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A better understanding of second-line drug (SLD) pharmacokinetics, including cavitary penetration, may help optimize SLD
dosing. Patients with pulmonary multidrug-resistant tuberculosis (MDR-TB) undergoing adjunctive surgery were enrolled in
Tbilisi, Georgia. Serum was obtained at 0, 1, 4, and 8 h and at the time of cavitary removal to measure levofloxacin concentra-
tions. After surgery, microdialysis was performed using the ex vivo cavity, and levofloxacin concentrations in the collected dialy-
sate fluid were measured. Noncompartmental analysis was performed, and a cavitary-to-serum levofloxacin concentration ratio
was calculated. Twelve patients received levofloxacin for a median of 373 days before surgery (median dose, 11.8 mg/kg). The
median levofloxacin concentration in serum (Cmax) was 6.5 �g/ml, and it was <2 �g/ml in 3 (25%) patients. Among 11 patients
with complete data, the median cavitary concentration of levofloxacin was 4.36 �g/ml (range, 0.46 to 8.82). The median cavitary/
serum levofloxacin ratio was 1.33 (range, 0.63 to 2.36), and 7 patients (64%) had a ratio of >1. There was a significant correlation
between serum and cavitary concentrations (r � 0.71; P � 0.01). Levofloxacin had excellent penetration into chronic cavitary TB
lesions, and there was a good correlation between serum and cavitary concentrations. Optimizing serum concentrations will
help ensure optimal cavitary concentrations of levofloxacin, which may enhance treatment outcomes.

The emergence of multidrug-resistant tuberculosis (MDR-TB)
remains a major barrier to global TB control (1). The treat-

ment course for MDR-TB (with resistance to isoniazid and rifam-
pin) consists of 18 to 24 months of second-line antituberculosis
drugs (SLDs), including a fluoroquinolone and an injectable agent
(amikacin, kanamycin, or capreomycin). A 2009 meta-analysis of
MDR-TB treatment outcomes found an overall success rate of
62% with a range of 36 to 79% (2). The most recent World Health
Organization (WHO) global TB report reported an overall suc-
cessful outcome rate of 48%, again with a wide range (3). These
data show that we are far from the goal of a �75% successful
outcome treatment rate among MDR-TB patients; however, the
broad range of successful outcomes suggests that we may be able
to more effectively maximize existing SLD regimens. A better
knowledge of how to optimize available SLD regimens could im-
prove outcomes and provide important principles for the effica-
cious use of new drugs.

The clinical pharmacology of SLDs has been a neglected area of
research (4). Pharmacokinetic studies among patients with drug-
susceptible TB demonstrate that low concentrations of first-line
drugs are associated with poor clinical outcomes, and simulation
studies have found that even with perfect adherence up to 1% of
patients would develop further drug resistance during treatment
due to variability in drug concentrations (5–7). A recent report on
25 patients with MDR-TB found that plasma SLD concentrations
were frequently low and were associated with decreased drug ac-
tivity ex vivo (8). These findings demonstrate the importance of
performing clinical pharmacokinetic studies and highlight the po-
tential negative consequences of low TB drug concentrations.

Even less is known about the ability of TB drugs to penetrate
into diseased lung tissue, including cavitary lesions, which are a
common manifestation of progressive pulmonary TB (4). There is
only one published case report evaluating SLD concentrations in-

side human cavitary lesions (9). Reports of worse clinical out-
comes among patients with cavitary disease offer compelling but
indirect evidence for low intracavitary SLD concentrations (10–
12).

Our study aims were to measure the cavitary concentration of
levofloxacin and describe predictors of penetration among pa-
tients with MDR-TB undergoing adjunctive surgical resection in
Tbilisi, Georgia. The country of Georgia is a high-burden-
MDR-TB country as designated by the WHO (3), and as part of its
National TB Treatment Guidelines, adjunctive surgical resection
is frequently performed for patients with cavitary MDR-TB not
responding to medical therapy (13). To evaluate target site pene-
tration of levofloxacin, we utilized the technique of microdialysis
(�D). The principle of microdialysis is based on the presence of a
concentration gradient between two fluid compartments (cavity
and �D catheter) across a semipermeable membrane (�D probe),
with concentrations measured from the recovered dialysate fluid
(14, 15). Microdialysis measures unbound (pharmacologically ac-
tive) extracellular drug concentrations (15). The overall study
goals were to provide novel data that may help guide optimal SLD
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dosing and also to develop a reliable and accurate method to mea-
sure tissue drug penetration for antituberculosis drugs.

(The findings of this study were presented at the 7th Interna-
tional Workshop on Clinical Pharmacology of Tuberculosis
Drugs, Washington, DC, USA, 5 September 2014.)

MATERIALS AND METHODS
Study population. Study participants were enrolled from the National
Center for Tuberculosis Lung Diseases (NCTLD) in Tbilisi, Georgia. The
NCTLD is the headquarters for the National TB Program and contains the
National Reference Laboratory (NRL), Thoracic Surgery Center, and in-
patient MDR-TB hospital. Patients with culture-confirmed MDR-TB
who were receiving levofloxacin and scheduled to undergo adjunctive
surgical resection were approached for enrollment during their preoper-
ative hospital stay. Treatment regimens for all patients were individual-
ized base on drug susceptibility testing (DST) results per WHO recom-
mendations and given as directly observed therapy (DOT) (16). Patients
weighing �75 kg received 750 mg levofloxacin, while those �75 kg re-
ceived 1,000 mg; doses were given orally with a few milliliters of water
(intravenous formulations were not available). The recommendation to
perform adjunctive surgery was made by the NCTLD drug resistance
committee. General criteria for surgical intervention included treatment
failure, high likelihood of disease relapse based on DST results and radio-
logical findings, localized cavitary lesion, and adequate cardiopulmonary
function (13). All study participants provided informed consent. The
Georgian NCTLD, Emory University, and University of Florida Institu-
tional Review Boards (IRBs) approved the study.

Pharmacokinetics. (i) Serum. Patients fasted overnight for a mini-
mum of 8 h the day prior to surgery and received their daily oral dose of
levofloxacin approximately 2 h before cavitary removal. Serum samples
were collected immediately before and 1, 4, and 8 h after receiving levo-
floxacin. A serum sample was also collected at the time of cavity removal.
Samples were kept in a �80°C freezer until they were shipped to the
University of Florida Infectious Diseases Pharmacokinetics Laboratory,
Gainesville, FL. Concentrations were measured using validated assays on
a ThermoFinnigan P4000 high-pressure liquid chromatography (HPLC)
pump with a model AS1000 fixed-volume autosampler, a model FL3000
fluorescence detector, a Gateway Series e computer, and a Chromquest
HPLC data management system. The six-point standard curves ranged
from 0.20 to 15 �g/ml, with linearity extending above and below this
range. The recovery of the levofloxacin from human plasma was approx-
imately 90%. The overall validation precision for levofloxacin quality con-
trol samples was 0.58 to 4.09% (17, 18).

(ii) �D. Microdialysis (�D) was performed ex vivo immediately after
surgical removal of the cavitary lesion. A semipermeable �D probe with a
total length of 10 mm attached to a �D infusion pump (� Dialysis AB,
Stockholm, Sweden) was inserted into the center of the cavitary lesion
using a slit cannula introducer. Subsequently, four different concentra-
tions of levofloxacin (0.5, 2, 20, and 30 �g/ml) in Ringer’s solution were
each infused for a total of 35 min at flow rate of 1 �l/min, and the recov-
ered fluid “dialysate” was collected into microvials. Approximately, 35 �l
of dialysate was collected for each levofloxacin drug concentration infu-
sion, which was then stored in an �80°C freezer until shipment to the
United States. Levofloxacin concentrations in the dialysate fluid were
measured using HPLC with mass spectroscopy detection (HPLC-MS/
MS). The HPLC-MS/MS method was developed and validated on a Per-
kin-Elmer 200 series pump and autosampler (Perkin-Elmer, Waltham,
MA, USA) coupled with an API 4000 mass spectrometer. Deuterated levo-
floxacin was used as the internal standard. The linearity was evaluated in
the range of 5 to 200 ng/ml. The validation accuracy was in the range of
90.1 to 106.3%. The drug was stable under different tested conditions,
including storage at �70°C and freeze-thaw cycles.

The no-net-flux method was utilized for calibration (14). The no-net-
flux method requires fixed drug concentrations (as in our ex vivo tissue
samples) and is considered the gold standard for �D calibration (19, 20).

The underlying principle is that when infusing concentrations of drug
higher than that in the surrounding extracellular fluid, net outflux of drug
into the extracellular space occurs, and with infusing lower drug concen-
trations, net influx of drug from the extracellular space across the probe
into the infusion fluid occurs. A regression line is then plotted, and the
point at which no net flux occurs (x intercept) is the estimated levofloxa-
cin concentration in the extracellular fluid from inside the cavitary lesion.

(iii) Tissue. For the first three patients enrolled, an �0.4-gram sample
of resected lung tissue, which included sections of the cavity wall and
center, was homogenized and assayed with HPLC to quantify total levo-
floxacin concentrations. Results were reported as micrograms of levo-
floxacin per gram of tissue. The same method used for serum was adapted
and partially validated for drug quantification.

Laboratory. (i) AFB testing. All sputum and tissue examinations were
performed at the NRL, which undergoes annual external quality assess-
ment by the Antwerp WHO Supranational TB Reference Laboratory.
Each patient had the following specimens collected: a preoperative spu-
tum sample and five samples of resected lung tissue, including from
healthy tissue, surrounding nodule, external and internal cavity wall, and
caseous necrosis. Acid-fast bacillus (AFB) smear microscopy and cultures
were performed using standard methodologies (21). Prior to culture, all
tissue samples were first homogenized with a tissue grinder. Decontami-
nated sputum and tissue samples where inoculated on to Lowenstein-
Jensen (LJ)-based solid medium. Positive cultures were confirmed to be
Mycobacterium tuberculosis complex (MTBC) using the MTBDRplus as-
say along with colony morphology (21). DST for first- and second-line
drugs was performed as previously described (21, 22).

(ii) Pathology. Resected lung tissue not used for other purposes in 5
cases was formalin fixed and paraffin embedded. Sections measuring 4
�m were stained with hematoxylin and eosin and acid-fast stains. Micro-
scopic study assessed the inflammatory response, size of granulomas (mi-
croscopic versus macroscopic), amount of necrosis in the cavity (abun-
dant [multiple coalescing fields with necrosis] versus patchy), thickness of
fibrosis, and amounts of vessels.

Data collection. A standardized data collection form was used to ab-
stract data from medical records and the NRL database. Information per-
taining to socio-demographic characteristics, treatment regimens and
course, medical history, and radiological results was collected. All data
were entered into an online REDCap database (23).

Data analysis. Data analyses were performed using SAS software (ver-
sion 9.3) and, for noncompartmental pharmacokinetic analysis (NCA),
Phoenix WinNonlin. The following pharmacokinetic parameters were
determined: maximal serum concentration (Cmax), time at which Cmax

occurred (Tmax), area under the serum concentration-versus-time curve
(AUC), volume of distribution divided by bioavailability (V/F), clearance
divided by bioavailability (CL/F), half-life (t1/2), and elimination constant
(Ke). The fraction of the dose absorbed (F) was assumed to be 1 for data
analysis. Free levofloxacin serum concentrations were calculated by mul-
tiplying the measured serum levofloxacin concentration by (100% � 25%
[the published percent protein binding for levofloxacin]) (24). In com-
paring free serum and cavitary levofloxacin concentrations, the serum
levofloxacin concentration from the time of surgical resection was used.

RESULTS
Study population. Twelve patients undergoing surgical resection
for MDR-TB were enrolled (Table 1). The median age was 34
years; most were male (92%) and had no history of prior TB treat-
ment (75%). No patients had HIV infection; 2 (17%) had diabe-
tes, and 5 (42%) were coinfected with hepatitis C virus. The me-
dian body mass index (BMI) was 22.6 kg/m2, while median
creatinine clearance was 118 ml/min and albumin was 4.4 g/dl. All
patients had unilateral cavitary disease with a median cavity diam-
eter of 2.8 cm (range, 2.1 to 10.0) (an example is shown in Fig. 1).
Patients had been receiving levofloxacin for a median of 373 days
prior to surgery, with a median levofloxacin dose of 11.8 mg/kg.
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Only 1 patient (9%) had a tissue culture positive for M. tubercu-
losis, while 6 of 9 patients (67%) had �1 tissue specimen that was
AFB smear positive. Further characteristics are shown in Table 1.

Serum pharmacokinetics. The serum concentrations versus
time for all patients are shown in Fig. 2. The majority of patients
(66%) had levofloxacin Cmax values below the recommended
minimum Cmax of 8 �g/ml (range, 1.12 to 12.3), including three
patients with Cmax of �2 �g/ml. Two patients had delayed absorp-

tion (Fig. 2). The median Ke (0.09 h�1), Tmax (2 h), and t1/2 (7.6 h)
values were similar to those reported in the literature. Further
NCA results are shown in Table 2. The median levofloxacin dose
was 11.8 mg/kg (range, 7.5 to 15.3), and there was a significant
correlation between dosage and Cmax, as shown in Fig. 3A.

Cavitary drug concentrations. Eleven patients had both se-
rum and cavitary drug concentration results; one patient was ex-
cluded due to invalid microdialysis results. Placement of the mi-
crodialysis catheter inside the ex vivo cavitary lesion was successful
for all 11 patients, and Fig. 1B depicts the typical placement of a
microdialysis probe inside the resected cavitary lesions.

The median cavitary concentration of levofloxacin was 4.36
�g/ml, with a range of 0.46 to 8.82 �g/ml (Table 3). In comparison
to the free serum concentration of levofloxacin at the time of
surgical resection, the median cavitary/serum levofloxacin con-
centration ratio was 1.33, with a range of 0.63 to 2.36. The major-
ity of patients (7 of 11; 64%) had a cavitary/serum levofloxacin
concentration ratio �1. There was a significant correlation be-
tween serum and cavitary concentrations (r � 0.71; P � 0.01), as
shown in Fig. 2B. Overall, a t test found no significant difference

TABLE 1 Study population characteristics for 12 patients with
multidrug-resistant pulmonary tuberculosis

Parameter Valuea (n � 12)

Demographic characteristics
Male sex 11 (92)
Age, yr 33.5 (17–54)
Georgian ethnicity 10 (84)
Diabetes mellitus 2 (17)
Hepatitis C 5 (42)
Alcohol user 1 (8)
Tobacco user 5 (42)
Prior treatment for tuberculosis 3 (25)
Wt, kg 68 (49–100)
Body mass index, kg/m2 22.6 (17–33)
Cavity diam, cm 2.8 (2.1–10.0)

Laboratory values
Creatinine clearance,b ml/min 117.7 (81–143)
Albumin level, g/dl 4.4 (3.5–4.9)
Hemoglobin level, g/dl 12.8 (12.1–13.5)
Alanine aminotransferase level, U/liter 30.5 (10–125)

Treatment
Type of surgery

Segmentectomy 6 (50)
Lobectomy 6 (50)

Levofloxacin dose
750 mg 10 (83)
1,000 mg 2 (17)

Levofloxacin, mg/kg 11.8 (7.5–15.3)
Days receiving levofloxacin 372 (15–810)

a Data are presented either as number (percentage) or as median value (range).
b Using the Cockcroft-Gault equation.

FIG 1 Representative pictures of a chest CT scan of a study patient showing a cavitary lesion (A), a resected cavitary lesion with insertion of microdialysis probe
past cavity wall into center of lesion (the proper positioning of the probe was evaluated after microdialysis for each patient) (B), and pathological examination
of a resected cavitary lesion stained with hematoxylin and eosin (C). Magnification, �20. *, center of cavity; �, fibrous wall thickness.

FIG 2 Serum concentrations of levofloxacin versus time after dosing in 12
adults with multidrug-resistant tuberculosis. Patients with delayed absorption
are indicated with dashed lines.
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between serum and cavitary levofloxacin concentrations (P �
0.38). The maximal cavity diameter size was not associated with
the cavity/serum levofloxacin ratio in regression analysis (0.20);
however, the patient with the cavitary lesion with the largest di-
ameter (10 cm) did have the lowest ratio (0.49). Three patients
had both free cavitary and whole-tissue levofloxacin concentra-
tions determined, with the results shown in Table 4.

Pathology. Five patients had pathological examination of their
resected tissue (an example is shown in Fig. 1C). The range of
inflammation varied from well-formed granulomas (4/5) to lym-
phoid aggregates in areas of fibrosis (1/5). The granulomas were
microscopic in three cases and macroscopic in another with abun-
dant necrosis and patchy areas with abundant acid-fast bacilli.
These cases had various levels of fibrous tissue around the granu-
lomas and new vessel formation. The case without granulomas
had abundant intra-alveolar hemorrhage.

DISCUSSION

In a cohort of patients with chronic pulmonary MDR-TB under-
going surgical resection, we found that in the majority of patients
(64%), levofloxacin had excellent penetration into cavitary le-
sions. To our knowledge these are the first reported measurements
of lung and specifically cavitary penetration of levofloxacin among
patients with TB and the first time that microdialysis has been
used to measure drug concentrations in human cavitary lung le-
sions. The relatively high target site penetration of levofloxacin

into complex cavitary lesions may in part explain the effectiveness
of the drug among patients receiving treatment for MDR-TB. Ad-
ditionally, our results demonstrate that the method of microdialy-
sis offers promise as a means to measure the cavitary penetration
of other TB drugs, data that may help design optimal patient treat-
ment regimens.

The cavitary lesion is a hallmark lesion of progressive pulmo-
nary TB and is seen in up to 50% of patients with MDR-TB (25).
Cavitary lesions are heterogeneous and characterized by various
levels of fibrosis, necrosis, and vascularization, as demonstrated by
the histopathology from our study, and they contain high num-
bers of M. tuberculosis organisms, many of which reside extracel-
lularly in the caseous center. Clinically, studies have shown the
presence of cavitary lesions to be associated with longer time to
sputum culture conversion (26), high rates of relapse (27), the
development of acquired dug resistance (12, 28), and worse treat-
ment outcomes among patients with MDR-TB (29, 30). These
clinical studies suggest that drug penetration into cavitary lesions
may be hindered, possibly due to the physical and functional bar-
riers of cavitary lesions. Studies performed in the 1980s and earlier

TABLE 2 Noncompartmental analysis of serum levofloxacin
concentrations

Parametera Median (range) (n � 12)

Ke (h�1)b 0.09 (0.03–0.12)
t1/2 (h)b 7.6 (6.0–26.6)
Tmax (h) 2.0 (1.5–8.0)
Cmax (�g/ml) 6.5 (1.1–12.3)
AUClast (h · �g/ml) 39.4 (6.0–70.8)
AUC0–	 (h · �g/ml)b 86.2 (12.2–283.8)
CL/F (liters/h)b 10.1 (5.7–69.6)
V/F (liters)b 140.5 (63.2–754)
a Ke, elimination constant; t1/2, half-life; Tmax, time to Cmax; Cmax, maximal serum
concentration; AUClast, area under the curve; CL, clearance; V, volume of distribution;
F, bioavailability (assumed to be 1 for purposes of analysis).
b Two patients were excluded due to delayed absorption.

FIG 3 (A) Correlation between peak serum levofloxacin concentration and dosages; (B) correlation between free serum levofloxacin concentration at time of
resection and cavitary levofloxacin concentration.

TABLE 3 Comparison of free serum and cavitary levofloxacin
concentrations among patients with multidrug-resistant pulmonary
tuberculosis

Subjecta

Serum concn at time
of resectionb

(�g/ml)
Cavitary concn
(�g/ml)

Cavitary/serum
concn ratio

1 0.74 0.46 0.63
2 4.40 9.59 2.18
3 3.03 5.31 1.75
4 6.66 8.82 1.32
5 1.21 2.85 2.36
7 1.31 2.07 1.58
8 5.50 2.70 0.49
9 5.21 5.55 1.07
10 9.23 7.83 0.85
11 6.28 4.36 0.69
12 0.99 1.78 1.80

Median 4.40 4.36 1.33
a No cavitary concentration was available for subject 6.
b Free serum concentration � measured levofloxacin concentration � 0.75.
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found lower concentrations of isoniazid and rifampin in resected
lung tissue than in serum (31, 32). These studies used various
methods, each with limitations, to measure drug concentrations,
and no subsequent human investigations (excluding case reports)
have been reported since. The technical and ethical difficulties of
gaining access to cavitary lesions among patients with TB have
been a major barrier to measuring the penetrating abilities of an-
tituberculosis drugs. In lieu of direct measurements, the lung tis-
sue penetration of second-line drugs has been inferred from using
serum concentrations to model tissue concentrations and from
bronchial alveolar lining fluid (BAL fluid) or epithelial lining fluid
(ELF) drug concentrations (33).

The technique of microdialysis was first used to measure drug
pharmacokinetics in the 1990s, with much of the early work fo-
cused on the central nervous system (14). It was not until the last
decade that the technique been used to measure the lung penetra-
tion of specific drugs. The main benefit of microdialysis is its abil-
ity to measure free drug concentrations at the site of action, where
adequate drug concentrations are most vital. There have been
eight lung microdialysis studies performed in humans and mea-
suring the penetration of various antibiotics, including three stud-
ies evaluating levofloxacin.(34–36) In the levofloxacin studies, all
patients were undergoing elective cardiothoracic surgery and had
a temporary microdialysis catheter placed to measure the penetra-
tion into normal lung tissue over time. Our results are the first
time microdialysis has been used in a patient with TB, in a cavitary
lesion, and with ex vivo tissue. The successful implementation of
the microdialysis method gives investigators an innovative
method to further explore the tissue-penetrating capabilities of
antituberculosis drugs in patients undergoing surgical resection.
By further characterizing the tissue penetration of all TB drugs, it may
be possible to tailor specific regimens for patients with extensive cav-
itary disease. We found that levofloxacin concentrations were similar
inside cavitary lesions and in serum. Fluoroquinolones in general are
well known to have good tissue penetration, and our results provide
evidence that this holds true even in most cases of chronic pulmonary
TB cavitary lesions. We purposefully inserted the microdialysis cath-
eters through the cavitary wall into the center of the lesion to best
approximate drug concentrations in the caseous portion of the lesion,
an area with a high extracellular bacillus burden and decreased vas-
cularization. Our encouraging data highlight the ability of levofloxa-
cin to reach this central part of cavitary lesions and consequentially
the importance of fluoroquinolones for severe pulmonary MDR-TB.
The relatively high cavitary concentrations of levofloxacin may ac-
count for the low rate of positive tissue cultures for M. tuberculosis;
however, there were several patients who had AFB smear-positive
tissue samples, and the lack of growth may also have been second-
ary to using less sensitive solid culture methods, nonviable bacilli,
technical error, or bacilli that were in a dormant state. Given our

small cohort, we were unable to decipher why some patients had
poor drug penetration, and further ongoing work will address this
issue. The only other data on the tissue penetration of fluoro-
quinolones among patients with TB come from a case report of a
13-year-old girl with MDR-TB who had surgical resection per-
formed. Whole-tissue moxifloxacin concentrations were found to
range from 0.73 to 0.95 �g/g (9). We also determined whole-tissue
drug concentrations in three patients and found concentrations to
be much higher than those in this case report, with a range of 5.30
to 40.25 �g/g. Of note, these whole tissue concentrations include
drug that is protein bound and unbound and drug that is intra-
cellular and extracellular, and they are averages of concentrations
across several tissue compartments (in our case the cavitary wall,
necrotic center, and surrounding tissue). It is thus difficult to
compare the concentrations obtained from whole-tissue homog-
enates and microdialysis, and the advantage of microdialysis is
that it provides the amount of active drug at the site of disease.

Further work using the novel method of matrix-assisted laser
desorption ionization (MALDI) mass spectrometry imaging
(MSI) has characterized the distribution of moxifloxacin in ne-
crotic granulomas obtained from rabbits. Using this method,
which can produce a two-dimensional map of intra- and extracel-
lular drug distribution, moxifloxacin was shown to accumulate at
high levels in the cellular part of granulomas but not in the caseous
center (37). The same investigators are using MALDI MSI to mea-
sure cavitary concentrations in resected lung from TB patients
(NCT00816426). Techniques that allow for the investigation of
drug distribution, such as MALDI, are complementary to the ex-
tracellular active drug concentrations obtained from microdialy-
sis, and together these should provide a better understanding of
drug tissue penetration.

A concerning finding from our study was the low serum Cmax

and AUC values found for the majority of patients. In most pa-
tients, the Cmax values were below the minimal recommended
value of 8 �g/ml (18), with three having extremely low Cmax values
of �2 �g/ml. Our results are in contrast to prior data on the serum
population pharmacokinetics of levofloxacin in adults with TB
(18). One explanation may be a cohort selection bias given that
subjects were chronic MDR-TB patients experiencing microbio-
logical and/or clinical failure of their treatment and thus more
likely to have suboptimal levofloxacin concentrations. Most sam-
ples were obtained while the patient was receiving anesthesia,
which may have affected drug absorption. We are initiating a
study to evaluate drug concentrations among nonsurgery patients
to better understand SLD concentrations among patients with
MDR-TB. Based on our findings of a strong correlation between
serum and cavitary levofloxacin concentrations, ensuring optimal
serum levofloxacin concentrations should lead to similar cavitary
levofloxacin concentrations in most patients. This highlights the
potential role of therapeutic drug monitoring (TDM) for levo-
floxacin and also emphasizes the need to determine the optimal
levofloxacin dose for patients with MDR-TB. The significant cor-
relation between the levofloxacin dose (mg per kg) and serum
drug concentration suggests that weight-based dosing may be a
way to optimize serum concentrations. A study (NCT01918397)
evaluating levofloxacin doses up to 20 mg/kg among patients with
MDR-TB is beginning enrollment and will provide data on the
optimal dose of levofloxacin.

Our study is subject to certain limitations. These include the
lack of chest computed tomography (CT) scan results and patho-

TABLE 4 Comparison of levofloxacin tissue concentrations measured
by microdialysis versus whole-tissue homogenization

Subject

Levofloxacin concn measured by:

Microdialysis
(�g/ml)

Whole-tissue
homogenization (�g/g)

1 0.46 5.30
2 9.59 40.25
3 5.31 12.85

Cavitary Penetration of Levofloxacin

June 2015 Volume 59 Number 6 aac.asm.org 3153Antimicrobial Agents and Chemotherapy

http://aac.asm.org


logical examinations for all patients enrolled in the study. This
precluded us from evaluating whether certain radiological or
pathological characteristics were associated with cavitary penetra-
tion of levofloxacin. This information is being collected for a fol-
low-up study evaluating the cavitary penetration of moxifloxacin
and pyrazinamide. Another limitation was the measurement of
the cavitary levofloxacin concentration at only one time point,
which disallowed us from comparing the levofloxacin AUCs from
the cavity and plasma. The timing of surgical resection was meant
to capture cavitary levofloxacin concentrations near their peak,
but it is not known if there is a delay of levofloxacin penetration
into the cavity. Ethical and safety considerations prohibited us
from measuring cavitary concentrations in vivo. Given the rapid
absorption of levofloxacin, our sampling scheme may have pre-
vented us from recording the actual Cmax in some patients.

In summary, in the first human study to measure cavitary drug
concentrations among patients with TB, we found a correlation
between the serum and cavitary concentrations of levofloxacin
and that levofloxacin has good penetration into cavitary lesions. A
key clinical implication of our study is that through optimizing
serum levofloxacin concentrations, cavitary drug concentrations
can be optimized in most patients. Further work is needed to
better understand why penetration in some lesions is poor and to
determine the lung penetration of other SLDs. This knowledge
will ultimately help clinicians enhance individualized treatment
regimens and improve clinical outcomes.
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