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AIM
The aim of the study was to investigate the pharmacokinetics and
pharmacodynamics of norepinephrine in hypotensive critically ill children, including
associated variability factors.

METHODS
This was a prospective study in an 18-bed neonatal and paediatric intensive care unit.
All children were aged less than 18 years, weighed more than 1500 g and required
norepinephrine for systemic arterial hypotension. The pharmacokinetics and
haemodynamic effects were described using the non-linear mixed effect modelling
software MONOLIX.

RESULTS
Norepinephrine dosing infusions ranging from 0.05 to 2 μg kg−1 min−1 were
administered to 38 children whose weight ranged from 2 to 85 kg. A one
compartment open model with linear elimination adequately described the
norepinephrine concentration–time courses. Bodyweight (BW) was the main
covariate influencing norepinephrine clearance (CL) and endogenous norepinephrine
production rate (q0) via an allometric relationship: CL(BWi) = θCL × (BWi)3/4 and
q0(BWi) = θq0 × (BWi)3/4. The increase in mean arterial pressure (MAP) as a function of
norepinephrine concentration was well described using an Emax model. The effects of
post-conceptional age (PCA) and number of organ dysfunctions were significant on
basal MAP level (MAP0i = MAP0 × PCA/9i

0.166) and on the maximal increase in MAP
(32 mmHg and 12 mmHg for a number of organ dysfunctions ≤3 and ≥4,
respectively).

CONCLUSION
The pharmacokinetics and haemodynamic effects of norepinephrine in hypotensive
critically ill children highlight the between-subject variability which is related to the
substantial role of age, BW and severity of illness. Taking into account these
individual characteristics may help clinicians in determining an appropriate initial a
priori dosing regimen.

WHAT IS ALREADY KNOWN ABOUT
THIS SUBJECT
• Haemodynamic response to norepinephrine

is variable and unpredictable.
• The pharmacokinetics and

pharmacodynamics of norepinephrine in
adults are well described by a one
compartment model with a first order
elimination and Emax model, respectively.
Clearance is influenced by the severity of
illness.

• Norepinephrine kinetics and dynamics in
children are unknown.

WHAT THIS STUDY ADDS
• In children, the pharmacokinetics and

pharmacodynamics of norepinephrine on
between-subject variability are related to
age, bodyweight and severity of illness.

• The lower the age, the higher the number
of organ dysfunctions and the lower the
amplitude of the increase in mean arterial
pressure.
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Introduction

Norepinephrine is currently administered to patients with
hypotensive distributive shock [1, 2]. In children, it has sup-
planted dopamine over the past few years as the preferred
drug for sustaining and increasing systemic arterial pres-
sure, although evidenced-based data are poor [3, 4]. The
amplitude of the haemodynamic response, which is pri-
marily dependent on norepinephrine concentrations, is
difficult to predict given the multitude of factors involved
and clinical experience suggests broad between-subject
variability [5, 6]. Such variability is supported by previous
studies with other catecholamines such as dopamine,
dobutamine and epinephrine, both in volunteers and in
critically ill children [7–10]. While adult norepinephrine
kinetic studies using mixed effect modelling have shown a
one compartment linear model with clearance negatively
related to the Simplified Acute Physiology Score II (SAPS II),
these studies failed to find any clear factor explaining
the variability in pharmacodynamics [6, 11]. Paediatric
dosages of norepinephrine are usually extrapolated from
adult studies albeit without any tangible evidence, while
recent small descriptive studies suggest higher dosing
regimens [3]. However, in children, current knowledge
regarding norepinephrine pharmacokinetics and pharma-
codynamics are lacking and the developmental effect of
age could impact on the kinetics and dynamic modelling
of norepinephrine.

The purpose of the present study was to investigate,
using a population approach, the pharmacokinetics and
pharmacodynamics of norepinephrine in hypotensive
critically ill children, including associated variability
factors. The effects of developmental and other factors on
norepinephrine pharmacokinetics and pharmacodynam-
ics were investigated in order to explain better between-
subject variabilities and to ultimately suggest initial
individualized dosage regimens.

Methods

Setting
This prospective study was conducted in an 18-bed neo-
natal and paediatric intensive care unit of a teaching hos-
pital in France from January 2011 to December 2012. The
Ethics committee of the Necker Enfants Malades Hospital
(Comité de protection des personnes, number S.C 2776)
approved the study provided that appropriate written
consent was obtained from the child’s parent(s) after they
were informed of the objectives.

All consecutive children aged less than 18 years and
weighing more than 1200 g requiring norepinephrine
infusion were included. Exclusion criteria were: unknown
initial time infusion of norepinephrine, unknown time of
norepinephrine flow rate changes or unknown time of
blood sampling. Children were enrolled prior to the onset

of infusion and for a period lasting 6 to 24 h h after
the initiation of norepinephrine administration. Patients
receiving dopamine as well as patients in whom other
catecholamines were started and/or if their dosing
regimen was changed during the course of the study
period were excluded.

Intervention
Systemic arterial hypotension pressure was defined when
mean arterial pressure was below normal values adjusted
for age according to the International Paediatric Consen-
sus [12, 13]. Blood pressure was measured with invasive
(femoral or radial arterial catheter) or non-invasive
techniques.

All causes of systemic arterial hypotension were inves-
tigated: septic shock, heavy sedation, non-traumatic cer-
ebral injury and non-hypovolaemic hypotension in the
neonate. Details of the respective causes and definitions
are provided in the Appendix S1. Norepinephrine infusion
was initiated after or during fluid therapy aimed at normal-
izing preload status (based on echocardiographic data)
in hypotensive children, alone or in association with
dobutamine or epinephrine in cases of myocardial dys-
function (defined by a decrease in shortening fraction less
than 25%).

Norepinephrine (noradrénaline 2 mg ml−1, RenaudinTM

diluted to 200 μg ml−1, 100 μg ml−1, 50 μg ml−1, 40 μg ml−1

or 20 μg ml−1 in glucose 5% BaxterTM, UK) was infused using
a programmable electric syringe pump (DPS, Fresenius
VialTM, Brezins, France) through a double lumen central
venous catheter (CVC) (Arrow, TeleflexTM, PA 19605, USA)
with a flow rate varying from 1 ml h−1 to 2 ml h−1 according
to local implemented protocol. Titration, frequency and
amplitude of the varying flow rate were adjusted accord-
ing to severity of hypotension and the normal targeted
mean arterial pressure (MAP).

In addition to intravenous antibiotic therapy in septic
shock cases, adequate analgesia and sedation were
ensured by continuous intravenous morphine sulfate and
midazolam, respectively. Mechanical ventilation was per-
formed with appropriate pressure levels, oxygen inspired
fraction and inhaled nitric oxide in cases of pulmonary
arterial hypertension. The daily amount of intravenous
glucose was recorded. Hydrocortisone was administered
in all hypotensive newborns and at the physician’s discre-
tion for the remaining patients. Continuous veno-venous
renal replacement therapy was usually performed in cases
of persistent oliguria and/or metabolic acidosis and/or
severe electrolytic disorders and/or excessive oedema.

Blood sampling
An initial blood sample (C0) was collected prior to initiation
of norepinephrine infusion. A second blood sample (C1)
was drawn at least 60 min after initiating norepinephrine
infusion or at least 40 min after a change in flow rate. A last
blood sample (C2) was drawn at least 40 min after a change
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in flow rate or more than 6 h and prior to 24 h after initiat-
ing norepinephrine infusion in the case of a constant
flow rate.

The 60 min steady-state interval was chosen according
to at least five times the norepinephrine plasma half-life in
healthy subjects (approximately 20 min) and the dead
volume of the CVC used to infuse norepinephrine at a flow
rate of 1 to 2 ml h−1 (time to reach steady state drug infu-
sion which approximates 20 to 40 min).

C0 was used to assess plasma concentrations of endog-
enous norepinephrine. Only C0 and C1 were drawn in
patients who weighed less than 2500 g, according to the
percentage of blood volume allowed by the Ethics Com-
mittee of our institution.

Sample handling
Blood assigned to catecholamine assays was sampled in
EDTA-tubes plunged in an ice bucket and immediately
centrifuged at 3000 g for 5 min. The plasma samples were
then separated and immediately stored at −20°C and
thereafter at −80°C before 24 h running.

Assay
Norepinephrine concentrations were blindly determined
by means of high performance liquid chromatography
(HPLC) with colorimetric detection [14] using a chroma-
tographic system comprised of a column (25 cm ×
4.6 mm inner diameter, 5 μm Supelcosil LC-18 SupelcoTM),
an electrochemical ESA colorimetric detector (Model
Coulochem III, EurosepTM) and dual analytical cells (ESA
cell Model 5011). The limit of quantification (defined by a
variability between measurements of <10%) for HPLC was
0.10 nmol l−1. The norepinephrine concentration meas-
ured at C1 or at C2 represented the sum of endogenous
and exogenous norepinephrine as the two compounds
are strictly identical with regard to chromatographic
detection, whereas C0 solely reflected endogenous
norepinephrine.

Patient data
Baseline patient characteristics were recorded, including
medical histories, gender, age, bodyweight (BW), Score for
Neonatal Acute Physiology (SNAP-II) [15], Paediatric Logis-
tic Organ Dysfunction (PELOD) score [16] for all non-
premature children, type of shock, duration of intensive
care unit (ICU) stay, duration of mechanical endotracheal
ventilation, continuous renal replacement therapy and
death during ICU stay. Clinical and biological parameters
were recorded in order to estimate type and calculate
the number of organ dysfunctions according to the Inter-
national Consensus Conference on Paediatric Sepsis
definitions [13].

Duration of norepinephrine and shock were also
recorded while variation of infused doses was recorded at

the collection of blood samples (more than 6 h and less
than 24 h after norepinephrine initiation.

Heart rate (HR) (beats min−1), systolic, diastolic and MAP
(mmHg) data were recorded at initiation of norepineph-
rine, and thereafter every hour or less if needed. Quantity
of fluid therapy was noted. Left ventricular shortening frac-
tion (%) was measured at least once during the 6 to 24 h
period. Temperature (°C) and urine outputs (ml kg−1 h−1)
were recorded.

Plasma lactate and glucose concentrations (mmol l−1)
were recorded before norepinephrine infusion and at least
once thereafter during the following 6 to 24 h. pH, ionized
plasma calcium concentrations (mmol l−1) and plasma
HCO3

- concentrations (mmol l−1) were recorded during the
first 6 to 24 h. Hepatic and renal functions were also
recorded using factor V activity (%) and creatinine clear-
ance (ml min−1 1.73 m−2, by original Schwartz estimate),
respectively.

Results are expressed as raw numbers (%) or medians
(ranges). A non-parametric Wilcoxon test was performed
to compare pharmacokinetic and pharmacodynamic
values before and under norepinephrine infusion. P < 0.05
was considered statistically significant.

Pharmacokinetic–pharmacodynamic modelling
Norepinephrine concentration−time courses were
described by a one-compartment open model with first
order elimination whose parameters were elimination
clearance (CL) and volume of distribution (V).The differen-
tial equation connected to this model is thus

dA dt q Rate A CL( ) ( ) ( )t t V= + − ∗ −0 1 (1)

with AC t t V( ) ( )= −1 (2)

where A(t) and C(t) denote the amount of drug and con-
centration of drug in the body at time t. Rate and q0
denote the exogenous infusion and endogenous produc-
tion rates.

The effect of bodyweight (BW) was investigated in the
pharmacokinetic model via an allometric relationship
[17]:

P P BWTYP
PWR= ( ) (3)

where P, PTYP and PWR are the individual parameter,
typical parameter and power exponent, respectively. The
PWR exponent was estimated in a first attempt and then
eventually fixed to 3/4 for CL and q0 terms according to
the typical weight-based allometric rule.

The circulating volume, VCirc (l), was related to BW as
follows [18]:

VCirc BW= 0 08. (4)
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Since kinetics were ascribed using a one compartment
model with first order elimination, the half-life (t1/2) is
related to V and CL as t1/2 = ln2 V/CL.

The MAP response, MAP(t), was related to the concen-
tration of norepinephrine via an ‘Emax’ model

MAP MAP MAP E MAP( ) . ( ) { ( ) }t C t C t C= + +0 50Δ (5)

where:

ΔMAP = MAPmax − MAP0. MAPmax and MAP0 are respectively
the maximal, basal MAP values and EC50MAP the concentra-
tion that induces 50% of the maximal effect on MAP.

Population
pharmacokinetic–pharmacodynamic analysis
Drug concentrations and responses were analyzed using a
population approach, i.e. a non-linear mixed effect model-
ling approach. Data were analyzed using the MONOLIX
software (version 4.13s, http://www.lixoft.com/) along
with the SAEM algorithm [19, 20]. Differential equations
were written in a MLXTRAN script file in MONOLIX to esti-
mate the parameters. Residual variabilities were described
by additive, proportional or exponential error models
depending on the observation. An exponential model was
used for between-subject variabilities (BSV). The effect of a
covariate on a structural parameter was retained if it
caused a decrease in the Bayesian information criterion
(BIC) and/or reduced the corresponding BSV with P < 0.05.
Only covariates with a plausible effect on pharmacokinetic
and pharmacodynamic parameters were investigated. The
main covariates of interest in this paediatric population
were BW, post-natal age and post-conceptional age (PCA).

Visual predictive check (VPC) evaluation
Plasma norepinephrine concentration and MAP time
courses were simulated from their respective final popula-
tion model and compared with the observed data to
evaluate the predictive performance of the model.

The vector of pharmacokinetic parameters from 400
replicates of the database was simulated using the final
model. Each vector parameter was drawn in a log-normal
distribution with a variance corresponding to the previ-
ously estimated BSV. A simulated residual error was added
to each simulated concentration. The 5th, 50th and 95th
percentiles of the simulated dependent variables at each
time point were then overlaid on the observed data
and a visual inspection was performed. Because the
patients received different norepinephrine regimens, the
prediction-corrected VPC was used to produce the VPC
plots [21].

Evaluation and validation
Diagnostic graphics were used for evaluation of the
goodness-of-fit. Concentration and effects profiles were

simulated and compared with the observed data with the
aid of the visual predictive check in order to validate the
model.

Results

Patient data
Fifty patients were enrolled in this study, 12 of whom were
excluded because of incomplete parental consent in five
cases, use of dopamine or variation in dosing of other asso-
ciated catecholamines in five cases and sample haemolysis
in two other cases.

Hence, 38 children were included in the study. C0

samples were obtained in 22 patients, C1 in 38 children
and C2 in 16 children for a total of 76 observations.
Haemodynamic data (HR, MAP) were available in the 38
children with 422 and 431 observations, respectively.

Among the 38 children, 11 neonates including seven
premature children with a gestational age < 37 weeks (32
weeks n = 1, 34 weeks n = 1, 35 weeks n = 3, 36 weeks n =
2) were recorded. Respiratory (n = 16), neurological (n =
11), cardiovascular (n = 9), hepatic (n = 9), haematological
(n = 8), genetic (n = 6), gastrointestinal (n = 3), metabolic (n
= 3) and renal (n = 1) chronic or congenital diseases were
present at admission. Malnutrition (<−2SD) was recorded
in 14 children. Two children were without any medical
history.

Aetiologies of systemic arterial hypotension were as
follows: septic shock (n = 16), non-traumatic cerebral injury
(n = 6), heavy sedation (n = 8), severe congenital diaphrag-
matic defect (n = 8).

Mechanical invasive ventilation was performed in 37
children and nitric oxide was necessary for pulmonary
hypertension in 12 children. Red blood cell and/or platelet
and/or fresh frozen plasma transfusion was needed in 17
cases. Four patients had continuous renal replacement
therapy. Hydrocortisone was administered in 18 patients.
Respiratory dysfunction was observed in 31 children, renal
dysfunction in 14, hepatic dysfunction in 15, neurological
dysfunction in 14 and haematological dysfunction in 14
others. Seventeen children (45%) died during the ICU stay.
Baseline patient characteristics are summarized in Table 1.

Saline fluid expansion was performed in 22 children
before or during norepinephrine infusion. Associated
catecholamine treatment initiated prior to norepinephrine
infusion and without dosing variation were epinephrine (n
= 5) and dobutamine (n = 6). Norepinephrine was infused
at a dose of 0.5 μg kg−1 min−1 (0.05–2) for a duration of 1.5
days (1–13). pH, plasma HCO3

− (mmol l−1), plasma ionized
calcium (mmol l−1) and base deficit levels at onset of nor-
epinephrine infusion were: 7.30 (6.77–7.49); 23 (10–42); 1.2
(0.94–1.52) and −4 (−15–16), respectively.

Norepinephrine pharmacokinetics
The increase in norepinephrine concentration during infu-
sion was significant: 3.75 μg l−1 (0.88−46) compared with
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the baseline norepinephrine concentration, 0.54 μg l−1

(0.03−2.16) (P < 0.001). A one compartment open model
with linear elimination adequately described the norepi-
nephrine time courses. The pharmacokinetic parameters
were V, CL and q0. The residual variability was ascribed to
a proportional model. BW was the main covariate influenc-
ing CL and q0 (P < 0.001). Both PWR values were fixed to 3/4

according to the BW-based allometric rule. The BW effect
improved the model. Both CL and q0 BSVs were decreased
from 1.09 and 1.38 to 0.62 and 1.06 respectively. Concomi-
tantly, BIC decreased from 350 to 301. Because V could not
be accurately estimated and due to the hydrophilic nature
of norepinephrine, V was assumed to be equal to the cir-
culating volume.

No other covariate (gender, pH, temperature, PELOD,
SNAP-II, number of organ dysfunctions, use of other
catecholamines, requirement for renal replacement
therapy, creatinine clearance, factor V activity, malnutri-
tion) influenced the pharmacokinetics. The final relation-
ship for norepinephrine CL and q0 was: CL(BWi) = θCL ×
(BWi)3/4 and q0(BWi) = θq0 × (BWi)3/4, then θCL (l h−1 kg−1) =
6.6, θq0 (μg h−1 kg−1) = 3.12 where θCL and θq0 are typical unit
clearance and endogenous production rate, respectively.
For a patient weighing 10 kg, norepinephrine CL, q0, V and
t1/2 were CL(10 kg) = 6.6 × 103/4 = 37.1 l h−1, q0 (10 kg) = 3.12
× 103/4 = 17.5 μg h−1, V(10 kg) = 0.08 × 10 = 0.8 l and
t1/2(10 kg) = [0.693 × V(10 kg) /CL(10 kg)] × 60 = 0.9 min.

Table 2 summarizes the final population estimates. All
parameters were estimated with good accuracy. Figure 1
depicts population and individual norepinephrine pre-
dicted concentrations vs. observed concentrations.

Figure 2 depicts the results of the normalized prediction
distribution error (NPDE) analysis for norepinephrine con-
centration while Figure 3 depicts the VPC plots which
show that the observed concentrations were well centred
around the simulated median predictions.

Norepinephrine pharmacodynamics
After initiation of norepinephrine infusion, MAP values
increased significantly from 46 mmHg (26–57) to
50 mmHg (25–92) (P < 0.001), while HR remained stable
from 136 beats min−1 (80–170) to 137 beats min−1 (68–219)
(P = 0.33). Variation from basal values for urine output
(ml kg−1 h−1), plasma glucose (mmol l−1) and lactate con-
centrations (mmol l−1) were not significant during norepi-
nephrine infusion: 1.9 (0–4.9) vs. 2 (0.4–10.9) P = 0.5, 7
(0.8–15) vs. 7.2 (2.5–15.5) P = 0.7 and 1.85 (0.4–20) vs. 2
(0.7–19) P = 0.9, respectively (Figure 4).

The Emax models, expressed by equation 5 well
explained the variations in MAP as a function of norepi-
nephrine concentration. The residual variability was
ascribed to a proportional model. BSVs could be estimated
for MAP0, and ΔMAP. Post-conceptional age (PCA) was the
main covariate influencing MAP0 (P < 0.001) where MAP0i =
MAP0 × PCA/9i

0.166. Including PCA in the model dramatically
decreased the BIC and improved the curve fitting of the
model. In addition, the number of organ dysfunctions was
found significant (P < 0.001) in the estimation of ΔMAP:
32 mmHg or 12 mmHg for a number of organ dysfunctions
≤3 or ≥4, respectively. The BSVs for MAP0 and ΔMAP varied
from 0.18 and 0.57 (model including PCA influencing
MAP0), to 0.17 and 0.32 (final model). The BIC also
decreased from 2622 (when including age) to 2609 (final
model).

No other covariate improved the model (including
gender, PELOD, SNAP-II, pH, base deficit, use of other
catecholamines, temperature and causes of hypotension).

Table 1
Patient characteristics

Patient characteristics (n = 38)

Demographics

Age, months (range) 7.6 (0−182)

Gender, male, n (%) 27 (71)

Body weight, kg (range) 6.7 (2–85)
Physiological profile

Factor V activity, % (range) 72 (30–140)
Creatinine clearance, ml min−1 1.73 m−2 (range) 53.5 (5–300)
PELOD score (range) 31 (13–73)
SNAP-II (range) 58 (21–79)
Hepatic dysfunction, n (%) 15 (39)
Renal dysfunction, n (%) 14 (37)
Organ dysfunction (n > 3), n 14 (37)

Baseline kinetic and dynamic data

Plasma norepinephrine concentration, μg l−1 (range) 0.54 (0.03–2.16)

Heart rate, beats min−1 (range) 136 (80–170)

Mean arterial pressure, mmHg (range) 46 (25–57)

Urine output, ml kg−1 h−1 (range) 1.9 (0–4.9)

Plasma lactate concentration, mmol l−1 (range) 1.85 (0.4–20)

Plasma glucose concentration, mmol l−1 (range) 7 (0.8–15)

PELOD score: Paediatric Logistic Organ Dysfunction; SNAP-II, Score for Neonatal
Acute Physiology.

Table 2
Population pharmacokinetic parameters

Pharmacokinetic parameters Estimate RSE (%)

θCL (l h−1 kg−1) 6.6 11
θBW (CL(BWi) = θCL × BWi

3/4) 0.75 (fixed) NA

θq0 (μg h−1 kg−1) 3.12 23
θBW (q0(BWi) = θq0 × BWi

3/4) 0.75 (fixed) NA

V (l) for a 10 kg individual 0.8 NA
t1/2 (min), for a 10 kg individual 0.9 NA

ηCL (square root of ω2
CL) 0.6 14

ηq0 (square root of ω2
q0) 1.1 17

Residual variability (proportional) 0.25 17

The volume of distribution of norepinephrine was ascribed to the circulating
volume, estimated as a function of bodyweight, V = 0.08 × BW CL, elimination
clearance; q0, endogenous production rate; V, volume of distribution; θCL, typical
unit clearance; θq0, typical unit endogenous production rate; θBW, bodyweight
influential parameter; t1/2, half-life; RSE (%), relative standard error; η, between
subject variability (BSV); BW, bodyweight; NA, not applicable.
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The final population parameters are summarized in
Table 3. Figure 5 depicts the population and individual
predicted MAP concentrations vs. observed MAP. Figure 6
depicts the results of the NPDE analysis for MAP and
Figure 7 depicts the VPC plots which show that the
observed HR and MAP values were well centred around
the predicted median of the model.

Norepinephrine dosing simulations
Using the pharmacokinetic and haemodynamic model,
the effects of various infusion rates of norepinephrine on
MAP were assessed as a function of age and BW according
to the two organ dysfunction groups (number of dysfunc-
tions ≤3 and ≥4, respectively).

As shown in Figure 8, the increase in norepinephrine
concentration vs. infusion rate was linear, while the
increases in MAP were curvilinear, due to the norepineph-
rine concentration-Emax model.

Discussion

The present study gathered experimental data which
allowed for the first time a satisfactory description of nor-
epinephrine population pharmacokinetics and pharmaco-
dynamics in hypotensive critically ill children. The main
findings were that (i) norepinephrine kinetics were well
described using a one-compartment linear model, (ii) MAP
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was related to norepinephrine concentration using an Emax

model and (iii) pharmacokinetic and pharmacodynamic
between-subject variabilities were related to BW, age and
severity of illness.

Norepinephrine pharmacokinetics
A one compartment open model with linear elimination
adequately described the data as previously reported
while saturation kinetics were not observed since norepi-
nephrine is metabolized by two major redundant intracel-
lular enzymes [22]. The effect of BW using the allometric
scale on clearance and endogenous norepinephrine pro-
duction improved the model and partly explained the
between-subject variability. This was not unexpected
since endogenous rates of production and clearance of
norepinephrine are dependent on enzymatic maturation,
both of which are related to age and BW [23].

Although norepinephrine can be eliminated by the
liver and partly by the kidney, we did not find any effect of
creatinine clearance or factor V activity on clearance pos-
sibly because of the small sample size. Likewise, in contrast
to the study of Beleoil et al., severity of illness was not
found significant possibly due to differences in patient age
and illness between the two studies [11].

The volume of distribution could not be adequately
estimated since norepinephrine concentration was meas-

ured only under steady-state. However, adjusting the
volume of distribution to the circulating volume is justified
considering the hydrophilic nature of norepinephrine.

Norepinephrine pharmacodynamics
The increase in MAP was adequately fitted to an Emax model
incorporating the kinetic parameters estimated at the
first stage. HR was unchanged during infusion even if nor-
epinephrine had some degree of β1-adrenergic and
chronotropic effect. However, the increase in MAP can
enhance a baroreflex, thereby decreasing HR [24, 25].
These two opposite phenomena resulted in an unchanged
HR. Moreover, the absence of change in plasma glucose
concentration was not surprising since norepinephrine
does not usually have a major β2-adrenergic effect except
in pulmonary arteries, thus decreasing vascular tone
[26]. Hence, only MAP was related to norepinephrine
pharmacokinetics, which was not unexpected since major
norepinephrine effects are mediated by α-adrenergic
receptors which increase vascular tone [27]. Basal MAP is
known to be related to age, which was further confirmed
in our pharmacodynamics modelling. Indeed, including
PCA dramatically improved the model [28].

Finally, ΔMAP decreased in instances where the
number of organ dysfunctions was > 3, suggesting a role of
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illness severity. This may be explained by the lower vascu-
lar response to norepinephrine in severe shock [29].

Since other catecholamines were infused in some chil-
dren, this could have had a confounding effect on the
haemodynamic responses. However, in the present study,
none of the parameters of the haemodynamic model was

found to be influenced by the infusion of the other
catecholamines.

Norepinephrine dosing simulations
Using the final model, it was possible to highlight the dif-
ferent responses to a same infusion rate according to age,
BW and severity of illness. Therefore, these simulations
suggest implementing an a priori initial dosing schedule
for specific BW, age and number of organ dysfunctions, in
order to produce a suitable increase in MAP. Interestingly,
the obtained plots clearly show that the amplitude of the
increase in MAP following various norepinephrine infusion
rates is related to the child’s BW and severity of illness, i.e.
the lower the BW, the younger the age and the higher the
number of organ dysfunctions, the smaller the amplitude
of MAP increase.

Limitations of the study
The small sample size, the high proportion of neonates
and the heterogeneous causes of hypotension likely
limited the identification of other significant covariates
that could affect either the pharmacokinetics or the
responses to norepinephrine. While a theoretical sample
number of 50 children was initially deemed necessary to
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Box and whisker plots of heart rate (A) (P = 0.33), mean arterial pressure (B) (P < 0.001), systolic arterial pressure (C) (P < 0.001) and diastolic arterial pressure
levels (D) (P < 0.001) before and during norepinephrine infusion

Table 3
Haemodynamic population parameters

Haemodynamic parameters Estimate RSE (%)

MAP0 (mmHg) 34 5
θPCA (MAP0i = MAP0 × PCA/9i

0.166) 0.166 19

ΔMAP (mmHg); (n) organ dysfunction 1 to 3 32 24
ΔMAP (mmHg); (n) organ dysfunction 4 to 6 12 24

EC50MAP (μg l−1) 4.11 43
ηMAP0 (square root of ω2

MAP0) 0.17 15

ηΔMAP (square root of ω2
C50MAP) 0.3 36

Residual variability (proportional)

– MAP 0.14 4

EC50MAP, NorEp concentration producing 50% of MAPmax; MAP0, Basal MAP;
ΔMAP = MAPmax−MAP0 RSE (%), relative standard error; η, between subject
variability (BSV); PCA, post-conceptional age; θPCA, PCA influential parameter.
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reach a good estimate of pharmacokinetic parameters
(RSE < 50%), only 38 children with 76 observed concentra-
tions could be included. Neverthless, this albeit reduced
sample size allowed us to model effectively the
pharmacokinetics and pharmacodynamics with good
accuracy for all of the estimates (RSE < 50%). Moreover, this
study was conducted in real-life conditions, e.g. critically ill
children, thus making it difficult to include more patients
within a reasonable time frame in this setting.

Even though the catecholamine dosing regimen
should be adjusted based on haemodynamic monitoring
in real time, this study highlights potential differences in
MAP increases according to individual characteristics.
Indeed, our results suggest using higher dosing regimens
at the initiation of norepinephrine in the most critically ill

and youngest children. These findings are in keeping with
observational data reported by Lampin et al. [3] who high-
lighted the use of higher doses of norepinephrine in septic
children (0.5 ± 0.4 μg kg−1 min−1 starting dose up to 2.5 ±
2.2 μg kg−1 min−1 maximum dose) than those typically rec-
ommended in the literature which suggest a starting dose
at 0.3 μg kg−1 min−1 [1, 2]. However, this latter starting dose
may be insufficient for certain patients and thus our model
could help clinicians to reach the target MAP more quickly.

Finally, the present norepinephrine dosing simulations
are limited (i) to the initiation and the first hours of infusion
and (ii) to dosing not exceeding 2 μg kg−1 min−1. Indeed,
while our model would enable to optimize starting doses
by using patient characteristics to establish starting treat-
ment, it is likely less applicable during the titration
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regimen per se. To this end, we are currently developing an
algorithm for starting regimens adjusted to the individual
characteristics of the patients (PCA, weight) and severity of
illness (number of organ dysfunctions). This algorithm will
be tested in our paedriatric ICU to validate its feasibility in
real life.

In conclusion, this original study on pharmacokinetics
and haemodynamic effects of norepinephrine in hypoten-
sive critically ill children clearly showed that between-
subject variability was related to the substantial role of
age, BW and severity of illness. Taking into account these
individual characteristics may help clinicians in determin-
ing an appropriate initial a priori dosing regimen.
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