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Abstract 

This thesis focuses on combating antibacterial resistance by developing novel in vitro and in silico 

techniques. In vitro techniques such as in vitro pharmacodynamic (IVPD) modeling are powerful 

tools for investigating pharmacokinetic and pharmacodynamic response of antibiotics against 

bacteria. The standard IVPD model in the literature works for simulating monotherapy and 

combination therapy of drugs having similar half live. But it does not work for combination therapy 

of drugs having different half live. The method present in the literature for combination therapy of 

drugs with different half live was described by Blaser. By utilizing Blaser’s method, it was 

observed that the concentration of drug having a longer half-life could not be achieved as expected 

in vivo. Therefore, it was essential to develop a novel in vitro pharmacodynamic model to address 

this limitation. The novel IVPD model in this thesis has overcome this issue by varying the infusion 

rate at which the drug with longer half-life was being supplemented to the central vessel. The 

change in infusion rate was calculated to mimic the in vivo plasma concentration of the longer 

half-life drug. The novel IVPD model was verified by running a 48 hour experiment where the 

concentration of drug with longer half-life (ceftriaxone) was monitored.  

Another aspect of this research was dedicated to developing a physiologically based 

pharmacokinetic and pharmacodynamic (PBPK-PD) model for combination therapy of amicrobial 

medications acting synergistically (ampicillin and ceftriaxone). PBPK modeling is a dynamic 

method that predicts in vivo systemic drug exposure in humans based on the compound’s 

physicochemical properties and absorption, distribution, metabolism and excretion (ADME) 

characteristics. Interlinking it with the pharmacodynamic model would help to understand the 

change in pharmacodynamic response caused due to alterations in the pharmacokinetics of drug 

that impact systemic exposure. An advantage of developing PBPK-PD model for combination 
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therapy is it can act as a predictive tool to optimize dosing regimen and understand the 

pharmacodynamic response in special populations (renal impaired patients, pediatrics, pregnant 

women, etc.).

To develop the PBPK-PD model, substrate profiles for ampicillin and ceftriaxone were first 

created and verified in healthy volunteers against published literature. Verification was performed 

by visual predictive check and by calculating the fold error for maximum concentration (Cmax) 

and area under the curve (AUC). A custom PD model was developed using lua script code which 

can simulate a pharmacodynamic response for drugs acting synergistically. The PBPK model was 

interlinked with the PD model. The PBPK-PD model was verified against in vitro results published 

in the literature. The PD end point was the observed decrease in bacterial count over a period of 

72 hours. A dosing regimen of ampicillin 2g q 4 hours and ceftriaxone 2g q 12 hours was simulated 

using the PBPK-PD model. It was observed that the PBPK-PD model developed in this research 

could capture the in vitro pharmacodynamic experiment data.  

Once verified, the PBPK-PD model was extended to a population of severe renal impaired patients. 

PBPK-PD model was used to justify the change in dose frequency of ampicillin when given in 

combination with ceftriaxone in severe renal impaired patients’ population. Two dosing regimens 

were simulated in severe renal impaired patients: 1) ampicillin 2g q 8 hours and ceftriaxone 2g q 

12 hours, and 2) ampicillin 2g q 6 hours and ceftriaxone 2g q 12 hours. 

In a patient population with renal impairment a regimen comprised of ampicillin IV 2000 mg every 

q-6 hours and ceftriaxone IV 2000 mg q-12 hours achieved complete eradication of bacteria. The 

novel PBPK-PD model created in this dissertation research is of clinical significance as an in silico 

approach can be used to optimizing dosing regimens in special patient populations being treated 

with a combination of antimicrobial drugs acting synergistically. 
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CHAPTER 1  

INTRODUCTION 
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1.1 Antibiotic Resistance in Enterococcus faecalis 

Enterococcus faecalis is a gram-positive facultative bacterium that is normally found in the 

gastrointestinal fluid of human and animals [1, 2]. E. faecalis can cause diseases such as urinary 

tract infection, meningitis, bacteraemia and infective endocarditis.  Infective endocarditis caused 

by this organism was first described in 1899 [1]. Infective endocarditis is a disease that affects the 

endocardium surface of the heart which results in the formation of vegetation on the inner lining 

of heart valves due to the interaction between bacteria and the immune system [3]. The outcome 

of infective endocarditis is cardiac failure. The patient demographic that is at risk to develop 

infective endocarditis due to E. faecalis are individuals with underlying heart complications such 

as damaged cardiac valve. Pathogenesis of infective endocarditis caused by E. faecalis can be 

explained in two steps: first bacteria adhere to the tissue via cell surface adhesions, and second the 

bacteria develop a biofilm in the cardiac valve tissue[1].  

Bactericidal therapy is required to achieve clinical cure in infective endocarditis caused by 

enterococci. Enterococcal bacterial growth depends upon penicillin binding protein (PBP) 

enzymes that link a precursor pentapeptide molecule to the peptidoglycan cell wall. β-lactams are 

structural analogs of precursor pentapeptide molecules and bind to PBP, which leads to the 

inhibition of cell wall growth due to the production of reactive oxygen species. However, β-lactam 

tolerance has been observed due to an increase in low affinity PBPs (PBP4 in E. faecalis) which 

weakly binds to β-lactam due to abolition of reactive oxygen species by enzyme superoxide 

dismutase [2]. The low affinity of PBP-4 is caused due to mutation in pbp-4 gene A617T that 

facilitates the binding of β-lactam binding [70].  Thus, monotherapy with β-lactams such as 

ampicillin is associated with poor bactericidal effect, but combination therapy with other 

antimicrobials can achieve bactericidal activity.  
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Combination therapy of ampicillin plus aminoglycosides such as gentamicin was first considered 

as a treatment towards elimination of E. faecalis. However, the utility of this combination therapy 

is limited by the development of high resistance towards aminoglycosides, ranging from 23%-73% 

in E. faecalis [1]. The reason behind acquired resistance to aminoglycosides is the obtainment of 

a bifunctional gene coding for APH(2’’)-Ia-AAC(6’)-Ie. This enzyme inhibits bactericidal activity 

of gentamicin by phosphorylation at the 2’ hydroxy position, which prevents antibiotic binding to 

the 30s ribosomal unit, averting the inhibition of protein synthesis leading to loss of bactericidal 

activity [2].  

An alternative combination against E. faecalis is the combination of ampicillin plus ceftriaxone. 

Ampicillin binds to PBP4 whereas ceftriaxone binds to PBP 2 and PBP 3 leading to the inability 

of pentapeptide to link with the peptidoglycan cell wall which causes inhibition of cell wall growth 

leading to bacterial death [4]. An open label, non-randomized multicentre study for the treatment 

of infective endocarditis caused by E. faecalis was performed using the combination therapy of 

ceftriaxone (2g IV every 12 hours) and ampicillin (2g IV every 4 hours). This study showed that 

the combination was effective  in 71.4% of patients having the high resistant aminoglycoside strain 

and 72.7% of patients having non-high resistant aminoglycoside strain of E. faecalis [1].  
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1.2 In Vitro Pharmacodynamic Model 

In vitro pharmacodynamic (IVPD) models are used to quantify the pharmacodynamics of an 

antibiotic against a strain of bacteria, by simulating the in vivo systemic exposure of the antibiotic 

over time. IVPD is extensively used as a preclinical modelling tool to optimize drug dosing 

regimens against various strains of bacteria, including multidrug resistant organisms [5, 6]. Based 

on working principles, IVPD models are of two kinds: a static model and a dynamic model. In the 

static model, bacteria are exposed to a constant concentration of antibiotic in a culture vessel. The 

bacterial count is then observed over time. In the dynamic model, bacteria are exposed to changes 

in drug concentration over time. In vitro dynamic models are intended to mimic the systemic 

profile of a drug in vivo after dosing. This is achieved by simulating the expected maximum plasma 

concentration (Cmax) and elimination half-life of the  drug. 

The basic set up of the one compartment in vitro dynamic model is illustrated in Figure 1. The 

model consists of a central vessel which has three ports, a reservoir, a waste container, and a pump. 

The reservoir supplements fresh medium at a predefined flow rate (controlled by the pump) to the 

central vessel. The central vessel contains bacteria suspended in a predefined amount of medium. 

Drug is administered as a bolus dose through the sampling port into the central vessel. Over time, 

drug is eliminated from the central vessel (due to the system flow rate) into the waste container. 

Samples are collected at predetermined times via the sampling port [5,71]  

Mathematical background for IVPD model: The change in drug concentration in the central vessel 

as a function of time can be explained by the following equation: 

𝑐 = 𝑐0 ∗ 𝑒−𝑘𝑡  equation 1 
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c is the concentration  𝑐0 is the concentration at time zero, t is time and k is elimination rate 

constant. When drug is introduced to the system as a constant rate infusion, the following equation 

applied:  

𝑐 =
𝑘0

𝐶𝑙
∗ (1 − 𝑒−𝑘𝑡)                                                                                                       equation 2 

where 𝐶𝑙 is clearance (exit flow rate) and 𝑘0 is the infusion rate. The dose is calculated to reflect 

the unbound concentration of drug in-vivo. The volume of the central vessel is 250mL and the 

dose is calculated based on the volume of the central vessel and the initial concentration of the 

drug to be achieved.  

 

Figure 1. System for in vitro pharmacodynamic modeling of antibiotics for 
studying drug exposure over time against bacteria 
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In Vitro Pharmacodynamic Model for Combination Therapy  

Blaser described an IVPD model for combination therapy of drugs having two different half lives. 

This model is widely used by researchers in the field. The model consists of two vessels: a 

supplement vessel and a central vessel. The kinetics of the system can be defined by a one 

compartment model. For combination therapy of two drugs having different half lives, the 

clearance (i.e., the flow rate) of the in vitro system must be set up based on the drug having a 

shorter half-life (faster clearance). This results in faster elimination of the other drug having longer 

half-life (slow clearance). To compensate for this loss, the drug with the slower clearance (longer 

half-life) must be supplemented to the central vessel. Blaser describes the rate at which the drug  

(having longer half-life)  is to be supplemented to the central vessel as the difference between the 

clearance of the drug with the shorter half-life and the drug with the longer half-life. The following 

equations describe Blaser’s methodology to estimate the concentration of drug with longer half-

life  in the central and supplement vessel [32]: 

𝐶𝑠 =  
𝐷×𝑉𝑠

𝛥𝑡×𝑉𝑐×(𝐶𝑙−𝐶𝑙1)
   (In supplement vessel)                                                            equation 3 

𝐶𝑐 =
𝐷

(𝛥𝑡×𝐶𝑙)
  (In central vessel)                                                                                    equation 4                                                                 

Cs and Cc is the concentration of drug having longer half-life in supplement vessel and central 

vessel, respectively, and D/𝛥𝑡 is the dose per time interval. Vs and Vc are the volumes in 

supplement vessel and central vessel, and Cl and Cl1 is the clearance of drug having longer half-

life and drug having shorter half-life, respectively [32]. However, we have discovered that this 

method is inadequate as the drug with longer half-life is being supplemented at a higher constant 

flow rate leading to faster elimination of the drug from the system. As a result, the model fails to 
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capture the in vivo systemic profile of the medication. Therefore, an alternative approach is needed 

to create a reliable and representative IVPD model for combination therapy of drugs having 

different half live 

1.3 Physiologically Based Pharmacokinetic Modeling and 

Simulation 
 

Although in vitro pharmacodynamic models can predict bacterial growth in vivo and allow for 

optimization of antibiotic dosing, they do not consider immunological factors such as host defense 

mechanisms and uptake of pathogens. Additionally, in some cases bacterial growth in vitro is faster 

than that expected in vivo [64]. Therefore, there is a need for a model that can effectively  translate 

in vitro data into in vivo predictions [2].  

Simcyp is a physiologically based pharmacokinetic (PBPK) modelling platform that simulates 

systemic drug exposure across a range of virtual patient populations. PBPK modeling was 

introduced by Torell in 1937. [8] Over the years there has been a significant growth in the field 

due to computational advancement and evolution of advances in preclinical testing methodologies. 

PBPK modeling is a dynamic method that predicts in vivo systemic exposure based on 

physicochemical properties and in vitro or preclinical absorption, distribution, metabolism, and 

excretion (ADME) data of an investigational drug or test compound [9]. In contrast to static 

methods, PBPK modeling simulates the plasma-time profile curve based, among other things, on 

changing enzyme kinetics and transporters. Applications of PBPK modeling include drug-drug 

interaction (DDI) assessment, which aids in dosing regimen selection of at victim drug, prediction 

of sampling points for a specialized population, understanding effect of inter-subject variability on 

PK parameters within a population, in vitro in vivo extrapolation and predicting the endpoint 

pharmacodynamics. [10] 
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The importance of PBPK modelling is reflected in the recent regulatory guidance that have been 

developed to help make decisions for clinical studies and labelling of new drug entities using 

PBPK modelling and simulation. Between 2008 and 2017, the FDA received 130 investigational 

new drug applications and 94 new drug applications containing PBPK analyses [11]. This signifies 

the increase application PBPK modeling in drug development. Presently, its primary role is in DDI 

assessment, but over time the application of PBPK modelling and simulation data in regulatory 

submissions is expected to grow as pharmaceutical scientists and regulators gain confidence in the 

approach.  

Components of PBPK model 

PBPK modeling is typically a bottom-up approach, which simulates clinical drug behaviour based 

on information gathered during preclinical evaluation [8]. However, the PBPK approach is also 

used in the early stages of clinical development to assess disposition of a compound in various 

scenarios such as inter-ethnic variability, special populations, and drug interaction potential.  

A basic PBPK model, the minimal PBPK model, considers body as the central compartment which 

is connected to several peripheral compartments and is used to measure pharmacokinetic 

parameters such as clearance and volume of distribution [12]. A more complex PBPK model, the 

full PBPK model,  includes compartments for  organs such as brain, heart, lung, kidney, gonads, 

thymus, and muscle, responsible for drugs pharmacological response [9] Each organ is defined by 

its tissue volume and the blood flow rate. To measure PK parameters in this type of PBPK model, 

two approaches have been defined: perfusion rate-limited kinetics for small lipophilic molecules 

and permeability rate-limited kinetics for hydrophilic molecules. Perfusion rate limited kinetics 

explains the uptake of the lipophilic molecule where the blood flow to tissue the rate is limiting 
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step and for hydrophilic molecule the rate limiting step is transport across the cell membrane, 

explaining the permeability limited kinetics [8]. Figure 2 provides a schematic diagram of the 

whole PBPK model [9]. In this research, Simcyp was used to develop a PBPK model for  

ceftriaxone in healthy volunteers and explore the potential synergistic effect of ceftriaxone 

ampicillin on bactericidal pharmacodynamics. Further the PBPK model was integrated with a PD 

model for optimizing dosing regimen of ampicillin in severe renal impaired patients.  

 

Figure 2. Schematic representation of whole PBPK model [8] 
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There are three main components of the Simcyp simulator: the population, the substrate profile, 

and the trial design. Researchers, depending upon their specific aims, can utilize either Simcyp’s 

library of in-built profile or modify individual components according to their needs. 

 Simcyp Populations 

The Simcyp simulator has in built populations that are based on real life demographic data from 

subjects who have taken part in clinical studies and available public health records. The predefined 

populations in Simcyp simulator include Healthy Volunteers, and special patient groups such as 

cancer, cirrhosis, rheumatoid arthritis, obese, paediatric, pregnancy, psoriasis , preterm, geriatric 

and chronic renal failure. A custom population can also be developed by modifying underlying 

physiology of individual organs [13].  

 

Figure 3. Screenshot of population page adapted from Simcyp version 18 
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Simcyp Substrate  

The substrate screen enables the user to view the drug-specific data associated with a particular 

compound that will be used in a Simcyp simulation. The following parameters are described in the 

Simcyp substrate screen: Physicochemical and Blood Binding, Absorption, Distribution, 

Elimination, Interactions (competitive and mechanism-based inhibition and induction) and 

Transport (efflux and uptake in both the gut and liver).  

Besides a basic 1st order absorption model, Simcyp has two inbuilt absorption model namely 

advanced dissolution absorption and metabolism (ADAM) and Multi-layer gut wall with ADAM 

(M-ADAM) model. The ADAM model includes various parameters that affect the rate and extent 

of oral absorption. Parameters include surface area of the GI tract, luminal pH effect on the 

ionisation of the compound, transporter density, fed vs fasted state, solubility, dissolution, 

permeability, and precipitation.  

The Distribution component of Simcyp offers two distribution models: minimal PBPK model and 

a full PBPK model. These models are used to predict the distribution of drug in the body. The 

Minimal PBPK model predicts concentration of drug in four compartments. These four 

compartments are systemic, liver, portal vein and the single adjusting compartment (SAC) The 

SAC is a non-physiological compartment which permits adjustment to the drug concentration 

profile in the Systemic compartment. The minimal PBPK model describes drug distribution using 

the parameter volume of distribution at steady state (Vss). The full PBPK distribution model makes 

use of a number of time-based differential equations in order to simulate the concentrations in 

various organ compartments: the blood (plasma), adipose, bone, brain, gut, heart, kidney, liver, 

lung, muscle, pancreas, skin and spleen. Organ and tissue accumulation is based on tissue: plasma 
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partitioning (Kp). Inter-individual variability is introduced through tissue volume prediction taking 

account of age, sex, weight and height. [33] 

 

Figure 4. Screenshot of substrate profile adapted from Simcyp version 18 

Simcyp Trial Design  

The trial design option is where the user can define the dosing regimen, trial size, demographics, 

study duration and fasted/fed status.  

Trials: The user needs to define the population for the study, number of trials to be run, the duration 

of study and to select the gender ratio followed by the age range. Users can select from virtual 

population, representative population and multiple populations.  

Dosing regimen: The user needs to input dosing related parameters such as route of administration 

for substrate, dose of the substrate, whether it is a single dose or multiple dose and has to select 

the condition which is fed or fasted state.  
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Sampling plan: The sampling site option allows the definition of a peripheral sampling site. This 

option allows the correction of early distribution differences between the sampling site venous 

compartment and the central venous compartment (often reported by PBPK models) which are 

observed following intravenous administration. The sampling time allows the user to customize 

the sampling schedule in the output to mimic the output from clinical studies and/or to 

accommodate identification of time-sensitive pharmacokinetic parameters such as Tmax.  

Analytical Error: Analytical error features provide an additional flexibility in defining the design 

of clinical studies and to mirror experimental data. When the user selects the 'Analytical Error' tab 

from the Trial Design, a screen for the analytical error appears showing both analytical error and 

Lower Limit of Quantification selections. 

Data Analysis: This screen allows the calculation of additional estimates of AUC and the 

calculation of power for comparisons between populations. [33] 

1.4 Pharmacokinetic/Pharmacodynamic (PK/PD) Modeling for 

Antibacterial Therapy 
 

An increased presence of multidrug resistant bacteria poses a major threat to infected patients due 

to an increased likelihood of treatment failure [16]. As the development of new antibiotics is 

limited, the efficacy of combination therapy using available antibiotics against these pathogens 

must be evaluated. Combination therapy of antibiotics produces either a synergistic effect or an 

additive effect [73]. A synergistic effect is achieved when one drug by itself shows no or minimal 

antibacterial effect, but when given in combination with another drug enhances the overall effect 

produced [73]. An example of synergistic combination is ampicillin and ceftriaxone against E. 

faecalis [84]. Additive effects occur when two drugs individually have effect against the bacteria 

and when combined the effect is equal to the sum of the effect produced individually by the drugs 
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[73]. An example of additive effect is rosuvastatin and cefixime against Klebsiella pneumoniae 

[74]. In order for combination therapy to have a successful outcome it is important to understand 

the pharmacokinetic (PK) and pharmacodynamic (PD) properties of the antibiotics [75].  

Establishing the PK/PD relationship is an essential tool at the early stage of drug development to 

optimize dosing regimen for antibiotics and understanding emergence of resistance. PK/PD indices 

for explaining antibiotic effect are AUC/MIC (the ratio of area under the concentration time-curve 

over the period of 24 hours and the minimum inhibitory concentration), T>MIC (time above the 

MIC during a dosing interval) and Cmax/MIC (maximum concentration/MIC) [15]. PK/PD indices 

can be predicted by using in vitro pharmacodynamic models and animal models. Although in vitro 

and animal models are good quantifying tools it is difficult to translate the results into clinical trials 

for diseased populations [76]. 

This challenge can be overcome by integrating the results from in vitro and animal models to 

physiologically based pharmacokinetic/pharmacodynamic (PBPK/PD) models. PBPK models 

help to understand change in PK of drugs caused due to intrinsic and extrinsic factors in humans 

[76]. Simulating PBPK/PD model for antibiotics can help evaluate dosing regimens not previously 

tested in clinical trials, and to understand the bacterial killing over time in diseased population 

[76]. PBPK/PD models thus provide a clinical trial scenario in diseased population and potentially 

save time and cost [76].  

Simcyp is a PBPK software which has multiple inbuilt populations. It has the capability of 

integrating PBPK with PD models [17]. The PD response model in Simcyp can be set up for 

compounds, metabolites, and inhibitors. The user has the option of creating a PD response model 

by linking up to three PD 'response units' in a linear fashion, with links representing (generalized) 

transduction. Thus, each response unit can be regarded as a building block for constructing more 
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complex response models. Simcyp has inbuilt basic PD response models such as Hill or Sigmoid 

Emax models, mechanism-based receptor binding-activation models, and stimulus-response-

models. Additionally, Simcyp provides the user with various PK input parameter options to apply 

to the PD model. These input parameters include total dose, average dose rate, plasma, red blood 

cells, generic oral absorption compartment, and single adjusting compartment. The output of the 

PD model can be converted to an Excel file or used as an input for the second PD response. The 

user can build a custom PD response model using the PD custom option. In PD custom model, the 

user writes equations with the help of lua scripting to develop a novel in vitro mathematical model. 

The input for the PD model can be selected from the input PK parameters mentioned [17].  

In this research, a PBPK-PD model was developed for a synergistically acting drug combination 

of ampicillin and ceftriaxone against E. faecalis. There are no published PBPK-PD models for 

simulating synergistic antimicrobial therapy using Simcyp. Therefore, a customized PD model 

using lua scripting was created that models the systemic exposure of ampicillin and ceftriaxone 

linked to a synergistic response against bacteria.  This PBPK-PD model was then utilized to 

optimize the dose frequency of ampicillin when given in combination with ceftriaxone in severe 

renal impaired patients (GFR<30mL/min). 
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1.5 Ceftriaxone 
 

Ceftriaxone(6R,7R)-7-[[(2Z)-2-(2-amino-1,3-thiazol-4-yl)-2-methoxyiminoacetyl]amino]-3-[(2-

methyl-5,6-dioxo-1H-1,2,4-triazin-3-yl)sulfanylmethyl]-8-oxo-5-thia-1-azabicyclo[4.2.0]oct-2-

ene-2-carboxylic acid  is a third generation cephalosporin. It is active against gram-positive and 

gram-negative bacteria such as haemophilius influenzae, Neisseria gonorrhoea, and Neisseria 

meningitidis. Ceftriaxone is not active against enterococcus when administered as a monotherapy.   

Ceftriaxone when given in combination with ampicillin binds to the active site of penicillin-

binding protein (PBP-2 and PBP-3) which results in inhibition of cell wall synthesis leading to 

bacterial cell death. [18] The FDA approved ceftriaxone dosing regimen approved in adults and 

children is 1g to 2g once daily or in equally divided doses twice a day. [19]  

 

Figure 5. Ceftriaxone structure [20] 
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Ceftriaxone Pharmacokinetics 

A clinical study demonstrated that ceftriaxone plasma Cmax and area under the curve (AUC) 

increased proportional to dose in healthy volunteers, indicating that ceftriaxone follows linear 

pharmacokinetics [20]. Compared to other cephalosporins, ceftriaxone has a longer elimination 

half-life (~6.6-7 hour) which is of clinical importance as it reduces dosing frequency needed to 

achieve therapeutic effect [22].  

Absorption 

Ceftriaxone is not absorbed orally due to  part to its chemical instability in gastrointestinal fluids. 

Because of its poor oral bioavailability, ceftriaxone is administered intravenously [23]. Ceftriaxone 

is a hydrophilic compound and is not a substrate for PEPT1, an intestine transporter that mediated 

drug absorption into the blood stream. 

Distribution and Clearance 

Ceftriaxone has a reported volume of distribution of 10L, indicating that its distribution is confined 

primarily to the blood and plasma, consistent with the compound’s hydrophilic nature. In terms of 

clearance, 30-60% of the drug is eliminated unchanged via the biliary route and the rest is 

eliminated via renal route. Therefore, there is no dose adjustment needed in patients suffering from 

renal dysfunction.   
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1.6 Ampicillin 
 

Ampicillin ((2S, 5R, 6R)-6-[[(2R)-2-amino-2-phenylacetyl] amino]-3,3-dimethyl-7-oxo-4-thia-1-

azabicyclo[3.2.0]heptane-2-carboxylic acid) is a β-lactam antibiotic. It is active against both gram-

positive as well as gram-negative bacteria. Ampicillin is used as a monotherapy for the treatment 

of respiratory tract infections, urinary tract infections, skin and soft tissue infections. Ampicillin 

binds to penicillin binding protein (PBP-4) which inhibits the transpeptidation reaction followed 

by blocking peptidoglycan synthesis which abolishes the cell wall synthesis process leading to cell 

death [24]. However,  monotherapy of ampicillin causes a bacteriostatic effect as there is increase 

in low affinity PBP-4 and overexpression of PBP-2 and PBP-3. Hence, ampicillin plus ceftriaxone 

has been considered as an option for the treatment of infective endocarditis caused by E. faecalis 

[25]. This study will focus on the bactericidal effect of ampicillin plus ceftriaxone against E. 

faecalis.  

 

Figure 6. Ampicillin structure [24] 

 

Ampicillin Pharmacokinetics 

Jusko et al. [3] performed clinical studies in normal and anephoric subjects to understand the 

pharmacokinetics of ampicillin. It was observed that following intravenous administration to 
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healthy volunteers, the plasma concentration declined in a bi-exponential manner over time. No 

significant difference was observed in clearance and volume of distribution of ampicillin as the 

dose increases, which indicates that ampicillin follows linear kinetics [26]. The elimination half-

life of ampicillin is observed to be 1.3 hours [25].  

Absorption 

Ampicillin has poor oral bioavailability. Only 30-40% of drug is absorbed post oral administration 

of drug. Lafforgue et al. [27] performed ex-vivo experiments to determine whether the PepT1 

transporter played a role in the absorption of ampicillin. The everted gut sac model failed to show 

the influence of PepT1 transporter in the absorption of ampicillin, and the study concluded that the 

reason behind low absorption of ampicillin could be due to the hydrophilic nature of the drug 

thereby limiting passive diffusion across intestinal membrane. As ampicillin has poor oral 

bioavailability it is administered via IV route. 

 Distribution and Clearance 

The volume of distribution for ampicillin is approximately 15L [28]. This indicates ampicillin 

penetrates poorly into intracellular space. Ampicillin is primarily cleared by renal excretion (92%) 

with limited (8%) biliary excretion and metabolism [25].  

Higher ampicillin plasma AUC (area under the curve) has been observed in elderly subjects (37.63 

μg.h.ml-1)  compared to  adults (16.39 μg.h.ml-1) when tested at the same dose (500mg single oral 

dose) [26] This difference was attributed to decreased renal excretion of ampicillin in elderly as 

the kidney function decreases with increase in age. This result indicates that a large amount of 

ampicillin is excreted via renal route unchanged.   
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The common cause for infective endocarditis in patients is Enterococcus faecalis [29]. A 

recommended treatment for endocarditis is  combination therapy of a cell wall inhibiting drug such 

as penicillin or ampicillin and a drug with bactericidal activity like aminoglycoside. However, this 

regimen is limited due to the development of aminoglycoside resistance [30]. This creates an issue 

for patients suffering from endocarditis caused by a highly resistant aminoglycoside enterococci 

strain. Previous results from animal studies utilizing an endocarditis model provided inconclusive 

data for the administration of ampicillin monotherapy as an effective treatment [31]. Therefore, 

there is a need to explore new combination therapies to overcome aminoglycoside resistance for 

this pathogen. Ampicillin and ceftriaxone are regarded as an alternative combination therapy 

against the highly resistant aminoglycoside Enterococcus faecalis strain. According to national 

guidelines, ampicillin and ceftriaxone were added as an option to treat both high-level 

aminoglycoside resistant and non-high level aminoglycoside resistant endocarditis. 

An in vitro experimental model of antimicrobial efficacy provides an important basis for clinical 

investigations in humans. The pharmacokinetics of antibiotics may differ in humans as compared 

to other animals due to species differences in drug disposition mechanisms [32]. To overcome this 

drawback, alternative models such as in vitro pharmacodynamic models are being explored. An in 

vitro pharmacodynamic model simulates in vivo plasma profile of the medication while 

monitoring bacterial growth and death overtime [33]. The mathematical background and in vitro 

model suggested by Blaser [34] is appropriate for exploring the time-course profile for 

monotherapy or combination therapy for drugs with similar elimination half live, but the model 

fails for combination therapy for drugs with different half lives. One of the aims of this thesis is to 
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develop an in vitro model which would support the study of combination therapy of drugs having 

two different half lives, using ceftriaxone as a model drug. Further, the research aims to build a 

physiologically based pharmacokinetic-pharmacodynamic model for the combination therapy of 

ampicillin and ceftriaxone using the Simcyp simulator platform. This model will help elucidate 

the pharmacodynamic response, specifically the decrease in the systemic bacterial count after 

administration of combination drug therapy.  

2.1 Aim 1  

To create an in vitro pharmacodynamic model that allows for 

simultaneous evaluation of two antibiotics with different half live 

using ceftriaxone as a test drug 
 

An alternative in vitro pharmacodynamic model for combination therapy was built to attain 

accurate concentrations of a test drug with a longer half-life. The modified IVPD model was set to 

mimic combination therapy of drugs with two different half-lives. The exit flow rate of the system 

was set according to drug with shorter half live. Computer simulations performed prior to 

performing the experiment confirmed that if the exit flow rate of the in vitro system is set based 

on the clearance of drug with shorter half-life it could achieve the concentration profile for the 

drug with shorter half-life as expected in vivo. Therefore, the IVPD model was set to simulate 

combination therapy with two different half-lives focused on attaining the accurate concentration 

of drug with longer half live. Ceftriaxone was used as a test drug for the in vitro studies. The 

modified in vitro study supported a combination of IV bolus administration of the drug in the 

central vessel with supplementation of drug from the supplemental vessel via a continuous infusion 

rate.  The rate at which the drug was supplemented to the central vessel was varied at 

predetermined time point to attain the in vivo plasma concentration of the drug. The simulation 
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was verified by measuring drug concentrations over time in the central vessel using a validated 

high-performance liquid chromatography (HPLC) method.  

2.2 Aim 2 

Physiologically based pharmacokinetic-pharmacodynamic (PBPK-

PD) model of ampicillin and ceftriaxone combination therapy 

against Enterococcus faecalis in a Sim-Healthy Volunteer population 
 

Physiologically based pharmacokinetic models for ampicillin and ceftriaxone in healthy volunteer 

were developed using Simcyp simulator. The models were verified against published clinical data. 

Simcyp does not provide a built in PD model to simulate combination effect of drugs acting 

synergistically. Therefore, the other aspect of this research was to develop a pharmacodynamic 

model for the combination therapy of drugs acting synergistically. The verified PBPK model for 

ampicillin and ceftriaxone was interlinked to the custom PD model that was created using lua 

scripting based on a published PD model. The PBPK-PD model was verified by comparing the 

simulated pharmacodynamic response of ampicillin and ceftriaxone to data generated from an in 

vitro pharmacodynamic experiment published in the literature.  

2.3 Aim3:  

Application of PBPK-PD model to optimize the dosing regimen of 

ampicillin in a severe renal impaired population when given in 

combination with ceftriaxone against E. faecalis  
 

The goal of this aspect of research was to apply the  PBPK-PD model verified in healthy volunteers 

to optimize the dosing frequency for ampicillin when given in combination with ceftriaxone in a 

severe renally impaired population. PBPK models for ampicillin and ceftriaxone were verified in 
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severe renal impaired population against the published data. The verified PBPK model was then 

linked to PD model to simulate two dosing regimen of combination therapy, i.e., ampicillin 2g q 

8 hours along with ceftriaxone 2g q 12 hours and ampicillin 2g q 6 hours along with ceftriaxone 

2g q 12 hours. The optimal dosing strategy was evaluated based on the regimen that, based on 

model simulations, provided complete eradication of bacteria in severe renal impaired population. 

All simulations were performed using Simcyp. 
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3.1 Introduction 
 

As mentioned in Chapter 1, the IVPD method described by Blaser in 1985 [32] for simultaneously 

studying the in vitro pharmacodynamics of two drugs only works for medications with similar 

half-lives. Figure 7 depicts the experimental set up for the Blaser method. The Blaser method 

consists of a central vessel and a supplement vessel. The central vessel contains both drug(s) and 

bacteria in a predefined volume (Vc) of biological fluid. The vessel has three ports. One port is the 

inlet attached to the supplementation model and another reservoir which supplements media, the 

other port is where the drug exits out of the central vessel, and the third port is where both the 

drugs are administered and from which samples are taken at different time points. The flow rate at 

which the drug would exit from the central vessel (i.e., clearance) is determined based on the in 

vivo half-life of the drug with faster elimination. The flow rate (labelled Cl in Figure 7) is 

calculated by multiplying volume of fluid in the central vessel by the in vivo plasma elimination 

rate constant for the drug (equation 5). 

The supplementation model is used to supplement the drug with the longer half-life, to compensate 

for the relatively rapid loss of the drug from the central vessel (a consequence of the rapid flow 

rate needed to mimic the in vivo profile of the other drug). The flow rate of the supplementation 

model is based on the difference in the flow rate from the central vessel and the flow rate based on 

the clearance of the drug with the longer half-life (calculated as the volume of the supplemental 

vessel multiplied by the in vivo elimination rate constant of the drug). As the drug with longer 

half-life is being supplemented at a higher constant flow rate leading to faster elimination of the 

drug from the system, the model fails to capture the in vivo systemic profile of the of drug with 

longer half-life. 
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For example, consider an IVPD model mimicking the Blaser method and simulating combination 

therapy of ampicillin (Drug A) 2000mg q 4hours (Cmaxss [maximum concentration reached at 

steady state] 150μg/mL, t1/2 1.4 hour or 84mins) and ceftriaxone (Drug B) 2000mg 12 hours (Cmaxss 

280µg/mL,t1/2 7 hour or 420mins). If the volume in the central vessel (𝑉𝑐) is 250mL, clearance of 

Drug A (exit flow rate) for in vitro system is calculated as:  

𝐶𝑙𝐴 = 𝑘 ×  𝑉𝑐 => 0.00825 ×  250 = 2.1𝑚𝐿/𝑚𝑖𝑛                                                       equation 5 

Similarly, the clearance of Drug B (𝐶𝑙𝐵,flow rate of ceftriaxone) for the in vitro system is 

calculated and the value is 0.4mL/min. Drug A and Drug B are administered into the central vessel 

as an IV bolus dose.  Based on Blaser’s IVPD model set up (Figure 7), the exit flow rate of the 

entire IVPD system is based on the clearance of Drug A (𝐶𝑙𝐴 = 2.1 ml/min). Drug B is to be 

supplemented from the supplementation model to the central vessel at a flow rate which equals 

1.7ml/min (2.1 mL/min- 0.4 mL/min). 

 

Figure 7.  Schematic diagram of IVPD suggested by BLASER for simultaneous 
study of two drugs. [32] 
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The concentration of Drug A in the central vessel as a function of time over the duration of the 

experiment is described by the following monoexponential equation: 

𝑐𝑝 =  𝑐𝑜 . 𝑒−𝑘𝑒𝑡                                                                                                                equation 6 

The concentration of Drug B from the central vessel over time can be calculated as: 

𝑐𝑝 =  𝑐𝑜 . 𝑒−𝑘𝑒𝑡 +
𝐹𝑘𝑎𝐷𝑜

𝑉𝑐(𝑘𝑎−𝑘𝑒)
(𝑒−𝑘𝑒𝑡 − 𝑒−𝑘𝑎𝑡)                                                         equation 7                                               

 Where cp is the concentration of drug at time t. c0 is concentration at time zero, ka is 1st order rate 

constant for supplementation of Drug B into the central vessel, ke is the elimination rate of constant 

of Drug A, 𝑉𝑐 is volume of the central vessel, and D0 is supplemental dose. It was observed that 

the supplementation model mimics the first order oral absorption model. Figure 8 describes how 

Blaser’s supplementation model mimic first order oral absorption model. 

 

Figure 8.  Flow chart depicting supplementation model of Blaser method 

 

The amount of drug in the supplemental vessel at time t can be described by the following equation: 

𝑑𝐷𝑠𝑢𝑝𝑝

𝑑𝑡
= 𝐷0𝑒−𝑘𝑎𝑡                                                                                                          equation 8 

𝑘𝑎 is the first order absorption rate constant, 𝐷0 is the dose of the drug, 𝐷𝑠𝑢𝑝𝑝 is the amount of 

drug in the supplemental vessel at time t. The rate of drug eliminating from central vessel is 

described by -𝑘𝑒D. Then, the amount of drug in central vessel at time t will be: 

 

 

 

Drug in supplemental 

vessel 

Drug in central vessel 
𝑘𝑎 = 

𝐶𝑙𝐴−𝐶𝑙𝐵

𝑉𝑐
 𝑘𝑒 = 

𝐶𝑙𝐴

𝑉𝑐
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𝑑𝐷

𝑑𝑡
=  𝑟𝑎𝑡𝑒 𝑖𝑛 − 𝑟𝑎𝑡𝑒 𝑜𝑢𝑡                                                                                           equation 9 

𝑑𝐷

𝑑𝑡
=  𝐷0𝑒−𝑘𝑎𝑡  − 𝑘𝑒D                                                                                                equation 10 

Integrating equation 10 and dividing amount by the volume of the vessel (Vc) gives the overall 

concentration of drug in central vessel at time t: 

𝑐𝑝 =  
𝑘𝑎𝐷𝑜

𝑉𝑐(𝑘𝑎−𝑘𝑒)
(𝑒−𝑘𝑒𝑡 − 𝑒−𝑘𝑎𝑡)                                                                               equation 11 

Thus, the overall concentration of Drug B in the central vessel (equation 7) involves the 

contribution of the concentration achieved post IV bolus dose in the central vessel (following the 

mono-exponential equation) and the amount of drug supplemented from the supplemental vessel 

(following first order oral absorption equation).  

Computer simulations were performed to model the central vessel concentration vs. time profile 

based on Blaser method for Drug A (ampicillin) and Drug B (ceftriaxone) based on the standard 

dosing regimen for each drug. The first step was to calculate the input parameter values such as 

dose to be administered (based on Cmax), in vivo elimination rate constant, and flow rate 

(clearance) and the second step is to simulate concentration of ampicillin and ceftriaxone in the 

central vessel based on equations 6, 7, and 11.  

Step 1:  

𝑘𝑒 =
0.693

84
 = 0.00825 1/min                                                                                              equation 12   

 

(in vivo plasma elimination rate constant for ampicillin, 84 minutes)      
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𝑘𝑒 =  
0.693

420
 = 0.0016 1/min                                                                                                equation 13 

 

(in vivo plasma elimination rate constant for ceftriaxone, 420 minutes)    

                                                                                                                                        

𝐶𝑙𝐴 = 𝑘 × 𝑉𝑐 => 0.0082 ×  250 = 2.1𝑚𝐿/𝑚𝑖𝑛                                                         equation 14 

( exit flow rate of the in vitro system based on 250 ml volume of central vessel)                                                                                         

𝐶𝑙𝐵 = 𝑘 × 𝑉𝑐 => 0.0016 × 250 = 0.4 𝑚𝐿/𝑚𝑖𝑛                                                          equation 15 

(flow rate for ceftriaxone)                   

𝐶𝑙𝐴 − 𝐶𝑙𝐵 => 2.1 − 0.4 = 1.7𝑚𝐿/𝑚𝑖𝑛                                                                          equation 16 

(flow rate at which ceftriaxone is supplemented into central compartment)                                                                                                         

𝑘𝑎 =  
𝐶𝑙𝐴−𝐶𝑙𝐵

𝑉𝐶
=

2.1−0.4

250
= 0.0068 1/min                                                                         equation 17 

(1st order rate constant for supplementation of ceftriaxone is supplemented to the central vessel)                                                                              

𝐷0 =  𝑓𝐶0 × 𝑉𝑐 =>  78.81 × 250 = 19702.5µ𝑔                                                            equation 18 

(IV bolus Dose for ampicillin administered  in the central vessel)                                                                                                                   

𝐷0 =  𝑓𝐶0 × 𝑉𝑐 =>  20 × 250 = 5000 µ𝑔                                                                      equation 19 

(IV bolus Dose for Ceftriaxone administered in central and supplemental vessel)                                                                                                 

Step 2:  

Microsoft excel software was used to simulate concentration vs time profile for ampicillin and 

ceftriaxone based on equation 6 (concentration for ampicillin and ceftriaxone in central vessel), 

equation 7 (total concentration for ceftriaxone in central vessel including supplementation)  and 
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equation 11 (concentration of ceftriaxone in central vessel supplemented from the supplemental 

vessel). 

The concentrations attained for both the drugs via the Blaser method were compared to their 

expected in vivo concentrations. The expected concentration was calculated using the one 

compartment IV model equation.  

Result from the Computer Simulation: When the concentration vs time profile was simulated in 

excel using equation 6 (concentration of ampicillin in central vessel using Blaser’s equation) and 

expected concentration of ampicillin based on the one compartment IV model equation it was 

observed that the concentration of ampicillin achieved by Blaser method could mimic the expected 

in vivo plasma concentration (Figure 9).   

 

Figure 9.  Comparing concentration vs time profile of ampicillin simulated using 

excel based  on Blaser’s equation with expected in vivo plasma concentration 
calculated based on one compartment IV model equation 



43 

 

The concentration of ampicillin is achieved based on the IVPD model suggested by Blaser because 

the exit flow rate of the IVPD model is set according to the clearance of ampicillin.  

For ceftriaxone, the concentration achieved by Blaser method could not mimic the expected in 

vivo plasma concentration (Figure 10 c). This is because of the following reasons: 1) the amount 

of drug in the central vessel is being eliminated at a faster rate (Figure 10 b) as the IVPD model’s 

exit flow rate is set according to ampicillin’s clearance (i.e., 2.1mL/min). This exit flow rate is 

higher than the actual clearance of ceftriaxone (0.4 mL/min). 2) The supplementation model fails 

to supplement the concentration of drug required to compensate the excessive loss of drug from 

the central vessel as it is analogous to first order oral absorption model (figure 10 a).  

 

Figure 10 a Concentration vs time profile  of ceftriaxone simulated in the central 
vessel after supplemented from the supplement vessel  
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Figure 10 b Concentration vs time profile  of ceftriaxone simulated in the central 
vessel when the exit flow rate is at 2.1mL/min 

 

Figure 10 c Comparing concentration vs time profile of ceftriaxone simulated using 

excel based  on Blaser’s equation with expected in vivo plasma concentration 
calculated based on one compartment IV model equation 
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For example, the concentration of drug ideally to be supplemented to the central vessel at time 90 

minutes should be 7.93 µg/mL to overcompensate the loss of excessive of drug from the central 

vessel. Instead, the drug concentration supplemented from the supplementation vessel was 

calculated to be 6.18 µg/mL. Table 1 summarizes ceftriaxone in vivo plasma concentration, the 

concentration of drug in the central vessel when the exit flow rate of the IVPD system is 

2.1mL/min, the concentration of drug in the supplementation compartment using Blaser’s equation 

(equation 11) and the ideal concentration that is to be supplemented to the central vessel for the 

IVPD model to mimic the in vivo concentration of ceftriaxone (named in the table as expected 

concentration from supplementation model). The expected concentration from supplementation 

model was calculated as the difference between the expected in vivo plasma concentration and the 

concentration of ceftriaxone achieved at higher flow rate, i.e. 2.1mL/min . All the concentrations 

were simulated using excel software.  
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Table 1 Ceftriaxone concentration achieved at different flow rates and in vivo 
plasma concentration 

Time(mins) Concentration 

from 

supplementation 

model (µg/mL) 

Expected 

concentration from 

supplementation 

model (µg/mL) 

Concentration 

@ 2.1mL/min 

In vivo plasma 

concentration 

0.00 0.00 0.00 20.00 20.00 

30.00 3.25 3.52 15.54 19.06 

60.00 5.17 6.09 12.08 18.17 

90.00 6.18 7.93 9.39 17.32 

120.00 6.57 9.21 7.30 16.51 

150.00 6.54 10.06 5.67 15.73 

180.00 6.25 10.59 4.41 15.00 

210.00 5.82 10.87 3.43 14.29 

240.00 5.30 10.96 2.66 13.62 

270.00 4.75 10.91 2.07 12.98 

300.00 4.21 10.77 1.61 12.38 

330.00 3.70 10.54 1.25 11.80 

360.00 3.22 10.27 0.97 11.24 

390.00 2.78 9.96 0.76 10.72 

420.00 2.39 9.63 0.59 10.21 

450.00 2.05 9.28 0.46 9.74 

480.00 1.74 8.92 0.35 9.28 

510.00 1.48 8.57 0.28 8.84 

540.00 1.25 8.22 0.21 8.43 

570.00 1.05 7.87 0.17 8.03 

600.00 0.89 7.53 0.13 7.66 

630.00 0.74 7.20 0.10 7.30 

660.00 0.62 6.88 0.08 6.96 

690.00 0.52 6.57 0.06 6.63 

720.00 0.43 6.27 0.05 6.32 
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Thus, the concentration of ceftriaxone attained in the central vessel following Blaser method is 

much lower than the target profile based on in vivo plasma concentrations. This indicates that the 

Blaser method is unable to attain the concentration vs time profile for the drug with a longer half-

life.  

To overcome this experimental design limitation, an alternative approach was tested and 

implemented in the proposed research, a method that will allow accurate simulation of drug with 

longer half-life (ceftriaxone). The modified IVPD model (LIU method) was designed to simulate 

the combination therapy of drugs with different half live. The exit flow rate was set according to 

the clearance of the short half-life drug (ampicillin). The IVPD model modification was to set the 

supplementation model to follow continuous infusion and change the infusion rate at a predefined 

time at which ceftriaxone will be supplemented to the central vessel. Ceftriaxone must be 

supplemented to compensate the loss from the central vessel as the exit rate is faster than the input 

flow rate of the drug (clearance of ceftriaxone). Although the suggested IVPD model was set to 

simulate combination therapy, in this research only ceftriaxone concentrations in the central vessel 

were experimentally measured. Because the exit flow rate of the modified IVPD model is based 

on the clearance of ampicillin, one would expect to attain the concentration of ampicillin as 

expected in vivo, as illustrated in Figure 9. 
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3.2 Methodology 
 

Mathematical Background 

Our hypothesis was that the infusion rate of Drug B (longer half-life) from the supplementation 

model to the central vessel must be adjusted during experimentation to achieve the desired 

concentration vs. time profile. The test medication for this research was ceftriaxone, an antibiotic 

with a relatively long elimination half-life in humans when compared to ampicillin; the IVPD 

model parameters were established based on this drug. The table below lists the parameters used 

for the experimental infusion rate schedule for ceftriaxone. The fCo (fraction unbound initial 

concentration) value is based on the typical plasma unbound Cmax reported in humans. (20) 

Table 2 Ceftriaxone input parameter value 

Parameter Values 

Volume of central vessel (V) 250 ml 

Flow rate out  of central vessel (Cl) 0.4 mL/min 

kout (ratio of Cl and V) 0.0016 1/min 

t ½ (in vivo plasma half-life) 426.87 1/ min 

Dose 5000 μg 

fCo(fraction unbound initial concentration) 20 μg/ml 

 

Ceftriaxone is administered as a bolus dose at time zero in the central compartment.  The IVPD 

model’s exit rate was to set to drug with shorter half-life (ampicillin. flow rate 2.1 ml/min). This 

would lead to faster elimination of ceftriaxone compared to in vivo. To compensate the loss of 

ceftriaxone a supplementation model was set to follow continuous infusion model. The rate at 
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which ceftriaxone would be supplemented would vary at a predefined time point to match the in 

vivo plasma concentration. The following equation describes the total concentration of ceftriaxone 

in the central vessel over time.  

  𝐶 = 𝐶𝑚𝑎𝑥 𝑒
−𝑘𝑡 +

𝑘𝑜

𝐶𝑙 
 (1 − 𝑒−𝑘𝑡  )                                                                          equation 20 

𝐶𝑚𝑎𝑥  = Maximum concentration of drug in the central vessel – this is the concentration at the start 

of the experiment (t =0). 

k0 = infusion rate of drug from supplemental to central compartment  

Cl= clearance (the flow rate from the central vessel) 

In the case where the infusion rate (k0) needs to be adjusted at different time points during the 

experiment, the equation above needs to be expanded accordingly. The change in dosing rate was 

optimized to match the in vivo plasma concentration of ceftriaxone. Computer simulations were 

used to optimize the change in rate of infusion using equation 20. The infusion rate was changed 

every 3 hours, 4 hours and 6 hours. The results suggested that more frequent rate adjustment (i.e., 

every 3 hours) could better capture the in vivo plasma concentration profile(Figure 11), but this 

was not practically feasible when executing the experiment.  Therefore, the supplementation model 

involved adjusting the infusion rate from the supplemental vessel every 4 hours.  
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Figure 11. Depicting concentration vs time profile of ceftriaxone with change in 
infusion rate from the supplementation model after every 3, 4 and 6 hours. 

 

Based on equation 20 change in infusion rate after every 4 hours for a 12 hour study was calculated 

as follows:  

From 0- 240 mins (Rate 1:- 26.54 µg/min)  

13.62= 20 × 𝑒−0.0084∗240 +
𝑅𝑎𝑡𝑒1 

2.1
× (1 − 𝑒−0.0084∗240)                                                 equation 21 

From 240- 480 mins (Rate 2:- 18.08 µg/min) 

9.27= 20 × 𝑒−0.0084∗480 +
𝑅𝑎𝑡𝑒2 

2.1
× (1𝑒−0.0084∗(480))                                                      equation 22 

From 480- 720 mins (Rate 3:- 12.31 µg/min)  

6.32= 20 × 𝑒−0.0084∗720 +
𝑅𝑎𝑡𝑒3 

2.1
× (1 − 𝑒−0.0084∗(720))                                               equation 23                                               
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Figure 12  depicts the computer simulation of the  predicted 12 hour concentration profile for 

ceftriaxone  in the central vessel using this modified approach (referred to as ceftriaxone 

concentration after change in flow rate) compared to the profile based on the in vivo PK of the 

drug (blue line). 

 

Figure 12.  Graph generated from excel showing concentration of ceftriaxone 

having constant rate 0.4ml/min (blue line) and the concentration of the drug after 
change in flow rate (orange line) 

 

To confirm and validate these predictions, a 48-hour study of IVPD model (LIU method) 

simulating combination therapy of ampicillin and ceftriaxone was performed in duplicate. The 

concentration of ceftriaxone was quantified using a validated HPLC method. 
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Materials  

All the chemicals purchased were of analytical grade. Ceftriaxone  sodium, disodium hydrogen 

phosphate heptahydrate, sodium dihydrogen phosphate monohydrate was purchased from  Sigma-

Aldrich (Milwaukee, Wisconsin). Trifluoro acetic acid (TFA) and methanol were purchased from 

Fisher Scientific. Acetonitrile was obtained from  VWR ( Bridgeport, New Jersey) Deionized 

water (18 M Ω resistivity) was used in all experiments. 

In vitro pharmacodynamic model (LIU method) 

A 48-hour IVPD experiment was run in duplicate.. The IVPD model is intended to test drugs with 

two different half-lives, and as observed in Figure 9, the model is able to accurately capture the 

systemic profile of short half-life drug (Drug A) since the exit flow rate from the central vessel is 

based on the clearance of that drug. Therefore, these experiments  focused on optimizing the model 

to accurately mimic in vivo concentration profile of the drug with a longer half-life,  ceftriaxone. 

Figure 13 depicts the experimental set up of a one compartment IVPD model running combination 

therapy of ampicillin and ceftriaxone. The IVPD model consists of the following components: two 

reservoirs (reservoir A and B), two pumps (pump 1 and 2,Cole Parmer Masterflex L/S pumps), 

central vessel, sampling port, and a waste container. Reservoir A contained a ceftriaxone stock 

solution (38.5μg/mL) and was in series with pump 1. Reservoir B contained phosphate buffer 

saline (PBS, pH 7.4) and was in series with pump 2. Both pumps were connected via a Y shaped 

plastic tube to the central vessel. The central vessel had 3 ports: an inlet port connected to the 

pumps, a sampling port, and an exit port connected to the waste container. The central vessel was 

vacuum sealed and prefilled with 250mL of phosphate buffer saline (Vc = 250 ml).  
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Figure 13. Experimental set up of IVPD model for combination therapy of drugs 
having two different half-live 

 

The exit rate of the IVPD model was set according to the clearance rate of the short half-life drug, 

ampicillin (2.1mL/min). An IV bolus dose of 5 mg ceftriaxone was administered into the central 

vessel via the sampling port (targeting a Cmax of 20 μg/mL). A magnetic stirrer ensured uniform 

mixing of the drug in the central vessel. Pump1 supplied ceftriaxone from reservoir A 

(supplemental compartment) to the central vessel. A stock solution of 38.35 µg/mL stock solution 

of ceftriaxone was prepared as the highest infusion rate calculated was 38.35 µg/min. The rest of 

the infusion rate were then calculated as mentioned in equation 24. Pump 2 supplied PBS 

maintained at pH 7.4 from reservoir B. The flow rate at which ceftriaxone was supplemented to 

the central vessel was changed after every 4 hours.  

For the 48 hour experiment, four IV bolus doses of ceftriaxone were administered at an interval of 

every 12 hours. The drug was infused into the central vessel from Reservoir A at a constant rate 
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after IV dose administration, and the rate was changed every 4 hours within the 12 hour dosing 

frequency, In total, there were four dosing periods (0, 12, 24, and 36 hours) consisting of a bolus 

dose with simultaneous infusion (where the rate was adjusted every 4 hours) based on the equations 

21 through 23.  

The adjusted rates of infusion over the 48-hour experiment are presented in Table 3. The flow rate 

of the pump supplementing ceftriaxone (pump 1) was adjusted based on the calculated rate of 

infusion. For example, reservoir A contained  38.35 µg/mL stock solution of ceftriaxone in 

phosphate buffer saline. If the flow rate of the pump is 1mL/min the rate of infusion achieved will 

be 38.35 µg/min. To achieve the rate of infusion for the first 4 hours i.e., 26.54 µg/min, the flow 

rate was calculated as follows: 

38.35 µg/min = 1ml/min                                                                                                   equation 24 

26.54 µg/min = x mL/min 

x = 0.69mLmin 

The flow rate at which PBS was supplemented was calculated as the difference of 2.1mL/min- 

0.69mL/min = 1.41mL/min. As the flow rate for ceftriaxone changed every 4 hours so did the flow 

rate of PBS.  

The right side of the central vessel is connected to a plastic tube through which the solution passes 

into the waste container. A ceftriaxone bolus dose was administered every 12  hours, consistent 

with a multiple dosing regimen. Samples were collected from the central vessel at the following 

time points: 0.5,0.6, 2, 3.5, 4.5, 6, 7.5, 8.5, 10. 11.5, 24.5, 26, 27.5, 28.5, 30, 31.5, 32.5, 34, and 

35.5 hrs. The time points were selected to capture three data points for each rate adjusted interval: 

one sample was taken 30 minutes after the change of rate, a second sample was collected at the 
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midpoint of the 4 hours interval, and third sample was collected 30 minutes before the next change 

in flow rate. Ceftriaxone concentrations were measured by HPLC. All samples were stored at -

80֯C prior to  analysis. 

Table 3 Summary of calculated change infusion rate, flow rate of pump 1 and 2 
after every 4 hours 

Time(mins) Infusion rate Flow rate for pump 1 Flow rate for pump 2 

0-240 26.54 0.69 1.41 

240-480 18.08 0.48 1.62 

480-720 12.31 0.32 1.78 

720-960 34.93 0.93 1.17 

960-1200 23.79 0.63 1.47 

1200-1440 16.20 0.43 1.67 

1440-1680 37.35 1 1.1 

1680-1920 25.44 0.68 1.42 

1920-2160 17.32 0.46 1.64 

2160-2400 38.35 1.00 1.10 
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2400-2640 26.12 0.68 1.42 

2640-2880 17.79 0.46 1.64 

Note:- The infusion rate calculated was for pump 1. The flow rate for pump 2 was calculated so 

the sum of the flow rate for pump 1 and pump 2 equals 2.1mL/min ( 2.1mL/min is the clearance 

of drug with shorter half-life ) 

HPLC Method for Ceftriaxone 

The assay was conducted using an Agilent 1100 HPLC based on a published method [90,92]. 

Separation was performed using a YMC ODS AQ reversed phase column (250mm x 4.6mm) 

packed with 5µm diameter particles[90]. The volume of injection was 20µL. The mobile phase 

consisting of acetonitrile and phosphate buffer 0.05M, pH 3.8 with 0.1%TFA in ratio 20:80 was 

delivered at a flow rate of 1.2mL/min. Total run time was set to 6mins. Ceftriaxone was monitored 

at a wavelength of 260nm. Triplicate injections were evaluated for each sample. The column was 

equilibrated for one hour with mobile phase before the first injection.  

Validation of Method 

Method validation was established based on the following criterial linearity of calibration standard 

curve, precision, and system suitability. A stock solution for ceftriaxone was prepared in  buffer at 

a final concentration 200 µg/mL. Calibration standards were prepared by diluting the stock 

solution to final concentrations of 5, 10,  20, 25, 50, and 100 µg/mL. A calibration curve was 

constructed by plotting mean peak area (based on triplicate injections) vs.  concentration from 

which R2 value and regression equation were computed.  
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Precision was measured by injecting lowest concentration (5µg/mL) and highest concentration 

(100 µg/mL) in triplicate on the same day. System suitability for the method was performed by 

repeated injection of a target concentration (25 µg/mL) (number of injections=6). Acceptance 

criteria for linearity of standard curve were based on goodness of fit value and for system 

suitability, and precision %relative standard deviation (%RSD) value was set to < 2% [90]. 
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3.3 Results & Discussion 
 

Method Validation 

For ceftriaxone, a linear relationship between peak area and concentration was observed. The R2 

value for the calibration curve was calculated to be 0.995.  

 

Figure 14. Linearity Curve for Ceftriaxone 

Precision 

Precision is the measure of degree of agreement between individual values when the method is run 

repeatedly [91] . Intraday precision was measured for 5µg/mL and 100µg/mL (Table 5). The 

%RSD value for 5µg/mL and 100µg/mL was 1.84 and 0.26 respectively.
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System Suitability 

System suitability was performed to check if the system can reproduce consistent result under the 

same condition [91]. The (%RSD) value for system suitability was 0.081% (Table 6). 

Table 4 Precision data for ceftriaxone 

Parameter Concentration  = 5µg/mL Concentration  = 100µg/mL 

Area 241.30 4773.80 

 237.30 4763.00 

 232.60 4749.10 

Mean 237.07 4761.97 

Std deviation 4.35 12.38 

%RSD 1.84 0.26 

 

Table 5 System suitability for ceftriaxone 

Parameter Injection Area 

 
1 1314.60 

 
2 1312.10 

 
3 1312.00 

 
4 1312.00 

 
5 1312.00 

 
6 1311.80 

Mean 
 

1312.40 

SD 
 

1.07 

%RSD 
 

0.08 
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In vitro pharmacodynamic model (LIU method) 

The concentration of ceftriaxone in central vessel over time using the proposed model captured 

the expected in vivo plasma concentration (Figure 15). In the figure, the black dots are the 

ceftriaxone concentration measured from the LIU model, the dashed line represents the computer 

simulated value for the LIU IVPD model, and the solid black line reflects the expected in vivo 

profile. Ceftriaxone measured concentrations were lower than expected for several time points. 

This was due to an observed increase in volume in the central vessel (initial volume 250mL). The 

volume in the central vessel was readjusted back to 250mL by pushing air into the sample port via 

an empty syringe.  

 

 

 

 

 

 

 

 

Figure 15. Concentration time profile of ceftriaxone after change in infusion rate 
every 4 hours (48 hours study, observed time points depict standard error bars) 

 

0 4 8 12 16 20 24 28 32 36 40 44 48

0

5

10

15

20

25

30

Time (Hours)

C
o

n
c

e
n

tr
a

ti
o

n
 (
μ

g
/m

L
) Observed Concentration

with changing flow rate

Expected Concentration
with changing flow rate

Expected Concentration
with constant flow rate
(0.4mL/min)



61 

 

The presented LIU model can mimic the target in vivo plasma concentration of a drug with longer 

half-life when given in combination therapy with a drug having shorter half-life in an IVPD model, 

which overcomes a limitation of the Blaser method. However, lower than expected concentrations 

in the  central vessel were  observed during experimentation and was attribute due to the increase 

in volume in the central vessel over the period of experiment. This experimental error results from 

the loss of vacuum. Loss of vacuum can be caused if the rubber stopper covering the sampling port 

is not sealed properly. It is difficult to spot this issue visually during the course of the experiment. 

To overcome the increase in volume, one can inject empty air into the central vessel via an empty 

syringe while clamping the inlet tube and bring the volume in the central vessel to the initial  

volume, i.e. 250mL. As the difference between the observed and  expected values were marginal 

(Appendix 3), the results demonstrate that the LIU IVPD model can capture the target profile for 

a drug with a longer half-life when testing combination therapy of two drugs with different half 

live.   

A literature search found a 2007 publication that suggested an alternative to Blaser method for 

combination of drugs having two different half live[48]. This model employed a  one compartment 

IVPD model, and the flow rate of the pump was adjusted to the clearance of drug having shorter 

half-life. The drug with longer half-life was supplemented to the central compartment via a syringe. 

The syringe was connected to a computer controlled dosing pump which delivered the drug at an 

exponentially decreasing rate [48]. Although this method was able to attain the desired 

concentration for the longer half-life drug, it requires a special software to control the dosing pump, 

which may not be accessible to all research laboratories. The LIU method developed and verified 

in this dissertation does not require this software and can be easily reproduced. Although the IVPD 

model can be time consuming and labor intensive, and the bacterial growth in vitro can be different 
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than in vivo, the IVPD model is an important pre-clinical tool.  This model can evaluate 

antimicrobial PK/PD indices, monitor bacterial resistance, and optimize drug dosing regimens.  

However, in-silico models can bridge the gap between clinical research and in vitro studies. PBPK-

PD models can be utilized to study the pharmacodynamic response of antibiotics which can help 

to design clinical trials. The next part of this dissertation explores development of a  PBPK-PD 

model for the combination therapy of ampicillin and ceftriaxone against Enterococcus faecalis. 
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4.1 Introduction 
 

The use of combination therapy of antibiotics has been rising over the past decade. Combination 

therapy provides broad-spectrum activity against the bacteria, helps reduce the dose of a drug, 

reduces the recurrence of the resistant bacterial population, and reduces the bacterial load [77,60]. 

Several factors are to be considered for optimizing dose for combination therapy. Factors such as 

the exact amount of dose and the dosing intervals at which the drugs are administered and altered 

pharmacokinetics of drugs in disease state that can affect the drug's efficacy over time [77]. 

Physiologically based pharmacokinetic and pharmacodynamic (PBPK-PD) modeling based on in 

vitro monotherapy and combination therapy data can be an essential asset for optimizing dose for 

combination therapy [77]. PBPK modeling is a mechanistic tool that defines the distribution of 

drugs based on blood flow rate, organ size, and tissue volume[78,79]. Applications of the PBPK 

model include but are not limited to, are to understand the pharmacokinetics of the drug in the 

special population (pediatrics, renal population, etc.) and the extrinsic (drug-drug interaction), 

intrinsic factors (age, genetics, organ dysfunction) that affect the pharmacokinetics of drug [80,81]. 

Therefore, when integrating the PBPK model with the PD model, various dosing regimens in 

different populations can be simulated without the need for running labor-intensive and time-

consuming in vitro experiments such as time-kill experiments repetitively [79]. 

The first step towards building a PBPK-PD is to develop and validate the substrate profile of the 

drug in a healthy volunteer and special population with the published literature [79]. The second 

step is to develop a PD model by extracting data from in vitro time-kill curve experiments. Time-

kill curve experiments assess the change in a colony-forming unit (CFU) of bacteria over time 

against the different concentrations of the drug. Other information required for simulation is the 

dosing regimen of the drug, plasma concentration of drug at the site of action, route of 
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administration, and sampling time points [56]. The next step is to understand which mathematical 

equations fit the data best to simulate the growth model of bacteria in the absence of a drug, the 

effect of monotherapy and combination therapy against the bacteria.  

For this study, the PBPK-PD model was developed for combination therapy of drugs acting 

synergistically (ampicillin and ceftriaxone) using Simcyp® simulator (version 18, Certera 

Sheffield, UK). However, Simcyp version 18 did not have the innate capability to simulate 

pharmacodynamic response for combination therapy of drugs acting synergistically. Therefore, a 

custom PD model was developed using a lua script to overcome this drawback. The developed 

PBPK-PD model was verified by observing how well the simulated results can capture the in vitro 

data published in the literature[62,84]. Once the PBPK-PD model was verified in healthy 

volunteers, the next step was to use the model to optimize the dose frequency of ampicillin in the 

special population (severe renal impaired patients).  

When administered together, ampicillin and ceftriaxone act synergistically against E. faecalis. E. 

faecalis can cause diseases such as urinary tract infection, meningitis, bacteremia, and infective 

endocarditis. Bactericidal therapy is required to achieve a clinical cure in infective endocarditis 

caused by enterococci. Enterococcal bacterial growth depends upon penicillin-binding protein 

(PBP) enzymes which link precursor pentapeptide molecules to the peptidoglycan cell wall. 

Ampicillin is a structural analog of precursor pentapeptide molecules and binds to PBP-4, which 

leads to the inhibition of cell wall growth due to the production of reactive oxygen species. 

However, β-lactam tolerance was observed due to an increase in low-affinity PBPs (PBP-4 in E. 

faecalis), which weakly binds to β-lactam, and due to abolition of reactive oxygen species enzyme 

superoxide dismutase [2]. The low affinity of PBP-4 stems from mutation in pbp-4 gene A617T 

that facilitates the binding of β-lactam binding[70]. Thus, ampicillin monotherapy has been seen 
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to achieve a poor bactericidal effect, whereas combination therapy of ampicillin and ceftriaxone 

can achieve bactericidal activity. Ampicillin binds to PBP-4, whereas ceftriaxone binds to PBP-2 

and PBP-3, leading to the inability of pentapeptide to link with the peptidoglycan cell wall, which 

causes inhibition of cell wall growth, leading to bacterial death [4].  

A dosing regimen of 2000 mg IV q 4 hours of ampicillin and 2000 mg IV q12 hours of ceftriaxone 

in healthy volunteers was simulated using the PBPK-PD model and verified against the published 

in vitro pharmacodynamic study [62,84].  

4.2 Methodology  
 

Developing PBPK models for ceftriaxone and ampicillin in healthy volunteers 

A minimal PBPK model was developed for ceftriaxone and ampicillin using Simcyp version 18. 

The parameter values are summarized in Table 6 (ceftriaxone) and Table 7 (ampicillin). The 

plasma concentration time profile for each drug was extracted from published studies [20,24] by 

digitization from a published figure using Web Plot Digitizer (version 4.2, 

https://apps.automeris.io/wpd/).For ceftriaxone,  blood: plasma ratio and steady state volume of 

distribution was calculated using the parameter estimation tool in Simcyp. Published data suggests 

that concentration of ceftriaxone is dependent on protein binding [20]. However, it was found that 

the area under the free drug concentration time curves increased proportionally with increase in dose 

ranging from 0.5g-2g [20]. This was also substantiated by another study where proportional  

increase in free plasma concentration time curve was observed, i.e., 10.1 to 106 μg.h/ml over a 

0.15- to 1.5-g dose range [21]. Therefore, the study concluded that the impact of non-linear 

pharmacokinetics of ceftriaxone was anticipated to be insignificant [20].  The other parameter 

values were taken from the website Drug Bank and published literature. [20, 21, 24].  
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Table 6 Input parameter values of ceftriaxone for Simcyp Substrate profile 
[20,21,24] 

Physiochemical Properties Values 

Molecular weight 661.66 

Log P 2.12 

Pka 3.36 

B/P 0.82 

fu Concentration(mg/L) fu 

25 0.047 

100 0.073 

200 0.115 

300 0.154 

400 0.213 

600 0.279 

800 0.358 

 

Distribution  

Model Minimal PBPK 

Vss (L/Kg) 0.116 

Kp scalar 1 

Clearance  

Renal clearance (L/h) 0.533 

Biliary Clearance (L/h) 0.657 
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Table 7 Input parameter values of ampicillin for Simcyp Substrate profile [24] 

Physiochemical Properties Values 

Molecular weight 349.05 

Log P 0.88 

Pka 3.24 

B/P 0.63 

Fu 0.104 

Distribution  

Model Minimal PBPK 

Vss(L/Kg) 0.30 

Kp scalar 1 

Clearance  

Renal clearance (L/h) 16.92 

 

The virtual clinical trial design for ceftriaxone and ampicillin is summarized in Table 8. For 

ampicillin, a dose of 1000mg (30-minute infusion) was evaluated. For ceftriaxone, a dose of 

2000mg( 30-minute infusion) was evaluated. The virtual clinical trial was set to mimic the 

published clinical data [20,24]. 

The PBPK model was verified by visual predictive check, which compared  the simulated plasma 

concentration vs time profile with published literature[20,24]. The clinically observed Cmax and 

AUC values were then compared with the model-predicted values as a further verification 

measure. Fold error was calculated as the ratio of model predicted value and observed value of 
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these parameters. Fold errors between 0.5 and 2.0 represent the generally accepted range for model 

verification. 

Table 8 Input values for Trial design of ceftriaxone and ampicillin [20][24] 

Parameters Ceftriaxone Ampicillin 

Single Dose 2000 mg 1000mg 

Route of administration IV infusion IV infusion 

Infusion time 0.5 hours 0.5 hours 

Age 20-50 20-50 

Male: Female 0.5 0.5 

No. of subjects in each trial 12 10 

Duration of study 24 hours 24 hours 

No. of trials 10 10 

 

Developing PBPK-PD models for ceftriaxone and ampicillin in healthy 

volunteers 
 

The PD model was developed based on a published in vitro pharmacodynamic study (IVPD) 

performed for combination therapy of ampicillin and ceftriaxone against E.faecalis [62,84]. The 

study performed a 72 -hour IVPD experiment against three strains of E.faecalis namely W04, W07 

and, W151. The results reported the minimum inhibitory concentration (MIC) value for all three 

strains of bacteria and the bacterial count vs. time profile graphs. The graphs represented bacterial 

count in absence of drug, the effect of monotherapy, and the effect of combination therapy [84].  
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The first step towards developing the PD model was to extract the bacterial count vs time profile 

values from the graphs in the published research article[84]. This was done by using Web plot 

Digitizer version 4.2 (https://apps.automeris.io/wpd/). The next step was to develop the PD model 

for the bacterial count in absence of a drug, i.e., the growth model. For the growth model the 

following equation was used [58]: 

  
dS

dt
= kgrowth ∗ (1 −

S

Smax
) ∗ S                                                                                      equation 25 

Smax is the maximum bacterial count in the absence of a drug, and kgrowth is the bacterial growth 

rate [58]. Smax is the parameter that explains the controlled growth of bacteria in an in vitro 

experiment. Maximum bacterial count is achieved due to the limitation of nutrients and stress 

[58,85,86].  As the information present in the published data was limited to the bacterial count vs 

time graph, the value for the growth model parameter (kgrowth) was acquired using the software 

Berkeley Madonna. The bacterial count vs time data in the absence of drug obtained from the 

published data was imported to the software. A PD script was written defining equation 25 in the 

equation window of the software: 

STARTTIME = 0 

STOPTIME= 72 

DT=0.02 

; Parameter definitions 

kgrowth = 0.1 

Bmax = 9.98 

d/dt(S)= kgrowth*(1-S/Bmax)*S 

Init S = 8.18 

 

Start and stop time in the PD script defines the duration of study of  the in vitro experiment. DT is 

the differential time points; this means the software would simulate results after every 0.02 mins. 

The values for Bmax (maximum bacterial count) and Init S (initial bacterial count) were obtained 
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from the published bacterial count vs time graph. To obtain the value for kgrowth, first, an arbitrary 

number was assigned to the parameter. The software was then run to simulate the graph. The graph 

window in the software showed the imported graph of the bacterial count vs time profile from the 

literature and the graph simulated by the software. Then the parameter slider was used to optimize 

the value for kgrowth. Figure 16 shows a screenshot of the software explaining the above process.  

 

Figure 16. Screenshot of Berkeley Maddona software showing optimizing 

parameter for kgrowth for growth model( Black dots represent the published data 
and the orange line is the data points simulated by the software)  

 

It was observed that bacterial count in the published data in absence of drug increased and then 

decreased [84]. To investigate this further, a growth model reported in another publication was 

simulated [62]. This in vitro study was performed by Nele Wellinghausen et al [62]. For the in 

vitro study an initial inoculum of 107 CFU/mL was inoculated in the flask containing Todd-Hewitt 

broth with 1% yeast extract. For generation of aerobic growth conditions, culture flasks were 

incubated with shaking (200 rpm) at 36°C, the flask was then incubated for 48 hours. The aliquots 
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were taken at different time points throughout the incubation period. To determine the CFU 

bacteria were plated on CASO sheep blood agar in duplicate after serial dilution of the samples 

[62]. 

Once the growth model was developed, a PD model to simulate the effect of monotherapy was 

built. A modified Emax equation published in the literature[58], was used to calculate the change 

in bacterial count over time in presence of monotherapy of ampicillin and ceftriaxone: 

dS

dt
= kgrowth ∗ (1 −

S

Bmax
) ∗ S − (

Emax0∗cpsh  

EC50h+cpsh
) ∗ S                                        equation 26 

where kgrowth is the growth rate of bacteria in absence of drug, S is the bacterial count, Bmax is 

the maximum bacterial count in absence of drug, Emax0 maximum killing rate, cps is the 

concentration of antibiotic, EC50 is the concentration of the antibiotic where 50% of the Emax0 

is obtained and h is the hills coefficient. Berkeley Madonna was used to obtain the value of EC50, 

Emax, kgrowth, and h for each strain of bacteria in a similar fashion as the parameter value was 

obtained for the growth model. The Berkeley Madonna script for estimation of the above-

mentioned parameter is mentioned in Appendix 1. All the values for the parameters are 

summarized in Table 9. 
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Table 9 Parameter values optimized for W04, W07, and W151 of Enterococcus 
faecalis  

Strain Parameter Ampicillin Ceftriaxone Without 

drug 

W04 Init S (log cfu/mL) 8.18 8.18 8.18 

 
Bmax (log cfu/mL) 9.98 9.98 9.98 

 
Kgrowth (1/hour) 0.37 0.37 0.37 

 
Emax0 (1/hour) 0.48 0.16 - 

 
EC50 (μg/mL) 48 48.49 - 

 
h 0.5 1.2 - 

Strain Parameter Ampicillin Ceftriaxone Without 

drug 

W07 Init S (log cfu/mL) 8.19 8.19 8.19 

 
Bmax(log cfu/mL) 9.98 9.98 9.98 

 
Kgrowth (1/hour) 0.37 0.37 0.37 

 
Emax0 (1/hour) 0.42 9.00E-02 - 

 
EC50 (μg/mL) 39.4 45 - 

 
h 4.06 1.64 - 

W151 Init S (log cfu/mL) 8.17 8.17 8.17 

 
Bmax (log cfu/mL) 9.98 9.98 9.98 

 
Kgrowth (1/hour) 0.37 0.37 0.37 

 
Emax0 (1/hour) 0.34 0.1 - 

 
EC50 (μg/mL) 37 54 - 

 
h 1.4 1.2 - 

Data from 

Nele 

Init S (log cfu/mL) - - 7.15 
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Wellinghausen 

et al study[62] 

 Bmax (log cfu/mL) - - 8.10 

 Kgrowth (1/hour) - - 1.1 

 

After the estimation of kgrowth, EC50, Emax, and h parameter a custom PBPK-PD model was 

built in Simcyp® version 18 with the help of lua script. 

Developing PBPK-PD model in Simcyp using lua script  

The parameter values obtained from Berkeley Madonna were then used as input values to develop 

the PBPK-PD model in Simcyp. PBPK-PD model was built to define the growth model, the effect 

of monotherapy of ampicillin and ceftriaxone against E.faecalis, and the combined synergistic 

effect of the drugs against the bacteria. The dosing regimen for monotherapy and combination 

therapy were kept the same as in the in vitro study published in the literature[84]. 

For the growth model following lua script was used: 

function popSimSetup(...) 

    sc:setNUserOdes(1) 

end 

function odeRateStep(t, xin, su, gu, P, ...) 

Su[1] = 8.18 

kgrowth = 0.37 

Bmax = 9.99 

 gu[1] = ((kgrowth*(1-S/Bmax)*S) 

 return gu[1] 

end 

 

The command function popSimSetup(...) defines that the simulation will be considered for the 

population. sc:setNUserOdes(1) indicates that the script has one differential equation. A similar 

PD script was written for monotherapy equation(Appendix 2). For combination therapy a mixed 
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framework equation for drugs acting synergistically was utilized [60]. In the equation below Drug 

indicates ampicillin and DrugB indicates ceftriaxone: 

Drug = (
Emax0∗cpsh  

EC50h+cpsh
)                                                                                                        equation 27 

DrugB = (
Emax01∗cpsh  

EC502h+cpsh
)                                                                                                   equation 28 

dS

dt
= (kgrowth ∗ (1 −

S

Bmax
) ∗ S − (Drug) ∗ S) − (kgrowth ∗ (1 −

S

Bmax
) ∗ S − (DrugB) ∗ S)          

                                                                                                                                        equation 29                                                             

Simcyp  cannot simulate the PD effect for drugs acting synergistically. This is because the current 

in-built model cannot consider the concentration of two drugs unless there is a drug- drug 

interaction taking place. To overcome this challenge the following custom PD model was 

developed. Ampicillin was run as a substrate and ceftriaxone were designated as the inhibitor. lua 

script for substrate was coded to attain the blood: plasma ratio for ampicillin. 

 

Substrate (ampicillin) 

function individualCompoundSetup(...) 

 BP = sc:getCompoundIndivBP() 

 sc:setIndivXtra(1, BP) 

end 

function directAlgebraicStep(xin, P, ...) 

 xout = 1 * BP 

 return 0 

end 
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Next was to code for inhibitor(ceftriaxone) : 

 

Inhibitor(ceftriaxone) 

function odeInitStep(xin, su, P, ...) 

    su[1] = 8.18 

    return 0 

end 

 

function odeRateStep(t, xin, su, gu, P, ...) 

    S = su[1]-- sensitive/susceptible bacteria 

    BP = sc:getIndivXtra(1) 

    sc:setParameter(7, BP) 

    Cps = sc:getState(2)/BP 

    Cpi = xin 

     

    kgrowth = 0.37 

    Bmax = 9.98 

    Emax0 = 0.48 

    EC50 = 48 

    h = 0.5 

    Emax01 = 0.16 

    EC502 = 48.49 

    ha = 1.2 

    kg = 0.37 

    DRUG = (Emax0*(Cps)^h)/((EC50)^h+(Cps)^h)  

   DRUGB =(Emax01*(Cpi)^ha)/((EC502)^ha+(Cpi)^ha)  

  gu[1] = ((kgrowth*(1-S/Bmax)*S)-(DRUG)*S)-((kgrowth*(1-S/Bmax)*S)-(DRUGB)*S) 

 return gu[1] 

end 

 

The function getState(2) retrieves the total blood concentration of the ampicillin which then is 

divided by the individualized blood to plasma ratio to convert to plasma concentration. This 

function is the key to run the combination therapy as it helps to attain the concentration of the 

substrate. 

The PBPK-PD model developed in Simcyp was verified in a healthy volunteer population for 

bacterial growth in absence of drugs, monotherapy, and combination therapy. Verification of the 
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model was performed by visual predictive check, the simulated bacterial count over time was 

overlaid with the change in bacterial count over time published in the literature [84]. 
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4.3 Results & Discussion 

Developing substrate profile of ceftriaxone and ampicillin in healthy volunteer 
 

To evaluate the predictive performance of the PBPK models developed for ceftriaxone and 

ampicillin, model simulated plasma-concentration time profiles for each medication were 

compared to published data [20,24]. This comparison is provided in Figure 17 and Figure 18 for 

ceftriaxone and ampicillin. The black dots in the graph represent the clinically observed 

concentrations (mean values from the study) and the model-simulated mean concentration is 

depicted by the solid black line. The double black and dashed lines represent the 95 th percentile 

and the 5th  percentile values predicted by the PBPK models. 

 

Figure 17. Verification of Ceftriaxone PBPK model in healthy volunteers’ 
population 
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Figure 18. Verification of Ampicillin PBPK model in healthy volunteers’ 
population 

 

The pharmacokinetic parameters (Cmax, AUC) for ceftriaxone and ampicillin are presented in 

Table 10 and Table 11. The tables compare the model-predicted and observed mean parameter 

values the fold errors ranged from 0.85 to 1, indicating that the model predicts pharmacokinetics 

parameters successfully. This indicates that the model can be applied to different clinical settings.  

Table 10 Comparison of predicted vs observed mean Cmax ad AUC estimated for 
ceftriaxone 
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Population Parameter Predicted Observed Fold Error 

Healthy Cmax(μg/ml) 249.2 256.9 0.96 

 AUC(μg/ml*h) 1620 1703 0.95 
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Table 11 Comparison of predicted vs observed mean Cmax ad AUC estimates value 
for ampicillin 

 

Growth Model 

The PBPK-PD model adequately captured the bacterial count as observed in the published in vitro 

pharmacodynamic experiment [62, 84]. However, as seen in Figure 19 the growth model could not 

mimic the observed decline in the bacterial count and subsequent regrowth phase as observed for 

three different strains of bacteria W04,W07 and W151 [84].Therefore, another published study  

where an in vitro study was performed for the growth of bacteria in absence of drug by Nele 

Wellinghausen et al [62]  was referred to investigate this further. The growth model simulated 

using Simcyp could capture the bacterial count in absence of drug as observed in the study 

performed by Nele Wellinghausen et al [62]  (Figure 19 In vitro study performed by Nele 

Wellinghausen et al ) 

The growth model couldn’t capture the bacterial count in absence of drug for three strains of 

bacteria namely W04, W07, and W151 could be because of the higher inoculum used at the 

beginning of the in vitro pharmacodynamic experiment [84] . This assumption can be made on the 

fact as the initial inoculum used for the in vitro pharmacodynamic experiment was ~109 CFU/mL 

[82] and the initial inoculum for the study performed by  Nele Wellinghausen et al [62] was ~107 

CFU/mL. Further investigation is required to ascertain this claim.  

Population Parameter Predicted Observed Fold Error 

Healthy Cmax(μg/ml) 41.9 49 0.85 

 AUC(μg/ml*h) 63.7 63.5 1 
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Figure 19. Describing the growth model for all the three variants of Enterococcus 

Faecalis and in vitro study performed by Wellinghausen et al (black dots are bacterial 
count in published literature and black solid line is the simulated bacterial count) 

Bacterial Count after Monotherapy of Ampicillin and Ceftriaxone 

 

The objective of this simulation was to verify if the PBPK-PD model can mimic the bacterial count 

over time in silico as observed in vitro after monotherapy of ampicillin or ceftriaxone against 

Enterococcus faecalis. Based on visual prediction the simulated data could capture in vitro data 

for both the drugs as seen in Figure 20 [53]. Monotherapy of ampicillin does show bactericidal 

effect against all the three variants of Enterococcus faecalis. This result contradicts the finding of 

the published data. In the published data ampicillin is bactericidal against W04 and W07 strain but 

have bacteriostatic effect against W151 strain. This can be attributed to the differences which can 

take place between bacterial growth in-vivo vs in vitro as discussed above. Regrowth of the 
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bacteria is observed when monotherapy of ampicillin is administered. This is because 

Enterococcus faecalis becomes resistant to ampicillin monotherapy over time by developing PBP 

2 and PBP 3. Ceftriaxone monotherapy does not have any effect on the bacteria  (Figure 20). 

Ceftriaxone acts on PBP 2 and PBP 3 which is only developed by the bacteria once it gets resistant 

to ampicillin. For this reason, combination therapy of ampicillin and ceftriaxone is recommended 

for complete eradication of Enterococcus faecalis. 
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Ampicillin                                                  Ceftriaxone

 

 

Figure 20. Graph of bacterial count over time for ampicillin and ceftriaxone 
monotherapy in healthy volunteer 
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Bacterial Count after combination therapy in healthy volunteers 
 

When a combination of ampicillin 2000mg IV q4 hours and ceftriaxone 2000mg IV q12 hours was 

administered in healthy volunteers, the bacterial count over the period of 72 hours in W04, W07 

and W151 was reduced to 0.029 log CFU/mL, 0.029 log CFU/mL and 0.009 log CFU/mL, 

respectively. This indicates synergistic effect of ampicillin and ceftriaxone was achieved against 

E. faecalis.  Figure 21 depicts graphs showing bacterial count vs time for combination therapy 

against the different resistant strains. The PBPK-PD model assumed that the simulated  bacterial 

count would be lower in comparison to the observed bacterial count achieved in vitro. This 

assumption was made as the bacterial count in vitro is counted by visual inspection and is difficult 

to record the bacterial count below 2 log (CFU/mL). The PBPK-PD model developed in healthy 

volunteers was verified with the published data [62,84]. The PBPK-PD model will further be 

extended in severe renal impaired population to justify the change in frequency of ampicillin when 

given in combination with ceftriaxone.  
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Figure 21 a Change in bacterial count over a period of 72 hours in healthy 

volunteers for growth model, monotherapy, and combination therapy for W151 
variant 

 

Figure 21 b Change in bacterial count of 72 hours in healthy volunteers for growth 
model, monotherapy, and combination therapy for W07 variant 
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Figure 21 c Change in bacterial count over a period of 72 hours in healthy volunteers 
for growth model, monotherapy, and combination therapy 
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Chapter 5  

Application of PBPK-PD 

model to optimize the dosing 

regimen of ampicillin in a 

severe renal impaired 

population when given in 

combination with ceftriaxone 

against E. faecalis  
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5.1 Introduction 

 
Many antibiotics are primarily cleared through renal excretion, and their  disposition can be 

affected in patients with chronic kidney disease (CKD). It is important to understand the change 

in pharmacokinetics of renally excreted drugs in patients suffering through various stages of CKD 

to prevent adverse drug reactions resulting from increased systemic exposure by adjusting the 

dosing regimen, if necessary [43]. PBPK modeling is an established tool for investigating the 

change in PK characteristics of such drugs in renal impaired patient and optimizing dosing 

regimens.  

The application of PBPK modeling to evaluate a drug’s systemic exposure in renal impaired 

patients has been rising over the years [35]. For example, Mitsuo et al developed a minimal PBPK 

model for glycopyrronium bromide using Simcyp simulator in patients suffering chronic 

obstructive pulmonary disease (COPD) with normal kidney function and for mild, moderate, and 

severe kidney renal impaired populations. Since only a slight increase in AUC was observed (range 

1.2 – 1.6 fold) in mild, moderate, and severe renal impaired patients in comparison to patients with 

normal kidney function, this suggested that no change in dosing regimen required for 

glycopyrronium bromide drug in renal impaired patients [44]. Additionally, Li Zhou et al created 

a PBPK model for ceftazidime to assess the ability of the in silico tool to predict systemic exposure 

of the drug in renal and healthy volunteers [35].  

In silico software platforms such as Simcyp have built-in patient populations that allows for  

investigation of alterations in pharmacokinetics of drugs due to changes in physiology. The chronic 

renal disease population in Simcyp is subdivided in two populations stratified by glomerular 

filtration rate (GFR):  GFR 30-60 mL/min (moderate renal impaired population) and GFR<30 
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mL/min (severe renal impaired population). In Simcyp, GFR can be calculated based on two 

methods: Cockcroft-Gault and modification of diet in renal disease (MDRD). Cockcroft-Gault 

predicts creatinine clearance based on the follow equations: 

𝐶𝑙𝑐𝑟𝑒𝑎𝑡𝑖𝑛𝑖𝑛𝑒 =
((140−𝑎𝑔𝑒)∗𝑏𝑜𝑑𝑦 𝑤𝑒𝑖𝑔ℎ𝑡)

(𝑝𝑙𝑎𝑠𝑚𝑠 𝑐𝑟𝑒𝑎𝑡𝑖𝑛𝑖𝑛𝑒∗72)
                                                                             equation 30 

𝐶𝑙𝑐𝑟𝑒𝑎𝑡𝑖𝑛𝑖𝑛𝑒 =
((140−𝑎𝑔𝑒)∗𝑏𝑜𝑑𝑦 𝑤𝑒𝑖𝑔ℎ𝑡)

(𝑝𝑙𝑎𝑠𝑚𝑠 𝑐𝑟𝑒𝑎𝑡𝑖𝑛𝑖𝑛𝑒∗72)
× 0.85  (if female)                                              equation 31                        

MDRD calculates creatinine clearance as follows:  

175 ∗ 𝑝𝑙𝑎𝑠𝑚𝑎 𝑐𝑒𝑟𝑒𝑎𝑡𝑖𝑛𝑖𝑛𝑒 −1.154 ∗ 𝑎𝑔𝑒−0.203 ∗ 0.72                                                     equation 32 

Additionally, a user defined GFR calculation option is also available where the user can use lua 

scripting to model the GFR [17]. This gives user the flexibility to incorporate alternative 

approaches for estimating GFR.  

Based on the FDA guidance for PBPK analysis, PBPK modeling can be used at any stage of drug 

development to answer when, where, and how to conduct certain clinical studies and recommend 

dosing regimen in product labeling. The application of PBPK modeling to support dose 

recommendation in special populations such as renal impaired patients is expected to increase in 

coming years [45].  

For the purpose of this thesis, PBPK models were developed for ampicillin and ceftriaxone in 

severe renal impaired patient populations. The developed PBPK model was also linked to a 

pharmacodynamic(PD) model. In this investigation, the model was used as a predictive tool to 

help justify change in dose frequency of ampicillin when given in combination with ceftriaxone 

against E.faecalis in severe renal impaired population.  
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A published clinical study evaluated systemic exposure of ampicillin dosed 2000mg via the 

intravenous infusion over 15mins to healthy volunteer, patients suffering moderate renal 

impairment(creatinine clearance ClCR 30-60mL/min), and patients having severe renal impairment 

(ClCR 7-30mL/min). It was observed that AUC in moderate and in severe renal impaired patients 

increased by 36.7% and 140% respectively in compared to healthy subjects[37]. This reflects 

ampicillin’s prolonged retention in the systemic circulation resulting from reduced clearance in 

cases of renal insufficiency. The study conclusion suggested a dose adjustment of ampicillin in 

severe renal impaired patients[37].  

The aim of this chapter was to extend the verified PBPK-PD model in healthy population to a 

severe renal impairment population and to justify the change in dose frequency of ampicillin when 

given in combination with ceftriaxone. To attain this aim, PBPK models for  ampicillin and 

ceftriaxone were verified in severe renal impaired patients based on published data. The verified 

PBPK model was then linked to the PD model, and two dosing regimens were simulated(both the 

dosing regimen are published in literature [82] ): ampicillin 2g q8 hours with ceftriaxone 2g q12 

hours and ampicillin 2g q6 hours with ceftriaxone 2g q12 hours. The dosing regimens were 

evaluated based on the target PD endpoint; that is, complete eradication of bacteria from the 

system.  
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5.2Methodology 

Developing PBPK models for ceftriaxone and ampicillin in a renal impaired 

patient population 
 

Once the PBPK model was verified in Sim-Healthy Volunteer population (chapter 4), it was then 

applied to the renal impaired population in Simcyp. The built in “Sim-RenalGFR_less_30” 

population was used to simulate the observe change in PK parameters for ampicillin and 

ceftriaxone. All input parameters were kept the same as those used in PBPK models in healthy 

volunteers. Details of the model trial designs are summarized in Table 12. The simulated dosing 

regimen for ceftriaxone (1gram administered via intravenous infusion for 30 mins) and ampicillin 

( 2 grams via intravenous infusion for 15 mins) were based on the reference published clinical 

studies [35,36]. Verification of the PBPK model was performed as described previously in Chapter 

4. AUC was compared between healthy volunteer and renal impaired patients for both the drugs 

(based on the same dosing regimens). For comparison the same dosing regimen was followed in 

healthy volunteer as in renal impaired patients. Statistical analysis (unpaired t-test) was performed 

for concentration of drug in healthy volunteer and in renal impaired patients for both the drug. The 

p value was then calculated using excel software. If the p value is < 0.05 difference was considered 

to be significant.  

Table 12  Input values for Trial design of ceftriaxone and ampicillin in renal patients 
[37][38] 

Parameters Ceftriaxone Ampicillin 

Single Dose 1000 mg 2000 mg 

Route of administration IV infusion IV infusion 

Infusion time 0.25 hours 0.25 hours 

Age 21-47 21-47 
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Male: Female 0.5 0.5 

No. of subjects in each trial 6 4 

Duration of study 24 hours 24 hours 

No. of trials 10 10 

 

Applying PBPK-PD model to justify change in frequency of ampicillin when 

given in combination with ceftriaxone against E.faecalis in severe renal 

impaired patient population 
  

The verified PBPK-PD model for combination therapy of ampicillin and ceftriaxone in healthy 

volunteer was extended to severe renal impaired patient population. The model was extended to 

severe renal impaired patients to justify the change in frequency of ampicillin recommended in 

this population. Recommended change in ampicillin’s frequency for dose 2000mg in published 

literature [82] in severe renal impaired patients are q 6 hours and q 8 hours.    Two dosing regimens 

for the combination therapy was simulated utilizing the PBPK-PD model, ampicillin 2g q 8 hours 

and ceftriaxone 2g q 12 hours, and ampicillin 2g q 6 hours and ceftriaxone 2g q 12 hours [82]. A 

plot for bacterial count vs time was plotted separately for each dosing regimen. The PD endpoint 

was to observe which dosing regimen achieved complete eradication of bacteria in severe renal 

impaired patients, To evaluate the difference in bacterial count vs time profile for the two dosing 

regimen, a PBPK-PD model was simulated for ampicillin monotherapy given at dose 2 g at a 

frequency of 8 hours and 6 hours. %Time>4*MIC(minimum inhibitory concentration) was also 

calculated for each change in frequency.  

 

 

 

 



93 

 

5.3 Results & Discussion 

Developing PBPK profile of ceftriaxone and ampicillin in renal impaired 

patients 

 
The purpose of this aspect of the research was to simulate changes in the PK parameters for  

ampicillin and ceftriaxone in patients with severe renal insufficiency (GFR <30 mL/min). The in 

built population Sim-RenalGFR_less_30 was utilized in Simcyp. The PBPK models that were 

developed and verified in a healthy volunteer population were applied to renally impaired 

population [39].   

To evaluate the accuracy of the models developed for ceftriaxone and ampicillin, the simulated 

plasma-concentration time profile curves were compared to published data [37,38]. The results, 

presented in Figure 22 and Figure 23 ( observed values (black circles), the simulated mean profile 

(black line)) illustrate that the PBPK models for both medications captured the clinical observed 

systemic exposure in renally impaired patients. These observations are supported by Tables 13 and 

14, where the fold error for model predicted Cmax and AUC values are within acceptable limits 

(0.5 – 2.0).  



94 

 

 

 

Figure 22. Verification of Ampicillin PBPK model in severe renal impaired 
population. 

 

Table 13 Comparison of predicted vs observed mean Cmax ad AUC estimated for 
ceftriaxone 
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Figure 23. Verification of Ceftriaxone PBPK model in severe renal impaired 
population 

 

Table 14 Comparison of predicted vs observed mean Cmax ad AUC estimated for 
ceftriaxone 
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Comparison of AUC parameter in healthy volunteer and renal impaired 

patients for ampicillin and ceftriaxone 

The area under the curve predicted by PBPK model in healthy volunteers and severe renal impaired 

patient post intravenous administration of 2000mg ampicillin was 127 μg/mL*h and 379.7 

μg/mL*h (Figure 24)[35]. This represents nearly a 200% increase AUC, and the difference was 

statistically significant (p < 0.00001) based on unpaired t-test calculation. This indicates that there 

is a significant difference systemic exposure of ampicillin between healthy volunteers and severe 

renal impaired population when administered the same dose. These findings suggest that a possible 

change in dosing frequency (extended) for ampicillin is recommended in renal impaired patient.  

 

Figure 24.  Comparison of plasma concentration in healthy volunteer vs renal 
impaired patient for ampicillin post administration of 2g dose via IV infusion 
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For ceftriaxone, there was  no statistical difference (p value = 0.29) in exposure between 

populations  when tested at the same dosing regimen.. Following administration of 1000mg of 

ceftriaxone, the mean AUC in healthy volunteer was  998 μg/mL*h and in renal impaired patients 

the value was1040 μg/mL*h (Figure 25) [35]. This indicates that no dosage adjustment is 

necessary for ceftriaxone in severe renally impaired patients. 

 

Figure 25.  Comparison of plasma concentration in healthy volunteer vs renal 
impaired patient for ceftriaxone 
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Overall, the PBPK model adequately predicted exposure of ampicillin and ceftriaxone in a severe 

renal impaired  population. However, the PBPK model does slightly under predict the AUC for 

ampicillin when compared to the published data. Several factors can be the cause for this. For 

example, the published study was carried out on only 4 patients [38] , potentially leading to an 

unreliable estimate mean AUC. In the published clinical study the lower limit of GFR was recorded 

to be 7mL/min [38], whereas the lower limit of Simcyp <30mL/min GFR population is 15mL/min. 

The dimensions of kidney can be different from patients enrolled in the clinical study for ampicillin 

in comparison to the virtual population in the simulator.  Other factors such as patient’s kidney 

volume can also affect the clearance of drug, as a published study by Jovanovic et al reported a 

decrease in kidney volume with reduced kidney function in chronic kidney disease function (CKD) 

patients [40].  

Ampicillin systemic exposure AUC was nearly two fold higher (198% increase)in severe renal 

impaired patient compared to healthy volunteers after single dose IV administration of 2000mg. 

This difference suggests that ampicillin should be dosed less frequently in patients with GFR 

<30mL/min. 

For ceftriaxone the differences in exposure between populations was minimal (4%) administration 

of 1000mg IV dose via intravenous route. This finding is not surprising as 30%-60% of ceftriaxone 

clearance involves biliary excretion. 
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Applying PBPK-PD model for optimizing dose of ampicillin when given in 

combination with ceftriaxone against E.faecalis in severe renal impaired 

patients 

The PBPK-PD model simulations in healthy volunteers showed that ampicillin 2000mg q 4 hours 

when given in combination of ceftriaxone 2000mg q 12 hours resulted in complete eradication of 

bacteria.  

The verified PBPK-PD model in healthy volunteers was extended to severe renal impaired 

patients’ population to justify a change in dosing frequency of ampicillin. The dosing regimen of 

ampicillin 2000mg IV q8 hours [82] and ceftriaxone 2000mg IV q12 hours  was able to attain the 

synergistic effect, although. complete eradication of bacteria (the target PD endpoint) was not 

observed with this dosing regimen.  

Another dosing regimen of ampicillin 2000mg IV q6 hours [82] and ceftriaxone IV 2000mg q12 

hours was simulated. This dosing regimen eradicated the bacteria in a similar trend as observed in 

healthy volunteers (ampicillin dose 2000mg q 4 hours and ceftriaxone dose 200mg q 12 hours). 

To understand why complete eradication of bacteria was not attained when ampicillin was given 

less frequently, bacterial count was compared over time  after administration of ampicillin 2000mg 

IV q8 hours and IV q6 hours. Figure 26 illustrates the change in bacterial count from the initial 

inoculum post monotherapy of ampicillin given every 8 hours(black dashed line) is less in 

comparison to the bacterial count attained at the end of ampicillin given every 6 hours(black dots).  
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a)   

b)  

Figure 26  a,b  Change in bacterial count over a period of 72 hours in renal patients 

for growth control, monotherapy of ampicillin 2000mg q-4 h, q-6 h, monotherapy of 

ceftriaxone 2000mg q-12 h, for combination therapy ampicillin 2000mg q-4 h + 
ceftriaxone 2000mg q-12 h, ampicillin 2000mg q-8 h + ceftriaxone 2000mg q-12 h 

and ampicillin 2000mg q-6 h + ceftriaxone 2000mg q-12 h for variant W151 and 
W04 
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Figure 26 c  Change in bacterial count over a period of 72 hours in renal patients for 
growth control, monotherapy of ampicillin 2000mg q-4 h, q-6 h, monotherapy of 

ceftriaxone 2000mg q-12 h, for combination therapy ampicillin 2000mg q-4 h + 

ceftriaxone 2000mg q-12 h, ampicillin 2000mg q-8 h + ceftriaxone 2000mg q-12 h 
and ampicillin 2000mg q-6 h + ceftriaxone 2000mg q-12 h for variant W07 

 

Table 15 Change in percentage time above 4×minimum inhibitory concentration 
(MIC) value for all the three variant of Enterococcus faecalis 

Bacteria MIC 

(Ampicillin) 

%T>f4×MIC (q 

4hours) 

%T>f4×MIC (q 

6hours) 

%T>f4×MIC (q 

8hours) 

W04 0.5 160 106 80 

W07 2 60 40 30 

W151 1 110 73.33 55 
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Table 16 Bacterial count at the end of 72 hours study for W04, W07 and W151 in 
renal impaired patients  

Variant Monotherapy of ampicillin 

(2000mg q6 hours) 

Monotherapy of 

ampicillin (2000mg 

q8 hours) 

Combination 

therapy (ampicillin 

2000mg q 8 hours+ 

ceftriaxone 2000mg 

q 12 hours) 

Combinati

on therapy 

(ampicillin 

2000mg q 

6 hours+ 

ceftriaxone 

2000mg q 

12 hours) 

W04 5.3 6.67 2.27 0.27 

W07 6.65 8.3 1.19 0.053 

W151 7.13 8.43 1.08 0.23 

 

This could be because the bacteria are becoming resistant when ampicillin is given less frequently. 

One reason that the bacteria are getting resistant could be due to the suboptimal concentration of 

ampicillin achieved when ampicillin is given 2000mg IV every 8 hours. Suboptimal concentration 

is when the amount of active drug at the target is not sufficient to kill the bacteria with borderline 

susceptibility, allowing for the modification of the target and increase in resistant bacterial 

population [54].  

In our study it might be possible that the concentration after administration of monotherapy of 

ampicillin given every 8 hours is not optimum at the target site, leading to rapid increase in PBP 2 

and PBP 3 resulting in an increased resistant E. faecalis population. This can also be explained 

based on %T above f4*MIC calculated using published literature data [82].  
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As seen in Table 15 the %fT above 4*MIC for ampicillin given every 6 hours is closer to the value 

when ampicillin is given every 4 hours in healthy volunteers, whereas %fT above 4*MIC of 

ampicillin given after every 8 hours is half of that value. This also indicated that when ampicillin 

is given less frequently the concentration of drug remains below the MIC for prolong period in 

comparison to when ampicillin is given more frequently. This would provide the bacteria time to 

regrow. In other words if the %fT above 4*MIC is below 30% it won’t lead to eradication of 

bacteria.  

Therefore, ampicillin given every 6 hours would lead to better eradication of bacteria. Another 

observation from the overall simulation is that every variant of E. faecalis acts differently as the 

overall bacterial count for each of the three variant is different at the end of 72 hour. Further 

investigation must be done to understand the reason behind this.  

Overall, the PBPK-PD model can simulate bacterial count as observed in the in vitro experiment 

and could justify the difference when ampicillin is administered in severe renal impaired patients 

along with ceftriaxone. The custom PD model can be utilized for optimizing dosing regimen not 

performed in clinical studies for any combination therapy acting synergistically.  
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Chapter 6  

Summary 
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Bacterial resistance is a major global issue. Increased bacterial drug resistance is threatening the 

efficacy of life-saving antibiotics. The Centers for Disease Control and Prevention (CDC) has 

identified bacteria that pose a concerning threat to life and are contributing to clinical and financial 

burden on the healthcare system [65]. Therefore, this thesis is focused on evaluating novel in vitro 

and in silico methods that can help combat bacterial resistance by achieving optimum systemic 

concentration of drugs, bridging the gap between in vitro and in vivo studies, evaluating new 

dosing regimens, and monitoring of pharmacodynamic response.  

A novel in-vitro pharmacodynamic model (IVPD) and a physiologically based pharmacokinetic-

pharmacodynamic model (PBPK/PD) were developed for the combination therapy of ampicillin 

and ceftriaxone. Ampicillin plus ceftriaxone combination therapy is first line therapy against 

severe Enterococcus faecalis infections, particularly Enterococcus faecalis infective endocarditis 

[68]. Since ampicillin and ceftriaxone have very different elimination half live, a novel in-vitro 

pharmacodynamic model (IVPD) model was developed for testing two drugs with different 

systemic elimination half live. The flow rate novel of IVPD model is designed to mimic the in 

vivo plasma versus time profile of the drug with a shorter half-life. However,  in order to capture 

the profile of the drug with the longer half-life, a novel approach was used whereby drug was 

supplemented into the central compartment by a rate adjusted continuous infusion. This 

supplementation approach compensates for rapid loss of drug from the central compartment (due 

to the experimental flow rate used to mimic the short half-life drug) and simulates physiologic 

plasma concentrations of the long half-life drug. The novel IVPD model was run for 48 hours, 
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with ceftriaxone as the test drug. Expected concentrations of ceftriaxone were achieved with the 

novel IVPD model.  

The other aspect of the thesis focuses on  developing PBPK-PD model in Simcyp for combination 

of drugs acting synergistically. Simcyp did not have a in built PD model which could simulate 

combination therapy of drugs acting synergistically, therefore a custom PD model was developed 

using lua script which could overcome this caveat. The model was verified in healthy volunteers 

against published in vitro data. The PBPK-PD was further extended to optimize dose frequency of 

ampicillin when given in combination with ceftriaxone in severe renal impaired patients (referred 

to as the Sim_Renal_less_30 denoting patients with GFR below 30 ml/min). As ampicillin is 

primarily cleared by the kidney, there is a need to optimize the frequency of ampicillin in renal 

impaired patients. The Simcyp® simulator was used to develop and test the PBPK-PD model. The 

first step was to build the substrate profile for ampicillin and ceftriaxone in Simcyp and verify the 

model using the built-in population of Sim-Healthy Volunteer and Sim_Renal_less_30. The model 

for Sim-healthy Volunteer for ampicillin and ceftriaxone was verified against published data 

[20,24] Once the model was verified by visual predictive check and fold error (ratio of predicted 

and observed values for Cmax and AUC) in Sim-Healthy volunteer, the model was extended to 

the Sim_Renal_less_30 population. The simulation results for ampicillin and ceftriaxone in 

Sim_Renal_less_30 population was also verified against clinical data [37,38].  

The verified PBPK model in Sim-Healthy volunteer was then integrated with the PD model in 

Simcyp to monitor the bacterial growth over a period of 72 hours in the absence of drug and with 

the recommended dosing regimen of ampicillin 2000 mg every (q)4 hours and ceftriaxone 2000 

mg q12 hours administered via intravenous bolus [84]. The pharmacodynamic endpoint was  
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bacterial count over time. The ampicillin dose was optimized to achieve a bactericidal effect (eg. 

>3 log10 difference from the initial log10 CFU/mL) and show no signs of bacterial regrowth. 

A custom PD model was built in Simcyp using Lua script language. To depict the 

pharmacodynamic response for monotherapy,  a modified Emax equation was used [59]. For 

combination therapy a mixed framework equation was utilized [60]. The PBPK-PD model was 

verified by visual predictive check by comparing the change in bacterial count simulated in silico 

and was compared with the bacterial count obtained from an in vitro study published. [84] E. 

faecalis showed regrowth at the end of 72-hour study with monotherapy of ampicillin, and no 

change in bacterial count was observed with monotherapy of ceftriaxone. These results were 

expected as the bacteria becomes resistant to monotherapy of ampicillin by developing penicillin 

binding protein (PBP) 2 and PBP 3. Ceftriaxone by itself does not show any bactericidal effect as 

it acts on PBP2 and PBP3 which are only expressed in E. faecalis after exposure to ampicillin. The 

combination therapy showed complete eradication of bacteria. 

The next step was to monitor the bacterial count after change in dose frequency of ampicillin, in 

severe renal impaired patients [66,67]. The dosing regimen of ampicillin 2g q 8 hours with 

ceftriaxone 2g q 12 hours [82] did attain bactericidal effect, though regrowth of bacteria was 

observed at the end of 72-hour treatment period. Thus, alternative dosing strategies were tested in 

this population. Model simulations showed that ampicillin 2000 mg q6 hours and ceftriaxone 2000 

mg q12 hours [82] resulted in complete eradication of E. faecalis.  

Overall, this thesis was able to develop a new IVPD model which could simulate the expected in 

vivo plasma concentration vs time profiles of two drugs with different half live. It also focused on 

the importance of in silico approaches and showcased the capability of the Simcyp platform as a 

powerful tool to monitor pharmacodynamic response when integrated with the PBPK model. And 
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lastly, the PBPK-PD model could justify the change in dose frequency of ampicillin when given 

in combination with ceftriaxone in severe renal impaired patients with E. faecalis infection 

 

 

 

 

 

Chapter 7  

References 
 

 

 

 

 

 

 

 

 



109 

 

 

 

 

 

1. Munita, J. M., Arias, C. A., & Murray, B. E. (2012). Enterococcal endocarditis: can we 

win the war?. Current infectious disease reports, 14(4), 339–349. 

https://doi.org/10.1007/s11908-012-0270-8 

2. Hollenbeck, B. L., & Rice, L. B. (2012). Intrinsic and acquired resistance mechanisms in 

enterococcus. Virulence, 3(5), 421–433. https://doi.org/10.4161/viru.21282 

3. Holland, T. L., Baddour, L. M., Bayer, A. S., Hoen, B., Miro, J. M., & Fowler, V. G., Jr 

(2016). Infective endocarditis. Nature reviews. Disease primers, 2, 16059. 

https://doi.org/10.1038/nrdp.2016.59 

4. Luther, M. K., Rice, L. B., & LaPlante, K. L. (2016). Ampicillin in Combination with 

Ceftaroline, Cefepime, or Ceftriaxone Demonstrates Equivalent Activities in a High-

Inoculum Enterococcus faecalis Infection Model. Antimicrobial agents and 

chemotherapy, 60(5), 3178–3182. https://doi.org/10.1128/AAC.03126-15 

5. Gloede, J., Scheerans, C., Derendorf, H., & Kloft, C. (2010). In vitro pharmacodynamic 

models to determine the effect of antibacterial drugs. The Journal of antimicrobial 

chemotherapy, 65(2), 186–201. https://doi.org/10.1093/jac/dkp434 

6. Wang, L., Wismer, M. K., Racine, F., Conway, D., Giacobbe, R. A., Berejnaia, O., & Kath, 

G. S. (2008). Development of an integrated semi-automated system for in vitro 

pharmacodynamic modelling. The Journal of antimicrobial chemotherapy, 62(5), 1070–

1077. https://doi.org/10.1093/jac/dkn294 



110 

 

7. Chen, Y. C., Liang, W., Hu, J. L., He, G. L., Wu, X. J., Liu, X. F., Zhang, J., & Hu, X. Q. 

(2015). In vitro simulation of in vivo pharmacokinetic model with intravenous 

administration via flow rate modulation. Journal of pharmacokinetics and 

pharmacodynamics, 42(1), 33–43. https://doi.org/10.1007/s10928-014-9396-7 

8. Zhuang, X., & Lu, C. (2016). PBPK modeling and simulation in drug research and 

development. Acta pharmaceutica Sinica. B, 6(5), 430–440. 

https://doi.org/10.1016/j.apsb.2016.04.004\ 

9. Kuepfer, L., Niederalt, C., Wendl, T., Schlender, J. F., Willmann, S., Lippert, J., Block, 

M., Eissing, T., & Teutonico, D. (2016). Applied Concepts in PBPK Modeling: How to 

Build a PBPK/PD Model. CPT: pharmacometrics & systems pharmacology, 5(10), 516–

531. https://doi.org/10.1002/psp4.12134 

10. Sager, J. E., Yu, J., Ragueneau-Majlessi, I., & Isoherranen, N. (2015). Physiologically 

Based Pharmacokinetic (PBPK) Modeling and Simulation Approaches: A Systematic 

Review of Published Models, Applications, and Model Verification. Drug metabolism and 

disposition: the biological fate of chemicals, 43(11), 1823–1837. 

https://doi.org/10.1124/dmd.115.065920 

11. Grimstein, M., Yang, Y., Zhang, X., Grillo, J., Huang, S. M., Zineh, I., & Wang, Y. (2019). 

Physiologically Based Pharmacokinetic Modeling in Regulatory Science: An Update From 

the U.S. Food and Drug Administration's Office of Clinical Pharmacology. Journal of 

pharmaceutical sciences, 108(1), 21–25. https://doi.org/10.1016/j.xphs.2018.10.033 

12. Jones, H., & Rowland-Yeo, K. (2013). Basic concepts in physiologically based 

pharmacokinetic modeling in drug discovery and development. CPT: pharmacometrics & 

systems pharmacology, 2(8), e63. https://doi.org/10.1038/psp.2013.41 



111 

 

13. Jamei, M., Marciniak, S., Feng, K., Barnett, A., Tucker, G., & Rostami-Hodjegan, A. 

(2009). The Simcyp population-based ADME simulator. Expert opinion on drug 

metabolism & toxicology, 5(2), 211–223. https://doi.org/10.1517/17425250802691074 

14. Meibohm, B., & Derendorf, H. (1997). Basic concepts of 

pharmacokinetic/pharmacodynamic (PK/PD) modelling. International journal of clinical 

pharmacology and therapeutics, 35(10), 401–413. 

15. Schmidt, S., Barbour, A., Sahre, M., Rand, K. H., & Derendorf, H. (2008). PK/PD: new 

insights for antibacterial and antiviral applications. Current opinion in pharmacology, 8(5), 

549–556. https://doi.org/10.1016/j.coph.2008.06.010 

16. Landersdorfer, C. B., Ly, N. S., Xu, H., Tsuji, B. T., & Bulitta, J. B. (2013). Quantifying 

subpopulation synergy for antibiotic combinations via mechanism-based modeling and a 

sequential dosing design. Antimicrobial agents and chemotherapy, 57(5), 2343–2351. 

https://doi.org/10.1128/AAC.00092-13 

17. Help page of simcyp software 

18. Arumugham VB, Cascella M. Third Generation Cephalosporins. [Updated 2019 Oct 26]. 

In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2020 Jan-. Available 

from: https://www.ncbi.nlm.nih.gov/books/NBK549881/ 

19. https://www.accessdata.fda.gov/drugsatfda_docs/label/2013/050796s014lbl.pdf accessed 

on 02/20/2020 

20. Patel, I. H., Chen, S., Parsonnet, M., Hackman, M. R., Brooks, M. A., Konikoff, J., & 

Kaplan, S. A. (1981). Pharmacokinetics of ceftriaxone in humans. Antimicrobial agents 

and chemotherapy, 20(5), 634–641. https://doi.org/10.1128/aac.20.5.634 



112 

 

21. Stoeckel, K., McNamara, P. J., Brandt, R., Plozza-Nottebrock, H., & Ziegler, W. H. (1981). 

Effects of concentration-dependent plasma protein binding on ceftriaxone kinetics. Clinical 

pharmacology and therapeutics, 29(5), 650–657. https://doi.org/10.1038/clpt.1981.90 

22. Patel, I. H., Miller, K., Weinfeld, R., & Spicehandler, J. (1981). Multiple Intravenous Dose 

Pharmacokinetics of Ceftriaxone in Man. Chemotherapy, 27(suppl 1)(Suppl. 1), 47-56. 

https://doi.org/10.1159/000238029 

23. Cho, S. W., Lee, J. S., & Choi, S. H. (2004). Enhanced oral bioavailability of poorly 

absorbed drugs. I. Screening of absorption carrier for the ceftriaxone complex. Journal of 

pharmaceutical sciences, 93(3), 612–620. https://doi.org/10.1002/jps.10563 

24. Kaushik, D., Mohan, M., Borade, D. M., & Swami, O. C. (2014). Ampicillin: rise fall and 

resurgence. Journal of clinical and diagnostic research : JCDR, 8(5), ME01–ME3. 

https://doi.org/10.7860/JCDR/2014/8777.4356 

25. Luther, M. K., Rice, L. B., & LaPlante, K. L. (2016). Ampicillin in Combination with 

Ceftaroline, Cefepime, or Ceftriaxone Demonstrates Equivalent Activities in a High-

Inoculum Enterococcus faecalis Infection Model. Antimicrobial agents and chemotherapy, 

60(5), 3178–3182. https://doi.org/10.1128/AAC.03126-15 

26. Triggs, E. J., Johnson, J. M., & Learoyd, B. (1980). Absorption and disposition of 

ampicillin in the elderly. European journal of clinical pharmacology, 18(2), 195–198. 

https://doi.org/10.1007/BF00561590 

27. Lafforgue, G., Arellano, C., Vachoux, C., Woodley, J., Philibert, C., Dupouy, V., 

Bousquet-Mélou, A., Gandia, P., & Houin, G. (2008). Oral absorption of ampicillin: role 

of paracellular route vs. PepT1 transporter. Fundamental & clinical pharmacology, 22(2), 

189–201. https://doi.org/10.1111/j.1472-8206.2008.00572.x 



113 

 

28. Soto, E., Shoji, S., Muto, C., Tomono, Y., & Marshall, S. (2014). Population 

pharmacokinetics of ampicillin and sulbactam in patients with community-acquired 

pneumonia: evaluation of the impact of renal impairment. British journal of clinical 

pharmacology, 77(3), 509–521. https://doi.org/10.1111/bcp.12232 

29. Fernández-Hidalgo, N., Almirante, B., Gavaldà, J., Gurgui, M., Peña, C., de Alarcón, A., 

Ruiz, J., Vilacosta, I., Montejo, M., Vallejo, N., López-Medrano, F., Plata, A., López, J., 

Hidalgo-Tenorio, C., Gálvez, J., Sáez, C., Lomas, J. M., Falcone, M., de la Torre, J., 

Martínez-Lacasa, X., … Pahissa, A. (2013). Ampicillin plus ceftriaxone is as effective as 

ampicillin plus gentamicin for treating Enterococcus faecalis infective endocarditis. 

Clinical infectious diseases : an official publication of the Infectious Diseases Society of 

America, 56(9), 1261–1268. https://doi.org/10.1093/cid/cit052 

30. Chow J. W. (2000). Aminoglycoside resistance in enterococci. Clinical infectious diseases 

: an official publication of the Infectious Diseases Society of America, 31(2), 586–589. 

https://doi.org/10.1086/313949 

31. Gavaldà, J., Torres, C., Tenorio, C., López, P., Zaragoza, M., Capdevila, J. A., Almirante, 

B., Ruiz, F., Borrell, N., Gomis, X., Pigrau, C., Baquero, F., & Pahissa, A. (1999). Efficacy 

of ampicillin plus ceftriaxone in treatment of experimental endocarditis due to 

Enterococcus faecalis strains highly resistant to aminoglycosides. Antimicrobial agents and 

chemotherapy, 43(3), 639–646. https://doi.org/10.1128/AAC.43.3.639 

32. Blaser J. (1985). In-vitro model for simultaneous simulation of the serum kinetics of two 

drugs with different half live. The Journal of antimicrobial chemotherapy, 15 Suppl A, 

125–130. https://doi.org/10.1093/jac/15.suppl_a.125 

33. Simcyp version 18, 2018 



114 

 

34. Bauernfeind, A., Jungwirth, R., & Petermüller, C. (1982). Simultaneous simulation of the 

serum profiles of two antibiotics and analysis of the combined effect against a culture of 

Pseudomonas aeruginosa. Chemotherapy, 28(5), 334–340. 

https://doi.org/10.1159/000238100 

35. Zhou, L., Tong, X., Sharma, P., Xu, H., Al-Huniti, N., & Zhou, D. (2019). Physiologically 

based pharmacokinetic modelling to predict exposure differences in healthy volunteers and 

subjects with renal impairment: Ceftazidime case study. Basic & clinical pharmacology & 

toxicology, 125(2), 100–107. https://doi.org/10.1111/bcpt.13209 

36. Suri, A., Chapel, S., Lu, C., & Venkatakrishnan, K. (2015). Physiologically based and 

population PK modeling in optimizing drug development: A predict-learn-confirm 

analysis. Clinical pharmacology and therapeutics, 98(3), 336–344. 

https://doi.org/10.1002/cpt.155 

37. Blum, R. A., Kohli, R. K., Harrison, N. J., & Schentag, J. J. (1989). Pharmacokinetics of 

ampicillin (2.0 grams) and sulbactam (1.0 gram) coadministered to subjects with normal 

and abnormal renal function and with end-stage renal disease on haemodialysis. 

Antimicrobial agents and chemotherapy, 33(9), 1470–1476. 

https://doi.org/10.1128/aac.33.9.1470 

38. Patel, I. H., Sugihara, J. G., Weinfeld, R. E., Wong, E. G., Siemsen, A. W., & Berman, S. 

J. (1984). Ceftriaxone pharmacokinetics in patients with various degrees of renal 

impairment. Antimicrobial agents and chemotherapy, 25(4), 438–442. 

https://doi.org/10.1128/aac.25.4.438 

39. Yoon, S., Yi, S., Rhee, S. J., Lee, H. A., Kim, Y., Yu, K. S., & Chung, J. Y. (2019). 

Development of a physiologically-based pharmacokinetic model for cyclosporine in Asian 



115 

 

children with renal impairment. Translational and clinical pharmacology, 27(3), 107–114. 

https://doi.org/10.12793/tcp.2019.27.3.107 

40. Jovanović, D., Gasic, B., Pavlovic, S., & Naumovic, R. (2013). Correlation of kidney size 

with kidney function and anthropometric parameters in healthy subjects and patients with 

chronic kidney diseases. Renal failure, 35(6), 896–900. 

https://doi.org/10.3109/0886022X.2013.794683 

41. Scotcher, D., Jones, C. R., Galetin, A., & Rostami-Hodjegan, A. (2017). Delineating the 

Role of Various Factors in Renal Disposition of Digoxin through Application of 

Physiologically Based Kidney Model to Renal Impairment Populations. The Journal of 

pharmacology and experimental therapeutics, 360(3), 484–495. 

https://doi.org/10.1124/jpet.116.237438 

42. Eyler, R. F., & Shvets, K. (2019). Clinical Pharmacology of Antibiotics. Clinical journal 

of the American Society of Nephrology : CJASN, 14(7), 1080–1090. 

https://doi.org/10.2215/CJN.08140718 

43. Tan, M. L., Zhao, P., Zhang, L., Ho, Y. F., Varma, M., Neuhoff, S., Nolin, T. D., Galetin, 

A., & Huang, S. M. (2019). Use of Physiologically Based Pharmacokinetic Modeling to 

Evaluate the Effect of Chronic Kidney Disease on the Disposition of Hepatic CYP2C8 and 

OATP1B Drug Substrates. Clinical pharmacology and therapeutics, 105(3), 719–729. 

https://doi.org/10.1002/cpt.1205 

44. Higashimori, M., Ishikawa, K., Gillen, M., & Zhou, D. (2021). Physiologically Based 

Pharmacokinetic Modelling of Glycopyrronium in Patients With Renal Impairment. 

Journal of pharmaceutical sciences, 110(1), 438–445. 

https://doi.org/10.1016/j.xphs.2020.03.014 



116 

 

45. Franchetti, Y., & Nolin, T. D. (2020). Dose Optimization in Kidney Disease: Opportunities 

for PBPK Modeling and Simulation. J Clin Pharmacol, 60 Suppl 1, S36-S51. 

https://doi.org/10.1002/jcph.1741 

46. Michels, W. M., Grootendorst, D. C., Verduijn, M., Elliott, E. G., Dekker, F. W., & 

Krediet, R. T. (2010). Performance of the Cockcroft-Gault, MDRD, and new CKD-EPI 

formulas in relation to GFR, age, and body size. Clinical journal of the American Society 

of Nephrology : CJASN, 5(6), 1003–1009. https://doi.org/10.2215/CJN.06870909 

47. Rasool, M. F., Khalid, S., Majeed, A., Saeed, H., Imran, I., Mohany, M., Al-Rejaie, S. S., 

& Alqahtani, F. (2019). Development and Evaluation of Physiologically Based 

Pharmacokinetic Drug-Disease Models for Predicting Rifampicin Exposure in 

Tuberculosis and Cirrhosis Populations. Pharmaceutics, 11(11), 578. 

https://doi.org/10.3390/pharmaceutics11110578 

48. Lignell, A., Johansson, A., Löwdin, E., Cars, O., & Sjölin, J. (2007). A new in-vitro kinetic 

model to study the pharmacodynamics of antifungal agents: inhibition of the fungicidal 

activity of amphotericin B against Candida albicans by voriconazole. Clinical 

microbiology and infection : the official publication of the European Society of Clinical 

Microbiology and Infectious Diseases, 13(6), 613–619. https://doi.org/10.1111/j.1469-

0691.2007.01710.x 

49. Wright, D. F. B., Winter, H. R., & Duffull, S. B. (2011). Understanding the time course of 

pharmacological effect: a PKPD approach. British journal of clinical pharmacology, 71(6), 

815-823. https://doi.org/10.1111/j.1365-2125.2011.03925.x 



117 

 

50. Zou, H., Banerjee, P., Leung, S. S. Y., & Yan, X. (2020). Application of Pharmacokinetic-

Pharmacodynamic Modeling in Drug Delivery: Development and Challenges. Frontiers in 

pharmacology, 11, 997-997. https://doi.org/10.3389/fphar.2020.00997 

51. Jusko, W. J. (2013). Moving from Basic Toward Systems Pharmacodynamic Models. 

Journal of Pharmaceutical Sciences, 102(9), 2930-2940. 

https://doi.org/https://doi.org/10.1002/jps.23590 

52. Bueters, T., Gibson, C., & Visser, S. A. (2015). Optimization of human dose prediction by 

using quantitative and translational pharmacology in drug discovery. Future medicinal 

chemistry, 7(17), 2351–2369. https://doi.org/10.4155/fmc.15. 

53. Wong, H., Vernillet, L., Peterson, A., Ware, J. A., Lee, L., Martini, J. F., Yu, P., Li, C., 

Del Rosario, G., Choo, E. F., Hoeflich, K. P., Shi, Y., Aftab, B. T., Aoyama, R., Lam, S. 

T., Belvin, M., & Prescott, J. (2012). Bridging the gap between preclinical and clinical 

studies using pharmacokinetic-pharmacodynamic modeling: an analysis of GDC-0973, a 

MEK inhibitor. Clinical cancer research : an official journal of the American Association 

for Cancer Research, 18(11), 3090–3099. https://doi.org/10.1158/1078-0432.CCR-12- 

54. Martinez, M. N., Papich, M. G., & Drusano, G. L. (2012). Dosing regimen matters: the 

importance of early intervention and rapid attainment of the 

pharmacokinetic/pharmacodynamic target. Antimicrobial agents and chemotherapy, 56(6), 

2795–2805. https://doi.org/10.1128/AAC.05360-11  

55. Paterson, I. K., Hoyle, A., Ochoa, G., Baker-Austin, C., & Taylor, N. G. H. (2016). 

Optimising Antibiotic Usage to Treat Bacterial Infections. Scientific Reports, 6(1), 37853. 

https://doi.org/10.1038/srep37853 



118 

 

56. Tängdén, T., Lundberg, C. V., Friberg, L. E., & Huttner, A. (2020). How preclinical 

infection models help define antibiotic doses in the clinic. International Journal of 

Antimicrobial Agents, 56(2), 106008. 

https://doi.org/https://doi.org/10.1016/j.ijantimicag.2020.106008 

57. Nielsen, E. I., & Friberg, L. E. (2013). Pharmacokinetic-pharmacodynamic modeling of 

antibacterial drugs. Pharmacol Rev, 65(3), 1053-1090. 

https://doi.org/10.1124/pr.111.005769 

58. Mouton, J W et al. “Pharmacokinetic-pharmacodynamic modeling of activity of 

ceftazidime during continuous and intermittent infusion.” Antimicrobial agents and 

chemotherapy vol. 41,4 (1997): 733-8. doi:10.1128/AAC.41.4.733  

59. Maire, P., X. Barbaut, A. Schumitzky, and R. W. Jelliffe. 1994. Clinical computations of 

bacterial growth and kill dynamics—implications for therapy, abstr. A83, p. 146. In 

Abstracts of the 34th Interscience Conference on Antimicrobial Agents and Chemotherapy. 

American Society for Microbiology, Washington, D.C 

60. Rao, G. G., Li, J., Garonzik, S. M., Nation, R. L., & Forrest, A. (2018). Assessment and 

modelling of antibacterial combination regimens. Clinical Microbiology and Infection, 

24(7), 689-696. https://doi.org/https://doi.org/10.1016/j.cmi.2017.12.004\ 

61. Miller, W. R., Munita, J. M., & Arias, C. A. (2014). Mechanisms of antibiotic resistance 

in enterococci. Expert review of anti-infective therapy, 12(10), 1221–1236. 

https://doi.org/10.1586/14787210.2014.956092 

62. Wellinghausen, N., Chatterjee, I., Berger, A., Niederfuehr, A., Proctor, R. A., & Kahl, B. 

C. (2009). Characterization of clinical Enterococcus faecalis small-colony variants. Journal 

of clinical microbiology, 47(9), 2802–2811. https://doi.org/10.1128/JCM.00485-09 



119 

 

63. Pasticci, M. B., Mencacci, A., Moretti, A., Palladino, N., Maria Lapalorcia, L., Bistoni, F., 

& Baldelli, F. (2008). In-vitro Antimicrobial Activity of Ampicillin-Ceftriaxone and 

Ampicillin-Ertapenem Combinations Against Clinical Isolates of Enterococcus faecalis 

with High Levels of Aminoglycoside Resistance. The open microbiology journal, 2, 79–

84. https://doi.org/10.2174/1874285800802010079 

64. Dalhoff, A. (1985). Differences between bacteria grown in-vitro and in vivo. Journal of 

Antimicrobial Chemotherapy, 15, 175-195. 

65. Ventola C. L. (2015). The antibiotic resistance crisis: part 1: causes and threats. P & T : a 

peer-reviewed journal for formulary management, 40(4), 277–283. 

66. . https://globalrph.com/renal/ampicillin/ accessed on 1/25/2021 

67. https://www.unmc.edu/intmed/divisions/id/asp/news/docs/antimicrobial-renal-dosing-

guidelines.pdf accessed on 1/25/2021 

68. Dahl, A., Iversen, K., Tonder, N., Hoest, N., Arpi, M., Dalsgaard, M., Chehri, M., 

Soerensen, L. L., Fanoe, S., Junge, S., Hoest, U., Valeur, N., Lauridsen, T. K., Fosbol, E., 

Hoi-Hansen, T., & Bruun, N. E. (2019). Prevalence of Infective Endocarditis in 

Enterococcus faecalis Bacteremia. Journal of the American College of Cardiology, 74(2), 

193–201. https://doi.org/10.1016/j.jacc.2019.04.059 

69. Champoux, N., Du Souich, P., Ravaoarinoro, M., Phaneuf, D., Latour, J., & Cusson, J. R. 

(1996). Single-dose pharmacokinetics of ampicillin and tobramycin administered by 

hypodermoclysis in young and older healthy volunteers. British journal of clinical 

pharmacology, 42(3), 325–331. https://doi.org/10.1046/j.1365-2125.1996.03967.x 

 



120 

 

70. Rice, L. B., Desbonnet, C., Tait-Kamradt, A., Garcia-Solache, M., Lonks, J., Moon, T. M., 

D'Andréa, É. D., Page, R., & Peti, W. (2018). Structural and Regulatory Changes in PBP4 

Trigger Decreased β-Lactam Susceptibility in Enterococcus faecalis. mBio, 9(2), e00361-

18. https://doi.org/10.1128/mBio.00361-18 

71. Vaddady, P. K., Lee, R. E., & Meibohm, B. (2010). In vitro 

pharmacokinetic/pharmacodynamic models in anti-infective drug development: focus on 

TB. Future medicinal chemistry, 2(8), 1355–1369. https://doi.org/10.4155/fmc.10.224  

72. Cadwell, John. (2012). The Hollow Fiber Infection Model for Antimicrobial 

Pharmacodynamics and Pharmacokinetics. Advances in Pharmacoepidemiology & Drug 

Safety. 01. 10.4172/2167-1052.S1-007. 

73. Yang, S. K., Yusoff, K., Mai, C. W., Lim, W. M., Yap, W. S., Lim, S. E., & Lai, K. S. 

(2017). Additivity vs Synergism: Investigation of the Additive Interaction of Cinnamon 

Bark Oil and Meropenem in Combinatory Therapy. Molecules (Basel, 

Switzerland), 22(11), 1733. https://doi.org/10.3390/molecules22111733 

74. Al-Kuraishy, H. M., Al-Gareeb, A. I., & Al-Buhadily, A. K. (2018). Rosuvastatin as 

forthcoming antibiotic or as adjuvant additive agent: In vitro novel antibacterial 

study. Journal of laboratory physicians, 10(3), 271–275. 

https://doi.org/10.4103/JLP.JLP_170_17 

75. . Onufrak, N. J., Forrest, A., & Gonzalez, D. (2016). Pharmacokinetic and 

Pharmacodynamic Principles of Anti-infective Dosing. Clinical therapeutics, 38(9), 

1930–1947. https://doi.org/10.1016/j.clinthera.2016.06.015 



121 

 

76. Velkov, T., Bergen, P. J., Lora-Tamayo, J., Landersdorfer, C. B., & Li, J. (2013). PK/PD 

models in antibacterial development. Current opinion in microbiology, 16(5), 573–579. 

https://doi.org/10.1016/j.mib.2013.06.010 

77.  Brill, M., Kristoffersson, A. N., Zhao, C., Nielsen, E. I., & Friberg, L. E. (2018). Semi-

mechanistic pharmacokinetic-pharmacodynamic modelling of antibiotic drug 

combinations. Clinical microbiology and infection: the official publication of the European 

Society of Clinical Microbiology and Infectious Diseases, 24(7), 697–706. 

https://doi.org/10.1016/j.cmi.2017.11.023 

78. Butterfield, Jill & Lodise, Thomas & Pai, Manjunath. (2012). Applications of 

Pharmacokinetic and Pharmacodynamic Principles to Optimize Drug Dosage Selection. 

Example of Antibiotic Therapy Management. Therapeutic Drug Monitoring. 175-196. 

10.1016/B978-0-12-385467-4.00009-9. 

79. Sadiq, M. W., Nielsen, E. I., Khachman, D., Conil, J. M., Georges, B., Houin, G., Laffont, 

C. M., Karlsson, M. O., & Friberg, L. E. (2017). A whole-body physiologically based 

pharmacokinetic (WB-PBPK) model of ciprofloxacin: a step towards predicting bacterial 

killing at sites of infection. Journal of pharmacokinetics and pharmacodynamics, 44(2), 

69–79. https://doi.org/10.1007/s10928-016-9486-9 

80.  Zhao, P., Zhang, L., Grillo, J. A., Liu, Q., Bullock, J. M., Moon, Y. J., Song, P., Brar, S. 

S., Madabushi, R., Wu, T. C., Booth, B. P., Rahman, N. A., Reynolds, K. S., Gil Berglund, 

E., Lesko, L. J., & Huang, S. M. (2011). Applications of physiologically based 

pharmacokinetic (PBPK) modeling and simulation during regulatory review. Clinical 

pharmacology and therapeutics, 89(2), 259–267. https://doi.org/10.1038/clpt.2010.298 



122 

 

81. Perry, C., Davis, G., Conner, T.M. et al. Utilization of Physiologically Based 

Pharmacokinetic Modeling in Clinical Pharmacology and Therapeutics: an Overview. Curr 

Pharmacol Rep 6, 71–84 (2020). https://doi.org/10.1007/s40495-020-00212-x 

82. https://0-www-micromedexsolutions-

com.liucat.lib.liu.edu/micromedex2/librarian/CS/2C6075/ND_PR/evidencexpert/ND_P/e

videncexpert/DUPLICATIONSHIELDSYNC/B386A6/ND_PG/evidencexpert/ND_B/evi

dencexpert/ND_AppProduct/evidencexpert/ND_T/evidencexpert/PFActionId/evidencexp

ert.IntermediateToDocumentLink?docId=0045&contentSetId=31&title=AMPICILLIN&

servicesTitle=AMPICILLIN# accessed on 3/16/2021 

83. St Peter, W. L., Redic-Kill, K. A., & Halstenson, C. E. (1992). Clinical pharmacokinetics 

of antibiotics in patients with impaired renal function. Clinical pharmacokinetics, 22(3), 

169–210. https://doi.org/10.2165/00003088-199222030-00002 

84. .Werth BJ, Shireman LM. Pharmacodynamics of Ceftaroline plus Ampicillin against 

Enterococcus faecalis in an In Vitro Pharmacokinetic/Pharmacodynamic Model of 

Simulated Endocardial Vegetations. Antimicrob Agents Chemother. 2017;61(4):e02235-

16. Published 2017 Mar 24. doi:10.1128/AAC.02235- 

85. . Kolter, R., Siegele, D. A., & Tormo, A. (1993). The stationary phase of the bacterial life 

cycle. Annual review of microbiology, 47, 855–874. 

https://doi.org/10.1146/annurev.mi.47.100193.004231 

86. Jaishankar, J., & Srivastava, P. (2017). Molecular Basis of Stationary Phase Survival and 

Applications. Frontiers in microbiology, 8, 2000. 

https://doi.org/10.3389/fmicb.2017.02000 

https://doi.org/10.2165/00003088-199222030-00002


123 

 

87. .https://www.unmc.edu/intmed/divisions/id/asp/news/docs/antimicrobial-renal-dosing-

guidelines.pdf accessed on 1/25/2021 

88. Dahl, K. Iversen, N. Tonder, N. Hoest, M. Arpi, M. Dalsgaard, et al.Journal of the 

American College of Cardiology 2019 Vol. 74 Issue 2 Pages 193-201 DOI: 

https://doi.org/10.1016/j.jacc.2019.04.059 

89. Munar, M. Y., & Singh, H. (2007). Drug dosing adjustments in patients with chronic 

kidney disease. American family physician, 75(10), 1487–1496 

90. Wolff, F., Deprez, G., Seyler, L., Taccone, F., Hites, M., Gulbis, B., Vincent, J. L., 

Jacobs, F., & Cotton, F. (2013). Rapid quantification of six β-lactams to optimize dosage 

regimens in severely septic patients. Talanta, 103, 153–160. 

https://doi.org/10.1016/j.talanta.2012.10.024 

91. A. Lakshmi Bhagya sree*, B.Siva Sai Kiran, Shaik Muneer, Dr. K.B Chandra Sekhar, 

Novel RP-HPLC method development and validation for the estimation of Ceftriaxone 

sodium sterile in bulk and its formulations, Journal of Pharmacy Research Vol.11  

92. McWhinney, B. C., Wallis, S. C., Hillister, T., Roberts, J. A., Lipman, J., & Ungerer, J. P. 

(2010). Analysis of 12 beta-lactam antibiotics in human plasma by HPLC with ultraviolet 

detection. Journal of chromatography. B, Analytical technologies in the biomedical and 

life sciences, 878(22), 2039–2043. https://doi.org/10.1016/j.jchromb.2010.05.027 

 

 

 

 

 



124 

 

Appendix 1: Berkeley Madonna Script 

 
Ceftriaxone 

{Type Equations Here.} 

METHOD RK4 

STARTTIME = 0 

STOPTIME= 72 

DT=0.02 

; Parameter definitions 

 dose= 2000 ; dose amount 2000mg from 0 h onwards 

 dose_int= 12; dosing interval 

 ndoses= 6; number of doses 

 ; PK parameters 

 ka=0.086; elimination rate constant 

V = 7.78; L volume of distribution 

Emax0= 0.1 ; 1/hour maximum bacteril kill rate 

kgrowth = 0.37 ; 1/hour bacterial growth rate in abscence of drug 

Bmax = 9.98; log cfu/ml maximum bacterial growth in absence of drug 

EC50 = 54; mg/l concentration 50% 
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h = 1.2;hill coefficient 

 ; dosing input. Set to zero after ndoses 

 ; administered 

 dosingperiod = if time < ndoses*dose_int-DT then 1 else 0 

 input = pulse(dose,0,dose_int)*dosingperiod 

 d/dt(comp1)=-ka*comp1 +input;dosing compartment 

init comp1 = 0 

CD = comp1/V 

  DRUG = (Emax0*(CD)^h)/((EC50)^h+(CD)^h) 

  d/dt(S)= kgrowth*(1-S/Bmax)*S -(DRUG)*S 

init S = 8.18 

 

Ampicillin 

{Type Equations Here.} 

METHOD RK4 

STARTTIME = 0 

STOPTIME= 72 

DT=0.02 
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; Parameter definitions 

 dose= 2000 ; dose amount 2000mg from 0 h onwards 

 dose_int= 4; dosing interval 

 ndoses= 18; number of doses 

 ; PK parameters 

 ka=0.36; elimination rate constant 

V = 27.6; L volume of distribution 

Emax0= 0.34 ; 1/hour maximum bacteril kill rate 

kgrowth = 0.37 ; 1/hour bacterial growth rate in abscence of drug 

Bmax = 9.98; log cfu/ml maximum bacterial growth in absence of drug 

EC50 = 37; mg/l concentration 50% 

h = 1.4;hill coefficient 

 ; dosing input. Set to zero after ndoses 

 ; administered 

 dosingperiod = if time < ndoses*dose_int-DT then 1 else 0 

 input = pulse(dose,0,dose_int)*dosingperiod 

 d/dt(comp1)=-ka*comp1 +input;dosing compartment 

init comp1 = 0 
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CD = comp1/V 

   DRUG = (Emax0*(CD)^h)/((EC50)^h+(CD)^h) 

     d/dt(S)= kgrowth*(1-S/Bmax)*S -(DRUG)*S 

init S = 8.17 
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Appendix 2 : Lua scrip 
 

Ceftriaxone monotherapy 

function popSimSetup(...) 

   sc:setNUserOdes(1) 

   sc:setUserStateName(1, "sensitive bacteria") 

end 

function odeInitStep(xin, su, P, ...) 

   su[1] = 8.18 

   return 0 

end 

function odeRateStep(t, xin, su, gu, P, ...) 

   S = su[1]  -- sensitive/susceptible bacteria 

    

   kgrowth = 0.37 

   Bmax = 9.98 

   Emax0 = 0.16 

   EC50 = 48.49 

   h = 1.2 

 

   DRUG = (Emax0*(xin)^h)/((EC50)^h+(xin)^h) 

    

  gu[1] = kgrowth*((1-S/Bmax)*S -(DRUG)*S) 

 

    

   return (S) 

end 

Ampicillin monotherapy  

 function popSimSetup(...) 

   sc:setNUserOdes(1) 
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   sc:setUserStateName(1, "sensitive bacteria") 

end 

function odeInitStep(xin, su, P, ...) 

   su[1] = 8.18 

   return 0 

end 

function odeRateStep(t, xin, su, gu, P, ...) 

   S = su[1]  -- sensitive/susceptible bacteria 

    

   kgrowth = 0.37 

   Bmax = 9.98 

   Emax0 = 0.48 

   EC50 = 48 

   h = 0.5 

 

    

   DRUG = (Emax0*(xin)^h)/((EC50)^h+(xin)^h) 

    

  gu[1] = kgrowth*((1-S/Bmax)*S -(DRUG)*S) 

 

    

   return (S) 

end 
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Appendix 3 HPLC analysis 

 

Time(hours) 

Observed ceftriaxone 

concentration(µg/mL) 

Run 1  

Observed ceftriaxone 

concentration(µg/mL) 

Run 2 CV% 

0.50 21.78 19.09 9.31 

2.00 18.71 14.01 20.55 

3.50 15.20 12.63 13.07 

4.50 11.13 9.55 10.79 

6.00 9.84 8.73 8.49 

7.50 6.72 5.78 10.64 

8.50 5.54 5.18 4.84 

10.00 4.92 4.71 3.01 

11.50 4.28 3.13 22.10 

24.50 24.29 26.75 6.82 

26.00 19.91 21.02 3.84 

27.50 18.01 18.77 2.94 

28.50 15.61 16.87 5.49 

30.00 13.10 12.98 0.66 

31.50 11.67 11.38 1.75 

32.50 10.64 10.64 0.00 

34.00 7.90 7.66 2.17 

35.50 6.67 6.43 2.61 

 

CV = coefficient of variance (Standard Deviation / Mean) * 100) 
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Appendix 4 Curriculum Vitae 
 

CAREER GOALS 
 To develop into a highly valued PBPK/PD modeler that will apply strategic and technical 

expertise in quantitative analysis (dose-response, exposure-response) in dose selection using 
model-informed drug development approach. 

 To be a valuable partner with clinical pharmacologist to provide scientific and operational 
insights into model-informed drug development program from first in human dosing through life 
cycle management.  

 To integrate pharmacometrics expertise within program team with subject matter experts in 
clinical research, DMPK, regulatory, digital health, global outcomes/epidemiology, biostatistics, 
and other key data science disciplines. 

STRENGTHS AND ACCOMPLISHMENTS 
 Good expertise and experience in quantitative modeling such as PK/PD and physiological-based 

PK modeling. 

 Excellent oral and written communication and inter-personal skills enabling seamless integration 

into new modeling teams, and other teams such as clinical development, clinical operation, and 

study teams. 

 Effective influence skills with ability to drive collaborations and decisions in a cross-functional, 

multi-cultural organization. 

 Fast and highly motivated learner on different aspects of new software and drug development. 

 Had integrated in vitro DMPK and in vivo animal PK data to predict drug-drug interactions using 

PBPK on an oncology asset, enabling justification of study design of clinical DDI studies (Arvinas). 

 Developed and applied a PBPK/PD model to optimize dosing regimen of ampicillin and ceftriaxone 

combination therapy in renal impairment patients (Long Island University). 

SKILLS 
 Simcyp 

 Gastroplus  

 Phoenix Winnonlin 

 Ussing Chamber 

 Scintillator 

 Berkeley Madonna 

 SigmaPlot, GraphPad Prism 

 Sandwich type Elisa 

 In-vitro Pharmacodynamic Model 

 Franz diffusion cell 
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RESEARCH EXPERIENCE  
September 2018 – est Fall 2021 
PhD Project, Long Island University, NY, USA 
In vitro and in silico approaches to evaluate the pharmacokinetics and pharmacodynamics of 
combination antibiotic therapy against drug-resistant bacteria  

 Developed PBPK/PD model for ampicillin and ceftriaxone combination therapy in healthy 
volunteer. 

 Utilized PBPK/PD model to optimize dosing regimen of ampicillin and ceftriaxone 
combination therapy in renal impairment patients. 

 Optimized in-vitro pharmacodynamic model to attain the plasma concentration time 
profile of ceftriaxone when given in combination with ampicillin. 

 Developed HPLC method for quantifying unknown concentration of antibiotics. 
Apo-B in Prevention of cardiovascular disease (CVD) in persons living with HIV (PLWH) on Statin 
Therapy 

 Performed sandwich type Elisa to quantify concentration of Apo-B a cardiovascular disease 
biomarker in HIV patient plasma sample. 

Dec 2017 - May 2018 
MASTERS PROJECTS, LONG ISLAND UNIVERSITY, NY 
Bioequivalent Diclofenac Sodium Gel Formulation 

 Gel formulation using Carbopol 980NF and 934NF, performing Franz diffusion studies, 
troubleshooting solubility issues. 

Academic Capstone Project Submission for PKPD Modelling Software SIMCYP  

 Etanercept Physiologic-Based Pharmacokinetics (PBPK) Analysis in Renal Impairment and 
Patients with Rheumatoid Arthritis: Modeling and Simulation Approach. 

May 2021-August2021 
Arivnas, Connecticut, USA 
Clinical Pharmacology Intern 

 Develop PBPK model for atorvastatin and apixaban using Gastroplus. 

 Drug-drug interaction of atorvastatin and apixaban with in house PROTAC drug. 
 
May 2020-August2020 
PPDM Bioanalytical Intern, Merck & Co, Boston, USA 
Evaluation of homogeneous proximity immunoassays for preclinical bioanalytical applications 

 Performed thorough literature review to explore homogeneous proximity immunoassays 
such as AlphaLISA, SPARCL and TR-FRET. 

 Compared the above-mentioned immunoassays with MSD and Gyrolab, based on assay 
run time and sensitivity. 

 Applications of AlphaLISA, SPARCL and TR-FRET in the pharmaceutical field from PK/PD 
perspective.  

 
June 2019- August 2019 
Biopharmaceutics and Special Dosage Form Intern, Merck & Co, Pennsylvania, USA  

 Performed Ex-vivo studies to understand various in-vitro and formulation effects of oral 
peptide drug delivery system. 

 Developed a workflow to understand the apparent permeability of radio-labelled oral 
peptide across rat intestine using ussing chamber. 
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 Exploring advantages of Ussing chamber over other ex-vivo techniques.  
 

Jan 2015 – Dec 2015 
Undergraduate Project, Shobhaben Pratapbhai Patel School of Pharmacy and Technology 
management, Maharashtra, India 
Solubility enhancement of Glipizide using cyclodextrins and spray drying technique 
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