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Abstract

Ampicillin is an aminopenicillin and is more active than penicillin G. Ampicillin is destroyed by β-lactamase 
and is co-formulated with sulbactam an inhibitor of β-lactamase. Ampicillin is bactericidal and it is active 
against meningococci, Listeria monocytogenes, enterococci, and the co-administration with sulbactam markedly 
expands the spectrum of activity against Haemophilus influenzae, Escherichia coli, Proteus, and Bacillus fragilis. 
Ampicillin may be administered intravenously and orally and the intravenous dose is 50 mg twice-daily and 
thrice-daily in preterm and term infants, respectively. The oral dose in children ranges from 125 to 500 mg 
4 times-daily and increases with the chid age. Ampicillin has been found efficacy and safe in infants and 
children but may cause adverse-effects. In infants, the ampicillin elimination half-life ranges between 2.4 to 
5.0 hours and decreases with infant maturation and in children it is about 0.8 hours. Ampicillin interacts with 
drugs, the treatment and the trials with ampicillin have been extensively studied in infants and children. This 
antibiotic freely crosses the human placenta but poorly migrates into the breast-milk. Ampicillin penetrates into 
the cerebrospinal fluid in significant amounts and treated meningitis caused by different pathogens generally 
co-administered with other antibiotics, particularly with chloramphenicol, but cefotaxime or cefuroxime sterilized 
the cerebrospinal fluid more rapidly. The aim of this study is to review the ampicillin dosing, efficacy and 
safety, effects, adverse-effects, tissue concentration, pharmacokinetics, interaction with drugs, treatment, trials, 
placental transfer, migration into breast-milk, penetration into the cerebrospinal fluid, and treatment of bacterial 
meningitis in infants and children.

INTRODUCTION
Ampicillin is an aminopenicillin and expands the spectrum 

of activity of penicillin G in a different direction from the 
penicillinase-resistant penicillins they allow for useful activity 
against some gram-negative organisms. Ampicillin is destroyed 
by β-lactamases (from both gram-positive and gram-negative 
bacteria); thus further expansion of its activity is enhanced 
through co-formulation with β-lactamase inhibitors: clavulanate, 
sulbactam, or tazobactam [1].

Antimicrobial activity of ampicillin

Ampicillin is generally bactericidal for sensitive gram-positive 
and gram-negative bacteria. The meningococci and Listeria 
monocytogenes are sensitive to ampicillin. Many pneumococcal 
isolates have varying levels of resistance to ampicillin, and 
penicillin-resistant strains should be considered ampicillin-
resistant. Haemophilus influenzae and the viridians group of 
streptococci exhibit varying degrees of resistance. Enterococci 
are about twice as sensitive to ampicillin as they are to penicillin G. 
From 30 to 50% of Escherichia coli, significant number of Proteus 
mirabilis and practically all species of Klebsiella are resistant. 
Most strains of Shigella, Pseudomonas, Serratia, Acinetobacter, 
Bacillus fragilis, and indole-positive Proteus also are resistant 
to ampicillin. Resistant strains of Salmonella are recovered with 

increasing frequency. Concurred administration of a β-lactamase 
inhibitor such as clavulanate or sulbactam markedly expands the 
ampicillin spectrum of activity, particularly against Haemophilus 
influenzae, Escherichia coli, Klebsiella, Proteus, and Bacillus 
fragilis [1].

Absorption, distribution, metabolism and elimination 
of ampicillin

Ampicillin is stable in acid and is well absorbed after 
oral administration. An oral dose of 500 mg produces peak 
concentration in plasma of about 3 µg/ml at 2 hours. Intake of 
food prior to ingestion of ampicillin diminishes absorption. 
Intramuscular injection of 500 to 1,000 mg sodium ampicillin 
yields peak plasma concentrations of about 7 to 10 µg/ml, 
respectively, at 1 hour. Plasma concentrations decline with a 
half-life of about 80 min in adults. Severe renal impairment 
markedly prolongs the half-life. Peritoneal dialysis is ineffective 
in removing the drug from the blood, but haemodialysis 
removes approximately 40% of the body store in about 7 hours. 
Adjustment of the dose of ampicillin is required in the presence 
of renal dysfunction. Ampicillin appears in the bile, undergoes 
enterohepatic circulations, and is excreted in the faeces [1].

The literature search was performed electronically using 
PubMed database as search engine and the following key words 
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were used: “ampicillin dosing infants, children“, ampicillin efficacy, 
safety infants, children”, “ampicillin effects infants, children”, 
“ampicillin adverse-effects infants, children”, “ampicillin tissue 
concentration”, “ampicillin pharmacokinetics infants, children”, 
“ampicillin drug interactions”, “ampicillin therapeutic use infants, 
children“ “ampicillin treatment infants, children”, “ampicillin 
trials infants, children”, “ampicillin placental transfer”, “ampicillin 
migration into the breast-milk”, “ampicillin penetration into the 
cerebrospinal fluid”, and “ampicillin treatment of meningitis in 
infants, children”. In addition, the books: The Pharmacological 
Basis of Therapeutics [1], Neonatal Formulary [2], NEOFAX® by 
Young and Mangum [3], and The British National Formulary for 
Children [4] were consulted.

RESULTS

Administration schedules of ampicillin to infants and 
children

Administration to infants [2]: Infants with a postmenstrual 
aged ≤ 34 weeks and a postnatal age ≤ 7 days.  Give: 50 mg 
twice-daily.

Infants with a postmenstrual age ≤ 34 weeks and a 
postnatal age > 7days and ≤ 28 days.  Give: 75 mg twice-daily.

Infants with a postmenstrual age > 34 weeks and a 
postnatal age ≤ 28 days. Give: 50 mg thrice-daily.

Very large dose of ampicillin may result in central nervous 
system excitation or seizure activity. Moderate prolongation of 
blending times (by approximately 60 seconds) may occur after 
repeated doses. Hypersensitivity reactions (maculopapular rash, 
urticaria, or fever) are rare in infants. Ampicillin is incompatible 
with: amikacin, amiodarone, dopamine, epinephrine, 
erythromycin, lactobionate, fluconazole, gentamicin, hydralazine, 
metoclopramide, midazolam, nicardipine, sodium bicarbonate, 
and tobramycin [3].

Administration to children [4]: 3.1.2.1. Oral treatment 
for susceptible infections including: (1) bronchitis, (2) 
urinary-tract infections, (3) otitis media, (4) sinusitis, (5) 
uncomplicated community-acquired-pneumonia, and (6) 
salmonellosis.

Children aged 1 to 11 months. Give: 125 mg 4 times-daily; 
increase the dose if necessary to 30 mg/kg 4 times-daily.

Children aged 1 to 4 years. Give: 250 mg 4 times-daily; 
increase the dose if necessary up to 30 mg/kg 4 times-daily.

Children aged 5 to 11 years. Give: 500 mg 4 times-daily; 
increase the dose if necessary up to 30 mg/kg 4 times-daily 
(maximum per dose = 1 gram 4 times-daily).

Children aged 12 to 17 years. Give: 500 mg 4 times-daily; 
increase the dose if necessary to 1 gram 4 times-daily, use 
increased dose in severe infection.

Intravenous infusion for treating: (1) group B 
streptococcal infection and (2) enterococcal endocarditis 
in combination with another antimicrobial: Children. Give: 
50 mg/kg thrice-daily 4 to 6 times-daily (maximum per dose = 2 
grams 6 times-daily).

Intravenous treatment of Listerial meningitis in infants 
and children [4]: Infants aged up to 7 days. Give: 100 mg/kg 
twice-daily.

Infants aged 7 to 20 days. Give: 100 mg/kg thrice-daily.

Infants aged 21 to 28 days. Give: 100 mg/kg 4 times-daily.

Children. Give: 50 mg/kg 4 to 6 times-daily.

Efficacy and safety of ampicillin in Infants and 
children

Infants, aged 2 to 24 months, were hospitalized for urinary-
tract infections and were treated with ampicillin/sulbactam 
or cephalosporins. Ampicillin/sulbactam could be an effective 
alternative to cephalosporins for the treatment of the first-
episode of the urinary-tract infections in these infants [5]. 
Extremely low-birthweight infants at risk of early onset sepsis 
received ampicillin (N = 36) or penicillin G (N = 39). Ampicillin 
was efficacy and safe in treating the sepsis and was associated 
with a lower mortality-rate [6]. The empirical use of ampicillin 
to cover febrile infants caused by Listeria monocytogenes and 
enterococcal infections is most justifiable in the first month of 
life [7]. Children, aged 3 to 59 months, were hospitalized for 
severe pneumonia and received penicillin G or ampicillin. Both 
treatments were efficacy and safe and are efficacious options 
to treat children with pneumonia due to pneumococcal strains 
having penicillin G MIC up to 4 µg/ml [8]. Children with infections 
in the lower respiratory-tract, urinary-tract, skin, bone and soft-
tissue infections were treated with ampicillin/sulbactam and 
sultamicillin and this treatment was found efficacy and safe 
and should be considered to be the first-choice options for the 
management of a variety of paediatric infections [9]. Either 
ampicillin/sulbactam or cefuroxime provide safe and effective 
parenteral antibiotic therapy in paediatric patients with serious 
skin and skin-structure infections [10]. Twenty-three children, 
aged 2 months to 11 years, suffering from pus-forming cervical 
adenitis, and lobar pneumonia caused by Escherichia coli (N = 
10), Staphylococcus aureus (N = 7), and Klebsiella pneumoniae 
(N = 6) were treated with ampicillin/sulbactam or penicillin/

Figure 1 Ampicillin molecular structure (molecular weight = 349.41).

Figure 2 Sulbactam molecular structure (molecular weight = 233.24).
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sulbactam. Ampicillin/sulbactam proved to be safe and effective 
treatment of non-life-threatening paediatric infections [11]. 
Ampicillin/sulbactam is an effective and well tolerated treatment 
for children with pneumonia [12].

Effects of ampicillin in infants and children

Ampicillin is effective in treating upper and lower 
respiratory-tract infections caused by Streptococcus 
pneumoniae, β-haemolytic streptococci, and non β-lactamase-
producing strains of Haemophilus influenzae. It is also effective 
in the treatment of meningitis caused by group B streptococci 
and Listeria monocytogenes [13]. Ampicillin administered 
at a daily dose of 50 to 70 mg/kg to children is effective in 
treating otitis media caused by Diplococcus pneumoniae and 
Haemophilus influenzae. Ampicillin showed a relapse-rate in 
excess of 20% during two months of follow-up and the adverse-
effects occurred in 26% of treated children [14]. One-hundred-
forty-nine children were diagnosed as bronchopneumonia and 
acute bronchial obstructive syndrome. Ampicillin is as effective 
as cefazolin or ceftriaxone for the treatment of community-
acquired-pneumonia in children [15]. Ampicillin is active against 
Salmonella Typhimurium, Salmonella Newport, Salmonella 
bovis morbificans, Salmonella postsdam, Salmonella saint 
paul, Salmonella oranienburg, Salmonella Adelaide, Salmonella 
enteritidis, Shigella sonnei, Shigella flexneri, and Escherichia coli 
[16].

Adverse-effects caused by ampicillin in children

One-hundred-two children received ampicillin/sulbactam for 
10 days and diarrhoea occurred in 70% of children [17]. Two-
thousand-five-hundred-one children received ampicillin and 
the adverse-effects were diarrhoea and skin rash [18]. Twenty-
three children received ampicillin orally and the treatment 
caused diarrhoea in 60% of children [19]. In children, the dose 
of ampicillin ranged from 50 to 200 mg/kg daily and mild, 
moderate, and severe diarrhoea occurred in 18 to 30%, 2 to 11% 
and 1%, of children, respectively [20]. A study of 200 consecutive 
children receiving ampicillin for various reasons revealed that 
bowel habits changed in 16% and diarrhoea occurred in 4.5% of 
children [21].

Tissue concentrations of ampicillin sulbactam in 
children

Sixteen children undergoing colorectal surgery received 
2 grams of ampicillin and 1 gram of sulbactam by intravenous 
infusion. Serum trough concentrations of sulbactam and 
ampicillin were 33+22 and 72+55 µg/ml, respectively, and the 
corresponding concentration in the abdominal tissue ranged 
from 2.7 to 3.8 µg/ml and from 5.6 and 6.8 µg/ml. In fat tissue, 
ampicillin concentration ranged from 1.7 to 4.0 µg/ml, and in 
the colonic wall ampicillin concentration was 7.0+2.8 µg/ml. In 
most children, the concentrations of ampicillin/sulbactam were 
greater the MIC50 for Bacteroides fragilis in the fatty tissue. In 
the colonic wall the ampicillin/sulbactam concentrations were 
higher the MIC90 for Bacteroides fragilis [22]. Nine children 
undergoing orchiectomy for testicular cancer were treated with 
3 grams of ampicillin and 1.5 grams of sulbactam preoperatively 
and the concentrations of both drugs were measured in the 

epididymis 30 to 65 min after the end of infusion. Ampicillin 
and sulbactam concentrations were 38.9+15.9 and 19.8+5.2 
µg/gram, respectively. These concentrations exceed the MIC of 
many organisms including Staphylococcus pneumoniae [23]. 
Twenty-four children undergoing surgery in the ENT region were 
treated with 2 grams of ampicillin and 1 gram of sulbactam. The 
respective mean concentrations in serum were 59.2 and 31.6 µg/
ml, respectively. About 1 hour after the end of infusion, the mean 
concentrations of ampicillin and sulbactam in tissue were 33.5 
and 19.5 µg/ml. Ampicillin and sulbactam diffuses into different 
tissues and the serum to tissue concentration ratio is about 2 
[24].

Pharmacokinetics of ampicillin in infants

Tremoulet et al. [25] studied the pharmacokinetics of 
ampicillin in 73 infants who were clustered into 4 groups. Group 
A consisted in 21 infants with gestational and postnatal ages 
of 30.3+3.4 weeks and 2.6+2.3 days, respectively. Infants of 
group B (N = 7) had a gestational and postnatal ages of 36.9+2.5 
weeks and 15.4+4.0 days, respectively. Group C consisted in 27 
infants with gestational and postnatal ages of 38.2+2.0 weeks 
and 2.9+2.6 days, respectively. Infants of group D (N = 18) had 
a gestational and postnatal ages of 34.8+6.4 weeks and 6.6+6.4 
days, respectively. Table 1 shows the dosing-regimens of 
ampicillin in the 4 group of infants. (Table 1) (Table 2)

This table shows that ampicillin total body clearance 
increases with the postnatal age, ampicillin elimination half-life 
and ampicillin serum concentrations decrease with the postnatal 
age. Ampicillin distribution volume is lower than the water 
volume and it is independent by the postnatal age.

Colding et al. [26] investigated the pharmacokinetics of 
ampicillin in 88 newborn infants who received intravenous 
parenteral nutrition and ampicillin. The median gestational age 
was 34 weeks (range, 27 to 42) and the median body-weight was 
1,975 grams (range, 805 to 4,850). Ampicillin was intravenously 
infused at a dose of 200 mg/kg and the median treatment 
duration was 5 days (range, 2 to 20). (Table 3) 

This table shows that the ampicillin serum concentration 
decreases with increasing the infant body-weight and the 
gestational age.

Pharmacokinetics of ampicillin and sulbactam in 
children

Nahata et al. [27] described the pharmacokinetics of ampicillin 
and sulbactam in 28 children (19 males and 9 females) who were 
aged 1 to 6 years (N = 10), 6.1 to 10 years (N = 9) and 10.1 to 12 
years (N = 9). Ampicillin and sulbactam (2:1) was intravenously 
infused at a dose ranging from 40 to 80 mg/kg 4 times-daily 
for 2 to 6 days. (Table 4) summarizes the pharmacokinetics of 
ampicillin and sulbactam in these children.This table shows that 
the pharmacokinetic parameters of ampicillin and sulbactam do 
not vary with the child age. The pharmacokinetic parameters 
of ampicillin and sulbactam are not significantly different. The 
elimination half-life of ampicillin and the distribution volume 
of ampicillin are similar among these children. The elimination 
half-life of ampicillin is longer in infants than in children and 
the distribution volume is similar in infants and children. For 
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Table 1: Ampicillin as prescribed by primary physicians.

Group N Ampicillin daily dose (mg/kg daily) Ampicillin dose (mg/kg) Dosing interval Typical dose

A 21 200 (162 – 303) 100 (81 – 109) 19% thrice-daily,
81% twice-daily

100 mg/kg
twice-daily

B 7 185 (113 – 194) 93 (57 – 97) 100% twice-daily 100 mg twice-daily

C 27 218 (100 – 307) 100 (43 – 102) 59% thrice-daily
41% twice-daily

75 mg/kg
thrice-daily

D 18 282 (184 – 350) 92 (46 – 100)
11% 4 times-daily
28% thrice-daily
28% twice-daily

100 mg/kg
thrice-daily

Overall 73 200 (100 – 350) 98 (43 – 109)
11% 4 times-daily
34% thrice-daily
55% twice-daily

100 mg/kg
twice-daily

Table 2: Pharmacokinetic parameters of ampicillin according to the 4 groups of infants.

Steady stathe concentration (µg/ml)

Group N TBC (L/h/kg) DV (L/kg) *Half-life (h) Minimum Maximum

A 21 0.055 (0.03 – 0.07) 0.40 (0.40 – 0.40) 5.0 (3.9 – 9.4) 77 (36 – 320) 318 (244 – 563)

B 7 0.070 (0.03 – 0.07) 0.40 (0.40 – 0.41) 4.0 (3.8 – 8.3) 33 (21 – 145) 266 (159 – 368)

C 27 0.086 (0.04 – 0.139 0.40 (0.40 – 0.40) 3.2 (2.2 – 6.2) 48 (5 – 173) 274 (127 – 413)

D 18 0.11 (0.06 – 0.13) 0.40 (0.40 – 0.41) 2.4 (2.1 – 4.7) 28 (5 – 173) 246 (138 – 203)

Overall 73 0.072 (0.03 – 0.13) 0.40 (0.40 – 0.41) 3.3 (2.1 – 9.4) 47 (5 – 320) 281 (127 – 563)

TBC = total body clearance. DV = distribution volume. *Elimination half-life.

Table 3: Demographic characteristics of newborns, number of treatments, ampicillin dose, and ampicillin serum concentration.

Number of treatments

Gestational age 
(weeks) Days Courses Body-weight Postnatal age 

(days)
Dosage (mg/kg 
daily)

Number of 
measurements

Ampicillin
Serum conc. 
(µg/ml)

≤ 32 274 42 1,217 20 161 205 45

33 – 36 153 23 1,677 8 159 124 43

≥ 37 332 43 2,730 15 164 265 33*

Body-weight 
(grams)

≤ 1,000 88 13 --- 16 147 72 47

1,001 – 1,500 220 32 --- 17 164 171 41

1,501 – 2,000 150 23 --- 12 163 111 45

2,001 – 2,500 104 15 --- 11 150 80 35

2.501 – 3,000 116 13 --- 16 182 92 33

≥ 3,001 98 14 --- 19 162 82 30*

Postnatal age 
(days)

≤ 7 242 67 1,862 -- 166 149 48

8 – 14 278 77 2,058 --- 155 260 38

15 – 21 95 24 1,950 --- 150 72 41

≥ 22 161 26 2,026 --- 178 128 31**

Mean --- --- 1,977 15 162 --- 39§

%Mean --- --- 3.4 20 45 --- 82

*P-value < 0.001. **P-value < 0.005, by 2-way analysis of variance. §Geometric main.
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comparison of pharmacokinetic parameters of infants see the 
table 2. Ampicillin total body clearance is difficult to compare 
in children and infant because it has been expressed in different 
units in children and infants.

Interactions of ampicillin with drugs in infants and 
children

Ampicillin inhibits the transport of other drugs [28]. Two-
hundred-eight-one newborn infants were recovered in the 
intensive care unit who received 1,114 potential drug interaction 
and incompatible drug interactions occurred in 25.0% of infants 
and those caused by ampicillin were 408 [29]. Quinine reduced 
the bioavailability and the antimicrobial activity of ampicillin-
cloxacillin which may have therapeutic implications, and caution 
is required with the co-administration of these drugs [30]. Drug 
rashes were observed among 22.4% of 67 hospitalized children 
receiving allopurinol and ampicillin concomitantly, whereas the 
rashes occurred in only 7.5% of 1,257 children who received 
ampicillin only. Potentiation rashes caused by ampicillin co-
administered with allopurinol (or hyperuricemia) seems a 
likely explanation, since rashes occurred in only 2.1% of 283 
children who received allopurinol without ampicillin [31]. A 
drug–drug interaction between N-acetyl-p-benzoquinone-imine 
derived from the anodic oxidation of acetaminophen when it 
was administered with β-lactam antibiotics. The homogeneous 

rate constants (Kobs) of the reaction of N-acetyl-p-benzoquinone-
imine were observed with the co-administration of β-lactam 
antibiotics. The Kobs for the reaction between N-acetyl-p-
benzoquinone-imine and β-lactam antibiotics was found to 
vary in the following order: Kobs amoxicillin = Kobs ampicillin 
> Kobs penicillin at biological pH [32]. The most commonly 
prescribed multiple antibiotic were ampicillin plus gentamicin 
(N = 113, 27.1%) followed by intravenous chloramphenicol plus 
cloxacillin (N = 60, 14.4%). There was a significant interaction 
between ampicillin and gentamicin in hospitalized children [33]. 
Chloroquine reduces the urinary excretion of ampicillin when it 
is co-administered with cloxacillin [34]. 

Therapeutic use of ampicillin/sulbactam in children

Ampicillin/sulbactam was used for the treatment of 
lower respiratory-tract infections, aspiration pneumonia, 
gynaecological/obstetric, intraabdominal and paediatric 
infections such as acute epiglottitis, and periorbital cellulitis, 
diabetic foot, skin and soft-tissue infections [35]. Ampicillin/
sulbactam is active against organisms that produce β-lactamase 
including Bacteroides fragilis and Neisseria gonorrhoea. 
Ampicillin/sulbactam improves the therapeutic and prophylactic 
efficacy in a wide range of microorganisms [36]. Ampicillin/
sulbactam is a sensible option for the treatment of life-
threatening acinetobacter infections [37]. Ampicillin/sulbactam 

Table 4: Pharmacokinetic parameters of ampicillin and sulbactam which were obtained in 28 children.

Age group

1 to 6 years 6.1 to 10 years 10.1 to 12 years *P-value

Ampicillin

N Mean+SD N Mean+SD N Mean+SD

Dose (mg/kg) 10 69.5+10.2 9 63.7+13.2 9 65.9+11.2 0.9888

Peak conc. (µg/ml) 10 200+118 9 183+36.5 9 177+31.9 0.7066

AUC0-6 hours 9 179+79.2 8 159+42.6 9 175+45.5 0.7066

TBC (ml/min/kg) 9 5.11+2.36 8 4.88+1.49 9 4.31+0.92 0.8082
§Half-life (h) 9 0.74+0.07 8 0.72+0.11 9 0.85+0.18 0.7903

DVss (L/kg) 0.34+0.17 8 0.30+0.08 9 0.32+0.07 0.7903

Sulbactam

Peak conc. (µg/ml) 10 102+64.2 9 85.8+21.2 9 81.9+20.7 0.7066

AUC0-6 hours 9 90.5+42.8 8 76.8+25.2 9 81.8+15.7 0.7903

TBC (ml/min/kg) 9 5.10+2.24 8 5.17+1.73 9 4.60+1.09 0.9041
§Half-life (h) 9 0.77+0.08 8 0.76+0.10 9 0.89+0.13 0.7903

DVss (L/kg) 9 0.34+0.16 8 0.34+0.10 9 0.35+0.10 0.9888

Difference between pharmacokinetics of ampicillin and sulbactam (**P-value)

Peak concentration AUC0-6 hours TBC Elimination half-life DVss

Age group 1 to 6 years

0.5066 0.8248 0.8248 0.8248 1.0000

Age group 6.1 to 10 years

0.8248 0.8248 0.8248 0.8248 0.8248

Age group 10.1 to 12 years

0.8248 0.8248 0.5066 0.8248 0.8248

TBC = total body clearance. §Elimination half-life. DVss = distribution volume at steady-state. *Kruskal-Wallis test. ** Mann Whitney test.
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is used in the treatment of the upper and lower respiratory-tract 
infections, urinary-tract, skin, bone, soft-tissue infections and 
meningitis and it is effective for the prophylaxis of infections 
which occurred after surgery [38]. Ampicillin/sulbactam has 
proved efficacy against Staphylococcus aureus, Streptococcus 
pneumoniae, Haemophilus influenzae b, Moraxella catarrhalis, 
and gram-negative rods [39].

Treatment with ampicillin or with ampicillin/
sulbactam in infants and children

An infant had an infection caused by Enterococcus faecalis 
which was resistant to ampicillin plus vancomycin but the 
infection was eradicated with ampicillin plus cefotaxime [40]. 
Seventy-five extremely low-body-weight infants had a sepsis 
caused by Klebsiella pneumoniae, 36 infants received ampicillin 
and 39 infants were treated with penicillin. The eradication-
rate of the infective organism was more rapid with ampicillin 
than with penicillin [41]. Parenteral penicillin or ampicillin for 
treatment of non-complicated community-acquired-pneumonia 
in hospitalized children is as effective as cefuroxime, and should 
remain the recommended first-line therapy [42]. The parenteral 
ampicillin/sulbactam is indicated for the treatment of mild-
to-moderate severe infections such as intra-abdominal or 
gynaecological infections. Moreover, it represents the alternative 
of choice for the treatment of Acinetobacter baumannii 
infections which are carbapenem-resistant strains. Thus, 
ampicillin-sulbactam remains a valuable agent in the physician’s 
armamentarium for the management of adult and paediatric 
infections [43]. Twenty-five children with otitis media were 
treated with amoxicillin (25 mg/kg daily in three divided doses) 
or with ampicillin (50 mg/kg daily in three divided doses). Results 
were considered good in 87.7% and in 88.0% of children who 
received amoxicillin or ampicillin, respectively [44]. Thirty-one 
infants and children, with mean age of 3.6 years, had documented 
acute epiglottitis and received parenteral sulbactam sodium (30 
mg/kg daily) in combination with ampicillin (200 mg/kg daily). 
Of 31 subjects, 26 (84.0%) had Haemophilus influenzae type b 
isolated from the blood and seven of the 26 subjects (26.9%) were 
infected by Haemophilus influenzae type b who was β-lactamase-
positive. Twenty-five children (96.1%) with Haemophilus 
influenzae type b epiglottitis responded rapidly to the treatment. 
The ampicillin/sulbactam appeared to be an effective and safe 
alternative to chloramphenicol/ampicillin therapy for acute 
epiglottitis in infants and children [45]. Ampicillin/sulbactam 
was given by intravenous bolus at a dosage range of 75 to 450 
mg/kg daily in four divided doses for variable periods of time 
depending on the type and severity of the infection. Of a total 
of 83 episodes of infections, 80 (96.4%) children were either 

cured or improved. Bacteriologic eradication also occurred 
in 46 (93.9%) of 49 infections. Side effects were diarrhoea in 
two patients, acute haemolytic anaemia in one patient, and 
transient elevations in SGOT and leukopenia in one patient. Side 
effects disappeared upon completion of treatment. Sulbactam/
ampicillin is a safe and effective antibiotic for the treatment of 
common paediatric infections [46]. Ampicillin/sulbactam has 
proved to be clinically and bacteriologically effective against 
a variety of frequently encountered paediatric infections, 
including mild-to-moderate upper respiratory-tract infections 
(acute otitis media, sinusitis, pharyngitis, and tonsillitis), severe 
post-operative, intra-abdominal and periorbital infections, acute 
epiglottitis, bacterial meningitis, and brain abscess. Ampicillin/
sulbactam has also proved to be effective in the prevention of 
post-operative surgical infections in paediatric patients. The 
clinical efficacy profile of ampicillin/sulbactam and sultamicillin, 
combined had excellent tolerability profile and make these agents 
attractive options for the management of many life-threatening 
infections in paediatric patients [47]. Ampicillin/sulbactam is 
clinically effective in children with infections in the respiratory-
tract, ears, nose, throat, urinary-tract, skin and soft-issues, 
obstetric and gynaecological infections, and in the treatment of 
gonorrhoea, streptococcal pharyngitis, and acute otitis media in 
children. Ampicillin associated with cefaclor was effective in the 
treatment of acute otitis media in adults. Ampicillin associated 
with bacampicillin, cloxacillin and flucloxacillin is effective in 
the treatment of children with skin and soft-tissue. Ampicillin/
sulbactam is superior in efficacy to bacampicillin in the treatment 
of chronic respiratory-tract infections, superior to cefaclor in the 
treatment of acute otitis media, and superior to cefadroxil in the 
treatment of patients with complicated urinary-tract infections 
in children [48]. In children with severe shigellosis, treatment 
with ceftriaxone for 5 days is effective and better than ampicillin 
in clinical cure and in the eradication of Shigella organisms from 
the stool [49].

Trials with ampicillin in infants and children

A randomized, controlled, open-label, non-inferiority trial 
was conducted in children, aged 2 to 59 months, who received 
either intravenous ampicillin or intravenous amoxicillin, plus 
intravenous gentamicin in both study arms. The monitoring of 
the patients was carried out according to the WHO protocol for 
the treatment of severe pneumonia. This trial demonstrated that 
both treatments were effective in curing infections caused be 
susceptible organisms [50]. A multicentre randomized trial was 
conducted in children, aged 2 to 59 months, testing the efficacy of 
chloramphenicol and ampicillin plus gentamicin for the treatment 
of infections caused by Staphylococcus aureus and Streptococcus 

Table 5: Concentration of ampicillin in the cerebrospinal fluid (CSF) and serum of healthy volunteers.

Cerebrospinal fluid Serum
Time after dosing 

(min)
Number of 
specimens

Range (µg/
ml)

Mean (µg/
ml)

Number of 
specimens

Range (µg/
ml)

Mean (µg/
ml)

CSF to serum 
ratio

30 0 0.00 – 0.00 0.00 6 22 – 165 116 ---

60 3 0.35 – 0.70 0.46 6 33 – 56 42 0.011

120 3 0.34 – 0.54 0.41 6 8.6 – 15.7 12.7 0.032

240 3 0.70 0.70 6 0.7 – 3.2 1.8 0.39
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pneumoniae. Intravenous ampicillin plus gentamicin is superior 
to intravenous chloramphenicol for the treatment of community-
acquired very severe pneumonia in these children [51]. A 
prospective, randomized, double-blind trial compared the 
efficacy, safety and cost-effectiveness of ampicillin, gentamicin 
and clindamycin or cefotaxime and clindamycin for the treatment 
of children with complicated appendicitis. Forty-seven children 
were assigned to the ampicillin, gentamicin and clindamycin 
regimen and 50 children received cefotaxime and clindamycin. 
Forty-two children (87.4%) in the ampicillin, gentamicin and 
clindamycin groups had an appropriate therapeutic outcome 
and 48 of 50 children (96.0%) who received cefotaxime and 
clindamycin completed the trial successfully. There were no 
differences between the groups with respect to the duration 
of antibiotic administration, fever, leucocytosis or length of 
hospitalization. Complications of therapy were uncommon and 
neither regimen demonstrated a significant advantage from an 
economic standpoint. Children with complicated appendicitis can 
be treated with cefotaxime and clindamycin or with ampicillin, 
gentamicin and clindamycin and both treatments had equal 
efficacy [52]. Sixteen children, aged 1 to 10 years, suffering from 
urinary-tract infection, were randomly divided into two groups. 
Ten children (62.5%) were treated with ampicillin paediatric 
suspension at a dose of 100 mg/kg daily divided in 4 doses and 6 
children (37.5%) were treated with pivampicillin base paediatric 
suspension at a dose of 64.8 mg/kg daily divided in 4 doses. The 
treatment period was 14 days and all infections were cured with 
both treatments [53].

Transfer of ampicillin across the human placenta

Cord blood ampicillin concentration was assayed in 23 
newborn infants whose mothers received the antibiotic by the 
obstetrical service and the ampicillin concentration ranged 
from 2.9 to 36.2 µg/ml. Nineteen of 23 infants (82.6%) had a 
serum ampicillin level in excess of 5 µg/ml at delivery, which 
is significantly greater than the MIC to inhibit ampicillin-
sensitive Enterobacteriaceae and far exceeds the MIC for group 
B β-haemolytic streptococci. Antenatal ampicillin therapy results 
in significant ampicillin concentration in the neonate that may 
obscure cultures obtained after delivery [54]. Ampicillin was 
administered to 30 healthy pregnant women during labour by 
continuous intravenous infusion of 1 gram or by intravenous 
injection of 2 grams twice-daily. Following infusion, the maternal 
serum concentration of ampicillin ranged from 25 to 30 µg/ml 
and the peak concentration ranged from 52 to 73 µg/ml after 
intravenous injection. Ampicillin concentration in the amniotic 
fluid was 5 µg/ml 2 to 3 hours and 25 µg/ml after 6 to 7 hours. 
Both cord serum and amniotic fluid concentrations of ampicillin 
were higher after the repeated injections. Following the repeated 
intravenous injections, ampicillin concentration was sufficient 
to kill gram-negative pathogens causing intrauterine infections 
[55]. Ampicillin was administered intravenously to 25 pregnant 
women undergoing therapeutic abortion in the middle trimester 
of pregnancy. The concentrations ampicillin became equal 
between maternal and foetal plasma 90 min after administration 
and the foetal to maternal ratio of plasma ampicillin concentration 
steadily increased at least for 200 min following dosing. Thus the 
placenta is not a barrier for ampicillin [56]. Placental transfer 
of ampicillin was studied in 103 pregnant women. A rapid 

transfer of ampicillin rapidly occurs between the mothers to 
foetus. Ampicillin appeared in the amniotic fluid 90 min after 
dosing and the amniotic fluid compartment forms a depot for 
the sequestration of ampicillin. Varying rates of transfer, out the 
amniotic fluid, occur in different stages of pregnancy [57].

Migration of ampicillin into the breast-milk

Low concentrations of ampicillin were found in colostrum/
breast milk from 6 mothers treated with pivampicillin at doses of 
1.0 to 2.1 grams daily during the first to eighth day postpartum 
in the maternity ward. It was calculated that the breast-fed infant 
could theoretically receive 0.05 to 0.37% of the dose per kg given 
to the mother. The exposure of the breast-fed infant suckling 
from a mother under treatment with ampicillin or pivampicillin 
seems to be minimal [58]. The concentration of ampicillin was 
determined in the breast-milk and in the plasma of 14 lactating 
mothers receiving pivampicillin for puerperal infections and in 
plasma of their suckling infants. Ampicillin could not be detected 
in plasma of the infants, i.e. all levels were < 0.03 µg/ml the 
assay limit. Maximum ampicillin concentration occurs in plasma 
60 to 120 min and in milk 180 to 240 min after dosing. Milk to 
plasma ratio varied between 0.01 and 0.58. The highest level of 
ampicillin in breast-milk was 1.02 µg/ml in a woman receiving 
pivampicillin tablets 700 mg thrice-daily. An infant can at the 
most ingest 0.5 mg of ampicillin daily and this dose is too small to 
cause any symptoms in the suckling infant [59].

Penetration of ampicillin into the cerebrospinal fluid 
(CSF)

Thirty-five infants with suspected septicaemia were 
randomized to receive tobramycin or ceftazidime, both in 
combination with ampicillin. Ampicillin concentration in the 
CSF ranged from 1 to 80 µg/ml which should be sufficient for 
treatment of meningitis caused by enterococci and Listeria 
monocytogenes, the most important neonatal pathogens 
not covered by ceftazidime [60]. Five patients with Listerial 
meningitis received ampicillin at a dose of 50 to 60 mg/kg. 
Ampicillin concentration ranged from 5 to 8 µg/ml which means 
a CST to serum ratio of 3 to 5% in four patients. In the fifth 
patient, the ampicillin concentration in the CSF ranged from 60 to 
130 µg/ml indicating a CSF to serum ratio of 40 to 87% [61]. The 
penetration of ampicillin into the CSF was studied in 12 subjects 
who had not the meninges inflamed. Ampicillin was administered 
at a dose of 33 mg/kg. The CSF specimens were sampled at 1, 2, 
and 4 h after the beginning of the infusion. Blood samples were 
obtained at the end of the infusion and at 45, 60, 90, 120, 180, 
and 240 min after the beginning of the infusion. (Table 5) shows 
ampicillin concentration in the CSF and in the serum of these 
subjects.

This table shows that ampicillin penetrates into the CSF in 
significant amounts and the penetration-rate increases with the 
time after dosing [62]. 

Twenty-eight patients with bacterial meningitis received 
ampicillin by the intramuscular route and 16 patients received 
it by the intravenous route. The mean ampicillin concentration in 
the CSF was similar in the two groups 1 h after the first or second 
day of treatment. Ampicillin concentration was higher in the 
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intramuscular group on both days of treatment 4 h after the dose. 
CSF to serum ratios were similar in both groups but considerably 
higher at 4 hours than at 1 hour following the dose [63].

Treatment of meningitis with ampicillin/sulbactam 
or with ampicillin combined with antibiotics in 
infants and children

Eighty-one infants and children, aged one month to 14 years, 
with meningitis were randomized to receive either ampicillin/
sulbactam at a dose of 400/50 mg/kg (N = 41) or ampicillin/
chloramphenicol at a dose of 400/50 mg/kg (N = 40). Pathogens 
were isolated from the cerebrospinal fluid in 65 subjects (77.3%). 
In the ampicillin/sulbactam group, there were 18 Haemophilus 
influenzae isolates (one resistant to ampicillin), 5 Streptococcus 
pneumoniae, 5 Neisseria meningitides, one Klebsiella 
pneumoniae, one Pseudomonas aeruginosa, and one Listeria 
meningitides. In the chloramphenicol/ampicillin group, there 
were 19 Haemophilus influenzae, 10 Streptococcus pneumoniae, 
3 Neisseria meningitides, one Haemophilus parainfluenzae, and 
one Citrobacter isolates. Sulbactam/ampicillin was as effective as 
chloramphenicol/ampicillin in the eradication the pathogens and 
thus in curing meningitis [64]. One-hundred-seven children with 
bacterial meningitis were initially given cefuroxime or ampicillin 
plus chloramphenicol for 7 days or 10 day. Organisms isolated 
in the cerebrospinal fluid included Haemophilus influenzae type 
b (of which 25% were β-lactamase positive), Streptococcus 
pneumoniae, and Neisseria meningitides. Clinical cure rates were 
similar (95%) in both treatments thus the two treatments are 
equivalent in eradication-rate of pathogens [65]. A prospective 
study was performed comparing high ampicillin dose of 400 mg/
kg daily and low dose of 150 mg/kg daily in the treatment of 172 
children with bacterial meningitis. Response to both regimens 
was equivalent in terms of average hospital stay, duration of 
ampicillin therapy, microbiological response, and death. Children 
with Haemophilus influenzae infections treated with low-
dosage regimens had slightly prolonged febrile courses. These 
results suggest that high-dosage regimen of ampicillin offers no 
benefit over low-dosage regimen in the treatment of bacterial 
meningitis in children [66]. Two-hundred children, aged > 3 
months, were randomised to receive chloramphenicol, ampicillin 
(initially with chloramphenicol), cefotaxime, or ceftriaxone. 
The drugs were given in 4 equal daily doses for 7 days, except 
for ceftriaxone which was given only once-daily. The causative 
organisms were Haemophilus influenzae type b (N = 146), 
meningococci (N = 32), pneumococci (N = 13), and others (N = 
9). In children with Haemophilus influenzae type b meningitis, 
the sterilisation of the cerebrospinal fluid occurred more rapidly 
with ceftriaxone. Ampicillin is a good and cheap alternative, 
but may induce resistance [67]. Fifty children with bacterial 
meningitis were prospectively randomized to receive cefotaxime 
(50 mg/kg 4 times-daily) or ampicillin and chloramphenicol 
in standard doses. Twenty-three children received cefotaxime 
and 27 children received ampicillin and chloramphenicol. 
Bacterial isolates included Haemophilus influenzae (N = 29), 
Streptococcus pneumoniae (N = 8), Neisseria meningitides (N 
= 8), group B streptococci (N = 3), and Salmonella enteritidis 
(N = 2). Ten of Haemophilus influenzae isolates were resistant 
to ampicillin of which nine were on the basis of β-lactamase 

production. All strains were susceptible to cefotaxime. Clinical 
cure-rates and survival-rate were similar with the two treatments 
and no adverse adverse-effects were noted in either group. 
Cefotaxime was found to be as safe and effective as ampicillin 
plus chloramphenicol for the treatment of bacterial meningitis in 
children [68]. Ceftriaxone was compared in a randomized fashion 
with ampicillin and chloramphenicol in the treatment of 19 
children with Haemophilus influenzae type b meningitis. Ninety 
per cent of the isolates of Haemophilus influenzae type b were 
inhibited by 0.0625 µg/ml, 1 µg/ml and 1 µg/ml of ceftriaxone, 
ampicillin and chloramphenicol, respectively. One child with 
pneumococcal meningitis and two children with meningococcal 
meningitis recovered rapidly during ceftriaxone therapy. Three 
children, with gram-negative meningitis caused by multiply-
drug resistant organisms, were bacteriologically cured within 
5 days after the onset of therapy. Ceftriaxone, as a single agent, 
was comparable in efficacy to ampicillin and chloramphenicol 
in children with meningitis [69]. Seventy-eight children with 
bacterial meningitis were evaluated in a prospective, randomised 
study comparing twice-daily ceftriaxone as single-drug therapy 
and with ampicillin and chloramphenicol given 4 times-daily. 
The pathogens were Haemophilus influenzae type b (N = 54), 
streptococci (N = 9), meningococci (N = 9), and unknown 
organisms (N = 6). In 40 specimens of cerebrospinal fluid, 
obtained 4 to 12 hours after initiation of therapy, the cultures 
were negative in 57% of children treated with ceftriaxone and in 
42% of children who received ampicillin plus chloramphenicol. 
The mean bactericidal activity in the cerebrospinal fluid was 
significantly greater in the ceftriaxone than in the ampicillin and 
chloramphenicol group at the beginning and at the end of therapy 
but there were no significant differences in clinical responses 
or in frequency of complications [70]. Sixty-two children with 
Haemophilus influenzae meningitis were treated with ampicillin 
sodium at a dose of 200 mg/kg daily for 10 days. Thirty-one 
children received the drug intravenously for 10 days and the 
other 31 children received ampicillin intravenously for 5 days 
followed by intramuscular ampicillin during the last for 5 days of 
treatment. Ampicillin concentrations in cerebrospinal fluid were 
higher one hour after intravenous administration, but at 2 and 4 
hours, the concentrations were greater after intramuscular doses. 
Responses to therapy and rates of complications were similar in 
the two groups. All organisms were ampicillin-susceptible and 
all cerebrospinal fluid cultures were negative by 48 hours. The 
schedule of 5 days of intravenous treatment followed by 5 days 
of intramuscular therapy is pharmacologically and clinically as 
effective as 10 days of intravenous therapy and has practical 
advantages [71].

DISCUSSION
Ampicillin is an aminopenicillin and expands the spectrum of 

activity of penicillin G in a different direction from the 
penicillinase-resistant penicillins they allow for useful activity 
against some gram-negative organisms. Ampicillin is destroyed 
by β-lactamases (from both gram-positive and gram-negative 
bacteria); thus further expansion of its activity is enhanced 
through co-formulation with sulbactam a β-lactamase inhibitor. 
Ampicillin is bactericidal for susceptible gram-positive and gram-
negative bacteria. Ampicillin is active against meningococci, 
Listeria monocytogenes, enterococci and concurred 
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administration of a β-lactamase inhibitor such as sulbactam 
markedly expands the ampicillin spectrum of activity against 
Haemophilus influenzae, Escherichia coli, Klebsiella, Proteus, and 
Bacillus fragilis. Ampicillin is absorbed after oral administration; 
the intake of food diminishes its absorption and undergoes 
enterohepatic circulation [1]. Ampicillin may be administered 
intravenously and orally; the intravenous dose is 50 mg twice-
daily and thrice-daily in preterm and term infants, respectively 
[2]. In children, the oral dose ranges from 125 to 500 mg 4 times-
daily and increases with the child age [4]. Listerial meningitis is 
treated with ampicillin intravenously at a dose of 100 mg/kg 
twice-daily, thrice-daily, and 4 times daily to infants aged up to 7 
days, 7 to 20 days and 21 to 28 days, respectively, and the 
intravenous dose is 50 mg/kg given 4 to 6 times-daily to children 
[4]. Ampicillin/sulbactam or ampicillin has been found efficacy 
and safe in infants and children [5-12]. Ampicillin/sulbactam is 
efficacy in the treatment of urinary-tract infections in infants [5], 
ampicillin if efficacy and safe in treating the sepsis cussed by 
Listeria monocytogenes and enterococci in infants [6], ampicillin 
is effective in the treatment of fever and caused lower mortality-
rate than penicillin G in infants [7], and in the treatment of severe 
pneumococcal pneumonia in children [8]. Ampicillin/sulbactam 
is effective and safe in the treatment of lower respiratory-tract, 
urinary-tract, skin, bone and soft-tissue infections [9] in the 
treatment of serious skin and skin-structure infections in children 
[10], in the treatment of pneumonia caused by Escherichia coli, 
Staphylococcus aureus and Klebsiella pneumoniae in children 
[11] and in the treatment of severe pneumonia in children [12]. 
Ampicillin causes different effects [13-16]. Ampicillin cures the 
upper and lower respiratory-tract infections caused by 
Streptococcus pneumoniae, β-haemolytic streptococci, group B 
streptococci, and Listeria monocytogenes in infants [13], 
ampicillin cures the otitis media caused by Diplococcus 
pneumoniae and Haemophilus influenzae in children [14], 
bronchopneumonia and acute bronchial obstructive syndrome in 
children [15], and ampicillin is effective against various 
salmonella species [16]. Ampicillin may induce adverse-effects 
[17-21]. The adverse-effects are: diarrhoea [17-21] and changes 
of bowel habits [21]. Ampicillin and sulbactam diffuse in tissues 
but reaches lower concentration in the abdominal tissue, in fat 
tissue and in the colonic wall [22], in the epididymis [23], and in 
various body-tissues [24] than in serum. The pharmacokinetics 
of ampicillin have been studied in infants [25-26]. The elimination 
half-life ranges from 2.4 to 5.0 hours and decreases with infant 
gestational and the postnatal ages [25] and ampicillin serum 
concentration decreases with the gestational age and body-
weight [26]. The total body clearance ranges from 0.055 to 0.11 
L/h/kg in infants and increases with the gestational age [25]. 
These pharmacokinetic modifications may be explained by the 
increase of renal function which increases with the infant 
maturation. The distribution volume of ampicillin is 0.40 L/kg, 
thus it is lower than the water volume, and it is not modified by 
infant maturation [25]. In children, the elimination half-life, the 
total body clearance and the distribution volume are about 0.8 
hours, 5 ml/min/kg, and 0.3 L/kg, respectively [27]. Thus the 
ampicillin elimination half-life is shorter in children than in 
infants whereas the distribution volume is similar in children and 
infants. The comparison of the total body clearance in children 
and infants is difficult because different units have been used in 

children and infants. Ampicillin interacts with drugs [28-34]. 
Ampicillin inhibits the transport of drugs [28], incompatible drug 
interactions occurred in 25% of infants receiving ampicillin and 
other drugs [29], quinine reduces the bioavailability and the 
antimicrobial activity of ampicillin-cloxacillin [30], the co-
administration of allopurinol and ampicillin induces rashes [31]. 
A drug interaction was observed following the co-administration 
of ampicillin with N-acetyl-p-benzoquinone-imine [32], following 
the co-administration of ampicillin and gentamicin [33], and 
chloroquine reduces the urinary excretion of ampicillin when it is 
co-administered with cloxacillin [34]. The therapeutic use of 
ampicillin/sulbactam has been reported in children [35-39]. 
Ampicillin/sulbactam has been used in the treatment of 
respiratory-tract, gynaecological/obstetric, intraabdominal, 
acute epiglottitis, periorbital cellulitis, diabetic food, skin, and 
soft-tissue infections [35]. This drug combination is found 
efficacy against organisms that produce β-lactamase including 
Bacteroides fragilis and Neisseria gonorrhoea and has therapeutic 
and prophylactic efficacy for a wide range of microorganisms 
[36], ampicillin/sulbactam is efficacy for the treatment of life-
threating infections caused by Acinetobacter [37], for the 
treatment of upper and lower respiratory-tract, urinary-tract, 
skin, bone, soft-tissue infections and for the prophylaxis of 
infections which occurred during surgery [38], and for the 
treatment of infections caused by Staphylococcus aureus, 
Streptococcus pneumoniae, Haemophilus influenzae, Moraxella 
catarrhalis, and gram-negative rods [39]. The treatment with 
ampicillin or with ampicillin/sulbactam has been performed in 
infants and children [40-49]. Ampicillin plus cefotaxime 
eradicated the infection caused by Enterococcus faecalis in an 
infant [40] and the sepsis caused by Klebsiella pneumoniae in 
infants [41], and ampicillin treated non-complicated community-
acquired-pneumonia in children [42]. Ampicillin/sulbactam 
successfully treated mild-to-moderate intraabdominal and 
gynaecological infections caused by Acinetobacter baumannii, 
which were carbapenem-resistant in children [43], otitis media 
[44], and epiglottitis caused by Haemophilus influenzae type b in 
children [45]. Ampicillin/sulbactam eradicated bacteriological 
infections [46], cured otitis media infections, sinusitis, 
pharyngitis, tonsillitis, intraabdominal, periorbital infections, 
acute epiglottitis, bacterial meningitis, brain abscess and in many 
life-threatening infections in paediatric patients [47]. Ampicillin/
sulbactam has clinical efficacy in the treatment of respiratory-
tract, ears, nose, throat, urinary-tract, skin, soft-tissue, obstetric, 
and gynaecological infections [48] and ampicillin eradicated 
Shigella organism from the stool [49] in children. The trials with 
ampicillin have been conducted in infants and children [50-53]. 
Ampicillin plus gentamicin cured the pneumonia caused by 
susceptible organisms [50]. Ampicillin plus gentamicin was 
efficacy as chloramphenicol in the treatment of pneumonia 
caused by Staphylococcus aureus and Streptococcus pneumoniae 
in children [51]. Trials with chloramphenicol and ampicillin plus 
gentamicin resulted efficacy in curing complicated appendicitis 
and this treatment is equivalent to cefotaxime and clindamycin in 
children [52]. Ampicillin cured the urinary-tract infections in 
children [53]. Ampicillin freely crosses the human placenta [54-
57] and the foetal and maternal plasma concentrations of 
ampicillin became equal 90 min following ampicillin 
administration [56]. Ampicillin poorly migrates into the breast-
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milk [58, 59]. The exposure to ampicillin of the breast-fed infant 
suckling from a mother treated with ampicillin is minimal [58]. 
Ampicillin penetrates into the cerebrospinal fluid in significant 
amounts [60-63]. Following ampicillin administration, ampicillin 
concentration in the cerebrospinal fluid is sufficient for the 
treatment of meningitis caused be enterococci and Listeria 
monocytogenes in infants [60]. The cerebrospinal fluid to serum 
ratio of ampicillin ranges in a wide interval [61] and this ratio 
increases with the time after ampicillin administration [62, 63]. 
The meningitis caused by different pathogens was treated with 
ampicillin/sulbactam or with ampicillin combined with various 
antibiotics in infants and children [64-71]. Ampicillin/sulbactam 
or ampicillin/chloramphenicol eradicated Haemophilus 
influenzae, Streptococcus pneumoniae, Neisseria meningitides, 
Klebsiella pneumoniae, Pseudomonas aeruginosa and Listeria 
meningitides from the cerebrospinal fluid and cured the 
meningitis caused by these pathogens in infants [64]. 
Haemophilus influenzae type b, Streptococcus pneumoniae, and 
Neisseria meningitides were isolated from the cerebrospinal 
fluid of children and ampicillin plus chloramphenicol eradicated 
these microorganisms and this treatment was equivalent to the 
treatment with cefuroxime [65]. Low dose of ampicillin (150 mg/
kg) was sufficient as high dose (400 mg/kg) to cure the meningitis 
caused by Haemophilus influenzae in children [66]. Ampicillin, 
chloramphenicol, and cefotaxime eradicated Haemophilus 
influenzae type b, meningococci, pneumococci and other 
pathogens from the cerebrospinal fluid of children but the 
treatment with ceftriaxone sterilized the cerebrospinal fluid 
more rapidly [67]. Ampicillin plus chloramphenicol cured the 
meningitis of children caused by Haemophilus influenzae, 
Streptococcus pneumoniae, Neisseria meningitides, group B 
streptococci and salmonella enteritidis and this treatment was 
equivalent to the treatment with cefotaxime [68]. Ampicillin plus 
chloramphenicol cured the meningitis by organism multi-drug 
resistant but the children recovered more rapidly following 
ceftriaxone [69]. The meningitis caused by Haemophilus 
influenzae type b, streptococci, meningococci, and other 
organisms in children was cured by ampicillin plus 
chloramphenicol but the sterilization of the cerebrospinal fluid 
occurred more rapidly with ceftriaxone [70]. The efficacy of 
intravenous ampicillin given for 10 days was compared to 
intravenous ampicillin give for 5 days followed by intramuscular 
ampicillin administered for 5 days and the two treatments are 
comparable [71].

In conclusion, Ampicillin is an aminopenicillin and kills 
gram-positive and gram-negative organisms. This drug is rapidly 
absorbed following oral administration but the intake of food 
diminishes its absorption. Ampicillin may be administered 
intravenously and orally and the intravenous dose is 50 mg twice-
daily and thrice-daily in preterm and term infants, respectively. 
The oral dose in children ranged from 125 to 400 mg 4 times-
daily and increase with the child age. Ampicillin has been found 
efficacy and safe in infants and children but may induce adverse-
effects. This ampicillin and sulbactam diffuse in tissues but their 
concentrations are lower in different tissues than that in serum. 
Ampicillin elimination half-life ranges from 2.4 to 5.0 hours in 
infants and decreases with infant maturation and it is about 0.8 
hours in children. The ampicillin total body clearance is lower 

in infants that children because ampicillin is mainly eliminated 
by renal route and the renal function increases with infant 
maturation and child development. Ampicillin interacts with 
drugs and the treatment and trials with ampicillin have been 
extensively investigated in infants and children. Ampicillin crosses 
the placenta freely but poorly migrates into the breast-milk. 
Ampicillin penetrates into the cerebrospinal fluid in significant 
amounts. Ampicillin/sulbactam or ampicillin co-administered 
with other antibiotics, particularly with chloramphenicol, 
treated the meningitis caused by different pathogens. The aim of 
this study is to review the clinical pharmacology of ampicillin in 
infants and children.

CONFLICT OF INTERESTS
The authors declare no conflicts of financial interest in any 

product or service mentioned in the manuscript, including grants, 
equipment, medications, employments, gifts, and honoraria.

REFERENCES
1. MacDougal C. Penicillins, Cephalosporins, and other β-Lactam 

Antibiotics. 

2. In The Goodman & Gilman’s, Brunton Hilal-dandan LL, Knollmann BC. 
The Pharmacological Basis of the Therapeutics. 2018: 1023-1038.

3. Neonatal Formulary. Ampicillin. Oxford University Press. 2020. 8th 
Edition: 101-104.

4. Young TE, Mangum B. NEOFAX®. Ampicillin. Thomas Reuters Clinical 
Editorial Staff, 2010; 23rd Edition: 14-15.

5. The British national formulary for children. Ampicillin.Macmillan, 
2019-2020; 78th Edition: 353-354.

6. Song JY, Yoo S, Lim TJ, Byun J-H, Jin Jo KJ, Kim H-Y, et al. Ampicillin-
sulbactam monotherapy in infants with febrile urinary tract infections. 
Pediatr Int. 2021; 63: 430-435.

7. Metsvaht T, Ilmoja M-L, Parm U, Merila M, Maipuu L, Müürsepp P, et al. 
Ampicillin versus penicillin in the empiric therapy of extremely low-
birthweight neonates at risk of early onset sepsis. Pediatr Int. 2011: 
53: 873-880.

8. Brown JC, Burns JL, Cummings P. Ampicillin use in infant fever: a 
systematic review. Arch Pediatr Adolesc Med 2002; 156: 27-32.

9. Nascimento-Carvalho CM, Cardoso M-R, Brandileone M-C, Ferrero 
F, Camargos P, Berezin E, et al. Penicillin/ampicillin efficacy 
among children with severe pneumonia due to penicillin-resistant 
pneumococcus (MIC=4 microg ml(-1)). J Med Microbiol. 2009; 58: 
1390-1392.

10. Dajani A. Use of ampicillin/sulbactam and sultamicillin in pediatric 
infections: a re-evaluation. J Int Med Res. 2001; 29: 257-269.

11. Azimi PH, Barson WJ, Janner D, Swanson R. Efficacy and safety of 
ampicillin/sulbactam and cefuroxime in the treatment of serious skin 
and skin-structure infections in pediatric patients. UNASYN Pediatric 
Study Group. Pediatr Infect Dis J. 1999; 18: 609-613.

12. Syriopoulou V, Bitsi M, Theodoridis C, Saroglou I, Krikos X, et al. 
Clinical efficacy of sulbactam/ampicillin in pediatric infections caused 
by ampicillin-resistant or penicillin-resistant organisms. Rev Infect 
Dis. 1986; 8: S630-633.

13. Scholz H. Sulbactam/ampicillin in children with bacterial pneumonia. 
Ped Res. 1985; 19: 1107-1110.

14. Malik ZA, Litman N. Ampicillin and amoxicillin. Pediatr Rev. 2006; 27: 
434-436.

https://accessmedicine.mhmedical.com/content.aspx?bookid=1613&sectionid=102163232&jumpsectionID=102163244
https://accessmedicine.mhmedical.com/content.aspx?bookid=1613&sectionid=102163232&jumpsectionID=102163244
https://accessmedicine.mhmedical.com/book.aspx?bookID=2189
https://accessmedicine.mhmedical.com/book.aspx?bookID=2189
https://oxfordmedicine.com/view/10.1093/med/9780198840787.001.0001/med-9780198840787
https://oxfordmedicine.com/view/10.1093/med/9780198840787.001.0001/med-9780198840787
https://www.worldcat.org/title/neofax-2010/oclc/630478418
https://www.worldcat.org/title/neofax-2010/oclc/630478418
https://www.pharmpress.com/product/MC_BNFC/british-national-formulary-for-children
https://www.pharmpress.com/product/MC_BNFC/british-national-formulary-for-children
https://pubmed.ncbi.nlm.nih.gov/32885532/
https://pubmed.ncbi.nlm.nih.gov/32885532/
https://pubmed.ncbi.nlm.nih.gov/32885532/
http://eemb.ut.ee/humb/refH/Metsvaht_2011_1.pdf
http://eemb.ut.ee/humb/refH/Metsvaht_2011_1.pdf
http://eemb.ut.ee/humb/refH/Metsvaht_2011_1.pdf
http://eemb.ut.ee/humb/refH/Metsvaht_2011_1.pdf
https://pubmed.ncbi.nlm.nih.gov/11772187/
https://pubmed.ncbi.nlm.nih.gov/11772187/
https://pubmed.ncbi.nlm.nih.gov/19541781/
https://pubmed.ncbi.nlm.nih.gov/19541781/
https://pubmed.ncbi.nlm.nih.gov/19541781/
https://pubmed.ncbi.nlm.nih.gov/19541781/
https://pubmed.ncbi.nlm.nih.gov/19541781/
https://pubmed.ncbi.nlm.nih.gov/11675898/
https://pubmed.ncbi.nlm.nih.gov/11675898/
https://pubmed.ncbi.nlm.nih.gov/10440436/
https://pubmed.ncbi.nlm.nih.gov/10440436/
https://pubmed.ncbi.nlm.nih.gov/10440436/
https://pubmed.ncbi.nlm.nih.gov/10440436/
https://pubmed.ncbi.nlm.nih.gov/3026016/
https://pubmed.ncbi.nlm.nih.gov/3026016/
https://pubmed.ncbi.nlm.nih.gov/3026016/
https://pubmed.ncbi.nlm.nih.gov/3026016/
https://www.nature.com/articles/pr19852736#:~:text=SULBACTAM%2FAMPICILLIN IN CHILDREN WITH BACTERIAL PNEUMONIA,-H Scholz&text=The dosage of Sulbactam%2FAmpicillin,was observed in 3 children.
https://www.nature.com/articles/pr19852736#:~:text=SULBACTAM%2FAMPICILLIN IN CHILDREN WITH BACTERIAL PNEUMONIA,-H Scholz&text=The dosage of Sulbactam%2FAmpicillin,was observed in 3 children.
https://pubmed.ncbi.nlm.nih.gov/17079510/
https://pubmed.ncbi.nlm.nih.gov/17079510/


Central
Bringing Excellence in Open Access





Pacifici GM (2021)

J Drug Des Res 8(2): 1082 (2021) 11/12

15. Howie VM, Ploussard JH, Sloyer J. Comparison of ampicillin and 
amoxicillin in the treatment of otitis media in children. J Infect Dis. 
1974; 129: S181-184.

16. Candelario M, Francisco J, Espino Huaman E. The efficacy of ampicillin 
vs. cephalosporins in the treatment of community adquire pneumonia 
in inpatient children hospital III Grau. Int J Fam Commun Med. 2018; 
2: 378-382.

17. Elliott RB, E. Stokes EJ, and Maxwell GM. Ampicillin in Paediatrics. 
Arch Dis Child. 1964; 39: 101-115.

18. Ferreira JB, Rapoport PB, Sakano E, De Avila Kós AO, Piltcher OB, 
Pignatari SSN, et al. Efficacy and safety of Sultamicillin (Ampicillin/
Sulbactan) and Amoxicillin/Clavulanic acid in the treatment of upper 
respiratory tract infections in adults--an open-label, multicentric, 
randomized trial. Braz J Otorhinolaryngol. 2006; 72: 104-111.

19. Gold JA, Hegarty CP, Deitch MV, Walker BR. Double-blind clinical trials 
of oral cyclacillin and ampicillin. Antimicrob Agents Chemother. 1979; 
15: 55-58.

20. Bolme P, Eriksson M. Influence of diarrhea on the oral absorption of 
penicillin V and ampicillin in children. Scand J Infect Dis. 1975; 7: 141-
145.

21. Phillips JA, Lovejoy FH Jr, Matsumiya Y. Ampicillin-associated 
diarrhea: effect of dosage and route of administration. Pediatrics. 
1976; 58: 869-872.

22. Tedesco FJ. Ampicillin-associated diarrhea--A prospective study. Am J 
Dig Dis. 1975; 20: 295-297.

23. Martin C, Cotin A, Giraud A, Beccani-Argème M, Alliot P, Mallet 
MN, et al. Comparison of concentrations of sulbactam-ampicillin 
administered by bolus injections or bolus plus continuous infusion in 
tissues of patients undergoing colorectal surgery. Antimicrob Agents 
Chemother. 1998; 42: 1093-1097.

24. Klotz T, Braun M, Wildfeuer A, Engelmann U. Penetration of ampicillin 
and sulbactam into human epididymis and testis. Infection. 1996; 24: 
372-374.

25. Wildfeuer A, Luckhaupt H, Springsklee M. Concentrations of ampicillin 
and sulbactam in serum and tissues of patients undergoing ENT 
surgery. Infection. 1991; 19: 58-60.

26. Tremoulet A, Le J, Poindexter B, Sullivan JE, Laughon M, Delmore P, et 
al. Characterization of the population pharmacokinetics of ampicillin 
in neonates using an opportunistic study design. Antimicrob Agents 
Chemother. 2014; 58: 3013-3020.

27. Colding H, Møller S, Andersen GE. Continuous intravenous infusion of 
ampicillin and gentamicin during parenteral nutrition in 88 newborn 
infants. Arch Dis Child. 1982; 57: 602-606.

28. Nahata M, Vashi VI, Swanson RN, Messig MA, Chung M. 
Pharmacokinetics of Ampicillin and Sulbactam in Pediatric Patients. 
Antimicrob Agents Chemother. 1999; 43: 1225-1259.

29. Yu X, Chu Z, Li J, He R, Wang Y, Cheng C. Pharmacokinetic Drug-drug 
Interaction of Antibiotics Used in Sepsis Care in China. Curr Drug 
Metab. 2021; 22: 5-23.

30. Leopoldino RW, Costa HT, Costa TX, Martins RR, Oliveira AG. Potential 
drug incompatibilities in the neonatal intensive care unit: a network 
analysis approach. BMC Pharmacol Toxicol. 2018; 19: 83.

31. Falade OB, Falusi AG, Olaniyi AA, Ezeasor C, Kwasi DA, Babalola CP. 
Significant Pharmacokinetic Interactions Between Quinine and 
Ampicillin-Cloxacillin Combination. Drugs R D. 2016; 16: 193-203.

32. Anonymous. Excess of Ampicillin Rashes Associated with Allopurinol 
or Hyperuricemia. N Engl J Med. 1972; 286: 505-507.

33. Nematollahia D, Nasserib Y, Amania A, Fatemic F. Kinetic and 
mechanistic study of drug–drug interaction between acetaminophen 
and β-lactam antibiotics. Prog React Kin Mech. 2013; 38: 213-219.

34. Woldu MA, Suleman S, Workneh N, Berhane H. Retrospective Study of 
the Pattern of Antibiotic Use in Hawassa University Referral Hospital 
Pediatric Ward, Southern Ethiopia. J Appl Pharm Sci. 2013; 3: 93-98.

35. Babalola CP, Fashedemi TT, Olaniyi AA. Chloroquine reduces urinary 
excretion of cloxacillin when it is administered concurrently with 
ampicillin-cloxacillin combination. Trop J Pharm Res. 2003; 2: 169-
173.

36. Rafailidis P, Ioannidou EN, Falagas ME. Ampicillin/sulbactam: current 
status in severe bacterial infections. Drugs. 2007; 67: 1829-1849.

37. Campoli-Richards DM, Brogden RN. Sulbactam/ampicillin. A review of 
its antibacterial activity, pharmacokinetic properties, and therapeutic 
use. Drugs. 1987; 33: 577-609.

38. Levin AS. Multiresistant Acinetobacter infections: a role for sulbactam 
combinations in overcoming an emerging worldwide problem. Clin 
Microbiol. Infect 2002; 8: 144-153.

39. Dajani A. Use of ampicillin/sulbactam and sultamicillin in pediatric 
infections: a re-evaluation. J Int Med Res. 2001; 29: 257-269.

40. López EL, Rivas NA. Clinical use of sultamicillin (ampicillin/sulbactam) 
in children. Pediatr Infect Dis J. 1998; 17: S12-14.

41. Tam J, Lee SJ, Shah V, Morris SK. Successful Treatment of High-Level 
Aminoglycoside-Resistant Enterococcus faecalis Bacteremia in a 
Preterm Infant with Ampicillin and Cefotaxime. Case Rep Infect Dis. 
2018: 7567914.

42. Metsvaht T, Ilmoja ML, Parm U, Merila M, Maipuu L, et al. Ampicillin 
versus penicillin in the empiric therapy of extremely low-birthweight 
neonates at risk of early onset sepsis. Pediatr Int. 2011; 53: 873-880.

43. Dinur-Schejter Y, Cohen-Cymberknoh M, Tenenbaum A, Brooks R, 
Averbuch D, et al. Antibiotic treatment of children with community-
acquired pneumonia: comparison of penicillin or ampicillin versus 
cefuroxime. Pediatr Pulmonol. 2013; 48: 52-58.

44. Betrosian AP, Douzinas EE. Ampicillin-sulbactam: an update on the 
use of parenteral and oral forms in bacterial infections. Expert Opin 
Drug Metab Toxicol. 2009; 5: 1099-1112.

45. Jones JD. Treatment of otitis media in pediatric practice: amoxicillin 
versus ampicillin. J Infect Dis. 1974; 120: S187-188.

46. Wald E, Reilly JS, Bluestone CD, Chiponis D. Sulbactam/ampicillin in 
the treatment of acute epiglottitis in children. Rev Infect Dis. 1986: 8: 
S617-619.

47. Lee CY, Lin TY, Chu ML, Lee MJ, Hsu CY, et al. Intravenous sulbactam/
ampicillin in the treatment of pediatric infections. Diagn Microbiol 
Infect Dis. 1989; 12: 179S-183S.

48. G Kanra. Experience with ampicillin/sulbactam in severe infections. J 
Int Med Res. 2002; 30: 20A-30A.

49. Friedel HA, Campoli-Richards DM, K L Goa KL. Sultamicillin. A 
review of its antibacterial activity, pharmacokinetic properties and 
therapeutic use. Drugs. 1989; 37: 491-522.

50. Varsano I, Eidlitz-Marcus T, Nussinovitch M, Elian I. Comparative 
efficacy of ceftriaxone and ampicillin for treatment of severe 
shigellosis in children. J Pediatr. 1991; 118: 627-632.

51. Shahrin L, Chisti MJ, Shahid ASMSB, Rahman AMMH, Md Zahidul 
Islam, Farzana Afroze F, et al. Injectable Amoxicillin Versus Injectable 
Ampicillin Plus Gentamicin in the Treatment of Severe Pneumonia in 
Children Aged 2 to 59 Months: Protocol for an Open-Label Randomized 
Controlled Trial. JMIR Res Protoc. 2020; 9: e17735.

https://pubmed.ncbi.nlm.nih.gov/4152132/
https://pubmed.ncbi.nlm.nih.gov/4152132/
https://pubmed.ncbi.nlm.nih.gov/4152132/
https://medcraveonline.com/IJFCM/the-efficacy-of-ampicillin-vs-cephalosporins-in-the-treatment-of-community-adquire-pneumonia-in-inpatient-children-hospital-iii-grau.html
https://medcraveonline.com/IJFCM/the-efficacy-of-ampicillin-vs-cephalosporins-in-the-treatment-of-community-adquire-pneumonia-in-inpatient-children-hospital-iii-grau.html
https://medcraveonline.com/IJFCM/the-efficacy-of-ampicillin-vs-cephalosporins-in-the-treatment-of-community-adquire-pneumonia-in-inpatient-children-hospital-iii-grau.html
https://medcraveonline.com/IJFCM/the-efficacy-of-ampicillin-vs-cephalosporins-in-the-treatment-of-community-adquire-pneumonia-in-inpatient-children-hospital-iii-grau.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2019173/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2019173/
https://pubmed.ncbi.nlm.nih.gov/16917560/
https://pubmed.ncbi.nlm.nih.gov/16917560/
https://pubmed.ncbi.nlm.nih.gov/16917560/
https://pubmed.ncbi.nlm.nih.gov/16917560/
https://pubmed.ncbi.nlm.nih.gov/16917560/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC352600/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC352600/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC352600/
https://pubmed.ncbi.nlm.nih.gov/809836/
https://pubmed.ncbi.nlm.nih.gov/809836/
https://pubmed.ncbi.nlm.nih.gov/809836/
https://pubmed.ncbi.nlm.nih.gov/995516/
https://pubmed.ncbi.nlm.nih.gov/995516/
https://pubmed.ncbi.nlm.nih.gov/995516/
https://pubmed.ncbi.nlm.nih.gov/1130357/
https://pubmed.ncbi.nlm.nih.gov/1130357/
https://pubmed.ncbi.nlm.nih.gov/9593133/
https://pubmed.ncbi.nlm.nih.gov/9593133/
https://pubmed.ncbi.nlm.nih.gov/9593133/
https://pubmed.ncbi.nlm.nih.gov/9593133/
https://pubmed.ncbi.nlm.nih.gov/9593133/
https://pubmed.ncbi.nlm.nih.gov/8923048/
https://pubmed.ncbi.nlm.nih.gov/8923048/
https://pubmed.ncbi.nlm.nih.gov/8923048/
https://pubmed.ncbi.nlm.nih.gov/2013513/
https://pubmed.ncbi.nlm.nih.gov/2013513/
https://pubmed.ncbi.nlm.nih.gov/2013513/
https://pubmed.ncbi.nlm.nih.gov/24614374/
https://pubmed.ncbi.nlm.nih.gov/24614374/
https://pubmed.ncbi.nlm.nih.gov/24614374/
https://pubmed.ncbi.nlm.nih.gov/24614374/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1627719/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1627719/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1627719/
https://pubmed.ncbi.nlm.nih.gov/10223940/
https://pubmed.ncbi.nlm.nih.gov/10223940/
https://pubmed.ncbi.nlm.nih.gov/10223940/
https://pubmed.ncbi.nlm.nih.gov/32990533/
https://pubmed.ncbi.nlm.nih.gov/32990533/
https://pubmed.ncbi.nlm.nih.gov/32990533/
https://pubmed.ncbi.nlm.nih.gov/30522525/
https://pubmed.ncbi.nlm.nih.gov/30522525/
https://pubmed.ncbi.nlm.nih.gov/30522525/
https://pubmed.ncbi.nlm.nih.gov/27020278/
https://pubmed.ncbi.nlm.nih.gov/27020278/
https://pubmed.ncbi.nlm.nih.gov/27020278/
https://pubmed.ncbi.nlm.nih.gov/4258181/
https://pubmed.ncbi.nlm.nih.gov/4258181/
https://journals.sagepub.com/doi/abs/10.3184/146867813X13642226149240
https://journals.sagepub.com/doi/abs/10.3184/146867813X13642226149240
https://journals.sagepub.com/doi/abs/10.3184/146867813X13642226149240
https://www.japsonline.com/abstract.php?article_id=793
https://www.japsonline.com/abstract.php?article_id=793
https://www.japsonline.com/abstract.php?article_id=793
file:///C:\Users\JSM\Downloads\14582-Article Text-151999-1-10-20050523.pdf
file:///C:\Users\JSM\Downloads\14582-Article Text-151999-1-10-20050523.pdf
file:///C:\Users\JSM\Downloads\14582-Article Text-151999-1-10-20050523.pdf
file:///C:\Users\JSM\Downloads\14582-Article Text-151999-1-10-20050523.pdf
https://pubmed.ncbi.nlm.nih.gov/17722953/
https://pubmed.ncbi.nlm.nih.gov/17722953/
https://pubmed.ncbi.nlm.nih.gov/3038500/
https://pubmed.ncbi.nlm.nih.gov/3038500/
https://pubmed.ncbi.nlm.nih.gov/3038500/
https://pubmed.ncbi.nlm.nih.gov/12010169/
https://pubmed.ncbi.nlm.nih.gov/12010169/
https://pubmed.ncbi.nlm.nih.gov/12010169/
https://pubmed.ncbi.nlm.nih.gov/11675898/
https://pubmed.ncbi.nlm.nih.gov/11675898/
https://pubmed.ncbi.nlm.nih.gov/9519909/
https://pubmed.ncbi.nlm.nih.gov/9519909/
https://pubmed.ncbi.nlm.nih.gov/29744228/
https://pubmed.ncbi.nlm.nih.gov/29744228/
https://pubmed.ncbi.nlm.nih.gov/29744228/
https://pubmed.ncbi.nlm.nih.gov/29744228/
https://pubmed.ncbi.nlm.nih.gov/21895866/
https://pubmed.ncbi.nlm.nih.gov/21895866/
https://pubmed.ncbi.nlm.nih.gov/21895866/
https://pubmed.ncbi.nlm.nih.gov/22431471/
https://pubmed.ncbi.nlm.nih.gov/22431471/
https://pubmed.ncbi.nlm.nih.gov/22431471/
https://pubmed.ncbi.nlm.nih.gov/22431471/
https://pubmed.ncbi.nlm.nih.gov/19621991/
https://pubmed.ncbi.nlm.nih.gov/19621991/
https://pubmed.ncbi.nlm.nih.gov/19621991/
https://pubmed.ncbi.nlm.nih.gov/4152134/
https://pubmed.ncbi.nlm.nih.gov/4152134/
https://pubmed.ncbi.nlm.nih.gov/3026014/
https://pubmed.ncbi.nlm.nih.gov/3026014/
https://pubmed.ncbi.nlm.nih.gov/3026014/
https://pubmed.ncbi.nlm.nih.gov/2686918/
https://pubmed.ncbi.nlm.nih.gov/2686918/
https://pubmed.ncbi.nlm.nih.gov/2686918/
https://pubmed.ncbi.nlm.nih.gov/11921491/
https://pubmed.ncbi.nlm.nih.gov/11921491/
https://pubmed.ncbi.nlm.nih.gov/2661196/
https://pubmed.ncbi.nlm.nih.gov/2661196/
https://pubmed.ncbi.nlm.nih.gov/2661196/
https://pubmed.ncbi.nlm.nih.gov/2007941/
https://pubmed.ncbi.nlm.nih.gov/2007941/
https://pubmed.ncbi.nlm.nih.gov/2007941/
https://pubmed.ncbi.nlm.nih.gov/33136058/
https://pubmed.ncbi.nlm.nih.gov/33136058/
https://pubmed.ncbi.nlm.nih.gov/33136058/
https://pubmed.ncbi.nlm.nih.gov/33136058/
https://pubmed.ncbi.nlm.nih.gov/33136058/


Central
Bringing Excellence in Open Access





Pacifici GM (2021)

J Drug Des Res 8(2): 1082 (2021) 12/12

Pacifici GM (2021) Clinical Pharmacology of Ampicillin in Infants and Children. J Drug Des Res 8(2): 1082.

Cite this article

52. Asghar R, Banajeh S, Egas J, Hibberd P, Iqbal I, Katep-Bwalya M, et al. 
Chloramphenicol versus ampicillin plus gentamicin for community-
acquired soft-tissue very severe pneumonia among children aged 2-59 
months in low resource settings: multicentre randomised controlled 
trial (SPEAR study). BMJ. 2008; 336: 80-84.

53. Schropp KP, Kaplan S, Golladay ES, King DR, Pokorny W, Mollitt 
DL, et al. A randomized clinical trial of ampicillin, gentamicin and 
clindamycin versus cefotaxime and clindamycin in children with 
ruptured appendicitis. Surg Gynecol Obstet. 1991; 172: 351-356.

54. Moe OJ, Meberg A, Eng J. Ampicillin and pivampicillin in the treatment 
of urinary tract infection in children. Scand J Infect Dis. 1977; 9: 31-36.

55. Adamkin DH, Marshall E, Weiner LB. The placental transfer of 
ampicillin. Am J Perinatol. 1984; 1: 310-311.

56. Hirsch HA, Dreher E, Perrochet A, Schmid E. Transfer of ampicillin to 
the fetus and amniotic fluid during continuous infusion (steady state) 
and by repeated single intravenous injections to the mother. Infection. 
1974; 2: 207-212.

57. Boréus LO. Placental transfer of ampicillin in man. Acta Pharmacol 
Toxicol (Copenh). 1971: 29: 250-254.

58. MacAulay MA, Abou-Sabe M, Charles D. Placental transfer of ampicillin. 
Am J Obstet Gynecol. 1966; 96: 943-950.

59. Matheson I, Samseth M, Sande HA. Ampicillin in breast milk during 
puerperal infections. Eur J Clin Pharmacol. 1988; 34: 657-659.

60. Branebjerg PE, Heisterberg L. Blood and milk concentrations of 
ampicillin in mothers treated with pivampicillin and in their infants. J 
Perinat Med. 1987; 15: 555-558.

61. Tessin I, Trollfors B, Thiringer K, Thörn Z, Larsson P. Concentrations 
of ceftazidime, tobramycin and ampicillin in the cerebrospinal fluid of 
newborn infants. Eur J Pediatr. 1989; 148: 679-681.

62. Iwarson S, Svedhem A, Svensson R. Cerebrospinal fluid concentrations 
of ampicillin in listeric meningitis. J Antimicrob Chemother. 1978; 4: 
229-232.

63. Clumeck N, Thys JP, Vanhoof R, Vanderlinden MP, Butzler JP, et al. 

Amoxicillin entry into human cerebrospinal fluid: comparison with 
ampicillin. Antimicrob Agents Chemother. 1978; 14: 531-532.

64. Mikhail IA, Sippel JE, Girgis NI, Yassin MW. Cerebrospinal fluid 
and serum ampicillin levels in bacterial meningitis patients after 
intravenous and intramuscular administration. Scand J Infect Dis. 
1981; 13: 237-238.

65. Rodríguez WJ, Khan WN, Puig J, Feris J, Harmon S, Gold BG, et 
al. Sulbactam/ampicillin vs. chloramphenicol/ampicillin for the 
treatment of meningitis in infants and children. Rev Infect Dis. 1986; 
8: S620-629.

66. Marks WA, Stutman HR, Marks MI, Abramson JS, Ayoub EM, et al. 
Cefuroxime versus ampicillin plus chloramphenicol in childhood 
bacterial meningitis: a multicenter randomized controlled trial. J 
Pediatr. 1986; 109: 123-30.

67. Greene GR, Overturf GD, Wehrle PF. Ampicillin dosage in bacterial 
meningitis with special reference to Haemophilus influenzae. 
Antimicrob Agents Chemother. 1979; 16: 198-202.

68. Peltola H, Anttila M, Renkonen OV. Randomised comparison of 
chloramphenicol, ampicillin, cefotaxime, and ceftriaxone for 
childhood bacterial meningitis. Finnish Study Group. Lancet. 1989; 1: 
1281-1287.

69. Jacobs RF, Wells TG, Steele RW, Yamauchi T. A prospective randomized 
comparison of cefotaxime vs ampicillin and chloramphenicol for 
bacterial meningitis in children. J Pediatr. 1985; 107: 129-133.

70. Aronoff SC, Reed MD, O’Brien CA, Blumer JL. Comparison of the 
efficacy and safety of ceftriaxone to ampicillin/chloramphenicol in the 
treatment of childhood meningitis. J Antimicrob Chemother. 1984; 13: 
143-151.

71. del Rio MA, Chrane D, Shelton S, McCracken GH Jr, Nelson JD. 
Ceftriaxone versus ampicillin and chloramphenicol for treatment of 
bacterial meningitis in children. Lancet. 1983; 1: 1241-1244.

72. Wilson HD, Haltalin KC. Ampicillin in Haemophilus influenzae 
meningitis. Clinicopharmacologic evaluation of intramuscular vs 
intramuscular vs intravenous administration. Am J Dis Child. 1975; 
129: 208-215.

https://pubmed.ncbi.nlm.nih.gov/18182412/
https://pubmed.ncbi.nlm.nih.gov/18182412/
https://pubmed.ncbi.nlm.nih.gov/18182412/
https://pubmed.ncbi.nlm.nih.gov/18182412/
https://pubmed.ncbi.nlm.nih.gov/18182412/
https://europepmc.org/article/med/1902992
https://europepmc.org/article/med/1902992
https://europepmc.org/article/med/1902992
https://europepmc.org/article/med/1902992
https://pubmed.ncbi.nlm.nih.gov/320654/
https://pubmed.ncbi.nlm.nih.gov/320654/
https://pubmed.ncbi.nlm.nih.gov/6518069/
https://pubmed.ncbi.nlm.nih.gov/6518069/
https://pubmed.ncbi.nlm.nih.gov/4443084/
https://pubmed.ncbi.nlm.nih.gov/4443084/
https://pubmed.ncbi.nlm.nih.gov/4443084/
https://pubmed.ncbi.nlm.nih.gov/4443084/
https://pubmed.ncbi.nlm.nih.gov/5316406/
https://pubmed.ncbi.nlm.nih.gov/5316406/
https://pubmed.ncbi.nlm.nih.gov/5928458/
https://pubmed.ncbi.nlm.nih.gov/5928458/
https://pubmed.ncbi.nlm.nih.gov/3169119/
https://pubmed.ncbi.nlm.nih.gov/3169119/
https://pubmed.ncbi.nlm.nih.gov/3452637/
https://pubmed.ncbi.nlm.nih.gov/3452637/
https://pubmed.ncbi.nlm.nih.gov/3452637/
https://pubmed.ncbi.nlm.nih.gov/2663518/
https://pubmed.ncbi.nlm.nih.gov/2663518/
https://pubmed.ncbi.nlm.nih.gov/2663518/
https://pubmed.ncbi.nlm.nih.gov/670118/
https://pubmed.ncbi.nlm.nih.gov/670118/
https://pubmed.ncbi.nlm.nih.gov/670118/
https://pubmed.ncbi.nlm.nih.gov/102244/
https://pubmed.ncbi.nlm.nih.gov/102244/
https://pubmed.ncbi.nlm.nih.gov/102244/
https://pubmed.ncbi.nlm.nih.gov/7313578/https:/www.tandfonline.com/doi/abs/10.3109/inf.1981.13.issue-3.13
https://pubmed.ncbi.nlm.nih.gov/7313578/https:/www.tandfonline.com/doi/abs/10.3109/inf.1981.13.issue-3.13
https://pubmed.ncbi.nlm.nih.gov/7313578/https:/www.tandfonline.com/doi/abs/10.3109/inf.1981.13.issue-3.13
https://pubmed.ncbi.nlm.nih.gov/7313578/https:/www.tandfonline.com/doi/abs/10.3109/inf.1981.13.issue-3.13
https://pubmed.ncbi.nlm.nih.gov/3026015/
https://pubmed.ncbi.nlm.nih.gov/3026015/
https://pubmed.ncbi.nlm.nih.gov/3026015/
https://pubmed.ncbi.nlm.nih.gov/3026015/
https://pubmed.ncbi.nlm.nih.gov/3522832/
https://pubmed.ncbi.nlm.nih.gov/3522832/
https://pubmed.ncbi.nlm.nih.gov/3522832/
https://pubmed.ncbi.nlm.nih.gov/3522832/
https://pubmed.ncbi.nlm.nih.gov/314777/
https://pubmed.ncbi.nlm.nih.gov/314777/
https://pubmed.ncbi.nlm.nih.gov/314777/
https://pubmed.ncbi.nlm.nih.gov/2566824/
https://pubmed.ncbi.nlm.nih.gov/2566824/
https://pubmed.ncbi.nlm.nih.gov/2566824/
https://pubmed.ncbi.nlm.nih.gov/2566824/
https://pubmed.ncbi.nlm.nih.gov/3847486/
https://pubmed.ncbi.nlm.nih.gov/3847486/
https://pubmed.ncbi.nlm.nih.gov/3847486/
https://pubmed.ncbi.nlm.nih.gov/6323376/
https://pubmed.ncbi.nlm.nih.gov/6323376/
https://pubmed.ncbi.nlm.nih.gov/6323376/
https://pubmed.ncbi.nlm.nih.gov/6323376/
https://pubmed.ncbi.nlm.nih.gov/6134039/
https://pubmed.ncbi.nlm.nih.gov/6134039/
https://pubmed.ncbi.nlm.nih.gov/6134039/
https://pubmed.ncbi.nlm.nih.gov/1078934/
https://pubmed.ncbi.nlm.nih.gov/1078934/
https://pubmed.ncbi.nlm.nih.gov/1078934/
https://pubmed.ncbi.nlm.nih.gov/1078934/

	Clinical Pharmacology of Ampicillin in Infants and Children
	Abstract
	Introduction
	Results
	Figure 1
	Figure 2
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Discussion
	Conflict of interests 
	References

