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ABSTRACT The objective of this study was to develop a population pharmacoki-
netic model and to determine a dosing regimen for caspofungin in critically ill pa-
tients. Nine blood samples were drawn per dosing occasion. Fifteen patients with
(suspected) invasive candidiasis had one dosing occasion and five had two dosing
occasions, measured on day 3 (�1) of treatment. Pmetrics was used for population
pharmacokinetic modeling and probability of target attainment (PTA). A target 24-h
area under the concentration-time curve (AUC) value of 98 mg·h/liter was used as an
efficacy parameter. Secondarily, the AUC/MIC targets of 450, 865, and 1,185 were
used to calculate PTAs for Candida glabrata, C. albicans, and C. parapsilosis, respec-
tively. The final 2-compartment model included weight as a covariate on volume of
distribution (V). The mean V of the central compartment was 7.71 (standard devia-
tion [SD], 2.70) liters/kg of body weight, the mean elimination constant (Ke) was 0.09
(SD, 0.04) h�1, the rate constant for the caspofungin distribution from the central to
the peripheral compartment was 0.44 (SD, 0.39) h�1, and the rate constant for the
caspofungin distribution from the peripheral to the central compartment was 0.46
(SD, 0.35) h�1. A loading dose of 2 mg/kg on the first day, followed by 1.25 mg/kg
as a maintenance dose, was chosen. With this dose, 98% of the patients were ex-
pected to reach the AUC target on the first day and 100% of the patients on the
third day. The registered caspofungin dose might not be suitable for critically ill pa-
tients who were all overweight (�120 kg), over 80% of median weight (78 kg), and
around 25% of lower weight (�50 kg). A weight-based dose regimen might be ap-
propriate for achieving adequate exposure of caspofungin in intensive care unit pa-
tients.
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pharmacokinetics, weight-based dosing

Caspofungin, an echinocandin antifungal drug, is used for the treatment of invasive
candidiasis (1–3). The European Society of Intensive Care Medicine (ESICM) and the

European Society of Microbiology and Infectious Disease (ESCMID) established a task
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force on the practical management of invasive candidiasis in critically ill patients (1).
The expert panel of these combined societies recommended echinocandins as the
primary therapy in critically ill patients with invasive candidiasis complicated by septic
shock and multiorgan failure (1). Other guidelines also recommend echinocandins as a
first-line treatment in critically ill patients (2, 4).

Previous studies have shown that caspofungin has both high pharmacokinetic
variability and considerable risk of low exposure in critically ill patients (5–7).
Currently, the caspofungin summary of product characteristics (SmPC) recommends
a maintenance dose of 70 mg daily for patients weighing over 80 kg and a reduced
dose for patients with lower body weight and for patients with moderate hepatic
impairment (8). It has been suggested that the caspofungin dose should be
escalated in critically ill patients to achieve adequate exposure (9, 10). Moreover,
some studies have shown that patients with hepatic impairment might not require
initial dose reduction, as after dosage alteration, lower exposure has been observed
(10, 11).

The first objective of this study was to develop and validate a population pharma-
cokinetic model for caspofungin. The secondary objective was to determine a dosage
regimen of caspofungin for critically ill patients.

RESULTS
Study population. This study included 20 intensive care unit (ICU) patients. For five

patients, the exposure was measured on two occasions (for two different dose regi-
mens) and for 15 patients on one occasion, resulting in 219 caspofungin concentra-
tions. Due to unforeseeable circumstances in the ICU care during the original study, six
samples could not be obtained; however, each of these six samples were on different
dosing occasions. The median age was 56 (minimum-maximum [min-max] range, 25 to
83) years, and the median weight was 78 (range, 48 to 139) kg. Two patients had severe
liver damage with a Child-Pugh score of C. The patient characteristics and pharmaco-
kinetic exposure analysis are described in Table 1.

Population pharmacokinetic model. During the modeling, one- and two-
compartment pharmacokinetic models were tested. After stepwise linear regression
analysis, albumin, sex, simplified acute physiology score (SAPS 3), bilirubin, ASAT
(aspartate transaminase), ALAT (alanine transaminase), hemodialysis, and age were
included as covariates in the model on different pharmacokinetic parameters. Overall,
24 models with different sets of covariates and error models were tested. All the tested
models are described in Table S1 in the supplemental material.

The final model was a two-compartment model with normalized population median
weight as a covariate on volume of distribution (V) using a gamma error model

TABLE 1 Patient characteristicsa

Characteristicb

Value (n � 20; %
or min-max range)

Male (n) 11 (55)
Median age, yr 56 (25–83)
Median wt, kg 78 (48–139)
Coadministration of prednisolone-hydrocortisone 11 (55)
CVVH 8 (40)
Median SAPS 3 score 59 (31–104)
Median serum albumin (g/liter) 20 (14–28)
Median CRP (mg/liter) 124 (56–287)
Median serum creatinine (mg/liter) 83 (40–466)
Median ALAT (u/liter) 35.5 (7–598)
Median ASAT (u/liter) 39 (12–1776)
Median ALP (u/liter) 122 (56–460)
Median GGT (u/liter) 85.5 (16–941)
Median bilirubin (mmol/liter) 7.5 (3–376)
aThis table has been reproduced from reference 6.
bCVVH, continuous venovenous hemofiltration; CRP, C-reactive protein; ALP, alkaline phosphatase; GGT,
gamma-glutamyltransferase.
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(V � V0 · weight/78). The final run gamma value was 0.654, which confirms that no
significant noise was specified in the model (12). The mean V of the central compart-
ment was 7.71 (standard deviation [SD], 2.70) liters/kg, the mean elimination rate
constant (Ke) was 0.09 (SD, 0.04) h�1, the rate constant for the caspofungin distribution
from the central to the peripheral compartment was 0.44 (SD, 0.39) h�1, and the rate
constant for the caspofungin distribution from the peripheral to the central compart-
ment was 0.46 (SD, 0.35) h�1. The population median weight was included as a
covariate in the final model, as it resulted in an improved goodness of fit and decreases
in Aikake information criterion (AIC) and �2 log likelihood values.

The final model population fit resulted in r of 0.75 and individual fit in r of 0.96. The
goodness-of-fit plots for population and individual caspofungin concentrations are
presented in Fig. 1. The final parameter estimates for the two-compartment population
model are presented in Table 2. The visual predictive check showed good performance
of the final model and did not reveal significant deviations or outliers. The visual
predictive check plot is presented in Fig. 2. The external validation with the digitized
data from Kurland et al. showed a fit of r � 0.77 (Fig. 3), and data from Muilwijk et al.
showed a fit of r � 0.83 (Fig. S1) (7, 13). The normalized prediction distribution error
(NPDE) plots are presented in Fig. S3.

Probability of target attainment (PTA). To evaluate the caspofungin registered
dose reported in the SmPC, fixed-dose regimens were simulated, where the population
weight was centered around three weight bands: 50 kg, 78 kg (population median), and

FIG 1 Goodness-of-fit plots for caspofungin. (A) Observed versus predicted population caspofungin concentrations. (B) Observed versus
predicted individual caspofungin concentrations.

TABLE 2 Final parameter estimates for the two-compartment caspofungin population
pharmacokinetic model

Pharmacokinetic parametera Mean SD Median CV%

Ke (h�1) 0.09 0.04 0.08 42.38
V0 (liters/kg) 7.71 2.70 7.20 34.98
kcp (h�1) 0.44 0.38 0.28 88.02
kpc (h�1) 0.46 0.35 0.34 75.98
aKe, elimination rate constant; V0, volume of distribution; kcp, rate constant for the caspofungin distribution
from the central to the peripheral compartment; kpc, rate constant for the caspofungin distribution from the
peripheral to the central compartment.
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120 kg. The 70-mg dose resulted in 73% of �50-kg patients, 14% of �78-kg patients,
and 0% of �120-kg patients reaching the target area under the concentration-time
curve (AUC; �98 mg·h/liter) for the first day of therapy. Other fixed-dose regimens are
presented in Table 3.

For the weight-based dosing regimen, a dose of 2 mg/kg on the first day (loading
dose), followed by 1.25 mg/kg as a maintenance dose was the regimen that had the
highest success rate. With this dose, 98% of the patients are expected to reach the
target AUC (�98 mg·h/liter) on the first day and 100% of the patients on the third day.
This dose regimen exceeded the upper-threshold AUC of �200 mg·h/liter for 21% and
15% of the patients on the first and third day, respectively. All the weight-based
dosages up to day 14 are presented in Table 4.

The MIC/AUC targets for C. glabrata, C. albicans, and C. parapsilosis were analyzed
with fixed and weight-based dose regimens. Using a MIC of 0.06 mg/liter from EUCAST
clinical breakpoints for fungi, all of the weight-based and fixed-dose regimens reached
the pharmacokinetic/pharmacodynamic (PK/PD) target at the third day for C. glabrata
and C. albicans (14). However, for C. parapsilosis, using MICs of 0.25 mg/liter and
1 mg/liter, our proposed weight-based regimens were not appropriate (15). The fixed-
dose regimens had an overall lower target attainment than weight-based regimens. All
the PTAs with the MIC range from 0.01 to 1.0 mg/liter are presented in Table 5. The C.
glabrata, C. albicans, and C. parapsilosis PTAs for the third day of therapy with different
weight-based dose regimens are presented in Fig. 4A to C.

FIG 2 Prediction-corrected visual predictive checks (pcVPCs) for the final two-compartment pharmacokinetic
model. The red line represents the median, and the blue dashed lines represent the 5th and 95th percentiles for
the observed data.
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DISCUSSION

We present a caspofungin population pharmacokinetic model developed using
Pmetrics. In Pmetrics, the nonparametric adaptive grid and parametric iterative two-
stage Bayesian approaches provide a robust pharmacokinetic model that is able to
capture subgroups and outliers in the population (16). Caspofungin population phar-
macokinetics were best described using a two-compartment pharmacokinetic model
using population median weight as a covariate on volume of distribution (V). This is in
agreement with a previous caspofungin model using nonlinear mixed-effects modeling
(NONMEM); however, in that model, plasma protein concentration was also included as
a covariate (9).

It has been shown in healthy adults that with increasing weight, both V and
clearance (CL) increase (17). In addition, a study conducted in critically ill patients
reported a V of 7.03 liters and CL of 0.54 liters/h, which is similar to our findings;
however, with a Ke of 0.09, our CL is approximately 0.7 liters (7). Other models have also
included weight as a covariate and obtained similar results (10, 18). Furthermore,
Nguyen et al. described that caspofungin exposure was influenced by albumin con-
centration and body weight (19). During our model development, albumin was also
tested as a covariate; however, this did not improve our final model, which might be
because albumin was not as frequently measured.

This study suggests that the registered caspofungin dose is not sufficient to achieve
PTA for all overweight individuals (�120 kg) and over 80% of average-weight and

FIG 3 External validation with an independent cohort.

TABLE 3 Probability of target attainment using fixed caspofungin dosing regimens in different weight categories

Loading dose Maintenance dose

PTA (%) by weight category and AUC (mg·h/liter)

0–24 h 48–72 h

50 kg 78 kg 120 kg 50 kg 78 kg 120 kg

>98 >200 >98 >200 >98 >200 >98 >200 >98 >200 >98 >200

70 mg 50 mg 73 2 14 0 0 0 79 2 19 0 0 0
100 mg 70 mg 98 22 57 0 10 0 99 23 61 0 12 0
70 mg 73 2 14 0 0 0 98 15 53 0 11 0
100 mg 98 22 57 0 10 0 100 56 98 14 37 0
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around 25% of lower-weight (�50 kg) critically ill patients. Our previous analysis
suggested using a weight-based dosage regimen of 1 mg/kg once daily; however,
probability of target attainment was not addressed (6, 20). The current dosing regimen
is based on a validated nonparametric population pharmacokinetic model and subse-

TABLE 4 Probability of target attainment using weight-based dosing regimens of caspofungin

Loading dose Maintenance dose

PTA (%) by AUC (mg·h/liter)

0–24 h 48–72 h 120–144 h 192–216 h 264–288 h 312–336 h

>98 >200 >98 >200 >98 >200 >98 >200 >98 >200 >98 >200

2 mg/kg 1 mg/kg 98 21 91 6 88 5 89 5 89 5 89 5
1.5 mg/kg 1.25 mg/kg 83 3 99 13 100 16 100 17 100 18 100 18
2 mg/kg 1.25 mg/kg 98 21 100 15 100 16 100 17 100 18 100 18
1 mg/kg 22 0 77 2 88 5 89 5 89 5 89 5
1.5 mg/kg 83 3 100 25 100 31 100 33 100 33 100 33

TABLE 5 Probability of target attainment for AUC/MIC targets of 450, 865, and 1,185 for
3rd day of caspofungin therapy (48 to 72 h)

Dose (mg/kg) and species

PTA (%) for MIC (mg/liter) ofa:

0.01 0.03 0.06 0.1 0.25 0.5 1.0

2–1 mg/kg
C. glabrata 100 100 100 100 62 2 0
C. albicans 100 100 100 99 3 0 0
C. parapsilosis 100 100 100 49 0 0 0

1.5–1.25 mg/kg
C. glabrata 100 100 100 100 95 7 0
C. albicans 100 100 100 100 9 0 0
C. parapsilosis 100 100 100 87 0 0 0

2–1.25 mg/kg
C. glabrata 100 100 100 100 97 9 0
C. albicans 100 100 100 100 11 0 0
C. parapsilosis 100 100 100 92 0 0 0

1 mg/kg
C. glabrata 100 100 100 100 44 0 0
C. albicans 100 100 100 97 1 0 0
C. parapsilosis 100 100 98 35 0 0 0

1.5 mg/kg
C. glabrata 100 100 100 100 99 16 0
C. albicans 100 100 100 100 19 0 0
C. parapsilosis 100 100 100 99 2 0 0

70 mg
C. glabrata 100 100 100 100 29 0 0
C. albicans 100 100 100 75 0 0 0
C. parapsilosis 100 100 98 26 0 0 0

70–50 mg
C. glabrata 100 100 100 99 8 0 0
C. albicans 100 100 98 26 0 0 0
C. parapsilosis 100 100 48 6 0 0 0

100 mg
C. glabrata 100 100 100 100 93 6 0
C. albicans 100 100 100 99 9 0 0
C. parapsilosis 100 100 100 84 0 0 0

100–70 mg
C. glabrata 100 100 100 100 31 0 0
C. albicans 100 100 100 82 0 0 0
C. parapsilosis 100 100 98 28 0 0 0

aAn AUC/MIC target of 450 was used for Candida glabrata, 865 for Candida albicans, and 1,185 for Candida
parapsilosis.
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quent Monte Carlo simulations. Using this method, we could calculate the PTAs for
different dosing regimens based on the developed population model. The most
appropriate dosage regimen reaching a 24-h steady-state AUC value of 98 mg·h/liter for
over 95% of simulated patients was a 2-mg/kg loading dose followed by a 1.25-mg/kg
daily dose. This approach might result in overall higher daily dosing than that with fixed
dosing; however, toxicity is not a major concern with caspofungin. A study with doses
of up to 200 mg daily for an extended period of time showed good tolerability was
observed, with no described dose-limiting toxicity (21). Additionally, a loading dose has
been shown to be necessary to achieve the AUC target on day 1 (22). We are looking
forward to the results of an ongoing prospective study investigating the impact of a
caspofungin loading dose of 140 mg (https://clinicaltrials.gov/ct2/show/NCT02413892).

We calculated the PTAs for AUC/MIC targets that have been proposed in a murine
study (24) and have also been implemented in multiple clinical studies (9, 10, 25). The
AUC/MIC target of a MIC of 0.06 mg/liter was reached for all weight-based dosing
regimens. However, as described previously, with the potentially increasing breakpoints
and higher MIC targets for C. parapsilosis, the optimal dose may be even higher than
that of our proposed weight-based dosing regimen to reach the proposed target (9).
The latest EUCAST clinical breakpoints for fungi suggest that isolates that are suscep-
tible to anidulafungin and micafungin should be considered susceptible to caspofun-
gin, as there is significant variability between laboratories in reported MIC ranges (14).
Martial et al. showed that, using the registered dosing regimen of caspofungin, the
AUC/MIC target of 865 is not reached and a 100-mg loading dose may be appropriate
for Candida species with a MIC of �0.125 mg/liter (10). Pérez-Pitarch et al. suggested
fixed dosing regimens up to 200 mg daily to cover Candida species with increasing MIC
(up to 0.25 mg/liter) (9). Furthermore, in most cases, at the start of the treatment, the
MIC of the Candida species is not known. To avoid a delay in appropriate antifungal
therapy, it is necessary to acquire adequate exposure to cover the susceptible Candida
species.

Our population is not representative for patients with liver failure, since only two of
the patients had severe liver failure (Child-Pugh score C). However, the population fit
did not show significant discrepancies for these 2 patients. Furthermore, liver function
markers aspartate aminotransferase (AST), alanine aminotransferase (ALT), and gamma-
glutamyl transpeptidase (GGT) were not included as covariates in the final model, as
these did not improve the population goodness of fit and other model parameters.

FIG 4 (A) Probability of target attainment on third day of therapy for AUC/MIC target of 450 for C. glabrata. (B) Probability of target attainment on third day
of therapy for AUC/MIC target of 865 for C. albicans. (C) Probability of target attainment on third day of therapy for AUC/MIC target of 1,185 for C. parapsilosis.
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Thus, these patients did not seem to form a different subgroup from the rest of the
population. Caspofungin clearance seems not to have changed in the patients with
Child-Pugh B and C, which explains why lower exposure was observed when doses
were reduced (10, 11).

This study has some limitations. First, we did not take plasma protein binding into
account while modeling, as we measured total caspofungin concentrations. As caspo-
fungin is highly protein bound (�97%), the extent of protein binding can change in ICU
patients, and the measurement of unbound fractions may be useful; however, drug
assessment can be difficult, as small absolute errors translate into large relative errors
in highly protein-bound drugs (26, 27). Second, the PK/PD target for AUC is not well
established in clinical trials, and the currently used targets are based on murine models
only. These targets should be evaluated in prospective patient cohorts with clear
outcome measures. With respect to this, we suggest guiding therapy with therapeutic
drug monitoring to reach the optimal targets, as was performed in our initial study (6)
and other studies (5, 28).

In summary, we developed a two-compartment nonparametric population pharma-
cokinetic model and designed PTAs using AUC and AUC/MIC as targets. A weight-based
dose regimen of a 2-mg/kg loading dose and 1.25-mg/kg daily dose might be more
appropriate for achieving adequate exposure of caspofungin in ICU patients than the
standard fixed-dose regimen. This dosing regimen should be prospectively evaluated.

MATERIALS AND METHODS
Study population and sampling. This study included data from a prospective study in 20 adult

critically ill patients admitted to an ICU with suspected invasive candidiasis and treated with caspofungin
(6). For more details about the study population, see our previous publication (6).

All patients received a loading dose of 70 mg on the first day of treatment. The subsequent dose was
50 mg for patients weighing �80 kg, 70 mg for patients weighing �80 kg, and 35 mg and 50 mg,
respectively, for patients with moderate hepatic impairment (Child-Pugh score of 7 to 9) (8). Caspofungin
was administered as a 1-h infusion.

As the steady state for caspofungin is reached on the second day after the loading dose, blood
sampling was performed on day 3 (range, 2 to 4) (22). If the dose was changed due to an area under the
concentration-time curve (AUC) value of �98 mg·h/liter, the sampling was repeated after 3 days. This
AUC exposure has been shown to be achieved in healthy volunteers after standard dosing, and 1-log kill
of C. albicans at an AUC of 98 mg·h/liter should be sufficient according to in vivo analysis (22, 24, 29). The
rationale for this target is described in detail in our previous publication (6). The sampling was performed
before the administration and 1, 2, 3, 4, 6, 8, 12, and 24 h after the start of the caspofungin infusion.
Caspofungin plasma concentrations were measured using a validated liquid chromatography-tandem
mass spectrometry assay (30).

Population pharmacokinetic modeling. The pharmacokinetic modeling, probability of target
attainment, and visual predictive checks were performed using the nonparametric adaptive grid program
(NPAG) in Pmetrics (version 1.5.2) for R (version 3.6.1) (Laboratory of Applied Pharmacokinetics and
Bioinformatics, Los Angeles, CA) (16).

The covariate selection was performed using the PMstep command of Pmetrics. Each covariate was
tested in a linear regression analysis on pharmacokinetic parameters to see if there was a significant
effect on AIC value (P � 0.05). The covariates were retained in the model when the �2 log likelihood, AIC,
and Bayesian information criterion (BIC) values improved significantly and/or resulted in an improved
goodness-of-fit plot. The covariates, tested with a forward addition method, were weight, age, gender,
concomitant administration of prednisolone/hydrocortisone, dialysis, aspartate aminotransferase (AST),
alanine aminotransferase (ALT), gamma-glutamyl transpeptidase (GGT), bilirubin, albumin, C-reactive
protein, leukocyte count, and simplified acute physiology score (SAPS 3).

Model diagnostics. The models were analyzed and compared using individual and population
observed versus predicted goodness-of-fit plots, AIC, BIC, and �2 log likelihood. The prediction error was
evaluated using bias (mean weighted prediction error) and imprecision (bias-adjusted mean weighted
squared prediction error) for both the individual and population models. During the population
modeling assay, error (standard deviation) and environmental noise were considered. For this, we used
error polynomials in the following equation: standard deviation � C0 � C1 	 observed concentration.
The value 0.05 was used for C0 and 0.08 for C1. Gamma multiplicative and lambda additive error models
were tested to estimate residual error (12, 31).

The prediction- and variability-corrected visual predictive checks (pcVPCs) were done to evaluate the
performance of the final population pharmacokinetic model (32). The model was validated with two
external digitized data sets from caspofungin pharmacokinetic studies on critically ill patients (7, 13). The
data were digitized using WebPlotDigitizer (https://automeris.io/WebPlotDigitizer/), and a uniform dis-
tribution was used to sample random numbers from the weight range reported in the publication.

Probability of target attainment. The final population model was used for the Monte Carlo
simulations (n � 1,000) to calculate the PTAs for different dosage regimens. For the primary PTA target,
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the 24-h steady-state AUC value of 98 mg·h/liter was used as an efficacy parameter and an AUC value of
200 mg·h/liter as an arbitrarily assigned upper threshold of twice the proposed efficacy target (22, 24, 29).
The PTAs were simulated for fixed and weight-based dosing for day 1, 3, 6, 9, 12, and 14 of therapy. Fixed
dosage regimens were a 70-mg loading dose on day 1, followed by a 50-mg daily dose; 100-mg loading
dose on day 1, followed by 70-mg daily dose; 70-mg daily dose; and 100-mg daily dose, with the
population weight averages of 50 kg, 78 kg (population median), and 120 kg. The weight-based dosing
regimens consisted of a 2-mg/kg loading dose followed by a 1-mg/kg daily dose; 2-mg/kg loading dose
followed by a 1.25-mg/kg daily dose; 1.5-mg/kg loading dose followed by a 1.25-mg/kg daily dose; no
loading dose and a 1-mg/kg daily dose; and no loading dose and a 1.5-mg/kg daily dose. A PTA of �90%
was considered an optimal target.

Second, the PK/PD target AUC/MIC were analyzed, as these have been used in previous pharmaco-
kinetic studies (9, 25, 33). An AUC/MIC target of 450 was used for Candida glabrata, 865 for Candida
albicans, and 1,185 for Candida parapsilosis. These AUC/MIC targets are based on a preclinical murine
study (24). PTAs were simulated for day 3 of therapy and for the MIC range of 0.01 to 1 mg/liter.

Data availability. Data are available upon request.

SUPPLEMENTAL MATERIAL
Supplemental material is available online only.
SUPPLEMENTAL FILE 1, DOCX file, 0.4 MB.

ACKNOWLEDGMENTS
Anne-Grete Märtson was supported for this project by the Foundation “De Drie

Lichten” in The Netherlands and was funded by Marie Skłodowska-Curie Actions (grant
agreement no. 713660 —PRONKJEWAIL—H2020-MSCA-COFUND-2015).

Michael Neely reports other fees from InsightRX, outside the submitted work.

REFERENCES
1. Martin-Loeches I, Antonelli M, Cuenca-Estrella M, Dimopoulos G,

Einav S, De Waele JJ, Garnacho-Montero J, Kanj SS, Machado FR,
Montravers P, Sakr Y, Sanguinetti M, Timsit J-F, Bassetti M. 2019.
ESICM/ESCMID task force on practical management of invasive can-
didiasis in critically ill patients. Intensive Care Med 45:789 – 805.
https://doi.org/10.1007/s00134-019-05599-w.

2. Cornely OA, Bassetti M, Calandra T, Garbino J, Kullberg BJ, Lortholary O,
Meersseman W, Akova M, Arendrup MC, Arikan-Akdagli S, Bille J, Cast-
agnola E, Cuenca-Estrella M, Donnelly JP, Groll AH, Herbrecht R, Hope
WW, Jensen HE, Lass-Flörl C, Petrikkos G, Richardson MD, Roilides E,
Verweij PE, Viscoli C, Ullmann AJ, ESCMID Fungal Infection Study Group.
2012. ESCMID guideline for the diagnosis and management of Candida
diseases 2012: non-neutropenic adult patients. Clin Microbiol Infect
18(Suppl 7):19 –37. https://doi.org/10.1111/1469-0691.12039.

3. O’Leary R-A, Einav S, Leone M, Madách K, Martin C, Martin-Loeches I.
2018. Management of invasive candidiasis and candidaemia in critically
ill adults: expert opinion of the European Society of Anaesthesia Inten-
sive Care Scientific Subcommittee. J Hosp Infect 98:382–390. https://doi
.org/10.1016/j.jhin.2017.11.020.

4. Pappas PG, Kauffman CA, Andes DR, Clancy CJ, Marr KA, Ostrosky-
Zeichner L, Reboli AC, Schuster MG, Vazquez JA, Walsh TJ, Zaoutis TE,
Sobel JD. 2016. Clinical practice guideline for the management of
candidiasis: 2016 Update by the Infectious Diseases Society of America.
Clin Infect Dis 62:e1– e50. https://doi.org/10.1093/cid/civ933.

5. Sinnollareddy MG, Roberts JA, Lipman J, Akova M, Bassetti M, De Waele
JJ, Kaukonen K-M, Koulenti D, Martin C, Montravers P, Rello J, Rhodes A,
Starr T, Wallis SC, Dimopoulos G, the DALI Study authors. 2015. Phar-
macokinetic variability and exposures of fluconazole, anidulafungin, and
caspofungin in intensive care unit patients: data from multinational
Defining Antibiotic Levels in Intensive Care Unit (DALI) Patients Study.
Crit Care 19:33. https://doi.org/10.1186/s13054-015-0758-3.

6. van der Elst KCM, Veringa A, Zijlstra JG, Beishuizen A, Klont R,
Brummelhuis-Visser P, Uges DRA, Touw DJ, Kosterink JGW, van der Werf
TS, Alffenaar J-W. 2017. Low caspofungin exposure in patients in inten-
sive care units. Antimicrob Agents Chemother 61:e01582-16. https://doi
.org/10.1128/AAC.01582-16.

7. Muilwijk EW, Schouten JA, van Leeuwen HJ, van Zanten ARH, de Lange
DW, Colbers A, Verweij PE, Burger DM, Pickkers P, Brüggemann R. 2014.
Pharmacokinetics of caspofungin in ICU patients. J Antimicrob Che-
mother 69:3294 –3299. https://doi.org/10.1093/jac/dku313.

8. Merck & Co. 2020. Cancidas SmPC. Merck & Co, New York, NY.

9. Pérez-Pitarch A, Ferriols-Lisart R, Aguilar G, Ezquer-Garín C, Belda FJ,
Guglieri-López B. 2018. Dosing of caspofungin based on a
pharmacokinetic/pharmacodynamic index for the treatment of invasive
fungal infections in critically ill patients on continuous venovenous
haemodiafiltration. Int J Antimicrob Agents 51:115–121. https://doi.org/
10.1016/j.ijantimicag.2017.05.013.

10. Martial LC, Brüggemann RJM, Schouten JA, van Leeuwen HJ, van
Zanten AR, de Lange DW, Muilwijk EW, Verweij PE, Burger DM,
Aarnoutse RE, Pickkers P, Dorlo T. 2016. Dose reduction of caspofun-
gin in intensive care unit patients with Child Pugh B will result in
suboptimal exposure. Clin Pharmacokinet 55:723–733. https://doi
.org/10.1007/s40262-015-0347-2.

11. Gustot T, Ter Heine R, Brauns E, Cotton F, Jacobs F, Brüggemann RJ.
2018. Caspofungin dosage adjustments are not required for patients
with Child-Pugh B or C cirrhosis. J Antimicrob Chemother 73:2493–2496.
https://doi.org/10.1093/jac/dky189.

12. Jelliffe RW. 2012. Some comments and suggestions concerning popu-
lation pharmacokinetic modeling, especially of digoxin, and its relation
to clinical therapy. Ther Drug Monit 34:368 –377. https://doi.org/10
.1097/FTD.0b013e31825c88bb.

13. Kurland S, Furebring M, Löwdin E, Eliasson E, Nielsen EI, Sjölin J. 2019.
Pharmacokinetics of caspofungin in critically ill patients in relation to
liver dysfunction: differential impact of plasma albumin and bilirubin
levels. Antimicrob Agents Chemother 63:e02466-18. https://doi.org/10
.1128/AAC.02466-18.

14. EUCAST. 2020. Breakpoints for fungi. https://www.eucast.org/astoffungi/
clinicalbreakpointsforantifungals/.

15. Chen S-A, Slavin MA, Sorrell TC. 2011. Echinocandin antifungal drugs in
fungal infections: a comparison. Drugs 71:11– 41. https://doi.org/10
.2165/11585270-000000000-00000.

16. Neely MN, van Guilder MG, Yamada WM, Schumitzky A, Jelliffe RW. 2012.
Accurate detection of outliers and subpopulations with Pmetrics, a
nonparametric and parametric pharmacometric modeling and simula-
tion package for R. Ther Drug Monit 34:467– 476. https://doi.org/10
.1097/FTD.0b013e31825c4ba6.

17. Hall RG, Swancutt MA, Meek C, Leff R, Gumbo T. 2013. Weight drives
caspofungin pharmacokinetic variability in overweight and obese
people: fractal power signatures beyond two-thirds or three-fourths.
Antimicrob Agents Chemother 57:2259 –2264. https://doi.org/10.1128/
AAC.01490-12.

18. Würthwein G, Cornely OA, Trame MN, Vehreschild JJ, Vehreschild M,

Caspofungin Weight-Based Dosing Antimicrobial Agents and Chemotherapy

September 2020 Volume 64 Issue 9 e00905-20 aac.asm.org 9

https://doi.org/10.1007/s00134-019-05599-w
https://doi.org/10.1111/1469-0691.12039
https://doi.org/10.1016/j.jhin.2017.11.020
https://doi.org/10.1016/j.jhin.2017.11.020
https://doi.org/10.1093/cid/civ933
https://doi.org/10.1186/s13054-015-0758-3
https://doi.org/10.1128/AAC.01582-16
https://doi.org/10.1128/AAC.01582-16
https://doi.org/10.1093/jac/dku313
https://doi.org/10.1016/j.ijantimicag.2017.05.013
https://doi.org/10.1016/j.ijantimicag.2017.05.013
https://doi.org/10.1007/s40262-015-0347-2
https://doi.org/10.1007/s40262-015-0347-2
https://doi.org/10.1093/jac/dky189
https://doi.org/10.1097/FTD.0b013e31825c88bb
https://doi.org/10.1097/FTD.0b013e31825c88bb
https://doi.org/10.1128/AAC.02466-18
https://doi.org/10.1128/AAC.02466-18
https://www.eucast.org/astoffungi/clinicalbreakpointsforantifungals/
https://www.eucast.org/astoffungi/clinicalbreakpointsforantifungals/
https://doi.org/10.2165/11585270-000000000-00000
https://doi.org/10.2165/11585270-000000000-00000
https://doi.org/10.1097/FTD.0b013e31825c4ba6
https://doi.org/10.1097/FTD.0b013e31825c4ba6
https://doi.org/10.1128/AAC.01490-12
https://doi.org/10.1128/AAC.01490-12
https://aac.asm.org


Farowski F, Müller C, Boos J, Hempel G, Hallek M, Groll AH. 2013.
Population pharmacokinetics of escalating doses of caspofungin in a
phase II study of patients with invasive aspergillosis. Antimicrob Agents
Chemother 57:1664 –1671. https://doi.org/10.1128/AAC.01912-12.

19. Nguyen TH, Hoppe-Tichy T, Geiss HK, Rastall AC, Swoboda S, Schmidt J,
Weigand MA. 2007. Factors influencing caspofungin plasma concentra-
tions in patients of a surgical intensive care unit. J Antimicrob Che-
mother 60:100 –106. https://doi.org/10.1093/jac/dkm125.

20. Fuchs A, Csajka C, Thoma Y, Buclin T, Widmer N. 2013. Benchmarking
therapeutic drug monitoring software: a review of available computer
tools. Clin Pharmacokinet 52:9 –22. https://doi.org/10.1007/s40262-012
-0020-y.

21. Cornely OA, Vehreschild JJ, Vehreschild M, Würthwein G, Arenz D,
Schwartz S, Heussel CP, Silling G, Mahne M, Franklin J, Harnischmacher
U, Wilkens A, Farowski F, Karthaus M, Lehrnbecher T, Ullmann AJ, Hallek
M, Groll AH. 2011. Phase II dose escalation study of caspofungin for
invasive aspergillosis. Antimicrob Agents Chemother 55:5798 –5803.
https://doi.org/10.1128/AAC.05134-11.

22. Stone JA, Holland SD, Wickersham PJ, Sterrett A, Schwartz M, Bonfiglio
C, Hesney M, Winchell GA, Deutsch PJ, Greenberg H, Hunt TL, Waldman
SA. 2002. Single- and multiple-dose pharmacokinetics of caspofungin in
healthy men. Antimicrob Agents Chemother 46:739 –745. https://doi
.org/10.1128/aac.46.3.739-745.2002.

23. Reference deleted.
24. Andes D, Diekema DJ, Pfaller MA, Bohrmuller J, Marchillo K, Lepak A.

2010. In vivo comparison of the pharmacodynamic targets for echino-
candin drugs against Candida species. Antimicrob Agents Chemother
54:2497–2506. https://doi.org/10.1128/AAC.01584-09.

25. Andes D, Ambrose PG, Hammel JP, Van Wart SA, Iyer V, Reynolds DK,
Buell DN, Kovanda LL, Bhavnani SM. 2011. Use of pharmacokinetic-
pharmacodynamic analyses to optimize therapy with the systemic
antifungal micafungin for invasive candidiasis or candidemia. Anti-
microb Agents Chemother 55:2113–2121. https://doi.org/10.1128/
AAC.01430-10.

26. Kofla G, Ruhnke M. 2011. Pharmacology and metabolism of anidulafun-
gin, caspofungin and micafungin in the treatment of invasive candidosis:

review of the literature. Eur J Med Res 16:159 –166. https://doi.org/10
.1186/2047-783x-16-4-159.

27. Sime FB, Byrne CJ, Parker S, Stuart J, Butler J, Starr T, Pandey S, Wallis SC,
Lipman J, Roberts JA. 2019. Population pharmacokinetics of total and
unbound concentrations of intravenous posaconazole in adult critically
ill patients. Crit Care 23:205. https://doi.org/10.1186/s13054-019-2483-9.

28. Adembri C, Villa G, Rosi E, Tofani L, Fallani S, De Gaudio AR, Novelli A.
2020. Caspofungin PK in critically ill patients after the first and fourth
doses: suggestions for therapeutic drug monitoring? J Chemother 32:
124 –131. https://doi.org/10.1080/1120009X.2020.1737783.

29. Mistry GC, Migoya E, Deutsch PJ, Winchell G, Hesney M, Li S, Bi S, Dilzer
S, Lasseter KC, Stone JA. 2007. Single- and multiple-dose administration
of caspofungin in patients with hepatic insufficiency: implications for
safety and dosing recommendations. J Clin Pharmacol 47:951–961.
https://doi.org/10.1177/0091270007303764.

30. van Wanrooy MJP, Santoe RN, van der Elst KCM, Wilmer CM, van Hateren
K, Wessels AMA, Greijdanus B, Alffenaar J-W, Uges D. 2013. Simultaneous
quantification of anidulafungin and caspofungin in plasma by an accu-
rate and simple liquid chromatography tandem mass-spectrometric
method. Ther Drug Monit 35:778 –784. https://doi.org/10.1097/FTD
.0b013e31829591a7.

31. Jelliffe RW, Schumitzky A, Van Guilder M, Liu M, Hu L, Maire P, Gomis P,
Barbaut X, Tahani B. 1993. Individualizing drug dosage regimens: roles of
population pharmacokinetic and dynamic models, Bayesian fitting, and
adaptive control. Ther Drug Monit 15:380 –393. https://doi.org/10.1097/
00007691-199310000-00005.

32. Bergstrand M, Hooker AC, Wallin JE, Karlsson MO. 2011. Prediction-
corrected visual predictive checks for diagnosing nonlinear mixed-
effects models. AAPS J 13:143–151. https://doi.org/10.1208/s12248-011
-9255-z.

33. Aguilar G, Ferriols R, Lozano A, Ezquer C, Carbonell JA, Jurado A, Carrizo
J, Serralta F, Puig J, Navarro D, Alos M, Belda FJ. 2017. Optimal doses of
caspofungin during continuous venovenous hemodiafiltration in criti-
cally ill patients. Crit Care 21:17. https://doi.org/10.1186/s13054-016
-1594-9.

Märtson et al. Antimicrobial Agents and Chemotherapy

September 2020 Volume 64 Issue 9 e00905-20 aac.asm.org 10

https://doi.org/10.1128/AAC.01912-12
https://doi.org/10.1093/jac/dkm125
https://doi.org/10.1007/s40262-012-0020-y
https://doi.org/10.1007/s40262-012-0020-y
https://doi.org/10.1128/AAC.05134-11
https://doi.org/10.1128/aac.46.3.739-745.2002
https://doi.org/10.1128/aac.46.3.739-745.2002
https://doi.org/10.1128/AAC.01584-09
https://doi.org/10.1128/AAC.01430-10
https://doi.org/10.1128/AAC.01430-10
https://doi.org/10.1186/2047-783x-16-4-159
https://doi.org/10.1186/2047-783x-16-4-159
https://doi.org/10.1186/s13054-019-2483-9
https://doi.org/10.1080/1120009X.2020.1737783
https://doi.org/10.1177/0091270007303764
https://doi.org/10.1097/FTD.0b013e31829591a7
https://doi.org/10.1097/FTD.0b013e31829591a7
https://doi.org/10.1097/00007691-199310000-00005
https://doi.org/10.1097/00007691-199310000-00005
https://doi.org/10.1208/s12248-011-9255-z
https://doi.org/10.1208/s12248-011-9255-z
https://doi.org/10.1186/s13054-016-1594-9
https://doi.org/10.1186/s13054-016-1594-9
https://aac.asm.org

	RESULTS
	Study population. 
	Population pharmacokinetic model. 
	Probability of target attainment (PTA). 

	DISCUSSION
	MATERIALS AND METHODS
	Study population and sampling. 
	Population pharmacokinetic modeling. 
	Model diagnostics. 
	Probability of target attainment. 
	Data availability. 

	SUPPLEMENTAL MATERIAL
	ACKNOWLEDGMENTS
	REFERENCES

