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Abstract. Development of optimized pediatric formulations for oral administration can be challenging,
time consuming, and financially intensive process. Since its inception, the biopharmaceutical classification
system (BCS) has facilitated the development of oral drug formulations destined for adults. At least
theoretically, the BCS principles are applied also to pediatrics. A comprehensive age-appropriate BCS
has not been fully developed. The objective of this work was to provisionally classify oral drugs listed on
the latest World Health Organization’s Essential Medicines List for Children into an age-appropriate
BCS. A total of 38 orally administered drugs were included in this classification. Dose numbers were
calculated using age-appropriate initial gastric volume for neonates, 6-month-old infants, and children
aging 1 year through adulthood. Using age-appropriate initial gastric volume and British National
Formulary age-specific dosing recommendations in the calculation of dose numbers, the solubility classes
shifted from low to high in pediatric subpopulations of 12 years and older for amoxicillin, 5 years,
12 years and older for cephalexin, 9 years and older for chloramphenicol, 3–4 years, 9–11 and 15 years
and older for diazepam, 18 years and older (adult) for doxycycline and erythromycin, 8 years and older
for phenobarbital, 10 years and older for prednisolone, and 15 years and older for trimethoprim.
Pediatric biopharmaceutics are not fully understood where several knowledge gaps have been recently
emphasized. The current biowaiver criteria are not suitable for safe application in all pediatric
populations.
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INTRODUCTION

Recently, there has been a growing emphasis on
enhancing pediatric accessibility to quality essential drugs
which subsequently has raised the number of drug formula-
tions tested in and labeled for use in pediatric populations (1).
Accordingly, health regulatory authorities in the USA and
Europe have incentivized the pharmaceutical industry to
devote more resources and research toward developing
optimized pediatric formulations. Such incentives include
6 months of added exclusivity and additional support from
public funding agencies for pediatric drug discovery and
clinical testing (2–4). Unfortunately and despite these incen-
tives, children have remained largely Btherapeutic orphans^
(2, 5).

Development of optimized pediatric formulations for
oral administration can be challenging, time consuming, and
financially intensive process (1). Furthermore, generation of
detailed biopharmaceutic data in pediatric population is often
hampered by ethical, technical, and logistic constraints that
limit recruitment and inclusion of children in clinical trials (2,
6, 7). Due to these hurdles, and despite incentives, pediatric
biopharmaceutics has remained a recognized under-
researched area with several accepted knowledge gaps where
additional research is highly required (2, 8, 9). In practice,
pediatric formulations are often derived from adult formula-
tions after necessary extrapolation and modeling (10–12).
Following the guidance documents published by the Food
and Drug Administration (FDA) and the International
Conference on Harmonization (ICH), extrapolation from
adult data into pediatric population can be justified when
the course of disease and response to therapeutic intervention
are sufficiently similar in adults and children (10–12).
However, while extrapolation can be done with respect to
efficacy, there remain challenges with regard to predicting
safety or the need for dose adjustments (1).

Using principles founded in the biopharmaceutical
classification system (BCS), initial predictions of the intestinal
absorption characteristics of an active pharmaceutical ingre-
dient (API) are frequently based upon its solubility in the
gastrointestinal (GI) milieu and its permeability across the
enterocyte membrane (13–16). The BCS categorizes drug
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molecules into four classes based on their aqueous solubility
and intestinal permeability. Today, the BCS is widely used in
support of waivers (biowaivers) of in vivo bioequivalence
(BE) studies for immediate release (IR) solid oral formula-
tions containing BCS class I (high solubility and high
permeability) and, more recently, class III (high solubility
low permeability) drugs (17, 18). Health regulatory authori-
ties allow the use of in vitro dissolution testing as a surrogate
for conducting in vivo BE trials for highly soluble compounds.
Accordingly, biowaivers reduce regulatory burden, process-
ing, and approval time, thus providing economic benefits
while maintaining high drug quality standards for therapeutic
equivalence (19).

Although the BCS is implicitly based upon the GI
physiology of adults, it is uncertain how such classifications
may translate to the same drugs when administered in
pediatric patients. Theoretically, the basic concepts should
be applicable irrespective of patient age (2). However,
fundamental differences exist between adult and pediatric
populations in terms of developmental changes from birth to
adolescence which contribute to age-associated variation in
drug absorption, distribution, metabolism, and elimination of
drugs (9). The initial gastric volume (V0) is one of these clear
differences. According to regulatory guidelines, a drug is
classified as highly soluble when the maximal dose strength is
soluble in 250 mL of aqueous media whose pH values range
from 1.0 to 6.8 (17) or 1.0–7.5 (20). The volume of 250 mL
was derived from a typical BE study protocol in which oral
drugs are administered to adult volunteers with a glass of
water (about 8 oz). However, BE standards in pediatric
populations have not been established and recommendations
are still needed (2).

Solubility of drugs in adult GI milieu is expected to be
different from those in pediatrics due to differences in GI
fluid composition and volume occurring over time with age
and development. Hence, children are more of a heteroge-
neous population and solubilities of drugs are expected to
differ with age and development status of the child. There-
fore, age-appropriate pediatric BCS (PBCS) criteria are
needed to properly classify traditional and novel therapeutic
agents in pediatric populations (2). However, classification of
traditional drugs into BCS classes using age-appropriate
gastric volumes across pediatric age populations was not
previously performed.

Since the introduction of BCS, there has been growing
interest in provisional BCS classifications of drug lists and
databases like the top 200 drugs in different countries and the
World Health Organization’s (WHO) Essential Medicines
List (EML) for adults (21–25). These investigations used
molecular properties like the n-octanol/water partition coef-
ficient (LogP), the pH-dependent partition coefficient
(LogD) at certain pH points, and the polar surface area
(PSA) as indicators for intestinal permeability to judge if
molecules can be assigned a high- or a low-permeability BCS
class. The PBCS Working Group of the National Institute of
Child Health and Human Development provisionally classi-
fied 56 commonly used pediatric drugs based on their
aqueous solubility and predicted n-octanol/water partition
coefficient (cLogP) values as indicators of their intestinal
permeability (9). Gandhi et al extended the work of the PBCS
Working Group and attempted to classify five drugs

commonly used in pediatric populations into PBCS applying
pediatric biopharmaceutical considerations (8). Recently,
Charoo et al assessed the risks of extending the BCS-based
biowaiver decision on IR oral dosage forms of fluconazole in
adults to pediatric population and concluded that it can be
safely granted a biowaiver provided using safe excipients
(26). Previous studies neither included the drugs listed on the
WHO’s EML for children nor classified drug molecules into
age-appropriate PBCS for all children groups capable of
swallowing solid oral medications (8, 9, 26).

The present study emphasizes the care that must be
taken with assigning BCS solubility classes in pediatric
populations. Considerable heterogeneity is obvious among
pediatric populations as the V0 varies with age and body size.
Because the solubility class is assigned based on the solubility
of the drug in a volume equivalent to the V0, misjudgments
regarding the solubility class can arise when considering
pediatric populations as a homogenous group and not using
age-appropriate V0 values.

This study aims to investigate the effects of variable age
based V0 on the BCS solubility class of oral drugs particularly
available on the WHO’s EML for children. Oral drugs
available on the WHO’s EML for children are also provi-
sionally classified into PBCS on the basis of their dose
number (D0) values in pediatric populations. The results of
this study extend those started by the PBCS Working Group
of the National Institute of Child Health and Human
Development.

MATERIALS AND METHODS

Drugs List

The latest EML for Children (fourth list, 2013) was used
in this study. The list is available at the WHO’s website
(http://www.who.int). Only drugs available in solid oral
dosage forms were selected for this provisional classification.

Permeability

Although a compound’s permeability classification can
be influenced by paracellular transport or by transporter
activity, for the purpose of this evaluation, drug permeabiity
solely from the perspective of transmembrane transport was
considered. Accordingly, permeability was determined on
the basis of the n-octanol/water partition coefficient as
calculated (cLogP) using ALOGPS (The Virtual Computa-
tional Chemistry Laboratory, VCCLAB, Germany) software
package. The experimentally determined n-octanol/water
partition coefficient (LogP) values were obtained from
(27). Correlation of human jejunal permeability with parti-
tion coefficients and the use of benchmark reference drug
molecule were carried out as previously described (9, 21,
23). Detailed correlations are shown in the supplementary
materials.

Initial Gastric Volume for Adults

According to the FDA, EMA, and WHO guidelines,
drugs are administered to adult healthy volunteers with a
glass of water that has a volume of 250 mL (17, 18, 28).
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Therefore, a drug would be considered a high-solubility class
if the highest dose strength was soluble in 250 mL or less of
water over the pH range specified by the regulatory
guidelines at 37 ± 1°C. The FDA, EMA, and WHO used to
have different pH ranges, but in the recent guidance draft, the
FDA revised the pH range and proposed a range of 1–6.8
which is similar to the range used in the EMA and the WHO
guidelines (17, 18, 28). AV0 of 250 mL was used in calculating
the D0 of drugs to account for their aqueous solubility in
adults.

Initial Gastric Volume for Pediatric Subpopulations

In the US, children as young as 4 years old could be
taught to ingest oral tablets (29). However and although this
might vary depending on the child, generally, the age at which
children can safely take tablet and capsule dosage forms is
around 6 years (30, 31). Therefore, children of 6 years old and
above might be prescribed oral solid dosage forms and
younger children might be prescribed oral suspensions. In
this study, age-based V0 calculations of D0 values were made
for neonates, 6-month-old infants, and infants and children
1 year old and above.

Initial Gastric Volume in Pediatrics

Two fundamental parameters are key factors in deter-
mining the solubility of a compound in a medium; these two
parameters are composition and volume. In general, it is
widely accepted that the gastric pH in children above 2 years
of age is similar to that in adults (7, 32). The age-related
gastric volumes in children were not intensively investigated.
The fasted gastric volume in children was reported to range
from 0.40 to 0.56 mL/kg (33–35). This volume is equivalent to
28.0–37.1 mL/kg in a 70-kg fasted male (9). The fasted gastric
volume was typically reported as 40 mL in a 70-kg fasted
male (36).

To extrapolate to children, median weights of neonates,
infants 6 months old, infants and children aging from 1 to
17 years were obtained from the Centers for Disease Control
and Prevention growth charts (37). Extrapolating the 250-mL
V0 value used in adults to pediatric subpopulation based on
the 0.56 mL/kg value was done according to Eq. 1 (9, 33–36).
The median weight in different age groups, gastric volumes,
and normalized V0 are shown in Table I

Normalized V0

¼ median child weight in kgð Þ � 0:56 mL
37:1 mL=kg

� 250 mL ð1Þ

A drug would be considered a high-solubility class if the
highest dose strength was soluble in a volume of water
equivalent to or less than the normalized V0 in children over
the specified pH range at 37 ± 1°C.

Maximum Pediatric Dose Strength

The maximum dose strengths (in milligrams) for all
drugs available in solid oral dosage forms were obtained from
the WHO’s EML for Children. The maximal per oral dose for

each pediatric subpopulation was taken from the British
National Formulary for Children (38). The British National
Formulary for Children expressed dosing recommendations
for many drugs in terms of mg/kg and for some drugs in μg/
kg. However, in many cases, a maximal dose in milligrams or
micrograms was specified for different pediatric
subpopulations. When specified, the maximal dose for each
subpopulation was used; otherwise, dosing recommendations
in terms of mg/kg or μg/kg and median weights of neonates,
infants 6 months old, infants and children aging from 1 to
17 years obtained from the Centers for Disease Control and
Prevention growth charts (37) were used to derive age-
specific doses. The age-specific maximal dose strength (M0)
was used to calculate D0 as shown in Eq. 2.

Solubility

Experimental aqueous solubility data in (mg/mL) were
obtained from Yalkowsky & He (39) and DrugBank data-
bases (27); data were originally from (40) in the former
database. The most conservative data measures were used.
Data were preferred when the pH and temperature at which
the aqueous solubility was measured were mentioned.

Dose Number

D0 was calculated according to the following equation
(22, 24, 41):

D0 ¼ M0

CsV0
ð2Þ

where D0 is the dose number, M0 is the maximum dose
strength, Cs is the saturated solubility, and V0 is the initial
gastric volume. If a medication was available in different
strengths, then the highest strength was used to calculate the
D0.

RESULTS

Permeability Class

When the experimentally determined LogP values were
plotted against software calculated (cLogP) values, the plot
showed a high linear correlation (R2 = 0.92) for 35 drugs. The
linear correlation plot and the correlation of human jejunal
permeability values with partition coefficients are shown in
the supplementary materials. Permeability classification based
on cLogP of metoprolol as a benchmark for high/low
permeability showed that 20 (52.6%) of the 38 drugs were
assigned to high permeability class, whereas the rest of 18
(47.4%) of the 38 drugs were assigned to low permeability
class. Classification of the 38 drugs into high and low
permeability classes is shown in the supplementary materials.

Dose Number and Solubility Class

Drugs with D0≤ 1 were classified as high-solubility-class
drugs and, conversely, drugs with D0 > 1 were classified as
low-solubility-class drugs.
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Drugs that did not change solubility class in pediatrics

Calculated D0 values showed that 29 (76.3%) of the 38
drugs would be assigned to either high- or low- solubility class
and did not change the assigned solubility class when
calculated using age-appropriate D0. These drugs are pre-
sented in Table II.

Drugs that change solubility class in pediatrics

The following compounds are shown to be affected by
age-associated changes in M0 and gastric volume: amoxicil-
lin, cephalexin, chloramphenicol, diazepam, doxycycline,
erythromycin, phenobarbital, prednisolone, and trimetho-
prim. For each of these compounds, their age-specific
solubility classes, based on their calculated D0 values, are
provided in Table II. In some cases, as age (and therefore
V0) increased, the drug went from being classified as low
solubility (youngest group) to high solubility as the child
matures (Table II).

Provisional BCS and PBCS Classifications

The orally administered drugs listed on the WHO’s EML
for children were provisionally classified into BCS and PBCS
classes on the basis of their D0 values which were calculated
based on various V0 and their cLogP values. Table III
displays provisional classifications of the 38 drugs based on
V0 in pediatrics and adults.

DISCUSSION

In this study, solubility data and a commonly used
simple molecular descriptor (cLogP) were used to provi-
sionally classify drugs available in IR oral dosage forms
on the WHO’s EML for children. The majority of the
drugs classified in this provisional classification were anti-

infective and anthelmintic agents (Table II). This might
reflect their urgent need in maintaining healthcare deliv-
ery and might reflect treatment priorities in primary
healthcare settings.

Permeability Class

Data pertaining to pediatric biopharmaceutics are still
scarce. Despite the lack of complete understanding, it is
generally accepted that intestinal permeability of drugs in
children ages 2 years or older are equivalent to that observed
in adults (7, 9). Therefore, in this work, adult standards of
intestinal permeability were used to designate the drugs as
being high or low permeability. However, it is important to
note that greater paracellular permeability is expected in
younger pediatric subpopulations. Although this could be a
limitation of this study, similar standards were used in the
provisional classification of the PBCS Working Group of the
National Institute of Child Health and Human Development
(9). Software-predicted cLogP values were used to assign a
high or low permeability class to each drug with metoprolol
serving as the benchmark for differentiating between high/
low intestinal permeability. This reference drug was consis-
tently used in previous studies (9, 21, 23). Partition coeffi-
cients are easily accessible molecular descriptors that can be
calculated using validated software packages (9, 21, 23–25).
The use of this benchmark was validated by correlating
human Peff data of a set of 28 drugs including 14 drugs which
were recommended by the FDA as reference compounds for
permeability (20, 21, 23). In this study, correlation between
the software calculated cLogP to the experimentally deter-
mined LogP values are provided in the supplementary
materials. The high level of correlation observed between
observed and predicted values suggest that software-
predicted cLogP values can be applied with some confidence
in the prediction of intestinal permeability.

Table I. Median weight, gastric volume, and normalized initial gastric volume in neonates, 6-month-old infants, infants, and children aging
from 1 to 17 years

Age (years) Median weight (kg) Gastric volume (mL) Normalized V0 (mL)

Newborn (neonate) 3.95 2.21 14.9
0.50 (6-month-old infant) 7.90 4.42 29.8
1 10.3 5.77 38.9
2 12.7 7.11 47.9
3 14.3 8.01 54.0
4 16.0 8.96 60.4
5 18.5 10.4 69.8
6 21.0 11.8 79.2
7 23.0 12.9 86.8
8 26.0 14.6 98.1
9 29.0 16.2 109
10 32.0 17.9 121
11 36.0 20.2 136
12 40.5 22.7 153
13 45.5 25.5 172
14 51.0 28.6 192
15 56.0 31.4 211
16 61.0 34.2 230
17 65.0 36.4 245

731Age-Appropriate Pediatric BCS



Ta
bl
e
II
.
D
os
e
nu

m
be

r
(D

0)
in

ne
on

at
es
,i
nf
an

ts
,a

nd
ch
ild

re
n
of

1
ye
ar

ol
d
th
ro
ug

h
ad

ul
th
oo

d

D
os
e
nu

m
be

r
(D

0)

A
ge

(y
ea

rs
)

D
ru
g

T
he

ra
pe

ut
ic

cl
as
s

N
ew

bo
rn

(n
eo

na
te
)

0.
5

1
2

3
4

5
6

7
8

9
10

11
12

13
14

15
16

17
A
du

lt
(1
8
ye

ar
s

an
d

ab
ov

e)

A
lb
en
da

zo
le

A
nt
he

lm
in
th
ic

N
ot

gi
ve

n
to

th
is

su
bp

op
ul
at
io
n

41
7

74
1

66
3

57
3

50
5

46
1

40
8

36
6

33
1

29
4

26
2

23
3

20
8

18
9

17
4

16
3

16
0

A
m
itr
ip
ty
lin

e
A
nt
i-
de

pr
es
sa
nt

N
ot

gi
ve

n
to

th
is

su
bp

op
ul
at
io
n

21
.5

19
.1

17
.1

14
.8

13
.0

11
.9

10
.5

9.
4

8.
5

56
.9

50
.5

45
.0

40
.1

36
.6

33
.6

31
.5

30
.9

A
m
ox

ic
ill
in

A
nt
i-
ba

ct
er
ia
l

2.
44

1.
22

1.
88

1.
52

1.
35

1.
21

1.
04

1.
84

1.
68

1.
49

1.
33

1.
21

1.
07

0.
95

0.
85

0.
76

0.
69

0.
63

0.
59

0.
58

A
zi
th
ro
m
yc
in

A
nt
i-
ba

ct
er
ia
l

N
ot

gi
ve
n
to

th
is

su
bp

op
ul
at
io
n

2.
65

5.
15

4.
17

3.
71

3.
31

2.
86

2.
52

2.
30

3.
06

2.
74

2.
48

2.
94

2.
62

2.
91

2.
60

2.
37

2.
17

2.
04

2.
00

C
ar
ba

m
az

ep
in
e

A
nt
i-
ep

ile
pt
ic

29
9

29
9

29
1

23
6

20
9

18
7

16
2

14
3

13
0

11
5

10
3

93
.6

83
.2

73
.9

13
2

11
7

10
7

98
.2

92
.1

45
.2

C
ef
al
ex

in
A
nt
i-
ba

ct
er
ia
l

4.
69

2.
34

1.
80

1.
46

1.
29

1.
16

1.
00

1.
76

1.
61

1.
42

1.
28

1.
16

1.
03

0.
91

0.
81

0.
73

0.
66

0.
61

0.
57

0.
56

C
hl
or
am

ph
en

ic
ol

A
nt
i-
ba

ct
er
ia
l

1.
33

1.
33

1.
33

2.
09

1.
85

1.
66

1.
43

1.
26

1.
15

1.
02

0.
91

0.
83

0.
74

0.
65

0.
58

0.
52

0.
47

0.
43

0.
41

0.
40

C
ip
ro
flo

xa
ci
n

A
nt
i-
ba

ct
er
ia
l

0.
13

0.
18

0.
21

0.
17

0.
15

0.
14

0.
12

0.
11

0.
10

0.
08

0.
08

0.
07

0.
06

0.
05

0.
05

0.
04

0.
04

0.
04

0.
03

0.
03

C
lin

da
m
yc
in

A
nt
i-
ba

ct
er
ia
l

52
.0

86
.6

86
.6

86
.6

90
.8

81
.2

70
.2

61
.9

56
.5

50
.0

44
.8

40
.6

36
.1

32
.1

28
.5

25
.5

23
.2

21
.3

20
.0

19
.6

C
lo
xa
ci
lli
n

A
nt
i-
ba

ct
er
ia
l

60
3

30
2

23
1

37
5

33
3

29
8

25
8

22
7

20
7

18
3

16
4

29
8

26
5

23
5

21
0

18
7

17
0

15
6

14
7

14
4

C
yc
liz

in
e

A
nt
ie
m
et
ic

0.
27

0.
27

0.
27

0.
27

0.
27

0.
27

0.
27

0.
27

0.
27

0.
25

0.
23

0.
21

0.
18

0.
33

0.
29

0.
26

0.
24

0.
22

0.
20

0.
20

D
ex
am

et
ha

so
ne

A
nt
i-

in
fl
am

m
at
or
y

0.
99

0.
75

0.
58

0.
47

0.
42

0.
37

0.
32

0.
28

0.
26

0.
23

0.
21

0.
19

0.
17

0.
15

0.
13

0.
12

0.
11

0.
10

0.
09

0.
18

D
ia
ze
pa

m
A
nt
ic
on

vu
ls
an

t
1.
33

1.
33

1.
29

1.
04

0.
93

0.
83

1.
43

1.
26

1.
15

1.
02

0.
91

0.
83

0.
74

1.
31

1.
16

1.
04

0.
95

0.
87

0.
82

0.
80

D
ie
th
yl
ca
rb
am

az
in
e

A
nt
i-
fi
la
ri
al

0.
11

0.
05

0.
04

0.
03

0.
03

0.
03

0.
02

0.
02

0.
02

0.
02

0.
01

0.
01

0.
01

0.
01

0.
01

0.
01

0.
01

0.
01

0.
01

0.
01

D
ox

yc
yc
lin

e
A
nt
i-
ba

ct
er
ia
l

N
ot

gi
ve
n
to

th
is
su
bp

op
ul
at
io
n

2.
08

1.
85

1.
65

1.
50

1.
38

1.
29

0.
63

E
ry
th
ro
m
yc
in

A
nt
i-
ba

ct
er
ia
l

4.
19

2.
10

1.
61

2.
61

2.
32

2.
07

1.
79

1.
58

1.
44

2.
55

2.
28

2.
07

1.
84

1.
64

1.
46

1.
30

1.
18

1.
09

1.
02

1.
00

E
th
os
ux

im
id
e

A
nt
i-
ep

ile
pt
ic

0.
14

0.
14

0.
16

0.
13

0.
12

0.
11

0.
09

0.
08

0.
07

0.
07

0.
06

0.
05

0.
05

0.
04

0.
04

0.
03

0.
03

0.
03

0.
03

0.
03

F
lu
ox

et
in
e
H
C
l

A
nt
i-
de

pr
es
sa
nt

N
ot

gi
ve

n
to

th
is
su
bp

op
ul
at
io
n

0.
00
4

0.
00
3

0.
00

3
0.
00

3
0.
00
2

0.
00
2

0.
00
2

0.
00
2

0.
00

2
0.
00

2
Ib
up

ro
fe
n

A
na

lg
es
ic

63
.1

37
9

12
3

99
.4

88
.2

78
.9

27
3

24
0

21
9

19
4

17
4

15
8

14
0

18
7

16
6

14
8

13
5

12
4

11
6

11
4

Iv
er
m
ec
tin

A
nt
i-
fi
la
ri
al

5.
30

5.
30

5.
30

5.
30

5.
56

4.
97

4.
30

3.
79

3.
46

3.
06

2.
74

2.
48

2.
21

1.
96

1.
75

1.
56

1.
42

1.
30

1.
22

1.
20

L
ev
am

is
ol
e
H
C
l

A
nt
he

lm
in
th
ic

0.
04
8

0.
02
4

0.
01
8

0.
01
5

0.
01
3

0.
01

2
0.
01

0
0.
00
9

0.
00
8

0.
00
7

0.
00
7

0.
00
6

0.
00

5
0.
00

5
0.
00
4

0.
00
4

0.
00
3

0.
00
3

0.
00

3
0.
00

3
L
or
at
ad

in
e

A
nt
i-
al
le
rg
ic

N
ot

gi
ve

n
to

th
is

su
bp

op
ul
at
io
n

94
85

84
23

75
28

65
11

57
36

52
37

46
33

83
07

75
28

66
92

59
48

52
95

47
24

43
02

39
49

37
06

36
36

M
eb
en
da

zo
le

A
nt
he

lm
in
th
ic

N
ot

gi
ve

n
to

th
is

su
bp

op
ul
at
io
n

47
.0

36
.1

14
6

13
0

11
6

10
0

88
.5

80
.8

71
.5

64
.1

58
.1

51
.6

45
.9

40
.8

36
.4

33
.2

30
.5

28
.6

28
.1

M
et
ro
ni
da

zo
le

A
nt
i-
ba

ct
er
ia
l

0.
21

0.
21

0.
21

0.
88

0.
78

0.
70

0.
60

0.
53

0.
49

0.
43

0.
38

0.
35

0.
31

0.
28

0.
25

0.
22

0.
20

0.
18

0.
17

0.
21

M
id
az
ol
am

Se
da

tiv
e

5.
52

5.
52

5.
36

4.
35

3.
86

3.
45

2.
98

2.
63

2.
40

2.
12

1.
90

2.
76

2.
45

2.
18

1.
94

1.
73

1.
58

1.
45

1.
36

2.
50

M
or
ph

in
e

A
na

lg
es
ic

0.
18

0.
36

0.
36

0.
36

0.
36

0.
36

0.
36

0.
36

0.
36

0.
36

0.
36

0.
56

0.
49

0.
44

0.
39

0.
35

0.
32

0.
29

0.
27

0.
27

N
ic
lo
sa
m
id
e

A
nt
he

lm
in
th
ic

41
41

41
41

41
41

41
41

41
41

41
41

41
41

39
43

36
01

31
85

28
56

25
88

23
00

20
45

18
20

16
24

14
79

13
58

12
74

12
50

N
itr
of
ur
an

to
in

A
nt
i-
ba

ct
er
ia
l

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

2.
50

7.
33

6.
54

5.
95

5.
46

5.
13

5.
03

O
xa

m
ni
qu

in
e

A
nt
i-
sc
hi
st
os
om

al
4.
85

4.
85

4.
85

4.
85

4.
85

4.
85

4.
37

3.
85

3.
51

3.
11

2.
79

2.
52

2.
24

1.
99

1.
78

1.
58

1.
44

1.
32

1.
24

1.
22

P
ar
ac
et
am

ol
A
na

lg
es
ic

0.
58

0.
29

0.
22

0.
27

0.
24

0.
21

0.
25

0.
22

0.
21

0.
18

0.
33

0.
30

0.
26

0.
23

0.
21

0.
19

0.
17

0.
16

0.
15

0.
14

P
he

no
ba

rb
ita

l
A
nt
i-
ep

ile
pt
ic

1.
19

1.
19

1.
19

1.
88

1.
67

1.
49

1.
29

1.
14

1.
04

0.
92

0.
82

0.
75

0.
66

0.
59

0.
52

0.
47

0.
43

0.
39

0.
37

0.
36

732 Shawahna



Solubility Class

Drug solubility within the GI milieu is a key factor
determining the bioavailability of a drug molecule. In the
present study, drugs were considered highly soluble when the
calculated D0 was ≤1 using various V0 adopted for different
pediatric subpopulations as well as for adults. Although the
findings of this study showed that this shift did not affect the
solubility classification for the majority of drugs, interestingly,
the solubility class showed a shift for amoxicillin, cefalexin,
chloramphenicol, doxycycline, diazepam, erythromycin, phe-
nobarbital, prednisolone, and trimethoprim (Table II). The
effect of the V0 used in the calculation of D0 on the
assignment of the solubility class was highlighted previously
(9, 42). It was suggested that in case the administered dose is
also reduced in certain populations, the overall effect of the
reduced V0 on the D0 and subsequently the BCS solubility
class might remain minimal (9, 42). However, in this study,
the maximal dose strength given to each pediatric subpopu-
lation along with the corresponding V0 were used for
calculation of age-appropriate D0. It is important to note that
in this classification, experimental solubility data recorded at
ambient temperature were used and, as the solubility of a
compound is expected to increase at 37°C, the solubility
classification used in this study could be conservative.

In the GI milieu, solubility of a drug molecule depends
on the volume as well as the composition of the GI luminal
fluid. The composition of the GI luminal fluid shows marked
compositional changes with development (43). In a recent
study, Maharaj et al assessed the solubility of seven BCS II
drugs using biorelevant media reflective of age-specific
pediatric populations (43). Using the ratio of solubility in
pediatrics to solubility in adults as an indicator, six of the
seven drugs studies fell outside the BE criterion of 0.8–1.25 in
at least one of the developed age-specific pediatric media.
Extrapolating what was seen in Maharaj et al’s study, it is
highly probable that the solubility of some drugs would show
discrepancies in some pediatric subpopulations. Taking a
conservative approach in using the BCS-based biowaiver
principles, more risk is considered when the solubility class of
a drug shifts from high to low than vice versa. To account for
possible discrepancies in solubility of drugs in pediatric
subpopulations, percentages by which experimental solubility
used in this study might change to shift the solubility class
from high to low were calculated. For some drugs, percent-
ages were as low as 1% in some pediatric subpopulations,
especially neonates, and as high as 99.8% in older pediatric
subpopulations. These percentages are shown in the supple-
mentary materials.

Provisional Classifications

Using adult standards for solubility, 18 (47%) drugs used
in this study belonged to the high-solubility class (BCS I and
III) in at least one population (Table III). As expected, more
drugs belonged to the low-solubility BCS classes (BCS II and
IV) when the V0 decreased. This could have implications on
the performance of the formulations in the GI environment.

Globally, age-appropriate formulations are urgently
needed as, according to some estimates, off-label use of drugs
in children ranges from 60 to 90% (1, 44, 45). These estimatesTa
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suggest that in practice, drug therapy in children is still largely
empirical (1). Probably, there is no single formulation that is
ideal for pediatric population of all ages. Considering all age
groups from birth through adulthood, the magnitude of doses
may vary 100-folds, and theoretically, a range of different
strengths of a dosage form should be available to permit simple,
accurate and safe administration of drugs in pediatric popula-
tions (46). Development of age-appropriate formulations is
highly desirable to include all age groups (47). It was suggested
that a PBCS should at least consider six age groups which are (a)
neonates (≤40weeks post-conception), (b) infants (0–6months),
(c) infants (6–12 months), (d) toddlers (1–3 years), (e) children
(4–6 years), (f) children (7–12 years), and (g) adolescents (13–

18 years) (2, 48). However, more categories were said to be
needed which could be physiologically meaningful for a more
comprehensive evaluation (48). For more comprehensive
classification, drugs in this study were classified in neonates, 6-
month-old infants, and age–year-wise from the age of 1 year to
adulthood (Tables II and III).

Focus on orally administered solid oral dosage forms is
important as recent findings suggested that there was no
significant difference in refusal rates when children were to
receive liquid or solid formulations (49). Nahirya-Ntege et al
showed that children as well as their providers preferred oral
tablets over syrups when administering anti-retroviral drugs
(50). Furthermore, palatability of oral liquid dosage forms could

Table III. Pediatric and adult biopharmaceutical classification system of the 38 oral drugs used in the study

Biopharmaceutical classification system

Newborn (neonate) Age (years) Adult

0.5 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

Albendazole Not given to this subpopulation II II II II II II II II II II II II II II II II II
Amitriptyline Not given to this subpopulation II II II II II II II II II II II II II II II II II
Amoxicillin IV IV IV IV IV IV IV IV IV IV IV IV IV III III III III III III III
Azithromycin Not given to this

subpopulation
II II II II II II II II II II II II II II II II II II II

Carbamazepine II II II II II II II II II II II II II II II II II II II II
Cefalexin IV IV IV IV IV IV III IV IV IV IV IV IV III III III III III III III
Chloramphenicol IV IV IV IV IV IV IV IV IV IV III III III III III III III III III III
Ciprofloxacin III III III III III III III III III III III III III III III III III III III III
Clindamycin IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV
Cloxacillin II II II II II II II II II II II II II II II II II II II II
Cyclizine I I I I I I I I I I I I I I I I I I I I
Dexamethasone I I I I I I I I I I I I I I I I I I I I
Diazepam II II II II I I II II II II I I I II II II I I I I
Diethylcarbamazine III III III III III III III III III III III III III III III III III III III III
Doxycycline Not given to this subpopulation IV IV IV IV IV IV III
Erythromycin II II II II II II II II II II II II II II II II II II II I
Ethosuximide III III III III III III III III III III III III III III III III III III III III
Fluoxetine HCl Not given to this subpopulation I I I I I I I I I I
Ibuprofen II II II II II II II II II II II II II II II II II II II II
Ivermectin II II II II II II II II II II II II II II II II II II II II
Levamisole HCl I I I I I I I I I I I I I I I I I I I I
Loratadine Not given to this subpopulation II II II II II II II II II II II II II II II II II
Mebendazole Not given to this

subpopulation
II II II II II II II II II II II II II II II II II II II

Metronidazole III III III III III III III III III III III III III III III III III III III III
Midazolam II II II II II II II II II II II II II II II II II II II II
Morphine III III III III III III III III III III III III III III III III III III III III
Niclosamide II II II II II II II II II II II II II II II II II II II II
Nitrofurantoin IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV
Oxamniquine IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV
Paracetamol III III III III III III III III III III III III III III III III III III III III
Phenobarbital IV IV IV IV IV IV IV IV IV III III III III III III III III III III III
Phenoxy-

methylpenicillin
III III III III III III III III III III III III III III III III III III III III

Phenytoin II II II II II II II II II II II II II II II II II II II II
Praziquantel II II II II II II II II II II II II II II II II II II II II
Prednisolone IV IV IV IV IV IV IV IV IV IV IV III III III III III III III III III
Sulfamethoxazole IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV
Trimethoprim IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV IV III III III IV
Valproic acid II II II II II II II II II II II II II II II II II II II II

Italicized drugs are the drugs that did not change their solubility class; drugs in bold are the drugs that change their solubility class
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be an issue affecting refusal rate and pediatric patient compli-
ance (1). In practice, oral drugs are often diluted in beverages to
enhance palatability and patient acceptance in pediatrics. This
practice could compromise their efficacy. Moreover, long-term
storage, storage, and transport under extreme temperatures can
be issues compromising the efficacy of liquid oral dosage forms,
especially in developing countries (51). Therefore, flexible solid
oral dosage forms provide advantages over liquid oral dosage
forms in these circumstances. Development of drugs for
pediatric populations is obligatory in the USA and Europe.
The US Pediatric Research Equity Act and the European
Pediatric Investigation Plan are required by the FDAandEMA,
respectively (52–54). BE of the pediatric formulation to that in
adults is recommended but not required.

Findings of this study could be important in managing
formulation bridging. In practice, it is common to undertake a
relative bioavailability study, or it might be surrogated by an
in vitro dissolution testing in healthy adult volunteers to ensure
that the pharmacokinetic profile is equivalent for two formula-
tions (7). Subsequent extrapolation to pediatrics is followed by a
dose determination/confirmation study (7). In BCS-based
biowaiver, bridging can be performed without conducting in vivo
pharmacokinetic studies, especially for IR formulations contain-
ing BCS I and more recently BCS III drugs (7, 17, 18). The US
Pediatric Formulation Initiative (PFI) workshop has emphasized
the use of BCS in children (55). The PFI has identified several
knowledge gaps that need research including (a) drugmetabolism
and transport in the GI tract, (b) age-relevant changes in the
physiology of the GI tract, (c) changes in permeability and
fraction absorbed in children, and (d) developing and validating
pediatric physiologic and population-based pharmacokinetic
databases (2). In addition to the difference in the V0 between
adults and pediatrics, key factors like gastric and intestinal pH,
gastric emptying, intestinal residence time, volume of gastric
fluids, immaturity of secretion and activity of bile and pancreatic
fluid, expression of influx and efflux transporters, metabolizing
enzymes, and membrane permeability differ in pediatric com-
pared to adult populations (56–58). Therefore, the pharmacoki-
netics and drug disposition in pediatrics might be fundamentally
different from that in adults. Despite these differences, in general,
studies are often conducted in adults assuming absence of drug
absorption differences between children aging 2 years and above
and adult population because accurate measures of intestinal
absorption in children compared to adults are lacking (1, 7, 9).

Development of a definitive PBCS requires deeper
understanding of the GI physiology and intestinal permeabil-
ity in pediatric populations. Age-based changes in the GI
fluid composition, volume, and pH are essentially critical for
the prediction of age-based solubilities.

CONCLUSION

Taken together, the results of this study show that
considerations for adult BCS do not apply directly to pediatric
subpopulations and the regulations that allow waiver of BE
studies based on in vitro dissolution studies instead of in vivoBE
studies might not be appropriately applied on pediatric formu-
lations. Standardization in conducting BE studies for pediatric
formulations in pediatrics and adults might assist in understand-
ing how drugs perform across age groups (9). Deeper under-
standing of the GI environment in children is needed before

developing predictive dissolution testing in pediatric popula-
tions. More investigations are needed to establish age-specific
PBCS that would serve as a framework in the development of
formulations for the target age population.

COMPLIANCE WITH ETHICAL STANDARDS

Conflict of Interests None

REFERENCES

1. Batchelor HK, Fotaki N, Klein S. Paediatric oral
biopharmaceutics: key considerations and current challenges.
Adv Drug Deliv Rev. 2014;73:102–26. doi:10.1016/
j.addr.2013.10.006.

2. Abdel-Rahman SM, Amidon GL, Kaul A, Lukacova V, Vinks
AA, Knipp GT. Summary of the National Institute of Child
Health and Human Development-best pharmaceuticals for
Children Act Pediatric Formulation Initiatives Workshop-
Pediatric Biopharmaceutics Classification System Working
Group. Clin Ther. 2012;34(11):S11–24. doi:10.1016/
j.clinthera.2012.09.014.

3. Rose K. Challenges in pediatric drug development: a pharma-
ceutical industry perspective. Paediatr Drugs. 2009;11(1):57–9.

4. Zajicek A. The National Institutes of Health and the Best
Pharmaceuticals for Children Act. Paediatr Drugs. 2009;11(1):45–7.

5. Shirkey H. Therapeutic orphans. J Pediatr. 1968;72(1):119–20.
6. Purohit VS. Biopharmaceutic planning in pediatric drug develop-

ment. AAPS J. 2012;14(3):519–22. doi:10.1208/s12248-012-9364-3.
7. Batchelor HK, Kendall R, Desset-Brethes S, Alex R, Ernest TB.

Application of in vitro biopharmaceutical methods in develop-
ment of immediate release oral dosage forms intended for
paediatric patients. Eur J Pharm Biopharm. 2013;85(3 Pt
B):833–42. doi:10.1016/j.ejpb.2013.04.015.

8. Gandhi SV, Rodriguez W, Khan M, Polli JE. Considerations for a
Pediatric Biopharmaceutics Classification System (BCS):Application
to Five Drugs. AAPS PharmSciTech. 2014;15(3):601–11.

9. Batchelor H. Paediatric biopharmaceutics classification system:
current status and future decis ions. Int J Pharm.
2014;469(2):251–3. doi:10.1016/j.ijpharm.2014.02.046.

10. Guidance for industry: exposure-response relationships–study de-
sign, data analysis, and regulatory applications. US Department of
Health and Human Services, Food and Drug Administration,
Center for Drug Evaluation and Research (CDER), April 2003.

11. ICH Harmonised Tripartite Guideline. ICH Topic E11. Clinical
Investigation of Medicinal Products in the Paediatric Population.
CPMP/ICH/2711/992001. 2000.

12. Rose K, Stötter H. ICH E 11: clinical investigation of medicinal
products in the paediatric population. The International Guid-
ance on Clinical Drug Development in Children. In: Rose K, van
den Anker JN, editors. Guide to Paediatric Clinical Research.
Basel: Karger; 2007. p. 33–37. doi:10.1159/000097774.

13. Zur M, Hanson AS, Dahan A. The complexity of intestinal
permeability: Assigning the correct BCS classification through
careful data interpretation. Eur J Pharm Sci. 2014;61:11–7.
doi:10.1016/j.ejps.2013.11.007.

14. Shah VP, Amidon GL, Lennernas H, Shah VP, Crison JR. A
Theoretical Basis for a Biopharmaceutic Drug Classification: The
Correlation of In Vitro Drug Product Dissolution and In Vivo
Bioavailability, Pharm Res 12, 413–420, 1995—Backstory of
BCS. AAPS J. 2014;16(5):894–8.

15. Amidon GL, Lennernäs H, Shah VP, Crison JR. A theoretical
basis for a biopharmaceutic drug classification: the correlation of
in vitro drug product dissolution and in vivo bioavailability.
Pharm Res. 1995;12(3):413–20.

16. Cook J, Addicks W, Wu YH. Application of the biopharmaceu-
tical classification system in clinical drug development—an
industrial view. AAPS J. 2008;10(2):306–10.

735Age-Appropriate Pediatric BCS

http://dx.doi.org/10.1016/j.addr.2013.10.006
http://dx.doi.org/10.1016/j.addr.2013.10.006
http://dx.doi.org/10.1016/j.clinthera.2012.09.014
http://dx.doi.org/10.1016/j.clinthera.2012.09.014
http://dx.doi.org/10.1208/s12248-012-9364-3
http://dx.doi.org/10.1016/j.ejpb.2013.04.015
http://dx.doi.org/10.1016/j.ijpharm.2014.02.046
http://dx.doi.org/10.1159/000097774
http://dx.doi.org/10.1016/j.ejps.2013.11.007


17. Guideline on the investigation of bioequivalence. Committee for
Medicinal Products for Human Use, European Medicines
Agency, 2010.

18. Draft Guidance. Guidance for industry: waiver of in vivo
bioavailability and bioequivalence studies for immediate-release
solid oral dosage forms based on a biopharmaceutics classifica-
tion system. US Department of Health and Human Services,
Food and Drug Administration, Center for Drug Evaluation and
Research (CDER), 2015.

19. Polli JE. In vitro studies are sometimes better than conventional
human pharmacokinetic in vivo studies in assessing bioequiva-
lence of immediate-release solid oral dosage forms. AAPS J.
2008;10(2):289–99. doi:10.1208/s12248-008-9027-6.

20. Guidance for industry: waiver of in vivo bioavailability and
bioequivalence studies for immediate-release solid oral dosage
forms based on a biopharmaceutics classification system. US
Department of Health and Human Services, Food and Drug
Administration, Center for Drug Evaluation and Research
(CDER), 2000.

21. Dahan A, Wolk O, Kim YH, Ramachandran C, Crippen GM,
Takagi T, et al. Purely in silico BCS classification: Science based
quality standards for the world’s drugs. Mol Pharm.
2013;10(11):4378–90.

22. Wolk O, Agbaria R, Dahan A. Provisional in-silico
biopharmaceutics classification (BCS) to guide oral drug product
development. Drug Des Devel Ther. 2014;8:1563.

23. Kasim NA, Whitehouse M, Ramachandran C, Bermejo M,
Lennernäs H, Hussain AS, et al. Molecular properties of WHO
essential drugs and provisional biopharmaceutical classification.
Mol Pharm. 2004;1(1):85–96.

24. Lindenberg M, Kopp S, Dressman JB. Classification of orally
administered drugs on the World Health Organization Model
list of Essential Medicines according to the biopharmaceutics
classification system. Eur J Pharm Biopharm. 2004;58(2):265–
78.

25. Shawahna R, Rahman N. Evaluation of the use of partition
coefficients and molecular surface properties as predictors of
drug absorption: a provisional biopharmaceutical classification of
the list of national essential medicines of Pakistan. Daru.
2011;19(2):83–99.

26. Charoo NA, Cristofoletti R, Dressman JB. Risk assessment for
extending the Biopharmaceutics Classification System-based
biowaiver of immediate release dosage forms of fluconazole in
adults to the paediatric population. J Pharm Pharmacol.
2015;67(8):1156–69. doi:10.1111/jphp.12411.

27. DrugBank. Open Data Drug and Drug Target database. Version
4.1 ed2014.

28. Proposal to waive in vivo bioequivalence requirements for WHO
Model List of Essential Medicines immediate-release, solid oral
dosage forms. World Health Organization, Technical Report
Series; 2006.

29. Garvie PA, Lensing S, Rai SN. Efficacy of a pill-swallowing
training intervention to improve antiretroviral medication ad-
herence in pediatric patients with HIV/AIDS. Pediatrics.
2007;119(4):e893–9. doi:10.1542/peds.2006-1488.

30. Nunn T, Williams J. Formulation of medicines for children. Br J
Clin Pharmacol. 2005;59(6):674–6. doi:10.1111/j.1365-
2125.2005.02410.x.

31. Yeung VW, Wong IC. When do children convert from liquid
antiretroviral to solid formulations? Pharm World Sci.
2005;27(5):399–402. doi:10.1007/s11096-005-7911-z.

32. Bartelink IH, Rademaker CM, Schobben AF, van den Anker JN.
Guidelines on paediatric dosing on the basis of developmental
physiology and pharmacokinetic considerations. Clin
Pharmacokinet. 2006;45(11):1077–97. doi:10.2165/00003088-
200645110-00003.

33. Meakin G, Dingwall A, Addison G. Effects of fasting and oral
premedication on the pH and volume of gastric aspirate in
children. Br J Anaesth. 1987;59(6):678–82.

34. Schwartz DA, Connelly NR, Theroux CA, Gibson CS, Ostrom
DN, Dunn SM, et al. Gastric contents in children presenting for
upper endoscopy. Anesth Analg. 1998;87(4):757–60.

35. Crawford M, Lerman J, Christensen S, Farrow-Gillespie A.
Effects of duration of fasting on gastric fluid pH and volume in
healthy children. Anesth Analg. 1990;71(4):400–3.

36. Goetze O, Treier R, Fox M, Steingoetter A, Fried M, Boesiger P,
et al. The effect of gastric secretion on gastric physiology and
emptying in the fasted and fed state assessed by magnetic
resonance imaging. Neurogastroenterol Motil. 2009;21(7):725–
e42. doi:10.1111/j.1365-2982.2009.01293.x.

37. Stature-for-age and Weight-for-age percentiles. 2 to 20 years:
Boys. Centers for Disease Control and Prevention (CDC); 2000.

38. BNF for Children (BNFC) 2014-2015: Royal Pharmaceutical
Society of Great Britain, British Medical Association, Pharma-
ceutical Press; 2014.

39. Yalkowsky SH, He Y, Jain P. Handbook of aqueous solubility
data. Boca Raton: CRC press; 2010.

40. Howard P, Meylan W. Physical/chemical property database
(PHYSPROP). North Syracuse NY: Syracuse Research Corpo-
ration, Environmental Science Center; 1999.

41. Oh DM, Curl RL, Amidon GL. Estimating the fraction dose
absorbed from suspensions of poorly soluble compounds in
humans: a mathematical model. Pharm Res. 1993;10(2):264–70.

42. Dahan A, Miller JM, Amidon GL. Prediction of solubility and
permeability class membership: provisional BCS classification of
the world’s top oral drugs. AAPS J. 2009;11(4):740–6.

43. Maharaj AR, Edginton AN, Fotaki N. Assessment of Age-
Related Changes in Pediatric Gastrointestinal Solubility. Pharm
Res. 2016;33(1):52–71. doi:10.1007/s11095-015-1762-7.

44. Bellanti F, Della Pasqua O. Modelling and simulation as research
tools in paediatric drug development. Eur J Clin Pharmacol.
2011;67 Suppl 1:75–86. doi:10.1007/s00228-010-0974-3.

45. Laer S, Barrett JS, Meibohm B. The in silico child: using
simulation to guide pediatric drug development and manage
pediatric pharmacotherapy. J Clin Pharmacol. 2009;49(8):889–
904. doi:10.1177/0091270009337513.

46. Reflection paper: formulations of choice for the paediatric population.
Committee for Medicinal Products for Human Use, European
Medicines Agency; EMEA/CHMP/PEG/194810/2005; July 2006.

47. WattsG.WHO launches campaign tomake drugs safer for children.
BMJ. 2007;335(7632), 1227. doi:10.1136/bmj.39423.581042.DB.

48. Milne CP, Bruss JB. The economics of pediatric formulation
development for off-patent drugs. Clin Ther. 2008;30(11):2133–
45. doi:10.1016/j.clinthera.2008.11.019.

49. Breitkreutz J, Boos J. Drug delivery and formulations. In:
Seyberth H, Rane A, Schwab M. Pediatric Clinical Pharmacol-
ogy. Marburg: Springer; 2011. p. 91–107.

50. Nahirya-Ntege P, Cook A, Vhembo T, Opilo W, Namuddu R,
Katuramu R, et al. Young HIV-infected children and their adult
caregivers prefer tablets to syrup antiretroviral medications in Africa.
PLoS One. 2012;7(5), e36186. doi:10.1371/journal.pone.0036186.

51. Khan MA, Rodriguez W. Time for a focus on pediatric friendly
formulations. 2011.http://www.healio.com/pediatrics/news/print/
infectious-diseases-in-children/%7B86dc3c32-9c78-43c2-10.1208/
s12248-016-9885-2be51-620c2a638589%7D/time-to-focus-on-pe-
diatric-friendly-formulations. Accessed 02 Jan 2016.

52. Pediatric Research Equity Act. 2007. US Department of Health
and Human Services, Food and Drug Administration; 2007.

53. Best Pharmaceuticals for Children Act. Food and Drug Admin-
istration Amendments Act, US Department of Health and
Human Services, Food and Drug Administration, 2007.

54. European Parliament and Council Regulation No. 1901/2006 on
Medicinal products for paediatric use. European Medicines
Agency; 2006.

55. Pediatric Formulations Initiative Workshop. Eunice Kennedy
Shriver National Institute of Child Health and Human Develop-
ment (NICHD) and the U.S. Food and Drug Administration
(FDA), Meeting Minutes for Pediatric Formulation Initiative
Workshop. Best Pharmaceuticals for Children Act. Pediatric
Formulations Initiative Workshop. Best Pharmaceuticals for
Children Act. Pediatric Formulations Initiative Workshop; 2011.

56. Strolin Benedetti M, Baltes E. Drug metabolism and disposition
in children. Fundam Clin Pharmacol. 2003;17(3):281–99.

57. Fernandez E, Perez R, Hernandez A, Tejada P, ArtetaM, Ramos JT.
Factors and mechanisms for pharmacokinetic differences between
pediatric population and adults. Pharmaceutics. 2011;3(1):53–72.

58. Brouwer KL, Aleksunes LM, Brandys B, Giacoia GP, Knipp G,
Lukacova V, et al. Human Ontogeny of Drug Transporters: Review
and Recommendations of the Pediatric Transporter Working Group.
Clin Pharmacol Ther. 2015;98(3):266–87. doi:10.1002/cpt.176.

736 Shawahna

http://dx.doi.org/10.1208/s12248-008-9027-6
http://dx.doi.org/10.1111/jphp.12411
http://dx.doi.org/10.1542/peds.2006-1488
http://dx.doi.org/10.1111/j.1365-2125.2005.02410.x
http://dx.doi.org/10.1111/j.1365-2125.2005.02410.x
http://dx.doi.org/10.1007/s11096-005-7911-z
http://dx.doi.org/10.2165/00003088-200645110-00003
http://dx.doi.org/10.2165/00003088-200645110-00003
http://dx.doi.org/10.1111/j.1365-2982.2009.01293.x.
http://dx.doi.org/10.1007/s11095-015-1762-7
http://dx.doi.org/10.1007/s00228-010-0974-3
http://dx.doi.org/10.1177/0091270009337513
http://dx.doi.org/10.1136/bmj.39423.581042.DB
http://dx.doi.org/10.1016/j.clinthera.2008.11.019
http://dx.doi.org/10.1371/journal.pone.0036186
http://www.healio.com/pediatrics/news/print/infectious-diseases-in-children/%7B86dc3c32-9c78-43c2-10.1208/s12248-016-9885-2be51-620c2a638589%7D/time-to-focus-on-pediatric-friendly-formulations
http://www.healio.com/pediatrics/news/print/infectious-diseases-in-children/%7B86dc3c32-9c78-43c2-10.1208/s12248-016-9885-2be51-620c2a638589%7D/time-to-focus-on-pediatric-friendly-formulations
http://www.healio.com/pediatrics/news/print/infectious-diseases-in-children/%7B86dc3c32-9c78-43c2-10.1208/s12248-016-9885-2be51-620c2a638589%7D/time-to-focus-on-pediatric-friendly-formulations
http://www.healio.com/pediatrics/news/print/infectious-diseases-in-children/%7B86dc3c32-9c78-43c2-10.1208/s12248-016-9885-2be51-620c2a638589%7D/time-to-focus-on-pediatric-friendly-formulations
http://dx.doi.org/10.1002/cpt.176

	Pediatric Biopharmaceutical Classification System: Using Age-Appropriate Initial Gastric Volume
	Abstract
	INTRODUCTION
	MATERIALS AND METHODS
	Drugs List
	Permeability
	Initial Gastric Volume for Adults
	Initial Gastric Volume for Pediatric Subpopulations
	Initial Gastric Volume in Pediatrics
	Maximum Pediatric Dose Strength
	Solubility
	Dose Number

	RESULTS
	Permeability Class
	Dose Number and Solubility Class
	Drugs that did not change solubility class in pediatrics
	Drugs that change solubility class in pediatrics
	Provisional BCS and PBCS Classifications

	DISCUSSION
	Permeability Class
	Solubility Class
	Provisional Classifications

	CONCLUSION
	References



