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Abstract
Since 2012, the U.S. Food and Drug Administration (FDA) has developed classification criteria of narrow therapeutic index 
(NTI) drug products and tightened bioequivalence (BE) standards for these products by recommending a fully replicated, 
two-sequence, two-treatment, four-period crossover study design where BE is based on passing both scaled average BE 
criterion and within-subject variability comparison criterion, as well as the average BE criterion of 80.00%-125.00%. Cur-
rently, the BE study design and criteria for NTI drugs are somewhat different across regulatory agencies. The objective of 
this study is to survey pharmacokinetic BE data of abbreviated new drug applications (ANDAs) of NTI drugs submitted to 
the FDA with initial submission dates between January 1, 2013 and October 1, 2022 to identify the impact of FDA’s current 
BE approach on generic NTI approval. Thirty-three NTI drug products from 100 ANDAs were identified with 93 ANDAs 
included in analysis. Eighty-seven ANDAs had four-way crossover studies, with 69 and 106 fed and fasting BE studies, 
respectively. For all NTI drugs, the range of average SWR for Cmax, AUC​t, and AUC​inf was between 0.05 and 0.27. Of the 
20 studies that failed BE, 90%, 5%, and 5% failed reference scaled criteria only, variability comparison criteria only, and 
both, respectively. Further communication of this work with global regulatory agencies and the scientific community will 
help better understand current FDA NTI BE criteria and review experiences. These efforts will support the development of 
harmonized BE criteria for NTI drugs, in turn improving patient access to generic NTI drugs.
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σWT	� Within-subject Standard Deviation of Test
USP	� United States Pharmacopoeia
TDM	� Therapeutic Drug Monitoring
WSV	� Within-subject Variability

Introduction

The U.S. Food and Drug Administration (FDA) describes 
narrow therapeutic index (NTI) drugs as drug products 
where minor differences in dose or blood concentration 
may lead to serious therapeutic failures and/or adverse drug 
reactions that are life-threatening or result in significant dis-
ability (1). Nomenclature and drug product classification for 
this category of products that warrant stricter assessment 
criteria varies among regulatory agencies, as Health Can-
ada uses the term critical-dose drugs, European Medicines 
Agency (EMA) utilizes both critical-dose drug and NTI drug 
terms, and Pharmaceuticals and Medical Devices Agency 
(PMDA) of Japan uses the term narrow therapeutic range 
drug (2). Furthermore, health professionals have voiced 
concerns pertaining to the bioequivalence (BE) of a generic 
NTI drug compared to its reference listed drug (RLD) using 
conventional BE limits of 80.00–125.00% (3). In 2012, the 
FDA developed NTI classification criteria and tightened BE 
standards for NTI drugs.

NTI drugs generally exhibit small separation between 
sub- and supra- therapeutic dose/concentrations, increasing 
the risk for serious therapeutic failure or adverse events (2). 
The narrow window for therapeutic concentrations often 
results in dose adjustments in small increments, often less 
than 20%, and in clinical practice they are commonly sub-
jected to therapeutic monitoring based on pharmacokinetic 
(PK) or pharmacodynamic (PD) parameters. Additionally, 
they commonly possess low-to-moderate within-subject 
variability (WSV), e.g., less than 30%. WSV refers to the 
variability observed when the same subject has a variable 
drug PK response with the same drug product from time to 
time (4). WSV can be described by within-subject variance 
or within-subject standard deviation (σWR: within-subject 
standard deviation for reference drug; σWT: within-subject 
standard deviation for test drug). Although the classification 
of NTI products varies among regulatory agencies, above are 
the general characteristics in which FDA has outlined that 
NTI drugs generally exhibit and have used them for NTI 
classification (2). In addition, the FDA recommended a fully 
replicated, two-sequence, two-treatment, four-period crosso-
ver study design for generic NTI drugs where BE is based 
on passing both scaled average BE criterion and average 
BE limits, as well as within-subject variability comparison 
criterion (FDA 2012 NTI BE criteria) for both AUC and 
Cmax (5).

Specifically, when σWR equals 0.10, the reference BE lim-
its for NTI drugs are set at 90.00–111.11%. If σWR is less 
or greater than 0.10, then the reference-scaled BE limits are 
narrower or wider than 90.00–111.11%, respectively. These 
limits expand as the variability increases. However, since 
it is considered not desirable clinically to have these lim-
its exceed 80.00–125.00%, FDA recommends that all BE 
studies on NTI drugs must pass both the reference-scaled 
limits and the unscaled average bioequivalence limits of 
80.00–125.00%. In addition, σWT/ σWR are declared equiva-
lent when the upper limit of the 90% confidence interval for 
the test/reference σWT/ σWR is less than or equal to 2.5 (6).

The BE study design and criteria for NTI drugs are dif-
ferent across regulatory agencies. Currently, although the 
National Medical Products Administration in China recom-
mends a similar reference scaled BE approach as the FDA 
for NTI drugs, most other regulatory agencies differ in BE 
approach and criteria from FDA’s recommendations (7). For 
example, Health Canada and EMA use direct tightening of 
the BE limits to 90.0–112.0% and 90.00–111.11% for AUC, 
respectively. Additionally, EMA only directly tightens Cmax 
to 90.00–111.11% when Cmax is of particular importance 
for safety, efficacy, or drug level monitoring. Japan’s PMDA 
guideline keeps BE limits of 80–125% for both AUC and 
Cmax (2).

Harmonization of BE criteria for NTI drugs among regu-
latory agencies is of great interest because inconsistencies 
among NTI classification and BE criteria globally can result 
in increased drug development time, decreased cost effec-
tiveness, and potentially hinder access to generic NTI drugs 
in particular regions (8). To support efficient generic drug 
development, the International Council for Harmonization of 
Technical Requirements for Pharmaceuticals for Human Use 
(ICH) recently adopted the first guideline, ICH M13A, in a 
series of guidelines that describes the scientific and tech-
nical aspects of study design and data analysis to support 
BE assessment for immediate release (IR) solid oral dos-
age forms (9). The third guideline in the series, ICH M13C, 
is outlined to include data analysis and BE assessment for 
drugs with narrow therapeutic index (8, 10). However, 
reaching consensus on NTI classification is not included in 
the scope of ICH M13C.

To support ICH M13C development, we surveyed BE 
data of abbreviated new drug applications (ANDAs) of NTI 
drug products initially submitted between January 2013 
and October 2022 to the FDA with a focus on submissions 
with fully replicated BE studies. Since 2009, FDA requires 
ANDA applicants to submit all BE studies, both passing and 
non-passing, for evaluation (11). We analyzed PK parameter 
variability among NTI drug products, examined the distribu-
tion of passed and failed four-way crossover BE studies in 
different dosage forms and fasting/fed study conditions, as 
well as investigated reasons for failure of BE criteria. This 
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study aids in clarifying the impact of 2012 FDA NTI clas-
sification and BE criteria for NTI drugs on generic approval 
and supports the identification of paths to potential harmoni-
zation of NTI BE standards, in turn, improving generic NTI 
drug product access globally.

Materials and Methods

A list of drug products classified as NTI by FDA was identi-
fied by scanning through FDA product-specific guidelines 
(PSGs), as this is currently the best source for identifying 
NTI drug products based on BE study recommendations 
(12). The year of PSG publication or revision to recommend 
a four-way crossover BE study was collected. In addition, 
EMA’s PSGs for NTI and critical dose drug products that 
were published between January 2009 to April 2023 were 
collected via EMA’s product-specific bioequivalence guid-
ance website (13). An FDA internal review database was 
utilized to collect information on ANDAs for NTI drug prod-
ucts with initial submission dates on or after January 2013 
to October 2022. ANDAs were excluded for data collection 
for reasons such as the application being either withdrawn 
before the BE assessment was completed, refuse-to-receive, 
and others (14). Applications were sorted for whether BE 
data were deemed adequate based on a two-way crosso-
ver BE study or four-way crossover BE study. Individual 
applications were further examined to determine the number 
of passed and failed four-way crossover BE studies. Addi-
tionally, PK parameters: Cmax, and AUCs were collected. 
The point estimate, 90% confidence interval (CI), critical 
bound, SWT (the estimate of within-subject standard devia-
tion for the test), SWR (the estimate of within-subject stand-
ard deviation for the reference), SWT/SWR ratio, and upper 
SWT/SWR 90% CI were collected for each PK parameter. NTI 
variability ranges, distribution of passed and failed four-
way crossover BE studies, and reasons for failure to meet 
FDA 2012 NTI BE criteria were also included in analysis. 
Additionally, the relationship of application approval basis 
with PSG publication or revision year were included in the 
analysis.

Results

FDA NTI ANDAs Approval Basis and Application 
Status as of October 1, 2022

In total, 100 ANDAs for NTI drug products with initial 
submission dates from the FDA on or after January 2013 
to October 2022 were identified (Fig.  1). Collectively, 
they comprised of 14 unique active pharmaceutical ingre-
dients (APIs) and 33 drug products. Seven ANDAs were 

excluded due to the applications being withdrawn before 
the BE assessment was completed, refused-to-receive, the 
BE review was completed after October 1, 2022, or for other 
reasons. Overall, this resulted in 93 ANDAs being included 
in our analysis. Of the 93 ANDAs, 6 ANDAs had two-way 
crossover BE studies only, 10 ANDAs conducted both two-
way and four-way crossover BE studies, and 77 ANDAs had 
four-way crossover BE studies only. Of the 6 ANDAs with 
solely two-way crossover BE studies conducted, 3 ANDAs 
had BE studies deemed adequate based on two-way cross-
over studies prior to their respective PSGs being updated 
and 3 ANDAs were withdrawn prior to approval. Among 
the 10 ANDAs with both two-way and four-way crosso-
ver BE studies conducted, 8 of the ANDAs were approved 
based on four-way crossover BE study data, 1 ANDA was 
withdrawn after a four-way crossover BE study was con-
ducted, and 1 ANDA received a complete response. From 
the 77 ANDAs with four-way crossover BE studies only, 30 
ANDAs were approved, 18 received complete responses, 9 
ANDAs were withdrawn, 19 ANDAs are under review, and 
1 ANDA was subjected to conventional average BE lim-
its of 80.00–125.00%, as the PSG was updated to recom-
mend four-way BE study criteria only after the ANDA was 
approved.

FDA and EMA PSG Availability for NTI Drug Products

There are 33 FDA PSGs for NTI drug products (14 unique 
APIs) recommending four-way crossover BE studies with 
2012 FDA NTI BE criteria (Table I) between 2012 and 
2023. All 33 PSGs recommend fasting and fed BE studies, 
except levothyroxine sodium whose recommended BE study 
is under fasting conditions only. Currently, NTI drugs are 
considered “high-risk”. In addition, patients may not strictly 
follow the labeling instructions. Thus, for these “high-risk” 
products, in most cases FDA recommends both fasting and 
fed BE studies for NTI IR drug products regardless of if 
labeling recommends taking with food or not. For ER prod-
ucts, FDA recommends fasting and fed BE studies due to 
concerns of dose dumping under the fed conditions. Cyclo-
sporine IR capsule, lithium extended release (ER) tablet, 
phenytoin sodium ER capsule, and theophylline ER tablet 
have two unique PSGs for drug products that have different 
RLD and/or reference standard (RS) numbers but share the 
same API and dosage form with either different strengths 
and/or formulations.

EMA has six product-specific bioequivalence guidances 
for NTI drug products and critical dose drugs, which include: 
acenocoumarol tablets, colchicine tablets, everolimus tablets 
and dispersible tablets, levothyroxine sodium tablets, siroli-
mus coated tablets, and tacrolimus granules for oral suspen-
sion. Ciclosporin is also considered as an NTI drug by EMA 
although no PSGs was published for this drug (15). Among 
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the six available product-specific bioequivalence guidances, 
they all recommend BE limits 90.00–111.11% for AUC, and 
standard BE limits of 80.00–125.00% for Cmax. Furthermore, 
FDA does not classify colchicine as an NTI product, and 
recommends conventional two-way crossover studies for 
BE demonstration of colchicine 0.6 mg oral tablet and oral 
capsule, respectively. For the remaining five products, FDA 
does consider them as NTI drugs and recommends 2012 NTI 
BE criteria for BE assessment. It is of note that EMA’s PSGs 
for acenocoumarol, colchicine, and tacrolimus recommend 
a fasting single-dose, two-way crossover study, while FDA’s 
PSG recommends both fasting and fed single-dose, four-way 
fully replicated crossover studies. EMA’s PSGs are consist-
ent with EMA’s current Guideline on the Investigation of 
Bioequivalence, as it states in general a BE study should be 
conducted under fasting conditions only (16).

Analysis of Four‑way Crossover BE Studies

Average SWR of Different Narrow Therapeutic Index Drug 
Products

WSV for the reference drug is an important parameter as the 
BE limits of NTI drugs are scaled based upon the WSV of 
PK parameters, as a lower WSV results in tighter BE limits 
with current FDA NTI BE criteria (4). In a fully replicated 
crossover BE study, SWR and SWT can be obtained. Thus, 
SWR and SWT are compared to determine whether they differ 
significantly. In a partially replicated crossover study with 
reference drug given twice and test drug given once, only 
SWR is obtained, therefore, no variability comparison of test 
and reference products can be performed with this type of 
study design.

Fig. 1   Abbreviated new drug 
applications bioequivalence 
data collection for narrow 
therapeutic index drug products 
(2013–2022)
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Among the 18 NTI drug products with four-way crosso-
ver BE studies submitted between January 2013 to October 
2022, the average SWR of Cmax and AUC (AUC​t and AUC​

inf) per NTI product was calculated. Approximately 0.0%, 
22.2%, 50.0%, and 27.8% of these products had average SWR 
for Cmax less than or equal to 0.05, 0.05–0.10, 0.10–0.20, 

Table I   Narrow Therapeutic Index Drug Products and Product-specific Guidance Availability

API NTI Drug Product PSG (RLD and/or RS) PSG Publication or Revision Year 
to Include 4-way Crossover Study

Carbamazepine Carbamazepine IR Tablet Carbamazepine IR Tablet (016608) 2015
Carbamazepine IR Suspension Carbamazepine IR Suspension 

(018927)
2015

Carbamazepine ER Tablet Carbamazepine ER Tablet (020234) 2015
Carbamazepine ER Capsule Carbamazepine ER Capsule 

(020712; 021710)
2015

Carbamazepine IR Chewable Tablet Carbamazepine IR Chewable Tablet 
(018281)

2022

Cyclosporine Cyclosporine IR Capsule Cyclosporine IR Capsule (050625) 2016
Cyclosporine IR Capsule Cyclosporine IR Capsule (050715) 2016

Digoxin Digoxin IR Tablet Digoxin IR Tablet (020405) 2017
Divalproex Sodium Divalproex Sodium DR Tablet Divalproex Sodium DR Tablet 

(018723)
2016

Divalproex Sodium DR Pellet 
Capsule

Divalproex Sodium DR Pellet Cap-
sule (019680)

2016

Divalproex Sodium ER Tablet Divalproex Sodium ER Tablet 
(021168)

2016

Everolimus Everolimus IR Tablet Everolimus Tablet (021560) 2016
Levothyroxine Sodium Levothyroxine Sodium IR Tablet Levothyroxine Sodium IR Tablet 

(021116; 021210; 021301; 021342; 
021402)

2014

Levothyroxine Sodium IR Capsule Levothyroxine Sodium IR Capsule 
(021924)

2018

Liothyronine Sodium Liothyronine Sodium IR Tablet Liothyronine Sodium IR Tablet 
(010379)

2021

Lithium Lithium ER Tablet Lithium ER Tablet (076691) 2023
Lithium ER Tablet Lithium ER Tablet (018027) 2023
Lithium IR Tablet Lithium IR Tablet (018558) 2023
Lithium IR Capsule Lithium IR Capsule (017812) 2023

Phenytoin / Phenytoin Sodium Phenytoin IR Chewable Tablet Phenytoin IR Chewable Tablet 
(084427)

2017

Phenytoin IR Suspension Phenytoin IR Suspension (008762) 2017
Phenytoin Sodium ER Capsule Phenytoin ER Capsule (040298) 2014
Phenytoin Sodium ER Capsule Phenytoin ER Capsule (084349) 2014

Sirolimus Sirolimus IR Tablet Sirolimus IR Tablet (021110) 2015
Tacrolimus Tacrolimus ER Tablet Tacrolimus ER Tablet (206406) 2016

Tacrolimus ER Capsule Tacrolimus ER Capsule (204096) 2014
Tacrolimus IR Capsule Tacrolimus IR Capsule (050708) 2012
Tacrolimus IR For Suspension Tacrolimus IR For Suspension 

(210115)
2020

Theophylline Theophylline ER Tablet Theophylline ER Tablet (090430; 
086998; 085328)

2022

Theophylline ER Tablet Theophylline ER Tablet 600 mg 
(040560)

2020

Theophylline ER Capsule Theophylline ER Capsule (081034) 2020
Valproic Acid Valproic Acid IR Capsule Valproic Acid IR Capsule (018081) 2017
Warfarin Sodium Warfarin Sodium IR Tablet Warfarin Sodium IR Tablet (009218) 2012
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and 0.20–0.30, respectively (Fig. 2). For AUC, approxi-
mately 5.6%, 22.2%, 61.1%, and 11.1% of these products 
had SWR less than or equal to 0.05, 0.05–0.10, 0.10–0.20, 
and 0.20–0.30, respectively (Fig. 2). Overall, for both Cmax 
and AUC, the majority of average SWR fell within 0.10–0.20, 
at 50.0% and 61.1%, respectively. In addition, more drug 
products had an average SWR less than or equal to 0.05 for 
AUC than Cmax, at 5.6% versus 0.0%, respectively. The dis-
tribution range of average SWR for AUC was slightly broader 
than Cmax, as there was one drug product with an average 
SWR for AUC at 0.27 compared to 0.24 for Cmax.

Of 14 NTI drug products with at least 4 BE studies sub-
mitted (Table III), the average SWR for AUC was between 
0.06 and 0.23 and the average SWR for Cmax was between 
0.10 and 0.23. For carbamazepine IR tablet, IR suspension, 
and ER tablet, the average SWR (standard deviation) for 
AUC was 0.11 (0.07), 0.06 (0), 0.19 (0.06) and average SWR 
(standard deviation) for Cmax was 0.10 (0.04), 0.11 (0.03), 
0.18 (0.06), respectively (Table III). Divalproex sodium 
delayed release (DR) pellet capsule and ER tablet had an 
average SWR (standard deviation) for AUC of 0.06 (0.01) 
and 0.23 (0.09); and average SWR (standard deviation) for 
Cmax of 0.06 (0.03) and 0.19 (0.06), respectively (Table III). 

Overall, for most NTI drug products, the average SWR was 
below 0.21.

For products with labeling recommending taking drug on 
empty stomach, e.g., tacrolimus ER tablets and ER capsules, 
both fasting and fed BE studies were conducted. Slightly 
lower average SWR was observed with fed BE study than 
fasting BE study. For tacrolimus ER tablets and ER capsules, 
the presence of a meal affects the absorption of tacrolimus; 
the rate and extent of absorption is greatest under fasting 
conditions. For this reason, the labeling states that “Take 
once daily on empty stomach at the same time of the day, 
preferably in the morning.”. For products with labeling rec-
ommending drug to be taken with food, e.g., carbamazepine 
IR and ER tablets, both fasting and fed BE studies were con-
ducted. There is also lower average SWR with fed BE studies 
than fasting BE studies.

Distribution of Passed and Failed Four‑way Crossover 
Bioequivalence Studies

There were 175 four-way crossover BE studies submitted 
(Fig. 3). In total, 89% of the BE studies passed 2012 FDA 
NTI BE criteria and 11% failed the criteria. Of the passed 

Fig. 2   Distribution of average 
SWR of various narrow thera-
peutic index drug products with 
four-way crossover bioequiva-
lence studies
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studies, 65 were fed and 90 were fasting BE studies. Among 
the studies that failed NTI BE criteria, 4 were fed and 16 
were fasting BE studies. Of the four failed fed BE studies, 
two failed fed BE studies had corresponding failed fasting 
BE studies, both of which are IR products. Two failed fed 
BE studies had corresponding passing fasting BE studies, 
both of which are ER products. Additionally, among the 
failed fed studies, three studies failed due to reference scaled 
limits and one study failed due to variability comparison, as 
the test product had much higher variability than the refer-
ence product. Overall, based on all failed fasting and fed BE 
studies, the majority have lower within-subject variability 
under fed conditions.

As shown in Table II, 20 studies failed 2012 FDA NTI 
BE criteria, with 15 (16.7% of IR products) of the failed 
studies being for IR NTI drug products and 5 (5.9% of the 
ER products) being for ER NTI drug products (Table II). For 
the IR products which failed the NTI BE criteria, they only 
failed the reference scaled criterion, not variability compari-
son. Namely, 11, 2, and 2 BE studies failed reference scaled 

criterion for Cmax only, for AUC only, and for both Cmax 
and AUC, respectively. For the failed BE studies with ER 
products, 2, 1, 1, and 1 failed the reference scaled criterion 
for Cmax only, failed reference scaled criterion for AUC and 
Cmax, failed variability comparison for AUC and Cmax, and 
failed variability comparison and reference scaled criterion 
for Cmax only, respectively. Overall, about 90% of study fail-
ures are related to Cmax; 90% of study failures are related to 
failed reference scaled criterion. Only ER products failed 
variability comparison.

SWR Ranges for Passed and Failed Four‑way Crossover BE 
Studies

The ranges of SWR among failed and passed four-way crosso-
ver BE studies were analyzed. The range of SWR for AUC​
t among failed four-way crossover BE studies exhibited a 
mean and median of 0.12 and 0.08, respectively (Fig. 4). 
Meanwhile, for passed four-way crossover BE studies, a 
slightly higher mean and median of SWR for AUC​t were 

Fig. 3   Distribution of passed 
and failed fasting and fed four-
way crossover bioequivalence 
studies
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Table II   Distribution of 
Bioequivalence Study 
Failures Among Solid Oral 
Immediate Release (IR) and 
Extended Release (ER) Narrow 
Therapeutic Index Drug 
Products

Type of Study Failure IR Studies
(90 total)

ER Studies
(85 total)

Failed reference scaled criterion due to Cmax only 11 2
Failed reference scaled criterion due to AUC only 2 0
Failed reference scaled criterion due to AUC and Cmax 2 1
Failed variability comparison due to AUC and Cmax 0 1
Failed variability comparison and reference scaled criterion due to Cmax only 0 1
Studies failed either reference scaled criterion or variability comparison 15

(16.7%)
5
(5.9%)
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observed at 0.16 and 0.15, respectively. For Cmax, failed BE 
studies demonstrated a slightly lower mean SWR than passed 
studies, i.e., 0.11 vs 0.17. Likewise, for both AUC​inf and 
AUC​0–48 a lower mean and median for SWR were observed 
among failed four-way crossover BE studies compared to 
passed four-way crossover BE studies. Additionally, among 
passed four-way crossover BE studies, several SWR at the 
higher end were observed, e.g., SWR for AUC​t was 0.41 
in one ANDA for divalproex sodium ER tablet. However, 
among 11 studies submitted for divalproex sodium ER tab-
let, the average SWR for AUC for this drug product is 0.23. 
The applications that have a SWR ≥ 0.2142 are subject to BE 
limits of 80.00–125.00%.

We further analyzed the proportion of SWR among passed 
BE studies for Cmax, AUC​t, and AUC​inf. For Cmax, there was 
33.3%, 78.6%, 88.0%, 100.0%, 100.0%, and 100.0% passing 
rate for the SWR ranges of less than or equal to 0.05, between 
0.05–0.10, 0.10–0.20, 0.20–0.30, 0.30–0.40, and greater 
than 0.40, respectively (Fig. 5). For AUC​t, the passing rate 
was 100%, 73.0%, 91.0%, 96.8%, 100.0%, and 100.0% in the 
above ranges, respectively (Fig. 5). For AUC​inf, passing rates 
were 100.0% for all SWR ranges except the passing rate was 

75.0% and 96.8% when SWR is in the range of 0.05–0.10 and 
0.10–0.20, respectively (Fig. 5). Overall, there was a higher 
failure rate (66.7%) for Cmax but not AUC when the SWR is 
less than or equal to 0.05. When SWR is between 0.05 and 
0.10, approximately 75% of all PK parameters passed the 
NTI BE criteria (Fig. 5).

Discussion

Since the introduction of the 2012 NTI BE criteria, the FDA 
published or revised PSGs for NTI drugs with the updated 
recommendation of four-way crossover study design and 
2012 NTI BE criteria. A limited number of ANDAs (3) were 
approved based on the two-way crossover study design and 
conventional BE limits of 80.00–125.00%, as their PSGs 
were not yet revised to include the updated approach dur-
ing the ANDA assessment. If a PSG had been published 
or revised to include the four-way crossover BE studies 
during the ANDA assessment, the ANDA applicants were 
requested to resubmit a BE study with a four-way crossover 
study design. Some ANDA applicants decided to withdraw 

Fig. 4   SWR of failed and passed 
four-way crossover bioequiva-
lence studies
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the applications, while others submitted additional four-
way crossover BE studies for evaluation. In one ANDA, the 
applicant submitted four-way crossover BE studies prior to 
PSG updates. However, the ANDA applicant still analyzed 
the data based on average BE criteria of 80.00–125.00% 
limits, deemed acceptable by FDA. In general, if an ANDA 
has previously been approved based on a two-way crosso-
ver study design and later a PSG is published updating the 
recommendation to a four-way crossover study design, FDA 
does not require the ANDA applicant to submit a new study 

implementing the new recommended study design unless 
FDA believes that not following the new BE recommenda-
tions would result in a change in the safety or effectiveness 
of the drug product or there is post-marketing data suggest-
ing safety or efficacy concerns on products approved based 
on previous BE recommendation (17, 18).

FDA determines the NTI status based on overall drug 
product properties, not on the API itself. For example, 
everolimus and tacrolimus, do not have 2012 NTI BE crite-
ria recommended in PSGs for all available dosage forms of 

Fig. 5   Proportion of SWR per 
pharmacokinetic parameter for 
passed bioequivalence studies

Table III   NTI Drug Products and Respective SwR (Within-subject Variability of RLD and/or RS) in Four-way Crossover Fully Replicated BE 
Studies Submitted to FDA

* The average and standard deviation values were obtained from at least 4 bioequivalence (BE) studies and 2 batches. The specific numbers of BE 
studies were not reported in this table to avoid disclosure of any proprietary information

API NTI Drug Product (RLD and/or RS) SWR for AUC (AUC​t and 
AUC​i)
(Ave ± SD)*

SWR for Cmax
(Ave ± SD)*

Carbamazepine Carbamazepine IR Tablet (016608) 0.11 ± 0.07 0.10 ± 0.04
Carbamazepine IR Suspension (018927) 0.06 ± 0 0.11 ± 0.03
Carbamazepine ER Tablet (020234) 0.19 ± 0.06 0.18 ± 0.06

Cyclosporine Cyclosporine IR Capsule (050715) 0.13 ± 0.02 0.22 ± 0.08
Digoxin Digoxin IR Tablet (020405) 0.11 ± 0.03 0.23 ± 0.03
Divalproex Sodium Divalproex Sodium DR Pellet Capsule (019680) 0.06 ± 0.01 0.06 ± 0.03

Divalproex Sodium ER Tablet (021168) 0.23 ± 0.09 0.19 ± 0.06
Everolimus Everolimus IR Tablet (021560) 0.15 ± 0.03 0.18 ± 0.04
Levothyroxine Sodium Levothyroxine Sodium IR Tablet (021116; 021210; 021301; 

021342; 021402)
0.16 ± 0.06 0.14 ± 0.05

Phenytoin Sodium Phenytoin Sodium ER Capsule (084349) 0.15 ± 0.08 0.14 ± 0.06
Sirolimus Sirolimus IR Tablet (021110) 0.17 ± 0.03 0.17 ± 0.06
Tacrolimus Tacrolimus ER Capsule (204096) 0.17 ± 0.04 0.21 ± 0.04

Tacrolimus IR Capsule (050708) 0.17 ± 0.03 0.21 ± 0.04
Theophylline Theophylline ER Tablet (090430; 086998; 085328) 0.11 ± 0.03 0.11 ± 0.03
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these APIs. Per the Orange Book, there are three everolimus 
new drug applications (NDAs) approved by FDA indicated 
as RLDs and/or RSs. Two of the NDAs, available as everoli-
mus oral tablet and everolimus oral tablet for suspension, are 
collectively available in strengths varying from 2 to 10 mg 
and indicated for the treatment of various oncologic condi-
tions. These products are not considered NTI drugs as they 
are often given at a maximum tolerable dose for maximum 
response in chemotherapy, which allows for a higher toler-
ance of adverse events. Therefore, the PSGs for these two 
products recommend single-dose, two-treatment, two-period 
crossover in vivo BE studies. The other NDA for everoli-
mus oral tablet is available in the strengths of 0.25 mg, 0.5 
mg, 0.75 mg, and 1 mg, and is indicated for the prophy-
laxis of organ rejection in adult patients at low-to-moderate 
immunologic risk receiving a kidney transplant (19). For 
everolimus 1 mg strengths and below, which are utilized as 
an immunosuppressant, the FDA has classified them as NTI 
drug products (19). For this indication, everolimus is sub-
jected to routine therapeutic drug monitoring (TDM) using 
steady state trough concentration (Cmin). There is a narrow 
therapeutic concentration range recommended in the prod-
uct labeling, i.e., between 3 and 8 ng/ml. Consequently, the 
PSG for everolimus 1 mg tablet recommends single-dose, 
four-way, fully replicated crossover in vivo BE studies under 
both fasting and fed conditions. Tacrolimus has six NDAs 
indicated as RLDs and/or RSs, per Orange Book. Tacrolimus 
oral capsule and oral ER capsule are both available in EQ 
0.5 mg base, EQ 1 mg base, and EQ 5 mg base. Tacrolimus 
oral ER tablet is available in EQ 0.7 mg base, EQ 1 mg base, 
and EQ 4 mg base. Additionally, there is a tacrolimus inject-
able injection EQ 5 mg base, topical ointment in 0.03% and 
0.1%, and oral for suspension available in EQ 0.2 mg base/
packet and EQ 1 mg base/packet. All NDAs are indicated 
as immunosuppressants, except tacrolimus topical ointment, 
which is indicated for moderate to severe atopic dermatitis 
(16). There are PSGs specific to each NDA, except for tac-
rolimus injectable injection. Tacrolimus oral capsule, oral 
ER capsule, oral ER tablet, and oral for suspension are rec-
ognized as NTI drugs by FDA and therefore their PSGs each 
recommend single-dose, four-way fully replicated crossover 
in vivo BE studies. However, topical ointments (0.03% and 
0.1%) are not currently recognized as NTI. Overall, as dem-
onstrated by everolimus and tacrolimus, FDA determines 
NTI status based on specific drug product information, not 
on the API itself.

FDA continues evaluating, publishing, and revising PSGs 
for NTI drug products. FDA has an internal working group 
to determine NTI status of products and ensure consistent 
PSG recommendations. More recently, the NTI drug work-
ing group at the FDA published a paper on FDA’s experi-
ence and process in the evaluation of candidate NTI drugs 
(20). Upon comparing NTI PSGs published by the EMA and 

FDA, there is a much higher number of products determined 
as NTI by FDA than EMA. Additionally, not all NTI clas-
sification aligns between these two agencies. For example, 
colchicine oral tablet or capsule is approved for treatment of 
gout, familial Mediterranean fever, and for the prevention of 
cardiovascular events by both FDA and EMA (19, 21, 22). 
EMA has a published PSG for colchicine 0.5 mg and 1 mg 
oral tablet, indicating the product as an NTI drug. FDA has 
PSGs for the 0.6 mg colchicine oral tablet and capsule, and 
neither PSG recognizes colchicine as an NTI drug. Overall, 
there is inconsistency in NTI classification among agencies. 
Reaching scientific consensus on NTI classification among 
regulatory agencies, is another important task besides the 
global harmonization of NTI BE criteria. A comprehensive 
NTI list agreed by all agencies may be overly challenging. At 
least global regulators should agree on general methodology 
to classify NTI drugs, e.g., whether NTI is drug substance 
specific or drug product specific, which data should be col-
lected for NTI classification.

After 2012, the majority of BE studies (over 90%) sub-
mitted to FDA for NTI drug products are four-way crossover 
BE studies. FDA has gathered a significant amount of data 
regarding within-subject variability of NTI drugs. For both 
Cmax and AUC, the majority of average SWR of NTI drug 
products fell within 0.10–0.20, consistent with one of the 
NTI characteristics, i.e., NTI has low to moderate within-
subject variability. Most NTI drug products had an average 
SWR for AUC and Cmax below 0.21. In addition, some ER 
products had a relatively higher SWR than IR or DR products 
(Table III). For example, carbamazepine IR suspension had 
an average SWR for AUC of 0.06, whereas carbamazepine 
ER tablet had an average SWR for AUC of 0.19 (Table III). 
The same trend was observed with divalproex sodium DR 
pellet capsule and ER tablet, as the average SWR for Cmax was 
0.06 (for DR pellet) versus 0.19 (for ER tablet), respectively 
(Table III). Overall, the difference in SWR among different 
dosage forms is notable and can be explained by their unique 
formulation characteristics.

Based on recently published ICH M13A guideline, in 
studies with multiple comparator products, bioequivalence 
decisions will be made independently about a test prod-
uct relative to a single comparator product within a single 
jurisdiction. If reference scaled approach for NTI drugs is 
adopted by global regulatory agencies and SWR needs to be 
calculated, the SWR will be calculated for individual compar-
ator product separately in studies with multiple comparator 
products. The type I error rate in the study having multi-
ple comparator product should remain similar to that of the 
study having one single comparator product. In addition, 
with the fully replicated study design, for the first time, the 
within-subject variability of test and reference standard can 
be compared. In a partially replicated crossover study with 
reference drug given twice and test drug given once, only 
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SWR is obtained, therefore, no variability comparison of test 
and reference products can be performed with this type of 
study design. Of failed studies, no IR but only ER prod-
ucts failed the variability comparison (Table II). Overall, 
this is plausible as ER products are known to have a greater 
degree of complexity in their formulations and manufactur-
ing process compared to IR products, thus may introduce 
more product variability. There have been debates whether 
the variability comparison is necessary for NTI products. 
Previous simulation work by Jiang, et al. suggested that 
variability comparison would provide additional assurance 
of BE for NTI drugs. Jayachandran and Benet, et al. also 
demonstrated the value of additional variability comparison 
with warfarin tablets (an IR product) (23, 24). In a recent 
publication, Lechat et al. also conducted simulation and 
concluded that switchability between reference and generic 
NTI drugs can only be achieved if the within-subject vari-
ance of generic is less than or equal to that of the refer-
ence or if the distribution of the generic/generic individual 
exposure ratios is included within the therapeutic margins 
of the reference drug (25). In another publication, Endrenyi, 
et al. commented that the variability comparison informa-
tion is interesting but not more important and essential for 
comparing formulations of NTI drugs than any other drugs 
(26). Paixão, et al. recently proposed to conduct a three-way 
partially replicated crossover BE study, i.e., administering 
reference drug twice and test drug once, and scale BE limits 
based on reference within-subject variability. The reference 
scaled criterion for AUC is capped at 90.00–111.11% when 
SWR ≤ 0.1386 or at 80.00–125% when SWR > 0.29356, and/
or apply additional point estimate constraints and adjustment 
of the one-sided significance level α (15, 27, 28). In their 
proposal, no variability comparison will be performed for 
any NTI drug products. A three-way crossover BE study may 
involve shorter study duration and less subject dropouts, thus 
decreasing development time and costs. While this is one 
plausible proposal for global NTI BE criteria harmonization, 
further analysis of various BE criteria proposals as well as 
further discussion among the global regulatory agencies on 
the need of variability comparison are needed, e.g., applying 
variability comparison criteria based on formulation risks or 
using an innovative 3-way fully replicated design for vari-
ability comparison.

If variability comparison is necessary, another consid-
eration is whether the current FDA variability comparison 
criteria differentiates clinical difference vs. statistical differ-
ence. For example, a SWR of 0.08 and SWT of 0.22, is consid-
ered statistically different, and may be clinically different. In 
another case, a SWR of 0.04 and SWT of 0.10 is statistically 
different and would fail the variability comparison. How-
ever, is this difference clinically acceptable as both vari-
abilities are very small? Should we apply different variabil-
ity comparison criteria in different variability ranges? All 

these questions need further discussion among regulatory 
scientists to reach global consensus.

It was observed that most study failures were due to 
failed reference scaled criterion with Cmax only (Table II). 
Out of 20 failed studies, 11 studies for IR products and 2 
studies for ER products failed reference scaled criterion 
due to Cmax only (Table II). FDA currently applies tighter 
reference scaled criterion to both AUC and Cmax as FDA 
considers that both AUC and Cmax are of importance to NTI 
drug safety and efficacy, i.e., sub- and supra- therapeutic 
dose and/or concentrations of NTI drugs increases the risk 
for serious therapeutic failure or adverse events. Paixão’s 
proposal only applies reference scaled criterion to AUC, 
while conventional BE limits of 80.00–125.00% are applied 
to Cmax unless deemed clinically relevant in which refer-
ence scaled criterion would be applied (27). Additionally, 
EMA only tightens Cmax to 90.00–111.11% when Cmax is 
of particular importance for safety, efficacy, or drug level 
monitoring. Based on EMA PSGs, for acenocoumarol tab-
lets, colchicine tablets, everolimus tablets and dispersible 
tablets, levothyroxine sodium tablets, sirolimus coated tab-
lets, and tacrolimus granules for oral suspension, EMA may 
not consider Cmax of these products of particular importance 
for safety, efficacy, or drug level monitoring. Necessity of 
tighter limits on Cmax warrants further discussion among 
global regulatory agencies.

For individual PK parameters, when SWR is > 0.20, 
almost 100% of PK parameters passed 2012 NTI BE criteria 
(Fig. 5). For an NTI drug with SWR> 0.2142, the BE limits 
are capped within 80–125%. For example, if the SWR = 0.31, 
the BE limits for an NTI drug will still be 80.00–125.00%. 
Usually, for a highly variable drug with SWR = 0.31, the 
BE limits will be wider than 80.00–125.00%. Thus, tighter 
criteria are still applied to NTI drugs in the high SWR region. 
When SWR is ≤ 0.20, there is a trend for lower passing rate 
at lower SWR for Cmax, but not with AUC​t and AUC​inf when 
SWR ≤ 0.05 (Fig. 5). Paixão, et al. previously proposed cap-
ping the BE limits at 90.00–111.11% when SWR is ≤ 0.1386. 
In warfarin data analysis, Benet, et al. concluded that there is 
little concern the low WSV of warfarin will cause a warfarin 
formulation to fail the United States Pharmacopeia (USP) 
content labeling variance of ±5% (24). Further work on the 
option of capping the BE limits at 90–111% or 95–105% 
when SWR is low (e.g., < 0.1) should be explored.

Conclusion

This work helps the agency better understand the impact of 
FDA’s NTI classification and BE criteria on the approval of 
generic NTI drugs. It clarifies the range of within-subject 
variability for PK parameters of NTI drugs and deline-
ates specific reasons for studies which failed 2012 NTI BE 
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criteria, e.g., failed mostly reference scaled criterion for 
Cmax. Future work will include subjecting these ANDA BE 
data to other regulatory agencies’ NTI BE standards and 
other proposed NTI BE criteria (e.g., Paixão’s and others). 
Additionally, communication of this work with global regu-
latory agencies and the scientific community will support 
the development of harmonized BE approaches and criteria 
for NTI drugs, in turn improving patients access to generic 
NTI drugs.

Acknowledgements  This project was supported in part by an appoint-
ment of Drs. Krista Anim Anno and Mirette Mina to the Research Par-
ticipation Program at the U.S. Food and Drug Administration admin-
istered by the Oak Ridge Institute for Science and Education through 
an interagency agreement between the U.S. Department of Energy and 
the U.S. Food and Drug Administration.

Part of the manuscript findings was presented at American College 
of Clinical Pharmacology (ACCP) 2023 Annual Meeting at Bellevue, 
Washington in September 2023.

Author Contributions  Krista Anim Anno, PharmD – Performed 
Research, Analyzed Data, and Wrote Manuscript.

Mirette Mina, PharmD – Performed Research and Analyzed Data.
Zhen Zhang, PhD – Analyzed Data and Wrote Manuscript.
Lei Zhang, PhD – Designed Research and Wrote Manuscript.
Wenlei Jiang, PhD – Designed Research, Analyzed Data, and Wrote 

Manuscript.

Funding  This project was supported in part by an appointment of Drs. 
Krista Anim Anno and Mirette Mina to the Research Participation 
Program at the U.S. Food and Drug Administration administered by the 
Oak Ridge Institute for Science and Education through an interagency 
agreement between the U.S. Department of Energy and the U.S. Food 
and Drug Administration.

Declarations 

Conflict of Interest  The authors declared no competing interests for 
this work. This manuscript reflects the views of the authors and should 
not be construed to represent FDA’s views or policies.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 U.S. Food and Drug Administration. FY2015 regulatory science 
research report: narrow therapeutic index drugs. 2017. https://​
www.​fda.​gov/​indus​try/​gener​ic-​drug-​user-​fee-​amend​ments/​

fy2015-​regul​atory-​scien​ce-​resea​rch-​report-​narrow-​thera​peutic-​
index-​drugs. Accessed 28 September 2023.

	 2.	 Jiang W, Lawrence YX. Bioequivalence for narrow therapeutic 
index drugs. In: Lawrence YX, Li BV, editors. FDA bioequiva-
lence standards. New York: Springer; 2014. p. 191–216. https://​
doi.​org/​10.​1007/​978-1-​4939-​1252-0.

	 3.	 Kesselheim AS. The backlash against bioequivalence and the 
interchangeability of brand-name and generic drugs. CMAJ. 
2011;183:1350–1. https://​doi.​org/​10.​1503/​cmaj.​110808.

	 4.	 Jiang W, Makhlouf F, Schuirmann DJ, Zhang X, Zheng N, Conner 
D, et al. A bioequivalence approach for generic narrow therapeutic 
index drugs: evaluation of the reference-scaled approach and vari-
ability comparison criterion. AAPS J. 2015;17:891–901. https://​
doi.​org/​10.​1208/​s12248-​015-​9753-5.

	 5.	 Yu LX, Jiang W, Lionberger R, Makhlouf F, Schuirmann DJ, 
Muldowney L, et al. Novel bioequivalence approach for narrow 
therapeutic index drugs. Clin Pharmacol Ther. 2015;97:286–91. 
https://​doi.​org/​10.​1002/​cpt.​28.

	 6.	 U.S. Food and Drug Administration. Statistical approaches to 
establishing bioequivalence guidance for industry. 2022. https://​
www.​fda.​gov/​regul​atory-​infor​mation/​search-​fda-​guida​nce-​
docum​ents/​stati​stical-​appro​aches-​estab​lishi​ng-​bioeq​uival​ence-0. 
Accessed 15 November 2024.

	 7.	 Mehta M, Schug B, Blume HH, Beuerle G, Jiang W, Koenig J, 
et al. The global bioequivalence harmonisation initiative (GBHI): 
report of the fifth international EUFEPS/AAPS conference. Eur J 
Pharm Sci. 2023;190:106566. https://​doi.​org/​10.​1016/j.​ejps.​2023.​
106566.

	 8.	 International Council for Harmonization of Technical Require-
ments for Pharmaceuticals for Human Use. M13: bioequivalence 
for immediate-release solid oral dosage forms. 2020. https://​datab​
ase.​ich.​org/​sites/​defau​lt/​files/​ICH_​M13_​Conce​pt_​Paper_​2020_​
0710.​pdf. Accessed 28 September 2023.

	 9.	 U.S. Food and Drug Administration. M13A: bioequivalence for 
immediate-release solid oral dosage forms - implementing the 
final guidance. 2024. https://​www.​fda.​gov/​drugs/​news-​events-​
human-​drugs/​m13a-​bioeq​uival​ence-​immed​iate-​relea​se-​solid-​oral-​
dosage-​forms-​imple​menti​ng-​final-​guida​nce-​11212​024#:​~:​text=​
In%​20July%​202024%​2C%​20the%​20Int​ernat​ional​,Relea​se%​20Sol​
id%​20Oral%​20Dos​age%​20For​ms%​E2%​80%​9D%​20. Accessed 15 
November 2024.

	10.	 International Council for Harmonization of Technical Require-
ments for Pharmaceuticals for Human Use. M13A bioequivalence 
for immediate-release solid oral dosage forms. 2022. https://​www.​
fda.​gov/​media/​165049/​downl​oad. Accessed 28 September 2023.

	11.	 U.S. Food and Drug Administration Regulations.gov Docket 
(FDA-2003-N-0209). Requirements for submission of bioequiv-
alence data. 2009. https://​www.​regul​ations.​gov/​docum​ent/​FDA-​
2003-N-​0209-​0008. Accessed 20 October 2023.

	12.	 U.S. Food and Drug Administration. Product-specific guidances 
for generic drug development. 2023. https://​www.​acces​sdata.​fda.​
gov/​scrip​ts/​cder/​psg/​index.​cfm. Accessed 28 September 2023.

	13.	 European Medicines Agency. Product-specific bioequivalence 
guidance. 2023. https://​www.​ema.​europa.​eu/​en/​human-​regul​atory/​
resea​rch-​devel​opment/​scien​tific-​guide​lines/​clini​cal-​pharm​acolo​
gy-​pharm​acoki​netics/​produ​ct-​speci​fic-​bioeq​uival​ence-​guida​nce. 
Accessed 28 September 2023.

	14.	 U.S. Food and Drug Administration. ANDA submissions – refuse-
to-receive standards guidance for industry. 2016. https://​www.​fda.​
gov/​regul​atory-​infor​mation/​search-​fda-​guida​nce-​docum​ents/​anda-​
submi​ssions-​refuse-​recei​ve-​stand​ards-​rev2. Accessed 10 Novem-
ber 2023.

	15.	 Paixão P, Guerreiro RB, Silva N, Blake K, Bonelli M, Morais 
JAG, et al. A proposed approach for the determination of the bio-
equivalence acceptance range for narrow therapeutic index drugs 

http://creativecommons.org/licenses/by/4.0/
https://www.fda.gov/industry/generic-drug-user-fee-amendments/fy2015-regulatory-science-research-report-narrow-therapeutic-index-drugs
https://www.fda.gov/industry/generic-drug-user-fee-amendments/fy2015-regulatory-science-research-report-narrow-therapeutic-index-drugs
https://www.fda.gov/industry/generic-drug-user-fee-amendments/fy2015-regulatory-science-research-report-narrow-therapeutic-index-drugs
https://www.fda.gov/industry/generic-drug-user-fee-amendments/fy2015-regulatory-science-research-report-narrow-therapeutic-index-drugs
https://doi.org/10.1007/978-1-4939-1252-0
https://doi.org/10.1007/978-1-4939-1252-0
https://doi.org/10.1503/cmaj.110808
https://doi.org/10.1208/s12248-015-9753-5
https://doi.org/10.1208/s12248-015-9753-5
https://doi.org/10.1002/cpt.28
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/statistical-approaches-establishing-bioequivalence-0
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/statistical-approaches-establishing-bioequivalence-0
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/statistical-approaches-establishing-bioequivalence-0
https://doi.org/10.1016/j.ejps.2023.106566
https://doi.org/10.1016/j.ejps.2023.106566
https://database.ich.org/sites/default/files/ICH_M13_Concept_Paper_2020_0710.pdf
https://database.ich.org/sites/default/files/ICH_M13_Concept_Paper_2020_0710.pdf
https://database.ich.org/sites/default/files/ICH_M13_Concept_Paper_2020_0710.pdf
https://www.fda.gov/drugs/news-events-human-drugs/m13a-bioequivalence-immediate-release-solid-oral-dosage-forms-implementing-final-guidance-11212024#:~:text=In%20July%202024%2C%20the%20International,Release%20Solid%20Oral%20Dosage%20Forms%E2%80%9D%20
https://www.fda.gov/drugs/news-events-human-drugs/m13a-bioequivalence-immediate-release-solid-oral-dosage-forms-implementing-final-guidance-11212024#:~:text=In%20July%202024%2C%20the%20International,Release%20Solid%20Oral%20Dosage%20Forms%E2%80%9D%20
https://www.fda.gov/drugs/news-events-human-drugs/m13a-bioequivalence-immediate-release-solid-oral-dosage-forms-implementing-final-guidance-11212024#:~:text=In%20July%202024%2C%20the%20International,Release%20Solid%20Oral%20Dosage%20Forms%E2%80%9D%20
https://www.fda.gov/drugs/news-events-human-drugs/m13a-bioequivalence-immediate-release-solid-oral-dosage-forms-implementing-final-guidance-11212024#:~:text=In%20July%202024%2C%20the%20International,Release%20Solid%20Oral%20Dosage%20Forms%E2%80%9D%20
https://www.fda.gov/drugs/news-events-human-drugs/m13a-bioequivalence-immediate-release-solid-oral-dosage-forms-implementing-final-guidance-11212024#:~:text=In%20July%202024%2C%20the%20International,Release%20Solid%20Oral%20Dosage%20Forms%E2%80%9D%20
https://www.fda.gov/media/165049/download
https://www.fda.gov/media/165049/download
https://www.regulations.gov/document/FDA-2003-N-0209-0008
https://www.regulations.gov/document/FDA-2003-N-0209-0008
https://www.accessdata.fda.gov/scripts/cder/psg/index.cfm
https://www.accessdata.fda.gov/scripts/cder/psg/index.cfm
https://www.ema.europa.eu/en/human-regulatory/research-development/scientific-guidelines/clinical-pharmacology-pharmacokinetics/product-specific-bioequivalence-guidance
https://www.ema.europa.eu/en/human-regulatory/research-development/scientific-guidelines/clinical-pharmacology-pharmacokinetics/product-specific-bioequivalence-guidance
https://www.ema.europa.eu/en/human-regulatory/research-development/scientific-guidelines/clinical-pharmacology-pharmacokinetics/product-specific-bioequivalence-guidance
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/anda-submissions-refuse-receive-standards-rev2
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/anda-submissions-refuse-receive-standards-rev2
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/anda-submissions-refuse-receive-standards-rev2


The AAPS Journal (2025) 27:42	 Page 13 of 13  42

in the european union. Clin Pharmacol Ther. 2022;111:470–6. 
https://​doi.​org/​10.​1002/​cpt.​2451.

	16.	 European Medicines Agency. Guideline on the investigation of 
bioequivalence. 2010. https://​www.​ema.​europa.​eu/​en/​docum​ents/​
scien​tific-​guide​line/​guide​line-​inves​tigat​ion-​bioeq​uival​ence-​rev1_​
en.​pdf. Accessed 28 September 2023.

	17.	 U.S. Food and Drug Administration Regulations.gov Docket 
(FDA-2019-P-3545). Response letter from FDA CDER to Axinn, 
Veltrop & Harkrider LLP. 2019. https://​www.​regul​ations.​gov/​
docum​ent/​FDA-​2019-P-​3545-​0008. Accessed 28 September 2023.

	18.	 U.S. Food and Drug Administration Regulations.gov Docket 
(FDA-2020-P-1247). Final Response Letter from FDA CDER to 
Belcher Pharmaceuticals, LLC. 2023. https://​www.​regul​ations.​
gov/​docum​ent/​FDA-​2020-P-​1247-​0006. Accessed 19 October 
2023.

	19.	 U.S. Food and Drug Administration. Drugs@FDA: FDA-approved 
drugs. 2023. https://​www.​acces​sdata.​fda.​gov/​scrip​ts/​cder/​daf/. 
Accessed 28 September 2023.

	20.	 Donnelly M, Fang L, Madabushi R, Zhu H, Luke M, Canterbury 
C, et al. Narrow therapeutic index drugs: FDA experience, views, 
and operations. Clin Pharmacol Ther. 2024. https://​doi.​org/​10.​
1002/​cpt.​3460.

	21.	 European Medicines Agency. Opinion of the paediatric committee 
on the granting of a product-specific waiver. 2021. https://​www.​
ema.​europa.​eu/​en/​docum​ents/​pip-​decis​ion/p/​0028/​2022-​ema-​decis​
ion-​31-​janua​ry-​2022-​grant​ing-​produ​ct-​speci​fic-​waiver-​colch​icine-​
emea-​003101-​pip01-​21_​en.​pdf. Accessed 28 September 2023.

	22.	 Medicines Evaluation Board. Public assessment report: colchicine 
strides 0.5 mg tablets. 2022. https://​www.​genee​smidd​eleni​nform​
atieb​ank.​nl/​pars/​h1275​92.​pdf.​Acces​sed 28 September 2023.

	23.	 Jayachandran P, Okochi H, Frassetto L, Park W, Fang L, Zhao L, 
et al. Evaluating within-subject variability for narrow therapeutic 

index drugs. Clin Pharmacol Ther. 2019;105:411–6. https://​doi.​
org/​10.​1002/​cpt.​1293.

	24.	 Benet LZ, Jayachandran P, Carroll KJ, Getz EB. Batch-to-batch 
and within-subject variability: what do we know and how do these 
variabilities affect clinical pharmacology and bioequivalence? Clin 
Pharmacol Ther. 2019;105:326–8. https://​doi.​org/​10.​1002/​cpt.​1294.

	25.	 Lechat P, Kir F, Marquet P, Woillard JB. Within-subject pharma-
cokinetic variability has a strong influence on individual expo-
sure ratios in bioequivalence studies, hence on drug formulation 
interchangeability. Eur J Clin Pharmacol. 2023;79(11):1565–78. 
https://​doi.​org/​10.​1007/​s00228-​023-​03565-6.

	26	 Endrenyi L, Tothfalusi L. Determination of bioequivalence for 
drugs with narrow therapeutic index: reduction of the regulatory 
burden. J Pharm Pharm Sci. 2013;16:676–82. https://​doi.​org/​10.​
18433/​j31k51.

	27.	 Paixão P, Silva N, Guerreiro RB, Blake K, Bonelli M, Morais 
JAG, et al. Evaluation of a proposed approach for the determina-
tion of the bioequivalence acceptance range for narrow therapeutic 
index drugs in the european union. Pharmaceutics. 2022;14:2349. 
https://​doi.​org/​10.​3390/​pharm​aceut​ics14​112349.

	28.	 Paixao P, Garcia Arieta A, Silva N, Petric Z, Bonelli M, Morais 
JAG, et al. A two-way proposal for the determination of bioequiv-
alence for narrow therapeutic index drugs in the european union. 
Pharm. 2024;16(5):598. https://​doi.​org/​10.​3390/​pharm​aceut​ics16​
050598.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1002/cpt.2451
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-investigation-bioequivalence-rev1_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-investigation-bioequivalence-rev1_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-investigation-bioequivalence-rev1_en.pdf
https://www.regulations.gov/document/FDA-2019-P-3545-0008
https://www.regulations.gov/document/FDA-2019-P-3545-0008
https://www.regulations.gov/document/FDA-2020-P-1247-0006
https://www.regulations.gov/document/FDA-2020-P-1247-0006
https://www.accessdata.fda.gov/scripts/cder/daf/
https://doi.org/10.1002/cpt.3460
https://doi.org/10.1002/cpt.3460
https://www.ema.europa.eu/en/documents/pip-decision/p/0028/2022-ema-decision-31-january-2022-granting-product-specific-waiver-colchicine-emea-003101-pip01-21_en.pdf
https://www.ema.europa.eu/en/documents/pip-decision/p/0028/2022-ema-decision-31-january-2022-granting-product-specific-waiver-colchicine-emea-003101-pip01-21_en.pdf
https://www.ema.europa.eu/en/documents/pip-decision/p/0028/2022-ema-decision-31-january-2022-granting-product-specific-waiver-colchicine-emea-003101-pip01-21_en.pdf
https://www.ema.europa.eu/en/documents/pip-decision/p/0028/2022-ema-decision-31-january-2022-granting-product-specific-waiver-colchicine-emea-003101-pip01-21_en.pdf
https://www.geneesmiddeleninformatiebank.nl/pars/h127592.pdf.Accessed
https://www.geneesmiddeleninformatiebank.nl/pars/h127592.pdf.Accessed
https://doi.org/10.1002/cpt.1293
https://doi.org/10.1002/cpt.1293
https://doi.org/10.1002/cpt.1294
https://doi.org/10.1007/s00228-023-03565-6
https://doi.org/10.18433/j31k51
https://doi.org/10.18433/j31k51
https://doi.org/10.3390/pharmaceutics14112349
https://doi.org/10.3390/pharmaceutics16050598
https://doi.org/10.3390/pharmaceutics16050598

	Analysis on the Impact of U.S. FDA’s Narrow Therapeutic Index Bioequivalence Criteria on Generic Drug Applications
	Abstract
	Introduction
	Materials and Methods
	Results
	FDA NTI ANDAs Approval Basis and Application Status as of October 1, 2022
	FDA and EMA PSG Availability for NTI Drug Products
	Analysis of Four-way Crossover BE Studies
	Average SWR of Different Narrow Therapeutic Index Drug Products
	Distribution of Passed and Failed Four-way Crossover Bioequivalence Studies
	SWR Ranges for Passed and Failed Four-way Crossover BE Studies


	Discussion
	Conclusion
	Acknowledgements 
	References


