro, S.; Eatemadpour, S.; Kimoto, E.; Varma, M.V. Physiologically-Based Pharmacokinetic
Modeling Approach to Predict Rifampin-Mediated Intestinal P-Glycoprotein Induction. CPT Pharmacomet. Syst. Pharmacol. 2019,
8, 634–642. [CrossRef]

http://doi.org/10.1007/s40262-019-00767-z
http://doi.org/10.1007/s40262-019-00843-4
http://www.ncbi.nlm.nih.gov/pubmed/31773505
http://doi.org/10.2165/00128071-200304060-00003
http://www.ncbi.nlm.nih.gov/pubmed/12762831
http://doi.org/10.1345/aph.17299
http://www.ncbi.nlm.nih.gov/pubmed/9681095
http://doi.org/10.3390/antibiotics8030108
http://doi.org/10.1053/j.ajkd.2003.08.027
http://doi.org/10.3390/pharmaceutics3040865
http://doi.org/10.1186/s40780-018-0123-1
http://doi.org/10.1007/s00228-015-1833-z
http://www.ncbi.nlm.nih.gov/pubmed/25778934
http://doi.org/10.1371/journal.pone.0214037
http://www.ncbi.nlm.nih.gov/pubmed/31518346
http://doi.org/10.1177/00912709922011962
http://www.ncbi.nlm.nih.gov/pubmed/10586394
http://doi.org/10.1093/jac/dku337
https://www.ema.europa.eu/en/documents/product-information/sivextro-epar-product-information_en.pdf
https://www.ema.europa.eu/en/documents/product-information/sivextro-epar-product-information_en.pdf
http://doi.org/10.1111/j.1445-5994.2011.02452.x
http://doi.org/10.1093/cid/ciz640
http://doi.org/10.1002/cpdd.648
http://doi.org/10.1542/pir.25.11.375
http://doi.org/10.1007/s40262-014-0144-3
http://doi.org/10.1185/03007995.2012.747952
http://doi.org/10.1086/508278
http://www.ncbi.nlm.nih.gov/pubmed/17083024
http://www.ncbi.nlm.nih.gov/pubmed/10331733
http://doi.org/10.3390/antibiotics9010019
http://www.ncbi.nlm.nih.gov/pubmed/31947911
http://doi.org/10.1007/s00134-020-06050-1
http://www.ncbi.nlm.nih.gov/pubmed/32383061
http://doi.org/10.1007/s40262-019-00741-9
http://www.ncbi.nlm.nih.gov/pubmed/30729397
http://doi.org/10.1002/psp4.12807
http://doi.org/10.1002/psp4.12458


Antibiotics 2022, 11, 1410 17 of 17

79. Radke, C.; Horn, D.; Lanckohr, C.; Ellger, B.; Meyer, M.; Eissing, T.; Hempel, G. Development of a Physiologically Based
Pharmacokinetic Modelling Approach to Predict the Pharmacokinetics of Vancomycin in Critically Ill Septic Patients. Clin.
Pharmacokinet. 2017, 56, 759–779. [CrossRef]

80. Takita, H.; Barnett, S.; Zhang, Y.; Ménochet, K.; Shen, H.; Ogungbenro, K.; Galetin, A. PBPK Model of Coproporphyrin I:
Evaluation of the Impact of SLCO1B1 Genotype, Ethnicity, and Sex on its Inter-Individual Variability. CPT Pharmacomet. Syst.
Pharmacol. 2021, 10, 137–147. [CrossRef]

81. Jann, M.W.; Cohen, L.J. The influence of ethnicity and antidepressant pharmacogenetics in the treatment of depression. Drug
Metabol. Drug Interact. 2000, 16, 39–67. [CrossRef]

82. Fitzmaurice, M.G.; Wong, A.; Akerberg, H.; Avramovska, S.; Smithburger, P.L.; Buckley, M.S.; Kane-Gill, S.L. Evaluation of
Potential Drug-Drug Interactions in Adults in the Intensive Care Unit: A Systematic Review and Meta-Analysis. Drug. Saf. 2019,
42, 1035–1044. [CrossRef] [PubMed]

83. Aghili, M.; Kasturirangan, M.N. Management of Drug-Drug Interactions among Critically Ill Patients with Chronic Kidney
Disease: Impact of Clinical Pharmacist’s Interventions. Indian J. Crit. Care Med. 2021, 25, 1226–1231. [CrossRef] [PubMed]

http://doi.org/10.1007/s40262-016-0475-3
http://doi.org/10.1002/psp4.12582
http://doi.org/10.1515/DMDI.2000.16.1.39
http://doi.org/10.1007/s40264-019-00829-y
http://www.ncbi.nlm.nih.gov/pubmed/31098917
http://doi.org/10.5005/jp-journals-10071-23919
http://www.ncbi.nlm.nih.gov/pubmed/34866818

	Introduction 
	Search Strategy 
	The Clinical Relevance of pDDIs 
	The Mechanisms Underlying pDDIs 
	Pharmacokinetic Issues in ICU 

	pDDIs Issues in ICU 
	Antibiotics as Victims or Perpetrators of pDDIs 
	Beta-Lactams 
	Penicillins 
	Cephalosporins 
	Monobactams 
	Carbapenems 

	Glycopeptides and Lipoglycopeptides 
	Tetracyclines 
	Macrolides 
	Fluoroquinolones 
	Fluoroquinolones as Victims 
	Fluoroquinolones as Perpetrators 

	Oxazolidinones 
	Oxazolidinones as Victims of pDDIs 
	Oxazolidinones as Perpetrators of pDDIs 

	Aminoglycosides 
	Sulfonamides and Trimethoprim 
	Rifamycins 
	Rifamycins as Victims of DDIs 
	Rifamycins as Perpetrators of DDIs 


	Tools to Handle pDDIs Involving Antibiotics in ICU 
	Drug-Interaction Checkers 
	Therapeutic Drug Monitoring 
	Physiologically-Based Pharmacokinetic Modelling 

	Conclusions 
	References

