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Abstract
Teicoplanin is a glycoside antibiotic which consists of five closely related glycopeptide antibiotics
with similar antibacterial properties to vancomycin that were first isolated in 1976. Teicoplanin is
active against many gram-positive anaerobe microorganisms and is particularly potent against
clostridium species. It is also active against most Listeria, enterococci and staphylococci including
methicillin-resistant strains. Nonviridans and viridans streptococci, Streptococcus pneumoniae, and
enterococci are inhibited by teicoplanin. Teicoplanin has been used to treat a wide variety of
infections, including osteomyelitis and endocarditis caused by methicillin-resistant and methicillinsusceptible staphylococci, streptococci, and enterococci.
Teicoplanin has a spectrum of antimicrobial action similar to vancomycin, but teicoplanin has some
advantages in that it only needs to be given once a day, does not need to be given as slowly as
vancomycin and can be given by intramuscular injection. Teicoplanin cannot be given by mouth.
Teicoplanin is excreted unchanged in the urine. The half-life of teicoplanin is 100 hours in adults and
21/2 days in children. Teicoplanin has a large distribution volume and long half-life and a loading dose
is recommended. In infants, the loading dose of teicoplanin is 16 mg/kg administered intravenously
followed by 8 mg/kg once daily. The target trough concentration of teicoplanin ranges from 15 to 30
µg/ml. The incidence of hepatic dysfunction, renal impairment and thrombocytopenia is 14.8%, 20%,
and 14%, respectively, when the serum teicoplanin concentrations range from < 20 µg/ml and ≥ 20
µg/ml. The aim of this study is to review the effects and the pharmacokinetics of teicoplanin in
neonates.
Key Words: Effects, Neonate, Pharmacokinetics, Teicoplanin.

*Please cite this article as: Maria Pacifici G. Clinical Pharmacology of Teicoplanin in Neonates: Effects and
Pharmacokinetics. Int J Pediatr 2016; 4(10): 3669-84. DOI: 10.22038/ijp.2016.7629

*Corresponding Author:
Gian Maria Pacifici, MD, Via San Andrea 32, 56127 Pisa, Italy.
Email: pacificigm@tiscali.it
Received date Sep 12, 2016 ; Accepted date: Sep 22, 2016

Int J Pediatr, Vol.4, N.10, Serial No.34, Oct 2016

3669

Teicoplanin in Neonates

1-INTRODUCTION
Teicoplanin, a glycoside antibiotic, is a
useful antimicrobial agent with similar
spectrum of antimicrobial activity to
vancomycin, but has some advantages in
that it only needs to be given once a day,
does not need to be given as slowly as
vancomicin and can be given by
intramuscular injection. Vancomicinresistance organisms are sometimes
sensitive to teicoplanin. Teicoplanin is a
complex of five closely related
glycopeptide antibiotics with similar
antibacterial properties to vancomycin that
were first isolated in 1976. Teicoplanin is
active against many gram-positive
anaerobes and is particularly potent against
clostridium species. It is also active against
most
Listeria,
enterococci
and
staphylococci
(including
methicillinresistant strains). Teicoplanin cannot be
given by mouth and this drug is excreted
unchanged in the urine (1).
Teicoplanin inhibits the synthesis of the
cell wall in sensitive bacteria by binding
with high affinity to the D-Alanyl-Dalanine terminus of cell wall precursor
units. Because of the large molecular size,
glycopeptides are unable to penetrate the
outer membranes of gram-negative
bacteria. Glycopeptides are generally
bactericidal against susceptible strains,
except for enterococci. Teicoplanin is
active against methicillin-susceptible and
methicillin-resistant staphylococci, which
typically have Multiple Indicator Cluster
Surveys (MICS) of <4 µg/ml. The MICS
for
Listeria
monocytogenes,
Corynebacterium species, and anaerobic
gram-positive cocci range from 0.25-2
µg/ml.
Nonviridans
and
viridans
streptococci, Streptococcus pneumoniae,
and enterococci are inhibited by
concentrations ranging from 0.01-1 µg/ml.
Teicoplanin is highly bound by plasma
proteins (90-95%), and in vitro studies
show that protein binding affects its
antibacterial activity. In adults, teicoplanin
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has an extremely long serum elimination
half-life, up to 100 hours in patients with
normal renal function (2). In children, the
half-life is about 21/2 days. Teicoplanin has
a high distribution volume making an
initial loading dose advisable. This drug
penetrates most tissue fluid well, but
penetration into the cerebral spinal fluid is
unsatisfactory and often unpredictable (1).
Teicoplanin has been used to treat a wide
variety of infections, including bone and
join
infections,
osteomyelitis
and
endocarditis, caused by methicillinresistance and methicillin-susceptible
staphylococci,
streptococci,
and
enterococci (2).
Gram-positive bacteria, notably coagulasenegatively staphylococci, have become an
important cause of infection in neonates
(3). Furthermore, many of these pathogens
are now resistant to multiple antibacterial
agents (4). A combination of ampicillin
plus aminoglycoside is recommended as
first-line treatment for early-onset sepsis.
For late-onset sepsis acquired in neonatal
intensive care units anti staphylococcal
agents such as glycopeptides should be
substituted for ampicillin, particularly if
methicillin-resistant staphylococci are
frequently isolated in the neonatal unit.
Although, vancomycin is effective in this
setting, it is associated with a high
incidence of anaphylactic reactions (5) and
with auditory and renal toxicity (5, 6).
Teicoplanin is active against gram-positive
bacteria, and has a good general and renal
safety profile (6) confirmed in both term
and preterm newborns (7). Strains of
enterococci once were once uniformly
susceptible
to
glycopeptides.
Glycopeptide-resistant
strains
of
Enterococcus faecium, have emerged as
major nosocomial pathogens in the United
States of America. Enterococcal resistance
to glycopeptides is the result of alteration
of the D-Alanyl-D-alanine target to DAlanyl-D-lactate or D-Alanyl-D-serine,
which bind glycopeptides poorly, due to
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the lack of a critical site for hydrogen
bonding (8).
2- MATERIALS AND METHODS
2-1. Literature Search
The following databases were searched
for relevant papers and reports:
MEDLINE, CINAHL, EMBASE, Google
scholar and PubMed as search engines;
July 2016 was the cutoff point. Key
references from extracted papers were also
hand-searched.
2-2. Search Terms
Combinations of search terms from three
categories ("Teicoplanin" keyword AND
"Neonetes"
keyword
AND
"Pharmacokinetics teicoplanin neonate"
keyword
AND
"Pharmacokinetics
teicoplanin neonate" keyword AND
"Infants" keyword), were used to search
for the relevant literature. In addition, the
book Neonatal Formulary (1) was
consulted.
3-RESULTS
3-1. Treatment
3-1-1.Treatment of infants < 1 month
old
Give a 16 mg/kg loading dose by
intravenous injection followed by 8 mg/kg
given by intravenous or intramuscular
injection once every 24 hours. Treat
proven septicemia for at least 7 days.
Double the dosage interval in renal failure
(1).
3-1-2.Treatment of older infants
Give three 10 mg/kg intravenous doses 12
hours apart. Then give 10 mg/kg once
every 24 hours (1).
3-2.
Evaluation
of
teicoplanin
concentrations and safety in neonates
Infection
with
methicillin-resistant
Staphylococcus
aureus
significantly
increases morbidity and mortality in
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neonatal intensive care units. Thus, prompt
treatment with appropriate antimicrobial
agents using adequate dosage is required
(9). Teicoplanin, a glycopeptide antibiotic,
has been used to treat methicillin-resistant
Staphylococcus aureus infections. Since
teicoplanin has a long elimination half-life
and a large distribution volume an initial
loading dose is required to rapidly achieve
the optimal exposure. It is commonly
considered that the trough concentration of
teicoplanin be ≥10 µg/ml for methicillinresistant Staphylococcus aureus infections
and ≥20 µg/ml for deep-seated infections
such as endocarditis, bone and join
infections, and osteomyelitis (10, 11).
Recently, it has been reported that it is
necessary
to
achieve
a
trough
concentration of ≥15 µg/ml to obtain the
high efficacy of teicoplanin for
methicillin-resistant
Staphylococcus
aureus infections, and 15-30 µg/ml has
been recommended as the new target
trough range (12). However, there are
limited data regarding dosage and
subsequent trough concentrations of
teicoplanin in neonates (7), and there are
no data on whether the recommended
loading and maintenance doses for
neonates reach the target trough range (1530 µg/ml) as a surrogate marker for the
anti-methicillin-resistant Staphylococcus
aureus efficacy of teicoplanin. It has been
shown
that
nephrotoxicity
and
hepatotoxicity were caused at a teicoplanin
concentrations
>60
µg/ml,
and
thrombocytopenia was found at a trough
concentration of >40 µg/ml in adult
patients treated with teicoplanin (13).
Thus, the safety of teicoplanin at a trough
concentration ≥20 µg/ml has been
confirmed in adult patients (14). However,
there are few reports regarding the adverse
reactions in neonates treated with
teicoplanin (7). Table.1 shows the median
teicoplanin trough concentrations and the
number of neonates achieving a trough
concentration of ≥ 7.0 µg/ml on day 3 or 4
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divided into each loading dose regimen.
To examine the factors that affect the
fluctuation
of
teicoplanin
serum
concentrations, correlation analysis were
performed. There were significant
correlations between cumulative doses at
day 3 or 4 and trough concentration (r =
0.724; P<0.001). There were no significant
correlations between serum creatinine and
concentration/dose ratio, body weight and
concentration/dose
ratio,
corrected
gestational age and concentration/dose
ratio,
and
postnatal
age
and
concentration/dose ratio.
Table.2 shows the incidence of adverse
reactions in neonates treated with
teicoplanin at a concentration of < 20
µg/ml or ≥ 20 µg/ml. The incidence of
hepatic dysfunction, renal impairment and
thrombocytopenia was 14.8%, 20%, and
14%, respectively. There was no
significant difference in the incidence of
adverse reactions between the trough
concentration < 20 µg/ml and ≥ 20 µg/ml
groups. The incidence of grade 3 hepatic
dysfunction, renal impairment and
thrombocytopenia was 7.4%, 4%, and
11.1%, respectively. There was no
significant difference in the incidence of
adverse reactions between the trough
concentration < 20 µg/ml and ≥ 20 µg/ml
groups (15).
The results of the analysis of the loading
dose and subsequent concentration showed
that the median trough concentration in the
loading dose regimen of > 12-16 mg/kg on
day 1, followed by > 6-8 mg/kg every 12
hours was 8 µg/ml. Moreover, the
percentage
achieving
a
trough
concentration of ≥ 15 µg/ml in neonates
who received > 12 mg/kg on day 1,
followed by > 6 mg/kg every 24 hours was
70%. These results indicate that
recommended teicoplanin dosage is
appropriate for achieving the new target
trough range of 15-30 µg/ml (12). It is well
known that changes in the development of
renal function in neonates are correlate not
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with postnatal age but with corrected
gestational age (16). Moreover, Kimura et
al. (17) indicated that corrected gestational
age, serum creatinine and body weight
were important factors that correlate with
individual estimates of vancomycin
clearance in neonates. Considering these
findings, the present results suggest that
teicoplanin trough concentration after
administrating the loading dose increases
in premature infants and depends both on
body weight and renal function. In the
maintenance dose regimen > 6-8 mg/kg
every 24 hours, the median trough
concentration was 18.5 µg/ml. Moreover,
the percentage of a trough concentration ≥
15 µg/ml in neonates who received >6-8
mg/kg every 24 hours was 83.3%,
suggesting that the recommended dosage
is an appropriate dosage to maintain a
trough concentration of 15-30 µg/ml in
neonates with normal renal function.
Contrary to the loading dose analysis,
body weight, renal function and corrected
gestational age were not related to
fluctuation factors of teicoplanin trough
concentration in neonates with normal
renal function. Therefore, other factors or
multiple factors including age, body
weight and renal function might be
involved in fluctuation factors of
teicoplanin trough concentration at the
maintenance dose administration. Yamada
et al. (15) revealed that the recommended
teicoplanin dosage for neonates achieves
and maintains trough concentration of 1530 µg/ml and that teicoplanin trough
concentration in neonates depends both on
body weight and renal function at the
loading dose. The incidence of adverse
reactions is independent of high trough
concentration (≥ 20 µg/ml) and thus it
might be possible to set the target trough
concentration at ≥ 20 µg/ml for deepseated infections such as endocarditis,
bone
and
joint
infections,
and
osteomyelitis in neonates.
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3-3. Treatment with teicoplanin against
staphylococcal infection in neonates
Septicemia remains an important problem
in neonatal intensive care associated with
high rates of morbidity and mortality (18,
19). Currently, Staphylococcus aureus and
coagulase-negative staphylococci represent
the most frequent isolated nosocomial
pathogens from neonates in neonatal
intensive care units (7, 20). These
microorganisms
show
significant
resistance
to
methicillin
and/or
aminoglycosides, which may be as high as
70-90%, thus glycopeptide antibiotics are
used in many neonatal intensive care units
(4, 19-21).
Vancomicin is a glycoside antibiotic that
has been used in the neonatal intensive
care units for many years, despite its sideeffects. Teicoplanin, another glycopeptide
antibiotic, which has similar clinical
efficacy, but fewer side-effects compared
with vancomycin, has become the
preferred antibiotic (7, 22). The literature
on the clinic effect of teicoplanin is scarce
(7, 20, 23). Yalaz et al. (24) evaluated the
clinical and bacteriological efficacy and
potential side-effects of teicoplanin in
neonates with proven staphylococcal
infection. A total of 909 neonates were
admitted to the neonatal intensive care unit
(24). The gestational age of 695 (76.5%)
neonates was < 37 weeks and 663 neonates
(73.0%) had a birth weight < 2,500 grams.
The demographic characteristics of the
neonates admitted to neonatal intensive
care units who had staphylococcus
septicemia are summarized in Table.3.
There were 83 proven episodes of
septicemia in 75 neonates. Staphylococcus
septicemia was the most frequent cause of
neonatal sepsis (n=37, 44.6%). Of these,
26 (70.2%) were caused by coagulasenegative staphylococci, and 11 (29.7%) by
staphylococcus aureus. Neonates with
Staphylococcus
aureus
sepsis
had
significantly lower gestational age
(P<0.05) and birth weight (P<0.05)
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compared with neonates with coagulasenegative staphylococci sepsis. The mean
duration of teicoplanin therapy was 11.6 +
2.3 days. The rate of bacteriological care
was 89.2% for all patients and 100% for
the survivors, and was achieved at 4.8 +
1.6 days. There were no significant
differences between the infants with
coagulase-negative and Staphylococcus
aureus sepsis for risk factors and outcomes
of teicoplanin in neonates with septicemia
(Table.4). As shown in Table.4, a
significantly greater proportion of the
former group required mechanical
ventilation for at least 3 days (P<0.01),
although their time to diagnosis was
significantly shorter compared to neonates
with coagulase-negative staphylococcus
infection (P<0.01). The most important
risk factors for staphylococcal septicemia
in both groups were: at least 3 days of total
parenteral nutrition (94.5%); central
venous catheterization (59.5%); and at
least 3 days of mechanical ventilation
(59.5%). On comparing the two groups
(Staphylococcus aureus and coagulatenegative sepsis), the difference between
the proportion of neonates who had
required teicoplanin for at least 3 days was
not significantly different, but significantly
more neonates in the coagulase-negative
staphylococci
had
central
venous
catheterization (P<0.01; Table. 4) These
authors assessed various clinical and
laboratory parameters of the infants with
proven septic episodes caused by
coagulase-negative staphylococci aureus,
who were treated with teicoplanin (Tables
5 and 6).
Based on the results of previous study
(25), an initial empirical antibiotic therapy
protocol was started as follows: in earlyonset sepsis - combination of sultamicilin
and an aminoglycoside; and in late-onset
sepsis - combination of a glycopeptide and
a carbapenem (and/or antifungal therapy).
A loading intravenous dose of 16 mg/kg of
teicoplanin was given on the first day,
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followed by 8 mg/kg daily. Antibiotic
therapy was discontinued 72 hours after a
negative blood culture was obtained. There
were no significant differences between
the patients with coagulase-negative and
Staphylococcus aureus sepsis for these
parameters. The antibiotic susceptibility of
the microorganisms were as follows:
coagulase-negative - teicoplanin and
vancomycin 100%, gentamicin 50%.
Staphylococcus aureus - teicoplanin and
vancomycin 100%, clindamycin and
gentamicin 54.5%. Methicillin resistance
of coagulase-negative was 92.3% and
Staphylococcus aureus was 72.7%. None
in either group had side-effects. There
have been many reports of the
considerable resistance of coagulasenegative and Staphylococcus aureus to
methicillin in neonatal intensive care units.
The glycopeptide antibiotics, vancomicin
and teicoplanin, are commonly considered
first-line antibiotics for the treatment of
coagulase-negative staphylococcus and
staphylococcus
aureus. Vancomycin,
although effective, is associated with a
high incidence of anaphylactic reactions
(red man syndrome), renal and/or
ototoxicity, especially when given in
conjunction with aminoglycosides (7, 22).
Teicoplanin,
which
is
a
newer
glycopeptide antibiotic and has many
advantages over vancomycin. There are
few data available on teicoplanin therapy
in neonatal sepsis (7, 20, 22).
On the basis of results of repeat-dose trials
and pharmacokinetic studies, the current
recommended dosage of teicoplanin in
neonates (loading dose 16 mg/kg on the
first day followed by 8 mg/kg daily)
ensures
trough
serum
teicoplanin
concentration > 10 mg/dl. This is above
the MIC of common pathogens (20).
Vancomycin is administered by slow
intravenous infusion in large volumes of
diluents while teicoplanin is administered
as an intravenous bolus or intramuscular
injection, thus requiring a smaller volume
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of diluents. The administration of
teicoplanin
intravenously
or
intramuscularly does not give statistically
different plasma concentrations. Yalaz et
al.
(24)
administered
teicoplanin
intramuscularly to 10 neonates (median
age 4 days) after the intravenous treatment
of this drug without any problems.
Vancomycin does not share this advantage,
which increases patient comfort and
increased cost. Yalaz et al. (24) reported a
mortality of 16.2% despite the study group
consisting of mostly pre-term infants
(86.4%), and was 27.2% and 11.5% in
neonates with Streptococcus aureus and
coagulase-negative streptococcus sepsis,
respectively. In a recent review, the mean
mortality in neonates was 14.9 + 24.5%
because
of
methicillin-resistance
Streptococcus aureus (26). Stoll et al. (19)
reported 9.1% mortality in neonates with
coagulase-negative sepsis, while in another
study it was 17.24% (27). Neonates had
been reported to have a low incidence of
adverse events related to teicoplanin
treatment when compared to vancomycin
(7, 20).
Teicoplanin was well tolerated in
newborns with acute renal failure even
when given in excessive dosage (28).
Teicoplanin, similar to vancomycin, does
not cause severe hepatic toxicity in adult
patients (22). In a recent review, the mean
mortality in neonates was 14.9 + 24.5%
because
of
methicillin-resistant
Staphylococcus aureus (26). Degraeuwe et
al. (20) did not find evidence of
teicoplanin nephrotoxicity including serum
creatinine and alternate in creatinine
clearance, in preterm neonates. Yalaz et al.
(24) did not find any signs of
nephrotoxicity based on creatinine
concentration and calculated glomerular
filtration rate. Teicoplanin was well
tolerated in the newborn with acute renal
failure. The only variations in biochemical
values observed in neonates by Yalaz et al.
(24) was an elevated concentration of
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serum albumin, total bilirubin and alkaline
phosphatase (Table.6). In neonatal
medicine, patients with caused methicillinresistant staphylococci are commonly
treated with vancomicin. Teicoplanin, a
newer glycopeptide antibiotic, represents
an
interesting
alternative
(29).
Comparative studies in adult patients have
demonstrated that teicoplanin is equally
effective and associated with fewer side
effects than vancomycin (20).
Coagulase-negative staphylococci are
among the most frequently isolated
microorganisms in clinical microbiological
laboratories (30). A large proportion of
nosocomial isolated coagulase-negative
staphylococci are resistant to multiple
antibiotics,
including
penicillinaseresistant penicillins (31). Given the
extremely high frequency of these isolates,
vancomycin has been recommended
empirically for the treatment of infections
by these microorganisms (31-33). Until
recently, coagulase-negative staphylococci
have displayed uniform susceptibility to
glycopeptides; however, the emergence of
strains with decreased levels of
susceptibility
to
vancomycin
and
teicoplanin has been noticed in several
studies (34-42).
A total of 4,458 Staphylococcus epidermis
and 1,355 other coagulase-negative
staphylococci were isolated at the
University General Hospital Ggregorio
Maranon in Madrid in the period from
January 1991 to December 1995 (30). The
total number of isolates was 5,813. The
distribution of teicoplanin resistant among
staphylococci is summarized in Table.7.
During the same period, a total of 7,739
Staphylococcus aureus strains were
isolated, and all were susceptible to both
teicoplanin and vancomycin. Twenty-nine
of isolates (90.6%) were also methicillin
resistant, 26 (81.2%) were gentamicin
resistant, 7(21.8%) were resistant to
trimethoprin- sulfamethoxole, and all were
susceptible to vancomycin; 81% of the

Int J Pediatr, Vol.4, N.10, Serial No.34, Oct 2016

coagulase-negative staphylococci were
resistant to more than 10 antimicrobial
agents (30). The percentage of no
susceptible
coagulase-negative
staphylococci to teicoplanin was 0.5%.
3-4. Pharmacokinetics of teicoplanin in
neonates and children
Very little is known about the
pharmacokinetics of teicoplanin in
neonates. Sanchez et al. (43) reported the
pharmacokinetics of teicoplanin in 21
children aged from 7 days to 12 years.
Seven patients were younger than 3
months, and 7 patients were older than 12
months. The patients weighed between 2.7
and 40 kg (mean 8.1 + 9.3 kg).
Teicoplanin administration was started
because of sepsis in 10 patients and
pneumonia in eight. No patients presented
alteration of hepatic function before
treatment.
Pharmacokinetic
analysis
demonstrated that the model that best
represented the data was the open
biocompartmental model. The area under
the curve (AUC) was 224.5 mg/LH, the
distribution volume at steady-state was
1.02 l/kg, the mean residence time was
22.9 hours, total clearance was 45 ml/kg/h,
peak concentration was 26.2 µg/ml, trough
concentration was 5.8 µg/ml, mean
concentration at steady-state (AUC/dose
interval) was 9.4 µg/ml and terminal
disposition half-life was 17.4 hours. Few
studies have been carried out on the
pharmacokinetics of teicoplanin in
children. Reed et al. (44) reported the
pharmacokinetics of teicoplanin in 12
children aged from 2.4 to 11 years. Six
mg/kg of teicoplanin was administered by
intravenous infusion over 20 to 30 min.
Three -compartment pharmacokinetic
analysis was used to describe the drug's
disposition characteristics. Peak and 4
hours
trough
serum
teicoplanin
concentrations averaged 39.3 and 1.8
µg/ml after the first dose with little
accumulation observed after 5 days of
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therapy. Teicoplanin disposition was
variable: the distribution volume at steadystate ranged from 0.31 to 0.68 l/kg. The
elimination half-life ranged from 6.5 to
18.1 hours and the clearance ranged from 1
to 29 ml/h/kg. Teicoplanin administration
was well tolerated by all study subjects.
Using the teicoplanin pharmacokinetic
data by Reed et al. (44), a dose of
teicoplanin of 8 mg/kg administered every
12 hours should achieve target serum
trough concentrations averaging 11 µg/ml.

range from 6.10 to 14.74 µg/ml,
respectively. Terragna et al. (46) studied
the pharmacokinetics of teicoplanin in 13
male children aged from 2 to 12 years.
Blood and urine samples were collected
for 8 days after administration. Patients
were given a single 3-mg/kg intravenous
dose of teicoplanin for prophylaxis.
Pharmacokinetic
parameters
were
estimated from a three -compartment open
pharmacokinetic model and from a
noncompartmental analysis. The levels in
plasma 1 hour after the administration
averaged 14.8 µg/ml. The half-lives of the
two distribution phases were 1.3 and 9.7
hours and the half-life of the terminal
phase averaged 57.9 hours. The
distribution volume of the central
compartment was 0.15 l/kg, whereas the
distribution volume at steady-state and
during the elimination phase were 0.80 and
1.25 l/kg, respectively.

Tarral et al. (45) studied the
pharmacokinetics of teicoplanin in 6
children aged from 4 to 12 years (mean, 7
years) and in 4 full term neonates aged
from 3 to 25 days (mean, 8.5 days)
weighing from 3.2 to 3.8 kg (mean, 3.26
kg). A single dose of 6 mg/kg was infused
intravenously in 10 min. In neonates, the
median residence time was 34.76 hours,
the median AUC was 389.87 µg/h/ml, the
median distribution volume at steady-state
was 0.595 l/kg, the median elimination
half-life was 27.42 hours, the median
elimination constant was 0.047 hours-1,
and the median trough concentration was
2.04 µg/ml. In children, the median trough
serum concentration is too low when
compared with the MIC of teicoplanin for
some sensitive organisms. The most
satisfactory dose would be 10 mg/kg/day
in children and 6 mg/kg/day in neonates.
Using a dose of 6 mg/kg/day in neonates
the peak level would range from 12.52
µg/ml on the first day to 26.92 µg/ml at
steady-state, and the trough level would

The total body teicoplanin clearance
averaged 14.8 ml/h/kg, with renal
clearance accounting for about 60% of the
dose. The average cumulative recovery of
teicoplanin in urine over 8 days was 59%,
similar to the value obtained in adult
volunteers. There was no significant linear
correlation between elimination half-life
and age. Preliminary data after repeated
administration support the reliability of the
model used and validity of the mean
estimated parameters. There were no local
or systematic adverse reactions to
teicoplanin.

Table-1: Teicoplanin trough concentrations on day 3 or 4 after loading dose administration; the
figures are the median and range, by Yamada et al. (15)
Loading dose

Trough
concentration
µg/ml

Total
(n=24)

Day 3
<15 µg/ml
(n=8)

Day 3
≥15 µg/ml
(n=5)

Day 4 (<15
µg/ml (n=3)

Day 4
≥15/mg/ml
(n=8)

>16-24 mg/kg on day
1, followed by >8-12
mg/kg q24 h

24.2 (22.7-25.7)

2

0

2

0

0

>12-16 mg/kg on
day 1, followed by
>6-8 mg/kg q24 h

19.6 (8.3-28.3)

8

2

2

1

3
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>8-12 mg/kg on day
1, followed by >4-6
mg/kg q24h
>4-8 mg/kg on day 1,
followed by >2-4
mg/kg
q 24h
Q24= every 24 hours.

16.2 (6.0-27.5)

10

3

1

1

5

7.0 (3.8-12.6)

4

3

0

1

0

Table-2: Incidence of adverse reactions in neonates treated with teicoplanin, overall and by
teicoplanin trough concentration, by Yamada et al. (15).
Variables
Hepatic dysfunction
Renal impairment
Thrombocytopenia

Total (%)
4.27 (14.8)
5/25 (20%)
4/27 (14.8)

≥ 20 µg/ml
1/10 (10.0)
3/10 (30.0)
0/10 (0.0)

<20 µg/ml (%)
3/17 (17.6)
2/15 (13.3)
4/17 (23.5)

p-value
0.523
0.301
0.136

Table-3: Demographic characteristics of the neonates admitted to the neonatal intensive care unit
between January 2000 and December 2002 who had staphylococcal septicemia, by Yalaz et al. (24);
the figures are the Mean + SD (range).
Variables

All episodes of
staphylococcal
septicemia (n=37)

4/7
32.1+2.0

Episodes of
septicemia due to
coagulase-negative
staphylococci (n=26)
11/15
15.1+3.3

11 (100)

35.1+33

<0.05

1,520+405

2,320+548

<0.05

11 (100)

16 (61.5)

<0.05

6 (54.5)

14 (53.8)

NS

Episodes of septicemia
due to Staphylococcus
aureus (n=11)

15/22
Gender (female/male)
34.2+2.3
Gestational age
No (%) of neonates with
32 (86.5)
gestational age < 37 weeks
2,064+677
Birth weight
No (%) of neonates with
27 (73.0)
birth weight < 2,500
No (%) delivered by
20 (54.5)
caesarian section
NS: Not significant; SD: Standard Deviation.

P-value
NS
<0.001

Table-4: Risk factors for staphylococci septicemia and outcomes of Teicoplanin treatment in neonates
admitted to the neonatal intensive care unit between January 2000 and December 2002, by Yalaz et al.
(24); the figures are the Mean + SD (range).
P-value

5; 4.6+3.0

Episodes of
septicemia due to
coagulase-negative
staphylococci
(n=26)
5; 9.2+4.6

31 (83.8)

8 (72.7)

23 (88.5)

NS

Requiring at least 3 days of
Teicoplanin

35 (94.5)

10 (91.0)

25 (96.2)

NS

Requiring central venous
catheterizing

22 (59.5)

8 (72.7)

14 (53.8)

<0.01

Requiring at least 3 days of
mechanical ventilation

22 (59.5)

10 (91.0)

12 (46.2)

<0.01

Variables

Time to diagnosis of sepsis*
No (%) of neonates
With at least two clinical findings

All episodes of
staphylococci
septicemia (n=37)

Episodes of
septicemia due to
Staphylococcus
aureus (n=11)

5; 6.4+3.0
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<0.001
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With meningitis

0

0

0

NS

Bacteriological cure rate all
patients (%)

33 (89.2)

9 (81.8)

24 (92.3)

NS

Mortality (%)

6 (16.2)

3 (27.3)

3 (11.5%)

P<0.01

Surviving infants (%)
Bacteriological cure rate

31 (100%)

8 (100)

23 (100)

NS

*Time to bacteriological cure

6; 4.8+1.6

6; 5.3+1.3

6; 4.1+0.1

NS

(2-9)

(2-9)

(2-9)

NS

12; 11.6+2.3

12; 11.8+2.3

10; 9.8+2.8

NS

(7-15)

(7-15)

(7-14)

Of surviving infants (days)
Duration of treatment*

*Figures are median; Mean + SD (range); NS: Not significant.

Table-5: Laboratory findings in neonates admitted to the neonatal intensive care unit between January
2000 and December 2002 diagnosed with staphylococcus septicemia, by Yalaz et al. (24); the figures
are the number of neonates and (%).
All episodes of
staphylococcal
septicemia (n=37)

Episodes of septicemia
due to Staphylococcus
aureus (11)

Episodes of septicemia
do coagulase-negative
staphylococci (n=26)

P-value

Leucopenia
(<5,000/mm3)

8 (21.6)

3 (27.3)

5 (19.2)

NS

Leucocytosis
(<100,000/mm3)

14 (37.8)

5 (45.5)

9 (34.6)

NS

Thrombocytopenia
(<100,000 mm3)

22 (59.5)

7 (63.6)

15 (57.7)

NS

C-reactive protein
(>0.34 mg/dl)

30 (81.1)

7 (63.6)

23 (88.5)

<0.05

Hypoglycemia (<40
mg/dl)

22 (59.5)

8 (72.7)

14 (53.8)

<0.05

Hyperglycemia
(>150 mg/dl

12 (32.4)

4 (36.4)

8 (30.8)

NS

Metabolic acidosis

14 (37.8)

7 (63.6)

7 (26.9)

NS

Variables

NS: Not significant.

Table-6: Laboratory parameters reflecting hepatic and renal function before and after teicoplanin
treatment in the 31 neonates with staphylococcal sepsis who survived, by Yalaz et al. (24); the figures
are the Mean + SD.
Parameters
Blood urea nitrogen (mg/dl)
Creatinine (mg/dl)
Aspartate aminotransferase (U/l)
Alanine aminotransferase (U/l)
Total bilirubin (mg/dl)
Direct bilirubin (mg/dl)
Alkaline phosphatase (UI)
γ-Glutamyl transferase (U/I)
Albumin (g/dl)
Glomerular filtration (ml/min)

Before treatment
16.6+5.8
0.70+0.27
61.5+20.5
49.0+29.1
9.25+3.21
1.02+0.3
540.3+145.6
65.4+17.5
2.6+0.4
48+5.1
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After treatment
16.2+3.88
0.72+0.17
53.6+19.0
54.1+14.4
13.0+4.20
1.07+02
615.4+187.9
87.8+15.2
2.9+0.8
51+8.2

P-value
NS
NS
NS
NS
<0.05
NS
NS
<0.05
<0.05
NS
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Table-7: Distribution of Teicoplanin resistance among staphylococci isolated in the University
General Hospital Gregorio Maranon in Madrid from January 1991 to December 1995, by Cercenado
et al. (30).
Strain

Total number
of strains

No. of Teicoplanin-resistance strains from:
Infected patients

Colonized patients

Staphylococcus aureus

7,739

0

0

Staphylococcus epidermidis

4,458

3

11

Other coagulase-negative staphylococci

1,355

11

7

Total

13,552

14

18

4-DISCUSSION
Teicoplanin is a useful glycoside
antibiotic with similar antimicrobial
activity to vancomycin, but has some
advantages in that it only needs to be given
once a day, and does need to be given as
slowly as vancomicin and can be given by
intramuscular injection. Vancomycin is
administered by slow intravenous infusion
in large volumes of diluents while
teicoplanin is administered as an
intravenous bolus or intramuscular
injection, thus requiring smaller volume of
diluents. The administration of teicoplanin
intravenously or intramuscularly does not
give
statistically
different
plasma
concentrations.
Vancomycin-resistant microorganisms are
sometimes sensitive to teicoplanin.
Teicoplanin is a complex of five related
glycopeptide antibiotics with similar
properties to vancomycin. Teicoplanin was
first isolated in 1976 (1). Teicoplanin is
active against many gram-positive
anaerobes and is particularly potent against
Clostridium species. It is also active
against most Listeria, enterococci and
staphylococci,
including
methicillinresistant strains (1). By inhibiting bacterial
cell synthesis teicoplanin may work more
as a bacteriostatic drug than as a
bactericidal drug. Teicoplanin inhibits the
synthesis of the cell wall in sensitive
bacteria by binding with high affinity to
the D-Alanyl-D-alanine terminus of cell
Int J Pediatr, Vol.4, N.10, Serial No.34, Oct 2016

wall precursor units. Because of the large
molecular size, glycopeptides are unable to
penetrate the outer membrane of gramnegative bacteria. Teicoplanin has a large
distribution volume and a long half-life
and a loading dose is necessary to achieve
target drug concentration shortly after
administration. In neonates < 1 month old
a loading dose of 16 mg/kg followed by a
daily maintenance dose of 8 mg/kg is
recommended (1). It is commonly
suggested that the trough concentration of
teicoplanin concentration ≥ 20 µg/ml is
used to treat deep-seated infections such as
endocarditis, bone and join infections, and
osteomyelitis (10,11). Ueda et al. (22)
suggested achieving a trough teicoplanin
concentration ≥ 15 µg/ml and a trough
concentration of 15-30 µg/ml was
recommended as the new trough target.
However, there is little information
regarding dosage and subsequent trough
concentrations of teicoplanin in neonates
(7), and there are no data on either loading,
and maintenance doses for the antimethicillin-resistant
Staphylococcus
aureus efficacy of teicoplanin. In adults,
the hepatotoxicity and thrombocytopenia
occur at Teicoplanin concentrations of >
60 µg/ml, and >40 µg/ml, respectively
(13). Teicoplanin is well tolerated and the
incidence of hepatic dysfunction, renal
impairment and thrombocytopenia is
14.8%, 20%, and 14%, respectively, when
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the concentration of teicoplanin ranges
from < 20 µg/ml and ≥ 20 µg/ml. The
results of the analysis of the loading dose
and the subsequent concentration showed
that the median trough concentration in the
loading dose regimen > 12-16 mg/kg on
day 1, followed by > 6-8 mg/kg every 12
hours was 19.6 µg/ml (12). The corrected
gestational age, serum creatinine and body
weight are important factors that correlate
with individual estimates of teicoplanin
clearance in neonates. The teicoplanin
trough concentration after administering
the loading dose increases in premature
infants and depends both on body weight
and renal function. In the maintenance
dose regimen > 6-8 mg/kg every 24 hours,
the median trough concentration was 18.5
µg/ml. Staphylococcus aureus and
coagulase-negative staphylococci represent
the most frequent isolated nosocomial
pathogens from neonates in neonatal
intensive care unities (7, 20). These
microorganisms
show
significant
resistance
to
methicillin
and/or
aminoglycosides, which may be as high as
70-90%, thus glycopeptide antibiotics are
used in many neonatal intensive care units
(4, 19-21).
Vancomycin is a glycoside antibiotic that
has been used in the neonatal care unities
for many years despite its side-effects.
Teicoplanin, another glycoside antibiotic,
has similar clinical efficacy, but fewer
side-effects compared with vancomycin
and has become the preferred antibiotic (7,
22). The glycoside antibiotics, vancomycin
and teicoplanin, are commonly considered
first-line antibiotics for the treatment of
coagulase-negative staphylococcus and
staphylococcus
aureus. Vancomycin,
although effective, is associated with a
high incidence of anaphylactic reactions
(red man syndrome), renal and/or
ototoxicity, especially when given in
conjunction with aminoglycosides (7, 20,
22). The current recommended dosage of
teicoplanin in neonates (loading dose 16
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mg/kg on the first day followed by 8
mg/kg daily) ensures trough serum
teicoplanin concentration > 10 mg/dl. This
is above the MIC of common pathogens
(20). There are different percentages of
mortality due to teicoplanin. Yalaz et al.
(24) reported a mortality of 16.2% despite
the study group consisting of mostly
preterm infants (86.4%) and was 27.2%
and 11% in neonates with Streptococcus
aureus and with and coagulase-negative
streptococcus
sepsis,
respectively.
Kitajima (26) reported a mortality of 14.9+
24.5 because of methicillin-resistance
Streptococcus aureus and Stoll et al. (19)
reported a mortality of 9.1% in neonates
with coagulase-negative sepsis, while in
another study the mortality was 17.24%
(27). Neonates had been reported to have a
low incidence of adverse events related to
teicoplanin than vancomycin treatment (7,
20). Teicoplanin was well tolerated in
newborns with acute failure even when
given in excessive dosage.
A large proportion of nosocomial isolated
coagulase-negative staphylococci are
resistant to multiple antibiotics, including
penicillinase-resistant penicillins (31).
Given the extremely high frequency of
these isolated staphylococci, vancomycin
has been recommended empirically for the
treatment
of
infection
by
these
microorganisms (31-33). The emergence
of strains with decreased levels of
susceptibility
to
vancomycin
and
teicoplanin has been reported in several
studies (34-42). Teicoplanin is bound to
plasma proteins at a percentage of 90-95.
The half-life of teicoplanin is 100 hours in
adults and 21/2 days in infants (1). Very
little is known about the pharmacokinetics
of teicoplanin in neonates and to our best
knowledge only one article has been
reported on the pharmacokinetics of
teicoplanin in 4 full term neonates aged
from 3 to 25 days (mean, 8.5 days) ([45).
A single dose of 6 mg/kg was infused
intravenously. The median residence time

3680

Maria Pacifici

was 34.76 hours, the median AUC was
389.87 µg/h/ml, the median distribution
volume at steady-state was 0.595 l/kg, the
median elimination half-life was 27.42
hours. Using a dose of 6 mg/kg/day the
peak level would change from 12.52 and
26.92 µg/ml at steady state, and the trough
level ranged from 6.10 to 14.74 µg/ml.
Sanchez et al. (43) studied the
pharmacokinetics of teicoplanin in 21
children, seven were younger than 3
months. The model that best represented
the pharmacokinetics of teicoplanin was
the open biocompartmental. Reed et al.
(44) reported the pharmacokinetics of
teicoplanin in 12 children aged from 2.4 to
11 years. After an intravenous infusion of
6 mg/kg of teicoplanin, 3 compartment
pharmacokinetic analysis was used to
describe
the
drug's
disposition
characteristics. The peak and 4 hours
trough serum teicoplanin concentrations
were 39.3 and 1.8 µg/ml, respectively,
after the first dose with little accumulation
observed after 5 days. Teicoplanin
disposition was variable, the distribution
volume at steady-state ranged from 0.31 to
0.68 l/kg. The half-life and the clearance
ranged from 6.5 to 18.1 hours and 1 to 29
ml/h/kg, respectively.
Terranga et al. (46) studied the
pharmacokinetics of teicoplanin in 13 male
children aged from 2 to 12 years. A dose
of 3 mg/kg of teicoplanin was
administered
intravenously.
Pharmacokinetic
parameters
were
estimated from a three-compartment
model. The level at 1 hour after the
administration was 14.8 µg/ml. The halflives of the two distribution phases were
1.3 and 9.7 hours and the half-life of the
terminal phase was 57.9 hours. The
distribution volume of the central
compartment was 0.15 l/kg, whereas the
distribution volume at steady-state and
during the elimination phase were 0.80 and
1.25 l/kg, respectively. The total body
teicoplanin clearance was 14.8 ml/h/kg,
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with renal clearance accounting for about
60% of the dose. The average cumulative
recovery of teicoplanin in urine over 8
days was 59%, similar to the value
obtained in adults.
5-CONCLUSION
In conclusion, Teicoplanin is a
glycoside
antibiotic
with
similar
antibacterial properties to vancomycin but
Teicoplanin does not have the side-effects
that vancomycin has. Teicoplanin is active
against anaerobes gram-positive bacteria
and is particularly potent against
clostridium species. Teicoplanin is also
active against most Listeria, enterococci
and staphylococci including methicillinresistant strains, nonviridans and viridans
streptococci
and
Streptococcus
pneumoniae. Teicoplanin may be active
against bacteria resistant to vancomicin.
Teicoplanin has been used to treat bone
and join infections, osteomyelitis and
endocarditis caused by methicillinresistant and susceptible staphylococci,
streptococci, and enterococci. Teicoplanin
may be administered intravenously as a
bolus or intramuscularly but cannot be
administered orally. Teicoplanin is not
metabolized and is excreted unchanged in
the urine. This drug has a long half-life
and a large distribution volume and thus
requires the administration of a loading
dose
to
achieve
target
trough
concentrations
shortly
after
the
administration. In neonates, the loading
dose is 16 mg/kg and the maintenance
dose is 8 mg/kg, and the target trough
concentration is 15-30 µg/ml.
Teicoplanin is well tolerated and the
hepatic dysfunction, renal impairment and
thrombocytopenia range from 14% and
20% when the serum teicoplanin ranges
from < 20 µg/ml and ≥ 20 µg/ml. The
mortality due to teicoplanin ranges from
9.1% and 17.4% and is higher in preterm
than
full
term
infants.
The
pharmacokinetic parameters of teicoplanin
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range in a wide interval. There is only one
report on the pharmacokinetic of
teicoplanin obtained in 4 full term infants
aged between 3 and 25 days. After
intravenously
infusing
6
mg/kg
teicopletinin, the elimination half-life is
27.42 hours and the distribution volume is
0.595 l/kg.
6-CONFLICT OF INTERESTS
Prof. Gian Maria Pacifici declares no
conflicts of financial interest in any
product or service mentioned in the
manuscript, including grants, equipment,
medications, employments, gifts and
honoraria.
7-ACKNOWLEGMENTS
The author thanks Dr. Patrizia Ciucci and
Dr. Francesco Varricchio of the Medical
Library of the University of Pisa for
retrieving the scientific literature.
8-REFERENCES
1. Neonatal Formulary. Seventh edition. John
Wiley & Sons, Limited European Distribution
Centre New Era Estate, Oldlands Way Bognor
Regis, West Sussex, PO22 9NQ, UK. 2015, pp
496-497.
2. MacDougall C, Chambers HF. Protein
synthesis inhibitors and miscellaneous
antibacterial agents. In Goodman & Gilman's.
The Pharmacological Basis of Therapeutics.
Brunton L, Chabner, Knollman B, EDS. Mc
Graw Hill. New York, 2011. PP1539-1541.
3. Gaynes RP, Edwards JR, Jarvis WR, Culver
DH, Tolson JS, Martone WJ. Nosocomial
infections among neonates in high-risk
nurseries in the United States. National
Nosocomial Infections Surveillance System.
Pediatrics. 1996; 98(3 Pt 1):357-61.

6. Wood MJ. The comparative efficacy and
safety of teicoplanin and vancomycin. J
Antimicrob Chemother. 1996; 37(2):209-22.
7. Fanos V, Kacet N, Mosconi G. A review of
teicoplanin in the treatment of serious neonatal
infections. Eur J Pediatr. 1997; 156(6):423-7.
8. Arias CA, Courvalin P, Reynolds PE. vanC
cluster of vancomycin-resistant Enterococcus
gallinarum BM4174. Antimicrob Agents
Chemother. 2000; 44(6):1660-6.
9. Healy CM, Hulten KG, Palazzi DL,
Campbell JR, Baker CJ. Emergence of new
strains of methicillin-resistant Staphylococcus
aureus in a neonatal intensive care unit. Clin
Infect Dis. 2004; 39(10):1460-6.
10. Gemmell CG, Edwards DI, Fraise AP,
Gould FK, Ridgway GL, Warren RE; Joint
Working Party of the British Society for Joint
Working Party of the British Society for
Antimicrobial
Chemotherapy,
Hospital
Infection Society and Infection Control Nurses
Association. Guidelines for the prophylaxis
and
treatment
of
methicillin-resistant
Staphylococcus aureus (MRSA) infections in
the UK. JAntimicrob Chemother. 2006;
57(4):589-608.
11. Matthews PC, Taylor A, Byren I, Atkins
BL. Teicoplanin levels in bone and joint
infections: are standard doses subtherapeutic?
J Infect. 2007; 55(5):408-13.
12. Ueda T, Takesue Y, Nakajima K, Ichki K,
Wada Y, Tsuchida T, Takahashi Y, Ishihara
M, Tatsumi S, Kimura T, Ikeuchi H, Uchino
M. Evaluation of teicoplanin dosing designs to
achieve a new target trough concentration. J
Infect Chemother. 2012; 18(3):296-302.
13. Frye RF1, Job ML, Dretler RH,
Rosenbaum BJ. Teicoplanin nephrotoxicity:
first case report. Pharmacotherapy. 1992;
12(3):240-2.

4. Fanos V, Verlato G, Dal Moro A, Chiaffoni
GP,
Padovani
EM.
Staphylococcus
epidermidis isolation and antibiotic resistance
in a neonatal intensive care unit. J Chemother.
1995; 7(1):26-9.

14. Seki M, Yabuno K, Miyawaki K, Miwa Y,
Tomono K. Loading regimen required to
rapidly achieve therapeutic trough plasma
concentration of teicoplanin and evaluation of
clinical features. Clin Pharmacol. 2012; 4:715.

5. Wallace MR, Mascola JR, Oldfield EC 3rd.
Red man syndrome: incidence, etiology, and
prophylaxis. J Infect Dis. 1991; 164(6):1180-5.

15. Yamada T1, Kubota T2, Nakamura M3,
Ochiai M4, Yonezawa M3, Yano T1, Kawashiri
T1, Egashira N5, Hara T4, Masuda S5.

Int J Pediatr, Vol.4, N.10, Serial No.34, Oct 2016

3682

Maria Pacifici

Evaluation of teicoplanin concentrations and
safety analysis in neonates. Int J Antimicrob
Agents. 2014; 44(5):458-62.
16.
Alcorn
J1,
McNamara
PJ.
Pharmacokinetics in the newborn. Adv Drug
Deliv Rev. 2003; 55(5):667-86.
17. Kimura T1, Sunakawa K, Matsuura N,
Kubo H, Shimada S, Yago K. Population
pharmacokinetics of arbekacin, vancomycin,
and panipenem in neonates. Antimicrob
Agents Chemother. 2004; 48(4):1159-67.
18. Berger A1, Salzer HR, Weninger M,
Sageder B, Aspöck C. Septicaemia in an
Austrian neonatal intensive care unit: a 7-year
analysis. Acta Paediatr. 1998; 87(10):1066-9.
19. Stoll BJ, Hansen N, Fanaroff AA, Wright
LL, Carlo WA, Ehrenkranz RA, Lemons JA,
Donovan EF, Stark AR, Tyson JE, Oh W,
Bauer CR, Korones SB, Shankaran S, Laptook
AR, Stevenson DK, Papile LA, Poole WK.
Late-onset sepsis in very low birth weight
neonates: the experience of the NICHD
Neonatal Research Network. Pediatrics. 2002;
110(2 Pt 1):285-91.
20. Degraeuwe PL1, Beuman GH, van Tiel FH,
Maertzdorf WJ, Blanco CE. Use of teicoplanin
in preterm neonates with staphylococcal lateonset neonatal sepsis. Biol Neonate. 1998;
73(5):287-94.
21. Munson DP, Thompson TR, Johnson DE,
Rhame FS, VanDrunen N, Ferrieri P.
Coagulase-negative staphylococcal septicemia:
experience in a newborn intensive care unit. J
Pediatr. 1982; 101(4):602-5.
22. Wilson AP. Comparative safety of
teicoplanin and vancomycin. Int J Antimicrob
Agents. 1998; 10(2):143-52.
23. Bassetti D, Cruciani M. Teicoplanin
therapy in children: a review. Scand J Infect
Dis Suppl. 1990; 72:35-7.
24. Yalaz M, Cetin H, Akisu M, Yeniay B,
Tunger A, Kultursay N. Experience with
teicoplanin in the treatment of neonatal
staphylococcal sepsis. J Int Med Res. 2004;
32(5):540-8.
25. Kantar M, Kültürsay N, Kütükçüler N,
Akisü M, Cetingül N, Caglayan S. Plasma
concentrations of granulocyte-macrophage
colony-stimulating factor and interleukin-6 in

Int J Pediatr, Vol.4, N.10, Serial No.34, Oct 2016

septic and healthy preterms. Eur J Pediatr.
2000; 159(3):156-7.
26. Kitajima H. Prevention of methicillinresistant Staphylococcus aureus infections in
neonates. Pediatr Int. 2003; 45(2):238-45.
27. Anand NK, Gupta AK, Mohan M, Lamba
IM, Gupta R, Srivastava L. Coagulase
negative
staphylococcal septicemia
in
newborns. Indian Pediatr. 1991; 28(11):12418.
28. Fanos V, Mussap M, Khoory BJ, Vecchini
S, Plebani M, Benini D. Renal tolerability of
teicoplanin in a case of neonatal overdose. J
Chemother. 1998; 10(5):381-4.
29. Murphy S1, Pinney RJ. Teicoplanin or
vancomycin in the treatment of gram-positive
infections? J Clin Pharm Ther. 1995; 20(1):511.
30. Cercenado E, García-Leoni ME, Díaz MD,
Sánchez-Carrillo C, Catalán P, De Quirós JC,
Bouza E. Emergence of teicoplanin-resistant
coagulase-negative staphylococci. J Clin
Microbiol. 1996; 34(7):1765-8.
31. Archer GL, Climo MW. Antimicrobial
susceptibility
of
coagulase-negative
staphylococci.Antimicrob Agents Chemother.
1994; 38(10):2231-7.
32. Karchmer AW, Archer GL, Dismukes WE.
Staphylococcus epidermidis causing prosthetic
valve endocarditis: microbiologic and clinical
observations as guides to therapy. Ann Intern
Med.1983; 98(4):447-55.
33. Pfaller MA, Herwaldt LA. Laboratory,
clinical, and epidemiological aspects of
coagulase-negative
staphylococci.
Clin
Microbiol Rev. 1988; 1(3):281-99.
34. Aldridge KE. In vitro antistaphylococcal
activities
of
two
investigative
fluoroquinolones, CI-960 and WIN 57273,
compared with those of ciprofloxacin,
mupirocin (pseudomonic acid), and peptideclass antimicrobial agents. Antimicrob Agents
Chemother. 1992; 36(4):851-3.
35. Aubert G, Passot S, Lucht F, Dorche G.
Selection of vancomycin- and teicoplaninresistant Staphylococcus haemolyticus during
teicoplanin treatment of S. epidermidis
infection. J Antimicrob Chemother. 1990;
25(3):491-3.

3683

Teicoplanin in Neonates

36. Bannerman TL, Wadiak DL, Kloos WE.
Susceptibility of Staphylococcus species and
subspecies to teicoplanin. Antimicrob Agents
Chemother. 1991; 35(9):1919-22.

aureus and coagulase-negative staphylococci
with decreased sensitivity to glycopeptides as
assessed by determination of MICs. Eur J Clin
Microbiol Infect Dis. 1990; 9(11):820-2.

37. Hunter PR, George RC, Griffiths JW.
Mathematical modeling of antimicrobial
susceptibility
data
of
Staphylococcus
haemolyticus for 11 antimicrobial agents,
including three experimental glycopeptides
and an experimental lipoglycopeptide.
Antimicrob
Agents
Chemother.
199;
34(9):1769-72.

42. Wilson AP, O'Hare MD, Felmingham D,
Grüneberg
RN.
Teicoplanin-resistant
coagulase-negative staphylococcus. Lancet.
1986; 2(8513):973.

38. Maugein J, Pellegrin JL, Brossard G,
Fourche J, Leng B, Reiffers J. In vitro
activities of vancomycin and teicoplanin
against coagulase-negative staphylococci
isolated from neutropenic patients. Antimicrob
Agents Chemother. 1990; 34(5):901-3.
39. Schwalbe RS, Stapleton JT, Gilligan PH.
Emergence of vancomycin resistance in
coagulase-negative staphylococci. N Engl J
Med. 1987; 316(15):927-31.
40. Veach LA, Pfaller MA, Barrett M, Koontz
FP, Wenzel RP. Vancomycin resistance in
Staphylococcus
haemolyticus
causing
colonization and bloodstream infection. J Clin
Microbiol. 1990; 28(9):2064-8.

43. Sánchez A1, López-Herce J, Cueto E,
Carrillo
A,
Moral
R.
Teicoplanin
pharmacokinetics in critically ill paediatric
patients. J Antimicrob Chemother. 1999 Sep;
44(3):407-9.
44. Reed MD, Yamashita TS, Myers CM,
Blumer JL. The pharmacokinetics of
teicoplanin in infants and children. J
Antimicrob Chemother. 1997; 39(6):789-96.
45. Tarral E, Jehl F, Tarral A, Simeoni U,
Monteil H, Willard D, Geisert J.
Pharmacokinetics of teicoplanin in children. J
Antimicrob Chemother. 1988; 21 Suppl A: 4751.
46. Terragna A, Ferrea G, Loy A, Danese A,
Bernareggi A, Cavenaghi L, Rosina R.
Pharmacokinetics of teicoplanin in pediatric
patients. Antimicrob Agents Chemother. 1988;
32(8):1223-6.

41. Vedel G, Leruez M, Lémann F, Hraoui E,
Ratovohery D. Prevalence of Staphylococcus

Int J Pediatr, Vol.4, N.10, Serial No.34, Oct 2016

3684

