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*Abstract

In vitro dissolution testing is routinely used in the development of pharmaceutical products.
Whilst the dissolution testing methods are well established and standardized for oral
dosage forms, i.e. tablets and capsules, there are no pharmacopoeia methods or
regulatory requirements for testing the dissolution of orally inhaled powders. Despite this, a
wide variety of dissolution testing methods for orally inhaled powders has been developed
and their bio-relevance has been evaluated.

The review provides an overview of the in vitro dissolution methodologies for dry inhalation
products, with particular emphasis on dry powder inhaler, where the dissolution behavior
of the respirable particles can have a role on duration and absorption of the drug.
Dissolution mechanisms of respirable particles as well as kinetic models have been
presented. A more recent bio-relevant dissolution set-ups and media for studying
inhalation biopharmaceutics were also reviewed. In addition, factors affecting interplay
between dissolution and absorption of deposited particles in the context of

biopharmaceutical considerations of inhalation products were examined.
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A2. We agree with the reviewer’'s comment. We think that the different types of dissolution
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could add the colobreathe (CMS) product from Forest Laboratories.
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A3. The reviewers’ suggestion has been accepted and Figure 1 was modified.
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Abstract

In vitro dissolution testing is routinely used in the development of pharmaceutical
products. Whilst the dissolution testing methods are well established and
standardized for oral dosage forms, i.e. tablets and capsules, there are no
pharmacopoeia methods or regulatory requirements for testing the dissolution of
orally inhaled powders. Despite this, a wide variety of dissolution testing methods for
orally inhaled powders has been developed and their bio-relevance has been
evaluated.

The review provides an overview of the in vitro dissolution methodologies for dry
inhalation products, with particular emphasis on dry powder inhaler, where the
dissolution behavior of the respirable particles can have a role on duration and
absorption of the drug. Dissolution mechanisms of respirable particles as well as
kinetic models have been presented. A more recent bio-relevant dissolution set-ups
and media for studying inhalation biopharmaceutics were also reviewed. In addition,
factors affecting interplay between dissolution and absorption of deposited particles
in the context of biopharmaceutical considerations of inhalation products were

examined.

Keywords:
pulmonary delivery, dry powder inhalation, solubility, dissolution methods,

biopharmaceutical classification
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1. Introduction

Today, lungs are considered a common route for the administration of therapeutics
not only for the treatment of local pulmonary diseases like asthma, COPD,
bronchiectasis, lung infections, but also to achieve systemic effect (e.g. insulin in
diabetes).

Dry powder inhalers (DPIs) become quite popular devices for pulmonary drug
administration. The reasons for popularity are that these devices are easy to handle
and patients comply better than with metered dose inhalers (MDIs); moreover, they
afford higher stability of the product since the drug is in the solid state. Though
systemic drug delivery applications are emerging, DPIs have mainly been used for
the treatment of local inflammation or infections in the lungs (e.g. asthma, COPD and
cystic fibrosis infections) (Virchov, 2005; Usmani et al., 2005; Demoly et al., 2014).
For an effective and safe inhalation therapy, a DPI must reproducibly deliver an
adequate fine particle dose (FPD) to the site of action (receptor, infection, absorption
site) in the respiratory tract (Demoly et al., 2014). The inhaler design and powder
formulation are major determinants in meeting those requisites. Also, correct use of
the inhaler and adherence to therapy is important. In general, APl powder with
aerodynamic particle size < 3 um shows high FPF and peripheral lung deposition
(Corradi et al., 2014).

Currently, marketed DPIs are either pre-metered (unit-dose in cartridges or capsule)
or device metered (multiple doses stored in a device reservoir), both are breath
activated. Table 1 reports a non-exhaustive list of the DPI products commercially
available in US and EU market (Berkenfeld et al., 2015; Muralidharan et al., 2015).
As for the DPI formulation, two strategies have been generally employed: (i)

micronized drug adhered to coarse carrier particles (often lactose monohydrate) by



106  ordered mixing (adhesive mixtures) or (ii) carrier free formulation where the drug is
107  spheronized into loose aggregates (de Boer et al., 2012). Aerodynamic size of
108 formulated particles affects predominantly their deposition, and is a function of the
109 drug-carrier agglomerate size, density and shape characteristics (Riley et al., 2012).
110  The drug dissolution process is dependent not only on the deposition site but also on
111  the physicochemical characteristics of the particles.
112  Inthe last decades, great attention has been devoted to establish a dissolution
113  method that can appropriately characterize the in vitro behavior of particles from DPI
114  (Davies and Feddah, 2003; Son and McConville, 2009; May et al., 2012 and 2014;
115 Riley et al., 2012, Forbes et al., 2015).
116
117 Table 1
118  Examples of DPI drug products available on US* and/or EU* market.
Drug Product Drug Indication Device type Company
Tudorza® Pressair™*  Aclidinium bromide COPD Multi dose Forest Pharmaceuticals
(reservoir) Inc./Almirall
Foster NEXThaler” Beclomethasone Asthma/COPD Multi dose Chiesi
dipropionate/formoterol (reservair)
fumarate
Pulmicort Flexhaler*  Budesonide Asthma Multi dose Astra Zeneca

(reservoir)

Colobreathe”® Colistimethate sodium Cystic fibrosis infection  Single dose Forest Laboratories

Turbospin* (capsule)

Flovent Diskus* Fluticasone propionate Asthma Multi dose GSK
premetered

Foradil Aerolizer* Formoterol fumarate Asthma/COPD Single dose Novartis
(capsule)

Afrezza™ Insulin humane Diabetes Single dose Sanofi Aventis
(cartridge)

Adasuve™ Loxapine Schizophrenia/bipolar  Single dose Teva

disorder
Asmanex Twisthaler* Mometasone furoate Asthma Multi dose Schering




(reservoir)

Buventol Easyhaler”  Salbutamol sulphate Asthma/COPD Multi dose Orion
(reservoir)
Serevent Diskus* Salmeterol xinofoate Asthma/COPD Multi dose GSK
premetered
Seretide Diskus” Fluticasone propionate/  Asthma/COPD Multi dose GSK
Salmeterol xinofoate premetered
Advair Diskus* Fluticasone propionate/  Asthma/COPD Multi dose GSK
Salmeterol xinofoate premetered
Spiriva Handihaler* Tiotropium bromide COPD Single dose Boehringer Ingelheim
(capsule)
Toby Podhaler™ Tobramycin Cystic fibrosis infection  Single dose Novartis
(capsule)
Relenza Diskhaler* Zanamivir Influenza Multi dose GSK
(blister)

119

120

121

122

123

124

125

126

127

128

129

130

131

Traditionally, dissolution testing has been used as a valuable tool for: (i) formulation
development, and (ii) bioequivalence investigations. However, currently there is no
official in vitro drug release compendia method for aerosol products. It's not an easy
task to reproduce in vitro the lung conditions. However, the dissolution can be useful
for establishing differences related to the inclusion of different excipient in the
formulation (Buttini et al., 2014).

This review presents a comprehensive overview of published research on the DPIs
dissolution methodologies, with the intent to highlight the emerging need for dry
powder dissolution methods. We will also discuss biopharmaceutical considerations
for inhalation powders to provide an evidence of the importance of the interplay

between particle deposition, dissolution, absorption and clearance.
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2. Biopharmaceutical considerations for inhalation products

Biopharmaceutical characterization of inhaled medicines is rather challenging, as a

number of factors influences the bioperformance of the final product (Fig. 1).

Distinctiveness of lungs anatomy and physiology is one of the key determinants of

inhaled drugs biopharmaceutical properties. Human lungs can roughly be divided into

two functionally diverse zones: conducting zone that comprises trachea, bronchi,

bronchioles and terminal bronchioles, and respiratory zone, that consists of

respiratory bronchioles, alveolar ducts and alveolar sacs.

Drug lipophilicity/

Drug dose I Drug crystalline Drug particle properties
- Emitted dose | StutUre | cemmme- P - Particle size and size distribution w_j
-Inhaled dose - Crystal/amorphous - Particle shape o |
- Fine particle dose - Different polymorphs - Particle morphology - s
- Surface charge _‘,_—"“
- Particle densisy =~

Inhalation devi
properties

- Composition
- Carrier properties

2
- Particlé aerodynamic properties
-

Physiological factors

- Properties of the conducting airways (length, radius, epithelial surface)

- Composition, pH, viscosity, volume and hydrodynamics of lung lining fluid
= Mucus properties (volume, production rate, transport rate)

- Macrophage activity (number, expression)

- Properties of the surfactant layer (composition, thickness)

- Properties of the epithelial layer (thickness, expression of active transporters and metabolic enzymes)
- Vascularization

- Tissue integrity and functionality

Fig. 1. Complex interplay among the factors affecting the key biopharmaceutical

properties of inhaled drugs.
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The dominant fluid in central conducting parts of lungs is the mucus layer covering
the apical surface of epithelial cells. This is the major part of the lung lining fluid
which has an approximate volume of 10-30 ml. Mucus thickness is around 3-15 pm,
with lower values in distal airways (Hastedt, 2014). Due to high viscosity of this layer,
drug particles are “trapped” and cleared by mucociliary escalator (or mucociliary
clearance) or diffused through it to reach the epithelium cells (Yang et al., 2008),
where only a small portion of inhaled particles is absorbed (Byron and Patton, 1994).
Physicochemical properties of the particles and physiological characteristics of the
gel on the site of deposition affect the diffusion across (muco-penetration/muco-
adhesion phenomena) (Sigurdsson et al., 2013; Smart, 2005). Pharmacokinetic
studies have demonstrated that for slowly dissolving drugs, a significant portion of the
deposited drug will be removed from the upper parts of the lung by the mucociliary
clearance and swallowed (Hochhaus et al., 2015).

Alveolar epithelium is composed of the monolayer of type | and type Il cells, which
are the sites of the pulmonary absorption and secretion of the lung surfactant,
respectively (Patton and Byron, 2007). Alveolar fluid acts as a physical protection
against inhaled particles, but it also works as a solvent for various mediators of the
lung function, including lung surfactant molecules, cytokines, etc. (Marques et al.,
2011). Lung surfactant is a lipoprotein complex composed of phospholipids
(predominantly DPPC), proteins, neutral lipids (cholesterol) and traces of other
substances. This layer is much thinner in comparison to mucus (~0.07 pym), with an
estimated volume of approximately 7-20 ml (Hastedt et al., 2016), 36 ml (Fronius et
al., 2012), 50 ml (Clark et al., 2006) or 10-20 ml per 100 m? of the lung surface area
available for deposition (Gray et al., 2008). The presence of surfactant in the alveolar

fluid can promote the solubility of the drug, and consequently the dissolution of poorly
8
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water-soluble drugs. In addition, pulmonary surfactant has good spreading
capabilities, facilitating transport and preventing adhesion of inhaled particles. It also
helps drug diffusion through the air-liquid interface.

Particles deposited in the alveolar region are exposed to alveolar macrophage
clearance, endocytosis or other clearance mechanisms (Patton, 1996; Nel et al.,
2006). The main role of macrophages is to remove insoluble or slow dissolving
particles from the lung surfaces by phagocytic uptake (Geiser, 2010; Forbes et al.,
2014). Altered particle properties (size, shape, surface charge, rugosity) may
influence the fate of the drug, and therefore particle engineering techniques can be
used to manipulate drug uptake.

The amount of inhaled dose, available for local action or systemic absorption, also
depends upon regional particle deposition. This phenomenon is influenced by a
number of factors, including physical properties of the inhaled particles (particle size,
density and shape), lung geometry, breathing pattern and ventilation (Schulz et al.,
2000).

The influence of drug and formulation properties on the bioperformance of inhaled
drugs should be considered in conjunction with the physiological conditions and
specific phenomena that happen in vivo, as mentioned above. A simplified scheme of
the lung compartments illustrating the interplay between particle deposition,
dissolution, absorption and clearance is presented in Figure 2.

The overall concentration of a drug in the lung can vary from a few pg/ml to several
mg/ml, depending on the dosage. Moreover, due to regional variations in liquid
volume, and specific particle deposition pattern of inhalation product, there may be

extreme variations in drug concentration between lung compartments.
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Fig. 2. Graphical representation of the interplay among particle deposition,

dissolution, absorption and clearance in the pulmonary tract.

As pointed out by Hastedt et al. (2016), inhaled drugs with fast dissolution rate and
absorption will shortly enter into the bloodstream, and this behavior could make them
good candidates for systemic action. On the other hand, prolonged dissolution and
slow absorption can increase drug residence time in the airways and favor local
therapeutic effect, depending on the deposition site and drug’s ability to escape
physiological defense mechanisms. These considerations highlight the importance of
defining functional relationship between drugs’ biopharmaceutical properties and
their performance in the lungs, by the implementation of the biopharmaceutics
classification system for inhalation products (iBCS). Such an approach may facilitate

engineering of drug particles with desired properties (Hastedt et al., 2016).

10
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The first proposal for the iBCS was given by Eixarch et al. (2010). This subject was
further elaborated in the meeting report from the AAPS/FDA/USP workshop (Hastedt
et al., 2016).

A reasonable strategy for the development of iBCS would be to start with the basic
postulates of BCS for oral drugs (Amidon et al., 1995), and then refurnish the system
to accommodate the performance of inhaled drugs. Notable differences exist
between oral and pulmonary drug delivery, and these differences need to be
reflected in the design of iBCS. Orally administered drugs with favorable properties
fall into BCS class | (highly soluble, highly permeable). However, in case of
pulmonary drug delivery and iBCS, a drug is usually intended to act locally, and the
systemic absorption should be minimized, meaning that drugs with poor permeability
and/or slow dissolution are preferred. On the other hand, inhaled drugs intended for
systemic action should possess similar biopharmaceutical properties as highly
absorbed oral drugs, having fast dissolution and high permeability. In addition to the
assessment of factors affecting drug bio-performance in the lung, it should be noted
that a certain amount of the inhaled dose will be swallowed and absorbed through
the gastrointestinal tract. This fact might not be relevant for iBCS considerations, but
must be taken into account in the prediction of bioavailability of inhaled drugs.

In the view of iBCS, drug aqueous solubility should be considered in conjunction with
the regionally deposited dose. It has been estimated that approximately 50% of the
delivered dose reaches the peripheral region (Hastedt et al., 2016). This value
depends upon formulation factors, dosing device characteristics, lung geometry and
ventilation. Tolman et al. (2010) found out that even if the poor aqueous solubility of
drug does not uniformly affect the pharmacokinetic profiles of inhaled particles, the

physico-chemical properties of the formulation and its solubility can influence drug

11
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absorption from the lungs. For example, nanosized drugs usually show improved
saturation solubility and dissolution rate in comparison to larger particle sizes
(Khadka et al., 2014).

The Dose number (Do) for the inhaled drugs is site-specific (due to variations in the
regional deposited dose and volume of lining fluid). Do in the respiratory zone can be

calculated using the standard BCS equation (Amidon et al., 1995):

_ Mo
T VUXCs

D, (Eq. 1)

where My is the drug dose, V is the volume of fluid (approximately 250 ml) and Cs is

drug solubility. This equation can be modified to comply with pulmonary drug

delivery:
_ Mg Mp/2
DO - VXCs - VXCs (Eq' 2)

where My is the inhaled dose, Ma is drug dose reaching alveoli (roughly 50% of the

inhaled dose (Hastedt et al., 2016), although this portion can vary significantly), V is
the volume of alveolar fluid (approximately 30 ml), and Cs is the drug solubility at
neutral pH (lung lining fluids are aqueous media with nearly neutral pH 6-7). Hastedt
et al. (2016) illustrated the relationship between drug dose in the conducting airways
and minimum solubility required for dose dissolution, assuming 10-30 ml of lung fluid
volume, and demonstrated that most of the currently marketed inhalation drugs are
not solubility- nor dissolution-limited.

Dissolution of inhaled particles is another key step that needs to be considered in
iIBCS. Drug dissolution is a pre-step to the concomitant absorption or uptake via
epithelial cells in the pulmonary tract. Dissolution rate affects the drug pulmonary

residence time and consequently the pulmonary target (Rohrschneider et al., 2015).
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Several factors can affect pulmonary drug dissolution, including drug dose, solubility,
particle size, drug deposition pattern, volume, viscosity, and lung fluids
hydrodynamics. It was observed that the aerodynamic drug particle size influence
drug dissolution (Arora et al., 2010). Furthermore, it was also identified that the
deposited mass influences dissolution rate, depending on the undissolved drug
particles (Arora et al., 2010; Mees et al., 2011). Moreover, the dissolution of the
individual particles and of the entire powder blend may be different (Balducci et,
2015).

Among the various factors affecting the solubility, solid state properties play an
important role. Different polymorphic forms, amorphous, solvate and co-crystals can
be exploited to improve drug’s solubility. In general, the solubility and thus the
dissolution of metastable solid forms is higher than the thermodynamically stable
form due to differences in crystal lattice energies (Hancock and Parks, 2000). In fact,
the high energy forms can create supersaturation in the surrounding lung fluid,
promoting the conversion to a stable form. Amorphous beclomethasone dipropionate
particles have been reported to recrystallize in contact with the bronchial fluid in vitro

(Freiwald et al., 2005).

Dissolution of inhaled drugs can be described by a BCS parameter, the dissolution

number (D,) (Amidon et al., 1995):

_ tresX3DCs
- pxrd

Dy, (Eq. 3)

where tes represents the mean residence time (in the case of pulmonary drug

delivery, this parameter corresponds to the mean lung residence time), D is the drug
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diffusion coefficient, p is the drug particle density, and ry is the initial mean drug
particle radius.

If we consider pulmonary vs. oral drug delivery, it is evident that decreased particle
size (often less than 3 um) and density (specially engineered particles, e.g. via
spray/freeze-drying) significantly enhance dissolution of inhaled drugs, and we can
expect higher D, values. Changes in drug solubility can further promote or hinder
drug dissolution, depending on the desired (local or systemic) effect. In general, drug
dissolution will be retarded if a drug is poorly soluble (e.g. some glucocorticoids) or if
highly doses are administered (e.g. some anti-infective drugs). The freely soluble
drugs like salbutamol sulphate (250 mg/ml) will be absorbed from the lung almost
completely. On the other hand, the absorption of insoluble or sparingly soluble drugs
like fluticasone propionate and beclomethasone dipropionate (~ 0.1 pg/ml) is affected
by the regional deposition and lung clearance mechanisms. For highly soluble
compounds, the dissolution is not considered to impact the lung clearance rate and
no or small differences in pharmacokinetics are expected for different formulations.
Poorly soluble and slowly absorbed compounds showed poor correlation between
the total lung dose and systemic pharmacokinetics (Olsson and Backman, 2014).
As for the other factors in Eq. 2, low drug diffusivity in mucus-rich viscous lung fluids
can be an interfering factor for drug dissolution, while lung residence time is drug
and/or formulation-specific and depends upon the concomitant physiological
processes (e.g., drug AM clearance rate and extent).

As already mentioned, the goal of the inhalation therapy should determine the
desired rate of drug dissolution. Slow drug dissolution increases lung residence time

and favors local effects, but accumulation phenomena should be considered,
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especially in the case of high delivered doses. Fast dissolution is prerequisite for
rapid therapeutic onset of systemically acting drugs.

A drug that escapes both mucociliary and alveolar macrophage clearance can pass
into the epithelial cell or through the epithelia to the systemic circulation. Therefore,
another step controlling the absorption rate of inhaled medicines is drug permeability
through lung mucosal tissues.

In BCS, drug absorption is described by the absorption number (An) (Amidon et al.,
1995):

Ap = tres X kg (Eq 4)

where ka is the absorption rate constant, which is directly proportional to drug

permeability and absorption surface area. However, the calculation of this parameter
in terms of iIBCS might be difficult, since k4 values for pulmonary absorption are time-
dependent and also depend on the site of absorption. In addition, other transportation
media, e.g. protein transporters in the lung membrane, indicate that some inhaled
drugs are absorbed via active mechanisms (Gumbleton et al., 2011). It has also been
reported that larger molecules, such as immunoglobulins, might be absorbed through
receptor-mediated transcytosis (Spiekermann et al., 2002).

Eixarch et al. (2010) demonstrated large differences between lung and
gastrointestinal drug permeability values, besides significant differences between
drug permeability in the upper and lower pulmonary compartments. The same
authors provided an overview of the available cellular in vitro models for the
prediction of pulmonary drug permeability, indicating that Calu-3 cells (as a model of
bronchial epithelium) and porcine alveolar epithelial primary cells can be promising

tools to assess pulmonary drug permeability. However, more data (both in vivo and in
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vitro) are needed to investigate the possible correlation/relationship between results
from cell cultures and human lung permeability values. Also, additional studies are
needed in order to derive a cut-off value between highly and poorly permeable drugs
within iBCS.

Overall, basic premises and equations established within BCS for oral drugs, with
certain modifications, can be used to describe biopharmaceutical properties of the
inhaled drugs. However, in order to set up class boundaries regarding drug
dissolution rate and lung permeability for iBCS classification, we need more data
from human clinical trials, animal experiments and biorelevant in vitro studies.
Another annotation regarding iBCS is that favorable drug biopharmaceutical
properties are related to the therapeutic goal of the inhalation therapy.

In addition to iBCS considerations, recent trends in drug product biopharmaceutical
assessment point out the advantages of in silico modelling and simulation (M&S)
tools for the prediction of drug in vivo performance. These tools offer a distinctive
opportunity to mechanistically interpret the influence of the underlying processes on
drug absorption and disposition, and understand the complex interplay between drug
properties, formulation factors and human physiology characteristics on drug
pharmacokinetic profile (Borghardt et al., 2015; Wu et al., 2013). In recent years,
several software tools for physiologically-based pharmacokinetic (PBPK) modelling of
inhaled drug absorption (e.g. GastroPlus™ Nasal-Pulmonary Drug Delivery
Additional Dosage Routes Module, PulmoSim™) have been introduced (Borghardt et
al., 2015). The review of pulmonary PBPK models provides in-depth information
about the current status.

A novelty has been introduced with the development of an in vitro model, named

DissolvIt®, that simulates the dissolution and absorption of drugs from inhaled dry
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powders (Gerde et al., 2017). Budesonide and fluticasone propionate were used as
model drugs. DPIs were aerosolized with Preciselnhale® aerosol generator and the
collected particles on cover slips were put in contact with simulated mucus in the

DissolvIt® system. This method also permits to mimic the pharmacokinetic data.

3. Dissolution methodologies for DPIs

3.1 Dissolution method set-ups

Davies and Feddah (2003) were the firsts to introduce an in vitro method for
assessment of dissolution properties of DPIs. Their apparatus was based on the flow-
through principle and was set up by modifying the USP Dissolution Apparatus 4. The
aerosolized particles were collected at the connection point of the USP induction port
with the inlet part of the Andersen Cascade Impactor (ACI), in order to get
representative samples for the dissolution studies. In the following years, other
methods for in vitro dissolution testing of powders for inhalation (more specifically
controlled release microparticles) were evaluated by Salama et al. (2008), including
the modified USP apparatus 2, modified flow-through cell (according to Davies and
Feddah (2003) and Franz-type diffusion cell. They concluded that, due to the lack of
differentiation between formulations for USP Apparatus 2 and 4, diffusion controlled
set-up (modified Franz cell) was more appropriate for the evaluation of controlled
release DPIs.

Son et al. (2010) reported on the optimization of the dissolution method for DPIs
based on the Apparatus 2, modified by adding a membrane holder on top of the
deposited particles. Particles were collected in the accordingly modified cups through
aerodynamic separation using the Next Generation Impactor (NGI). Authors

emphasized the potential for application of this method in the quality control of
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developed OIDPs. May et al. (2012) have also compared different dissolution
techniques for in vitro testing of DPIs, including the Apparatus 2 with the membrane
holder, modified flow-through cell and Franz diffusion cell. It was concluded that the
paddle apparatus (Apparatus 2) with the membrane holder has the best
discriminatory power, with optimal reproducibility, for differentiating between different
forms of the same substance and also in case of substances having close solubility
values.

However, since the lung fluid is limited in volume, and is much more stationary in
comparison to GIT fluids, the above listed methods may not be reflective of the actual
in vivo dissolution process of inhaled patrticles. In order to overcome the issues
related to the use of non-physiologically large amounts of dissolution media, the
aerosol particles in the 2.1 — 3.3 um aerodynamic diameter range, collected onto a
filter, were inserted in a Transwell® system containing small amount of stationary
dissolution medium (Arora et al., 2010). Membrane-based Transwell® inserts provide
an air interface to the sample and only a small amount of dissolution medium,
assuring more biorelevant conditions in comparison to other methods (May et al.,
2015). In this work, detailed account of the influence of various factors, like dose
collection technique, membrane type, additional dissolution medium, stirring, on the
drug dissolution using Transwell® inserts was provided.

Maretti et al. (2016) investigated the rifampicin release profile from solid lipid
nanoparticles by using dialysis membrane for the in vitro dissolution method in sink
conditions that could estimate the drug release from the nanopatrticles when in
contact with the lung lining fluid. 30 ml of Simulated Lung Fluid at pH 7.4, under
gently magnetic stirring, at a temperature of 37 °C was used to reproduce stagnant

lung conditions.
18



401 Table 2 lists experimental set-ups for dissolution studies of OIDPs reported in the
402 literature. These in vitro dissolution studies differed in sample preparation, dissolution
403 apparatus, media, etc., then it is rather impossible to make comparisons among
404  them. However, although this review is limited to the dissolution behavior of DPI, it is
405 not possible not to mention methods that were developed for MDIs, as it can be
406 observed in Table 2.
407
408 Table 2
409 Experimental conditions for some dissolution studies of OIDPs reported in the
410  literature.
Dissolution : . .
?Spylf)S&t}graTt]L)Js CD(;lrJngn{eFrgirg? %Ifg'douncgr Collection of samples %'ggﬁjl#]t'on Reference
Albuterol/Ventolin® HFA SLF. PBS pH 7.4
modified NG containing 2 PBS with DPPC or  Son et al, 2010
Budesonide/Pulmicort® polysorbate 80
Flexhaler
regenerated cellulose
Budesonide/micronized particles me{'nbranes using abbreviated PBSpH 7.4 May et al., 2012
y Disodium cromoglycate/ microparticles were manually
Modified USP g ; ; sprinkled on the cellulose filter PBS pH 7.4 Salama et al., 2008
ap?pellrlgtus > polyvinyl alcohol microparticles membrane
regenerated cellulose
Fenoterol/micronized particles Tg{nbranes using abbreviated PBS pH 7.4 May et al., 2012
microparticles were dispersed in
Isoniazid/poly-g-caprolactone PBS and filled in the pre-treated ~ SLF pH 7.4, Parikh and Dalwadi,
microparticles dialysis membrane and sealed ALF pH 4.5 2014
with clips
modified NGI containing a 0.063 M HCI

Itraconazole/mannitol+TPGS
microparticles

dissolution cup with a removable
insert placed on stage 3

solution with 0.3 %
of SLS

Duret et al., 2012

s over disc  Clarithromyein and tobramycine/ oSG LS Y [ movable  PBS pH 7.4 Pilcer et al., 2013
method pray p insert placed on stage 3
Salbutamol acetonide/
AT powder samples were wrapped
%Yé:r%g;rtt)ﬂeesnate solid lipid up in glass fi‘l))el’ filters PBS pH 7.4 Jaspart et al., 2007
USP apparatus 1
Dapsone/chitosan microparticles ?hogvgggaﬁngg:)essu}ggrﬁgilgd in PBS pH 7.4 Ortiz et al. 2015
e : — connection point of the USP Water, SLF, :
Emgﬂ'f'ﬁ%)eﬂow' -?Sfbeusr%}g%/ Pulmicort induction port with the inlet part ~ modified SLF ZD&\)’:',’eS and Feddah,
9 of the ACI (with DPPC)
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Disodium cromoglycate/

microparticles were manually

polyvinyl alcohol microparticles ﬁqpéir?]lglgégn the cellulose filter PBS pH 7.4 Salama et al., 2008
regenerated cellulose
Fenoterol/micronized particles )r&ﬁglmbranes using abbreviated PBS pH 7.4 May et al., 2012
Fluticasgne propionate/
Flixotide™ Accuhaler connection point of the USP Water, SLF, Davies and Feddah
induction port with the inlet part modified SLF 003 !
- - - of the ACI (with DPPC)
Triamcinolone acetonide/
Azmacort
Bovine serum albumin, ) microparticles were manualg/ PBS pH 7.4
terbutaline sulfate, diprophylline/  sprinkled on the regenerate modified SLE Mobus et al., 2012
zinc-alginate microparticles cellulose filter membrane
Beclomethasone dipropionate : - PBS pH7.4, :
Qvar’/ Sanasthmax twin stage impinger 0.1% SDS Grainger et al, 2012
] ) ) ) regenerated cellulose
Budesonide/micronized particles Tgwbranes using abbreviated PBS pH 7.4 May et al., 2012
endi i icles were manually
Disodium cromoglycate/ micropartic :
polyvinyl alcohol microparticles ?rﬁ)émlglgc?]gn the cellulose filter PBS pH 7.4 Salama et al., 2008
) ) ) regenerated cellulose
(Modified) Franz Fenoterol/micronized particles membranes using abbreviated PBS pH 7.4 May et al., 2012
diffusion cell |
Pyrazinamide, rifampicin, nitrocellulose membrane was
isoniazid/co-spray dried particles  placed on stage 3 of an NGI SLFpH7.4 Chan et al,, 2013
: : twin stage impinger was used to
Salbutamol/micronized powders p ; Hanks balanced
of salbutamol pase and sulfate %?gﬁgxeﬁ%t'céelse%?etrhe salt solution, SLF Haghi et al., 2012
form, Ventolin e e with 0.02 % DPPC
Salbutamol/solid lipid samples were manually ;
microparticles sprinkled on the membrane PBSpH 7.4 Scalia et al., 2012
Salmeterol xinafoate/blends with  samples were manually :
lactose sprinkled on the filter PBSpH7.4 Balducci et al., 2015
Beclometahasone dipropionate/
Vanceril®
Qvar® PBS pH 7.4
stages 2 and 4 of 8-stage ACI distilled deionized Arora et al., 2010
water
Budesonide/Pulmicort®
Turbuhaler®
Vodified Budesonide/micronized particles gggrﬁg/iigged ACI with a stage PBS pH 7.4 May et al., 2015
odifie
ranswel?®
system

Budesonide/Symbicort®

Ciclesonide/Alvesco®

filter papers placed on stage 4 of
the ACI or NGI

PBS with 0.5 %
SDS

Rohrschneider et
al., 2015

Flunisolide/Aerobid®

stages 2 and 4 of 8-stage ACI

PBS pH 7.4
distilled deionized
water

Arora et al., 2010
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FIutica%one propionate/Flovent®
Diskus

Triamcinolone acetonide/
Azmacort®

Fluticasane propionate/
FIixotide%

filter papers placed on stage 4 of
the A%Ipor N%I 9

PBS with 0.5 %
SDS

Rohrschneider et
al., 2015

Dialysis bag

Rifampicin, rifabutin/
chitosan microparticles

Rifampicin/ )
freeze-fried microparticles

Microparticles were placed in
dialysis bag which was
suspended in a stoppered tube

SLFpH 7.4

Pai et al., 2015

Maretti et al., 2016

Voriconazole/Polylactide large
porous particles

Samples were manually
dispersed in the dialysis bag

PBS pH 7.4 with
g.ol % polysorbate

Arora et al., 2015

411

412

413

414

415

416

417

418

419

420

421

422

423

424

425

426

427

It can be summarized that the development of an in vitro dissolution method for

selected OIDP requires to define:

quantification and fitting

dissolution medium (composition, volume)

3.2 Selection of dissolution apparatus type

dissolution apparatus type (various modifications of compendial apparatuses)

introduction of sample in the dissolution apparatus and sample collection

Different types of powder material have been investigated including raw API,

micronized API, formulated DPIs including microparticles for inhalation, commercial

products, aerosolized particles of respirable size range, etc., as listed in Table 2.

Dissolution set-ups (apparatus types and various modifications) may, in general, be

divided into two distinct groups: systems that incorporate high fluid volumes (50 ml —

1000 ml) subjected to influence of hydrodynamic factors (such as stirring or flow of

the medium), and systems that rely on small medium volumes and absence of

agitation. The first group includes paddle apparatus and flow through cells
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(compendial and modified), whereas the second group is representative of diffusion
controlled systems, such as Franz diffusion cell and Transwell® inserts.

Collection of aerosolized particles is usually carried out by inserting filters or
membranes in twin-stage impingers, at the induction port or on the appropriate
stages (generally on stage 4) of ACls (8-stage or abbreviated ACIs, with examples of
stage extension inclusion) (examples are listed in Table 2). As filter papers,
regenerated cellulose membrane filters, cellulose acetate membrane filters, glass
microfiber filters and polyvinylidene difluoride (PVDF) are some of the materials used
(Davies and Feddah, 2003; Arora et al., 2010; May et al., 2012, Rohrschneider et al.,
2015). Homogeneous and non-agglomerated particle distribution is essential for in
vitro testing of OIDPs dissolution (May et al., 2015). In order to collect amounts of
dispersed particles sufficient for quantification in dissolution studies, sometimes
several activations of the inhalation device are required. When greater amounts of
given formulation are collected, slower dissolution rates might be observed, probably
due to in-situ formation of agglomerates on the filter during the collection of the
appropriate dose (Mees et al., 2011). In the case of NGI, special cups for the
collection of particles have been introduced, which, covered with a membrane
secured in place with an appropriate holder, are transferred for dissolution testing
(Son et al., 2010).

Systems such as Transwell® inserts or Franz cells have membranes that separate
the donor and acceptor compartments, providing diffusion of dissolved drug (Balducci
et al., 2015; Rohrschneider et al., 2015). Semipermeable membranes mimic the air-
liquid interface of the epithelial lung wall (May et al., 2012). The flow through cell, on

the other hand, is not diffusion controlled but flow rate controlled system.
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Due to the lower amount of dissolution media, Transwell® inserts could provide more
biorelevant conditions in comparison to the Franz diffusion cell. Transwell® inserts
are available in a range of diameters, membrane types and pore sizes; with the
smaller pore size (0.1 — 0.4 ym) polycarbonate and polyester membranes being
primarily used for the drug transport studies (Transwell® Permeable Supports, 2003).
Multi-culture systems comprising various types of epithelial cells and macrophages
are used as more advanced models for Transwell® inserts (de Souza Carvalho et al.,
2014, Nahar et al., 2013). Other membranes that were used for in vitro studies of
OIDPs dissolution include regenerated cellulose and Isopore® polycarbonate (May et
al., 2015).

A drawback in the application of Franz-type diffusion cells and Transwell® inserts is
the fact that the amount of the drug released into the donor compartment is limited by
the process of diffusion through the membrane. Rohrschneider et al. (2015) realized
that only modified systems, incorporating faster equilibrating membranes, resulted in
the dissolution and not the diffusion being the rate limiting step for the drug transfer
from donor to acceptor compartment. Instead of the original 0.4 um Transwell®
polycarbonate membrane, authors have placed only microfiber filters with collected
aerosolized particles in the Transwell® insert that was further modified by thermo-
formation of notches at the insert base. May et al. (2015) further demonstrated that
there was an interaction between the polycarbonate and polyester membranes and
the substances used for dissolution testing. On the other hand, regenerated cellulose
and Isopore® polycarbonate membranes were more appropriate. Also, an
improvement of the dissolution process was reproducibility achieved with the
introduction of stirrer (a spacer was put in the Transwell® setup in order to lift the

inserts and allow addition of stirring bars). It was also demonstrated that, if an
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additional dissolution medium was added on the membrane to aid the contact
between the drug particles and fluid, greater variability in dissolution process was
observed due to the substance-dependence of the process (May et al., 2015).
Therefore, prior to set-up the dissolution test, it is necessary to investigate the
potential drug—membrane interactions through investigation of the permeability of the
selected membrane for both original and dissolved drug. There are also reports on
use of dialysis membranes for in vitro dissolution studies of OIDPs (Arora et al.,

2015; Pai et al., 2015, Maretti et al., 2016).

3.3 Dissolution media

Another important issue for proper set-up of an in vitro dissolution test for OIDPs is
the selection of the dissolution medium. As for the quantity of the dissolution medium,
it has to be sufficient to assure the sink conditions, which is often feasible due to the
low doses of pulmonary administered drugs. However, the bio-relevance of the sink
conditions might be questionable due to the limited amount of the lung fluid (approx.
10-20 ml/100 m? (Son et al., 2010). Furthermore, occurrence of the non-sink
conditions in the deep lung has been suspected (Sakagami and Arora Lakhani,
2012). Published studies demonstrate that researchers have used various dissolution
media, ranging from water, acidic solutions and phosphate buffers to more bio-
relevant simulated lung fluids, with or without addition of surfactants or complexing
agents such as cyclodextrins, as presented in Table 3. Simulated lung fluids are
being recognized as the most discriminative and bio-relevant media for dissolution
studies of DPIs due to the complex ionic composition (MObus et al., 2012). Addition
of surfactants to the SLF further mimics the natural environment in the lung fluids,

with DPPC being the preferred selection of surface active agent, preferably for low
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soluble drugs; the preparation of such dissolution media is time consuming due to the
risk of micelle formation, and most importantly, they lack of buffering capacity and
clogging of the membrane pores (Son et al., 2011). In some of the referenced
studies, sodium lauryl sulfate and polysorbate 80 were also used as surfactants,
allowing more affordable and convenient testing. Rohrschneider et al. (2015)
reported that the presence of a surfactant (e.g. 0.5 % SDS) is essential to obtain the
rank order of dissolution rates that is in agreement with the absorption rates of the
selected drugs obtained in human pharmacokinetic studies. Marques et al. (2011)
have compiled details on the composition and preparation of various simulated lung
fluids.

On the other hand, an example is provided where the dissolution of poorly soluble
drug itraconazole, from solid dispersions for pulmonary application, was performed in
0.063 N HCI (pH 1.2) and 0.3% sodium lauryl sulfate in order to obtain sink
conditions (Duret et al., 2012). In the same study, PBS pH 7.2 was used with the
addition of 0.02 % wi/v of DPPC, since the authors have noticed that pH of SLF
increases rapidly after preparation, due to its poor buffering power. Parikh and
Dalwadi (2014) have used one of modifications of the original SLF, a Gamble’s
solution (with pH adjusted to 7.4) and alveolar lung fluid (ALF) with pH 4.5. Gamble’s
solution represents the interstitial fluid, present deeply within the lung, whereas ALF
is analogous to the fluid with which inhaled particles would come in contact after
phagocytosis by alveolar macrophages (Marques et al., 2011). Drug dissolution and
permeation in simulated mucus and in sputum obtained from cystic fibrosis patients
was studied by Russo et al. and by Stigliani et al., which are of specific importance

for patients with cystic fibrosis (Russo et al., 2013; Stigliani et al., 2016).
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527 Table 3

528  Compositions of the physiological lung fluid, simulated lung fluid (SLF), modified SLF
529  and the applied SLF in mEg/L (adapted from Kalkwarf, 1983; Davies and Feddah,
530 2003).

lons Physiological SLF Modified SLF with Applied

0.02 % DPPC SLF
Calcium, Ca* 5 5 5
Magnesium, Mg** 2 2 2 2
Potassium, K" 4 4 4 4
Sodium, Na* 145 145 145 150
Total cations 156 156 156 156
Bicarbonate, HCOg3 31 31 31 31
Chloride, CI 114 114 114 115
Citrate, CgHsO7> - 1 1 -
Acetate, C,H3;0, 7 7 7 7
Phosphate, HPO,* 2 2 2 2
Sulfate, SO,* 1 1 1 1
Protein 1 - - -
DPPC - - 200 mg -
Total anions 156 156 156 156
pH 7.3-7.4 7.3-7.4 7.3-7.4 7.3-8.7

531

532  Recent study, conducted using modified Transwell® method with a glass microfiber
533 filter as the dissolution membrane and SDS in the dissolution media, revealed that
534  the size distribution of fluticasone propionate particles influenced dissolution rates
535 significantly (Kippax et al., 2016).

536

537 3.4 Modeling of DPI dissolution rates

538 The selection of an appropriate model to describe the dissolution data might be
539 challenging, as OIDPs are poly-disperse systems and application of statistical or
540 mathematical techniques, used traditionally in oral solid forms, is not yet established.
541 Model dependent or independent methods aim to interpret dissolution data or

542  compare different dissolution profiles, but in most cases, results are based on
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assumptions taken from the knowledge of other solid forms. This underlies possible
misinterpretations or distortion of the experimental errors.

Interpretation of release mechanism (e.g. dissolution or diffusion) for OIDPs depends
on the drug properties such as solubility and affinity towards membrane (if used) and
various aspects of the dissolution set-up. Therefore, fitting of dissolution profiles to
different models must be interpreted in the context of the dissolution set-up: if the
diffusion controlled set-ups are used, such as Franz cell system, then good fit with
Higuchi model is to be expected (Salama et al., 2008). However, it might be useful to
apply model-dependent methods, such as fitting to the Weibull equation, in order to
compare different release profiles, but this has been argued (Riley et al., 2012).
Model-independent methods, such as similarity and difference factors, f, and f;
values, are often calculated for comparison of OIDPs release profiles (May et al.,
2015; Salama et al., 2008; Riley et al.,2012), but their statistical power to discriminate
between formulations could be more refined if they are calculated for each particle
size range.

In vitro-based mean dissolution times (MDTs) may be an indicator for the in vivo lung
absorption rates of slowly-dissolving lipophilic corticosteroids, e.g., FP, ciclesonide
and budesonide (May et al., 2012; Rohrschneider et al., 2015). MDT is a model-
independent parameter and can easily be compared to non-compartmental
pharmacokinetic parameters, such as the mean absorption time (MAT)
(Rohrschneider et al., 2015). However, it should be kept in mind that MDT is not
meaningful if the plateau of the dissolution profile is not reached (May et al., 2015).
May et al. (2014) have developed a mechanistic model for inhaled API particles
release rate based on the modified version of the Noyes-Whitney dissolution model

i.e. Nernst-Brunner equation (Dokoumetzidis and Macheras, 2006):
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dam DS

= (e ) (Eq. 5)

where m is the mass of solid material at time t, S is the surface area of the particles,

D the diffusion coefficient of the substance in the solvent, h is the diffusion boundary
layer thickness, cs is the saturation solubility of drug and c; is the concentration of the
drug in the solution at time t.

Diffusion coefficient D was calculated by applying the Hayduk-Laudie equation

(Haydak and Laudie, 1974; Sheng et al., 2008):

D= 13.26x107° (Eq. 6)

Mater<Vyr>>"
where, Nwater IS the dynamic viscosity of water at 37 °C and Vy, is the Van-der-Waals
volume. There is a consensus that below a critical particle size the diffusion layer of a
spherical particle can be approximated by the particle radius, where the critical
particle radius is assumed to be 30 um (Hinz and Johnson, 1989). The modeling of
the dissolution layer of aerosolized particles is based on the following assumptions:
sink conditions, spherical particles, well-stirred medium, isotropic dissolution,
saturated solution at the surface of the particle/interface, constant diffusion coefficient
along the diffusion layer and no impact of stirred medium on the dissolution due to
the membrane (May et al., 2014). In order to take account of different particle size
fractions, collected at the different ACI stages, the following sum was calculated

(Hintz and Johnson, 1989; Okazaki et al., 2008):

dXsyum(t) dX(t) DS,(t) X
%: 2:1%: e=1 heet (5_701 (Eq.7)

where Xqum(t) is the total amount of undissolved drug at time t, X¢(t) is the amount of
undissolved drug in a particle size group e, S¢ is the surface area of each particle
size fraction, and he is the thickness of the diffusion layer, which depends on the

particle radius re. Due to irregular particle shape, for the determination of the particle

28



592

593

594

595

596

597

598

599

600

601

602

603

604

605

606

607

608

609

610

611

612

613

614

615

616

surface area the aerodynamic diameter must be converted in the geometric diameter,
incorporating the cubical particle shape factor for correction. The FPD on the
membrane, the particle shape, the diffusion layer thickness, the solubility and the
particle size distribution were also varied for evaluating possible influencing factors
(May et al., 2014).

Sadler et al. (2011) developed an in vitro model based on the deposition of
salmeterol xinafoate particles on Calu-3 respiratory epithelial cells to study their

dissolution and absorption.

4. Regulatory considerations and potentials for DPIs dissolution testing
Official statements from the regulators regarding the potential for the application of
dissolution test as an aid in formulation development, quality control tool or for the
bioperformance assessment of DPIs is rather scarce. EMA (European Medicines
Agency) and FDA (Food and Drug Administration) guidelines on the quality of
inhalation products do not provide any suggestions regarding dissolution testing of
DPIs. The list of proposed tests for the quality assessment of DPIs include:
appearance, assay, moisture content, mean delivered dose, delivered dose
uniformity, fine particle mass, particle size distribution of emitted dose and
microbiological limits (FDA, 1998; EMA, 2006).

Current approach by regulatory authorities (EMA, FDA), in bioequivalence testing of
orally inhaled powders, is a step-wise procedure including 1) in vitro characterization,
2) pharmacokinetics and, if necessary, 3) pharmacodynamics, i.e., clinical studies
(Hochhaus et al., 2015). In vitro testing is predominantly based on determination of
aerodynamic particle size distributions (by cascade impactors) using bio-relevant

batches. This in vitro data may be accepted as a surrogate for in vivo bioequivalence
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studies, even though an in vitro — in vivo relationship (IVIVR) has not been
established to date. There are examples of good correlation between aerodynamic
properties of the particles (e.g. delivered dose and FPF) and pharmacokinetic
outcomes (Reisner et al., 2014; Horhota et al., 2015). However, discrepancies that
arouse between in vitro and pharmacokinetic studies suggested that the latter are
more sensitive to differences in DPI formulations than cascade impactor studies.
Therefore, additional in vitro tests, such as dissolution studies (especially in the case
of poorly soluble APIs), might be necessary for establishment of a proper IVIVC
(Hochhaus et al., 2015). EMA has issued a guideline (EMA, 2009) on the
requirements for demonstration of therapeutic equivalence between the inhaled
products for use in the treatment of asthma and COPD. It was recognized that
bioequivalence can be demonstrated through selected in vitro tests, if dissolution
properties of the active substance lie between the reference and test product
(amongst other requirements). Some regulatory authorities recommend combination
of in vitro tests, including cascade impactor studies and determination of the
dissolution rates in physiologically relevant dissolution media, in combination with
pharmacokinetic studies to demonstrate pulmonary bioequivalence (Mendes Lima
Santos et al., 2014). Moreover, apart from the potential for the bioperformance
assessment of DPIs, dissolution studies enable to differentiate among orally inhaled
formulations and to set criteria for compliance. Furthermore, it was recognized that
dissolution testing was valuable as quality control tool, for discrimination between
formulations with similar aerodynamic but different release properties (Forbes et al.,
2015). Also, dissolution testing may provide better understanding of inhalation drug
delivery and guide/support formulation development. This could be important in the

context of QbD driven pharmaceutical development with the potential for coupling
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dissolution testing with computational fluid dynamics (CFD) and physiologically-

based pharmacokinetic (PBPK) modeling.

5. In vitro — in vivo relationships

As stated earlier, regulatory authorities (FDA, EMA) currently recommend
pharmacokinetic studies in healthy volunteers, to assess the pulmonary deposition
(bio-performance) of orally inhaled drugs (Hochhaus et al., 2015). However, recent
discussions introduced the idea that in vitro data might be used to waive in vivo
studies (Garcia-Arieta et al., 2014). A relationship between dissolution rate and
appearance of drug in plasma has been reported (Grainger et al., 2012). Convolution
and deconvolution can be applied to evaluate drug release and absorption, assuming
linear pharmacokinetics. In order to develop a bio-relevant dissolution test for DPIs, it
should be taken into account the physiological factors influencing dissolution in vivo,
including the composition and viscosity of the airway lining fluid, permeability of the
airway epithelium and the rate of particle clearance, all of which vary between
different regions of the lung. Optimization of in vitro dissolution methods for OIDPs,
using membranes with increased permeability and dissolution media with added
surfactants represents a good starting point to further evaluate in vitro - in vivo
(con)relations (Rohrschneider et al., 2015). Furthermore, coupling of dissolution and
permeation studies could also be beneficial in terms of increased bio-relevancy.
Haghi et al. (2012) investigated the deposition, dissolution and transport of
salbutamol (base and sulfate form) inhalation powders using the Calu-3 interface cell
culture model and Franz diffusion cell, while Sadler et al. (2011) did it, as mentioned
before, for salmeterol xinafoate powders using Calu-3 respiratory epithelial cells and

a cascade centripeter impactor.
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In order to realistically mimic deposition of aerosolized particles onto the lung surface
and subsequent released drug uptake, several methods were developed, in which
ACI was coupled with cultures of Calu-3 bronchial cells (Haghi et al., 2014; Ong et
al., 2015; Meindl et al., 2015). It was mentioned that the modification of standard API
plate with Snapwell® cell culture inserts did not affect deposition of aerosolized
particles (Ong et al., 2015). This study evidenced that drug absorption from different
inhaled formulation devices was not equivalent depending on their physical chemical
properties upon aerosolization. Then, these findings once again were indicative of
the necessity to develop in vitro dissolution methodologies for OIDPs, since
dissolution of drug particles might be the limiting step for the rate and amount of drug

absorption.

6. Conclusions and future perspectives

In vitro dissolution testing for solid oral dosage forms is well stablished and the data
are widely used in the formulation development as well as quality control. Dissolution
data are also used to study the effect of formulation change and/or support the
claims of bioequivalence of generic solid oral products. However, in the case of orally
inhaled products, the efficiency of DPI is linked to fine particle fraction without giving
much attention to other factors. In fact, currently there are no regulatory requirements
or standardized methods for dissolution testing of inhalation products. However,
there is a significant interest and need in developing dissolution technologies for
OIPs that can guide particle engineering and formulation to tailor release properties
of particles for local as well as systemic drug delivery and for quality control testing.
In this review, we attempted to summarize the comprehensive research on

dissolution of inhaled powders.

32



692

693

694

695

696

697

698

699

700

701

702

703

704

705

706

707

708

709

710

711

712

713

714

715

The dissolution methods mainly differed in apparatus setup and dissolution medium.
Compared to the first in vitro dissolution studies, that used apparatus approved for
the characterization of oral formulations, the researchers focused their attention on
systems that better mimic the lung environment and particle’s deposition.

Given the variety of inhalation therapeutic goals (systemic or local action), along with
emerging particle engineering techniques and formulation strategies, special
attention should be paid to the biopharmaceutical aspects of pulmonary drug
delivery. A thorough biopharmaceutical characterization of the inhaled drugs in terms
of drug solubility, dissolution and pulmonary permeability should be an integral part of
a sound formulation development strategy.

Determination of the key factors that influence drug bio-performance in the lungs is
one of the priorities in the pharmaceutical development of the inhaled products, and
therefore the introduction of the iBCS would facilitate the selection of drug candidates
and identification of the critical quality attributes of the inhalation products. Still, at this
moment, even a tentative iBCS would only be a rough estimate, since there are
multiple factors that influence the behavior of the inhaled drugs, and the importance
of these factors has yet to be determined.

The fact that more lipophilic drugs pass through the lungs rapidly is in contrast with
the basic postulate of BCS for oral products that poor water solubility is a limiting
factor for drug absorption. As discussed by Patton et al. (2004), more hydrophilic
drugs pass through the lungs much slower, most likely through aqueous pores in the
intercellular tight junctions. lonized (generally water soluble) molecules have lower
absorption rate, because of the interactions with lipids and proteins that surround the

agueous pores, whereas absorption can become even lower with increased
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molecular weight of the drug. Such findings imply that iBCS solubility classification
criterion might be expressed as lipid solubility.

Furthermore, different regions in the respiratory tract have different wall thickness,
composition and mechanisms of defense, so dissolution and absorption can differ
depending on the deposition site.

All these factors could be considered when designing appropriate in vitro dissolution
and permeation tests for the inhalation drugs. Even if a drug is not dissolved
adequately in agueous layer, there are mechanisms that facilitate drug transportation
through the cellular membrane, and interpretation of the in vitro data need to be

taken with caution.

Acknowledgements

This study is based upon work from COST Action MP1404 Siminhale 'Simulation and
pharmaceutical technologies for advanced patient-tailored inhaled medicines’,
supported by COST (European Cooperation in Science and Technology)

WWW.COSt.eu.

34



734

735

736

737

738

739

740

741

742

743

744

745

746

747

748

749

750

751

752

753

754

755

756

757

758

References

Amidon, G.L., Lennernas, H., Shah, V.P., Crison, J.R., 1995. 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.

Arora, D., Shah, K.A., Halquist, M.S., Sakagami, M., 2010. In vitro aqueous fluid-
capacity-limited dissolution testing of respirable aerosol drug particles
generated from inhaler products. Pharm. Res. 27, 786-795.

Arora, S., Haghi, M., Loo, C.Y., Traini, D., Young, P.M., Jain, S., 2015. Development
of an inhaled controlled release voriconazole dry powder formulation for the
treatment of respiratory fungal infection. Mol. Pharm. 12, 2001-2009.

Balducci, A.G., Steckel, H., Guarneri F., Rossi, A., Colombo, G., Sonvico, F., Cordts,
E., Bettini R., Colombo, P., Buttini, F., 2015. High shear mixing of lactose and
salmeterol xinafoate dry powder blends: biopharmaceutic and aerodynamic
performances. J. Drug Del. Sci. Tech. 30, 443-449.

Berkenfeld, K., Lamprecht, A., McConville, J.T., 2015. Devices for Dry Powder Drug

Delivery to the Lung, AAPS PharmSciTech. 16, 479-490.

Borghardt, J.M., Weber, B., Staab, A., Kloft, C., 2015. Pharmacometric Models for
Characterizing the Pharmacokinetics of Orally Inhaled Drugs. AAPS J. 17, 853—
870.

Buttini, F., Miozzi, M., Balducci, A.G., Royall, P.G., Brambilla, G., Colombo, P.,
Bettini, R., Forbes, B., 2014. Differences in physical chemistry and dissolution
rate of solid particle aerosols from solution pressurised inhalers. Int J Pharm
465, 42-51.

Byron, P.R., Patton, J.S., 1994. Drug delivery via the respiratory tract. J. Aerosol

Med. 7, 49-75.
35



759

760

761

762

763

764

765

766

767

768

769

770

771

772

773

774

775

776

77

778

779

780

781

782

783

Chan, J.G.Y., Chan, H.K., Prestidge, C.A., Denman, J.A., Young, P.M., Triani, D.,
2013. A novel dry powder inhalable formulation incorporating three first-line
anti-tubercular antibiotics. Eur. J. Pharm. Biopharm. 83, 285-292.

Clark, A., Eldon, M., Dwivedi, S., Wolff, R., 2006. The application of pulmonary
inhalation technology to drug discovery. Ann. Rep. Med. Chem. 41, 383-393.

Corradi, M., Chrystyn, H., Cosio, B.G., Pirozynski, M., Loukides, S., Louis, R.,
Spinola, M., Usmani, O.S., 2014. NEXThaler, an innovative dry powder inhaler
delivering an extrafine fixed combination of beclometasone and formoterol to
treat large and small airways in asthma. Expert Opin Drug Deliv 11, 1497-1506.

Davies, N.M., Feddah, M.R., 2003. A novel method for assessing dissolution of
aerosol inhaler products. Int. J. Pharm. 255, 175-187.

de Boer, A.H., Chan, H.K., Price, R., 2012. A critical view on lactose-based drug
formulation and device studies for powder inhalation; Which are relevant and
what interactions to expect. Adv Drug Deliv Rev 64, 257-274.

Demoly, P., Hagedoorn, P., de Boer, A.H., Frijlink, H.W., 2014. The clinical relevance
of dry powder inhaler performance for drug delivery. Resp Med 108, 1195-1203.

De Souza Carvalho, C., Daum, N., Lehr, C-M., 2014. Carrier interactions with the
biological barriers of the lung: Advanced in vitro models and challenges for
pulmonary drug delivery. Adv. Drug Deliv. Rev. 75, 129-140.

Dokoumetzidis, A., Macheras, P., 2006. A century of dissolution research: from
Noyes and Whitney to the Biopharmaceutics classification system. Int J Pharm.

321, 1-11.

Duret, C., Wauthoz, N., Sebti, T., Vanderbist, F., Amighi. K., 2012. Solid dispersions
of itraconazole for inhalation with enhanced dissolution, solubility and dispersion

properties. Int. J. Pharm. 428, 103-113.
36



784

785

786

787

788

789

790

791

792

793

794

795

796

797

798

799

800

801

802

803

804

805

806

807

Eixarch, H., Haltner-Ukomadu, E., Beisswenger, C., Bock, U., 2010. Drug Delivery to
the Lung: Permeability and Physicochemical Characteristics of Drugs as the
Basis for a Pulmonary Biopharmaceutical Classification System (pBCS). J.
Epithel. Biol. Pharmacol. 3, 1-14.

EMA 2006, Guideline on the pharmaceutical quality of inhalation and nasal products.
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2
009/09/WC500003568.pdf (accessed 14.09.2016).

EMA 2009, Guideline on the requirements for clinical documentation for orally inhaled
products (OIP) including the requirements for demonstration of therapeutic
equivalence between two inhaled products for use in the treatment of asthma
and chronic obstructive pulmonary disease (COPD) in adults and for use in the
treatment of asthma in children and adolescents.
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2
009/09/WC500003504.pdf (accessed 14.09.2016).

FDA 1998, Guidance for Industry: Metered Dose Inhaler (MDI) and Dry Powder
Inhaler (DPI) Drug Products, Chemistry, Manufacturing, and Controls
Documentation.
http://www.fda.gov/downloads/Drugs/.../Guidances/ucm070573.pdf (accessed
14.09.2016).

Forbes, B., O’Lone, R., Pribul Allen, P., Cahan, A., Clarke, C., Collinge, M., Dailey,
L.A., Donnelly, L.E., Dybowski, J., Hassall, D., Hildebrand, D., Jones, R., Reed,
M.D., Robinson, I., Tomlinson, L., Wolfreys, A., 2014. Challenges for inhaled
drug discovery and development: induced alveolar macrophage responses.

Adv. Drug Del. Rev. 71, 15-33.

37



808

809

810

811

812

813

814

815

816

817

818

819

820

821

822

823

824

825

826

827

828

829

830

Forbes, B., Richer, N.H., Buttini F., 2015a. Dissolution: a critical performance
characteristic of inhaled products? in: Nokhodchi A., Martin, G.P. (Eds.),
Pulmonary Drug Delivery Advances and Challenges, Wiley, United Kingdom,
pp. 223-240.

Forbes, B., Backman, P., Christopher, D., Dolovich, M., Li, B.V., Morgan. B., 2015b.
In Vitro Testing for Orally Inhaled Products: Developments in Science-Based
Regulatory Approaches. AAPS J. 17, 837-852.

Freiwald, M., Valotis, A., Kirschbaum, A., McClellan, M., Murdter, T., Fritz, P., Friedel,
G., Thomas, M., Hogger, P., 2005. Monitoring the initial pulmonary absorption
of two different beclomethasone dipropionate aerosols employing a human lung
reperfusion model. Respir. Res. 6, 21-33.

Fronius, M., Clauss, W.G., Althaus, M., 2012. Why do we have to move fluid to be
able to breathe? Front. Physio. 3, 1-9.

Garcia-Arieta A., 2014. A European Perspective on Orally Inhaled Products: In Vitro
Requirements for a Biowaiver. J. Aerosol. Med. Pulm. Drug Deliv. 27, 419-429.

Geiser, M., 2010. Update on macrophage clearance of inhaled micro- and
nanoparticles. J. Aerosol. Med. Pulm. Drug. Deliv. 23, 207-217.

Gerde, P, Malmlo6f, Havsborn, L., Sjéberg, C-O., Ewing, P., Eirefelt, S., Ekelund, K.,
2017. Dissolvit: an in vitro method for simulating the dissolution and absorption
of inhaled dry powder drugs in the lungs. Assay Drug Dev. Tech. 15, 77-88.

Grainger, C.l., Saunders, M., Buttini, F., Telford, R., Merolla, L.L., Martin, G.P. et al.,
2012. Critical characteristics for corticosteroid solution metered dose inhaler

bioequivalence. Mol. Pharm. 9, 563-569.

38



831 Gray, V.A,, Hickey, A.J., Balmer, P., Davies, N.M., Dunbar, C., Foster, T.S., Olsson,

832 B.L., Sakagami, M., Shah, V.P., Smurthwaite, M.J., Veranth, J.M., Zaidi, K.,
833 2008. The Inhalation Ad Hoc Advisory Panel for the USP performance tests of
834 inhalation dosage forms. Pharm. Forum. 34, 1068-1074.

835 Gumbleton, M., Al-Jayyoussi, G., Crandon-Lewis, A., Francombe, D., Kreitmeyr, K.,

836 Morris, C.J., Smith, M.W., 2011. Spatial expression and functionality of drug
837 transporters in the intact lung: objectives for further research. Adv. Drug Deliv.
838 Rev. 63, 110-118.

839 Haghi, M., Traini, D., Bebawy, M., Young. P.M., 2012. Deposition, Diffusion and

840 Transport Mechanism of Dry Powder Microparticulate Salbutamol, at the

841 Respiratory Epithelia. Mol. Pharm. 9, 1717-1726.

842  Haghi, M., Traini, D., Young. P., 2014. In Vitro Cell Integrated Impactor Deposition
843 Methodology for the Study of Aerodynamically Relevant Size Fractions from
844 Commercial Pressurised Metered Dose Inhalers. Pharm. Res. 31, 1779-1787.
845 Hancock, B.C., Parks, M., 2000. What is the true solubility advantage for amorphous
846 pharmaceuticals? Pharm. Res. 17, 397—-404.

847 Hastedt, J.E., 2014. The lung as a dissolution vessel? Inhalation 8, 18-22.

848 Hastedt, J.E., Backman, P., Clark, A.R., Doub, W., Hicey, A., Hochhaus, G., Kuehl,

849 P.J., Lehr, C., Mauser, P., McConville, J., Niven, R., Sakagimi, M., Weers, J.G.,
850 2016. Scope and relevance of a pulmonary biopharmaceutical classification
851 system AAPS/FDA/USP Workshop March 16-17th, 2015 in Baltimore, MD.

852 AAPS Open. 2, 1-20.

853 Hayduk, W., Laudie, H., 1974. Prediction of diffusion coefficients for non- electrolytes

854 in dilute aqueous solutions. AIChe J. 20, 611-615.

39



855

856

857

858

859

860

861

862

863

864

865

866

867

868

869

870

871

872

873

874

875

876

877

878

Hillmann T., Mortimer F., Hopkinson N.S., 2013. Inhaled drugs and global warming:
time to shift to dry powder inhalers. Brit. Med. J. 346, f3359

Hintz, R.J., Johnson, K.C., 1989. The effect of particle size distribution on dissolution
rate and oral absorption. Int. J. Pharm. 51, 9-17.

Hochhaus, G., Horhota, S., Hendeles, L., Suarez, S., Rebello, J., 2015.
Pharmacokinetics of Orally Inhaled Drug Products. AAPS J. 17, 769-775.

Horhota, S.T., van Noord, J.A., Verkleij, C.B., Bour, L.J., Sharma, A., Trunk, M.,
Cornelissen, P.J., 2015. In Vitro, Pharmacokinetic, Pharmacodynamic, and
Safety Comparisons of Single and Combined Administration of Tiotropium and
Salmeterol in COPD Patients Using Different Dry Powder Inhalers. AAPS J. 17,
871-880.

Jaspart, S., Bertholet, P., Piel, G., Dogne, J.M., Delattre, L., Evrard. B., 2007. Solid
lipid microparticles as a sustained release system for pulmonary drug delivery.
Eur. J. Pharm. Biopharm. 65, 47-56.

Kalkwarf. D.R., 1983. Dissolution rates of uranim compounds in simulated lung fluid.
Sci. Total Environ. 28, 405-414

Khadka, P., Ro, J., Kim, H., Kim, I., Kim, J.T., Kim, H., Cho, J.M,, Yun, G., Lee, J.,
2014. Pharmaceutical particle technologies: An approach to improve drug
solubility, dissolution and bioavailability. Asian J. Pharm. Sci. 9, 304-316.

Kippax, P., Huck-Jones, D., Suman, J.D., Hochhaus, G., Bhagwat. S., 2016.
Dissolution testing — Exploring the link between particle size & dissolution
behavior for OINDPs. Drug Development & Delivery. http://drug-
dev.com/Main/Back-Issues/DISSOLUTION-TESTING-Exploring-the-Link-

Between-Par-1077.aspx (accessed 26.05.2016).

40



879

880

881

882

883

884

885

886

887

888

889

890

891

892

893

894

895

896

897

898

899

900

901

902

903

Maretti, E., Rustichelli, C., Romagnoli, M., Balducci, A.G., Buttini, F., Sacchetti, F.,
Leo, E., lannuccelli, V., 2016. Solid Lipid Nanoparticle assemblies (SLNas) for
an anti-TB inhalation treatment - A Design of Experiments approach to
investigate the influence of pre-freezing conditions on the powder respirability.
Int. J. Pharm. 511, 669-679.

Marques, M.R.C., Loebenberg, R., Almukainzi, M., 2011. Simulated Biological Fluids
with Possible Application in Dissolution Testing. Dissolut. Technol. 18, 15-28.

May, S., Jensen, B., Wolkenhauer, M., Schneider, M., Lehr, C.M., 2012. Dissolution
Techniques for In Vitro Testing of Dry Powders for Inhalation. Pharm. Res. 29,
2157-2166.

May, S., Jensen, B., Weiler, C., Wolkenhauer, M., Schneider, M., Lehr, C.M., 2014.
Dissolution Testing of Powders for Inhalation: Influence of Particle Deposition
and Modeling of Dissolution Profiles. Pharm. Res. 31, 3211-3224.

May, S., Kind, S., Jensen, B., Wolkenhauer, M., Schneider, M., Lehr, C.M., 2015.
Miniature In Vitro Dissolution Testing of Powders for Inhalation. Dissolut.
Technol. 8, 40-51.

Mees, J., Fulton, C., Wilson, S., Bramwell, N., Lucius, M., Cooper, A., 2011.
Development of dissolution methodology for dry powder inhalation aerosols,
Poster at IPAC-RS 2011. http://ipacrs.org/assets/uploads/outputs/23-Pfizer.pdf
(accessed 20.06.2016).

Meindl, C., Stranzinger, S., Dzidic, N., Salar-Behzadi, S., Mohr, S., Zimmer, A,
Frohlich, E., 2015. Permeation of Therapeutic Drugs in Different Formulations
across the Airway Epithelium In Vitro. Plos. One. 10, e0135690.

Mendes Lima Santos, G., 2014. Considerations for Generic OIPs in Brazil. IPAC-

RS/UF Orlando Inhalation Conference.
41



904

905

906

907

908

909

910

911

912

913

914

915

916

917

918

919

920

921

922

923

924

925

926

927

928

https://custom.cvent.com/7BA2EE65E8B64AEBB1E77F19E7FD30BC/files/eve
nt/8a749091c2c741228907ca5c70b619eb/98f6e2e31b024eed9c8f81c31b3e92
42 .pdf (accessed 13.04.2016).

Mobus, K., Siepmann, J., Bodmeier. R., 2012. Zinc—alginate microparticles for
controlled pulmonary delivery of proteins prepared by spray-drying. Eur. J.
Pharm. Biopharm. 81, 121-130.

Muralidharan, P., Haves Jr, D, Mansour, H.M., 2014. Dry powder inhalers in COPD,
lung inflammation and pulmonary infections. Expert Opin Drug Deliv. 12, 947-
962.

Nahar K.; Gupta N.; Gauvin R.; Absar S.; Patel B.; Gupta V.; Khademhosseini; Ahsan
F, 2013. In vitro, in vivo and ex vivo models for studying particle deposition and
drug absorption of inhaled pharmaceuticals. Eur. J. Pharm. Sci. 49, 805-818.

Nel, A., Xia, T., Madler, L., Li, N., 2006. Toxic potential of materials at the nanolevel.
Science 311, 622—-627.

Okazaki, A., Mano, T., Sugano, K., 2008. Theoretical dissolution model of poly-
disperse drug patrticles in biorelevant media. J. Pharm. Sci. 97, 1843-1852.

Olsson, B., Backman, P., 2014. Mouth-throat models for realistic in vitro testing: A
proposal for debate, in: Dalby, R., Byron, P.R., Peart, J., Suman, J.D., Farr,
S.J., Young, P.M., Traini, D. (Eds.), Respiratory Drug Delivery 2014, Fajardo,
Puerto Rico. DHI Publishing, LLC, River Grove, Il, pp 287-894.

Ong, H.X., Traini, D., Loo, C.Y., Sarkissian, L., Lauretani, G., Scalia, S., Young, P.M.,
2015. Is the cellular uptake of respiratory aerosols delivered from different
devices equivalent? Eur. J. Pharm. Biopharm. 93, 320-327.

Ortiz, M., Jornada, D.S., Pohlmann, A.R., Gueterres, S.S., 2015. Development of

Novel Chitosan Microcapsules for Pulmonary Delivery of Dapsone:
42



929

930

931

932

933

934

935

936

937

938

939

940

941

942

943

944

945

946

947

948

949

950

Characterization, Aerosol Performance, and In Vivo Toxicity Evaluation. AAPS

PhamSciTech. 16, 1033-1040.
Pai, R.V., Jain, R.R., Bannalikar, A.S., Menon, M.D., 2015. Development and
Evaluation of Chitosan Microparticles Based Dry Powder Inhalation

Formulations of Rifampicin and Rifabutin. J. Aerosol Med. Pulm. D. 28, 1-17.

Parikh, R., Dalwadi., S., 2014. Preparation and characterization of controlled release

poly-€ -caprolactone microparticles of isoniazid for drug delivery through
pulmonary route. Powder Technol. 264, 158—165.

Patton, J.S., 1996. Mechanisms of macromolecule absorption by the lungs. Adv.
Drug Deliv. Rev. 19, 3-36.

Patton, J.S., Fishburn, C.S., Weers, J.G., 2004. The lungs as a portal of entry for
systemic drug delivery. Proc. Am. Thorac. Soc. 1, 338-344.

Patton, J.S., Byron, P.R., 2007. Inhaling medicines: delivering drugs to the body
through the lungs. Drug Discov. 6, 67-74.

Pilcer, G., Rosiere, R., Traina, K., Sebti, T., Vanderbist, F., Amighi, K., 2013. New

Co-Spray-Dried Tobramycin Nanopatrticles—Clarithromycin Inhaled Powder

Systems for Lung Infection Therapy in Cystic Fibrosis Patients. J. Pharm. Sci.

102(6), 1836-1846.

Reisner. C., 2014. In-Vitro /In-Vivo Comparisons of Formoterol MDI to Formoterol
DPI: Lessons Learned. IPAC-RS/UF Orlando Inhalation Conference.
http://ipacrs.org/assets/uploads/outputs/03-Day_3 OIC 2014 Reisner.pdf

(accessed 13.04.2016).

43



951

952

953

954

955

956

957

958

959

960

961

962

963

964

965

966

967

968

969

970

971

972

973

974

975

Riley, T., Christopher, D., Arp, J., Casazza, A., Colombani, A., et al., 2012.
Challenges with Developing In Vitro Dissolution Tests for Orally Inhaled
Products (OIPs). AAPS PharmSciTech. 13, 978-989.

Rohrschneider, M., Bhagwat, S., Krampe, R., Michler, V., Breitkreutz, J., Hochhaus,
G., 2015. Evaluation of the transwell system for characterization of dissolution
behavior of inhalation drugs: effects of membrane and surfactant. Mol. Pharm.
12, 2618-2624.

Russo, P., Stigliani, M., Prota, L., Auriemma, G., Crescenzi, C., Porta, A., Aquino,
R.P., 2013. Gentamicin and leucine inhalable powder: What about
antipseudomonal activity and permeation through cystic fibrosis mucus?. Int. J.
Pharm. 440, 250-255.

Sadler, R.C., Prime, D., Burnell, P.K., Martin, G.P., Forbes, B., 2011. Integrated in
vitro experimental modelling of inhaled drug delivery: deposition, dissolution and
absorption. J. Drug Del. Sci. Tech. 21, 331-338.

Sakagami, M., Arora Lakhani, D., 2012. Understanding Dissolution in the Presence of
Competing Cellular Uptake and Absorption in the Airways. Resp. Drug Deliv. 1,
185-192.

Salama, R.O., Traini, D., Chan, H.K., Young, P.M., 2008. Preparation and
characterisation of controlled release co-spray dried drug—polymer
microparticles for inhalation 2: Evaluation of in vitro release profiling
methodologies for controlled release respiratory aerosols. Eur. J. Pharm.
Biopharm. 70, 145-152.

Scalia, S., Salama, R., Young, P., Traini, D., 2012. Preparation and in vitro evaluation
of salbutamol-loaded lipid microparticles for sustained release pulmonary

therapy. J. Microencapsul. 29, 225-233.
44



976  Schulz, H., Brand, P., Heyder, J., 2000. Particle Deposition in the Respiratory Tract,
977 in: Gehr, P., Heyder, J. (Eds.), Particle-Lung Interactions. Marcel Dekker, Inc.,
978 New York, Basel, pp. 229-290.

979  Sigurdsson, H.H., Kirch, J., Lehr, C.M., 2013. Mucus as a barrier to lipophilic drugs.
980 Int. J. Pharm. 453, 56-64.

981 Sheng, J.J., Sirois, P.J., Dressman, J.B., Amidon, G.L., 2008. Particle diffusional
982 layer thickness in a USP dissolution apparatus Il: a combined function of

983 particle size and paddle speed. J Pharm Sci. 97, 4815-4829.

984 Smart, J.D., 2005. The basics and underlying mechanisms of mucoadhesion. Adv.
985 Drug Deliv. Rev. 57, 1556-1568.

986 Son, Y.J., McConville, J.T., 2009. Development of a standardized dissolution test
987 method for inhaled pharmaceutical formulations. Int. J. Pharm. 382, 15-22.
988 Son, Y.J., Horng, M., Copley, M., McConville, J.T., 2010. Optimization of an in vitro
989 dissolution test method for inhalation formulations. Dissolut. Technol. 6, 6-13.

990  Son, Y-J., Mitchell, J.P., McConville, J.T., 2011. In vitro performance testing for

991 pulmonary drug delivery. H.D.C. Smith and A.J. Hickey (eds). Controlled
992 Pulmonary Drug Delivery, Advances in Delivery Science and Technology.
993 Controlled Release Society, pp. 383-415.

994  Spiekermann, G.M., Finn, P.W., Ward E.S., Dumont, J., Dickinson, B.L., Blumberg,

995 R.S., Lencer, W.I., 2002. Receptor-mediated immunoglobulin G transport
996 across mucosal barriers in adult life: Functional expression of FCRn in the
997 mammalian lung. J. Exp. Med. 196, 303-310.

998  Stigliani, M., Manniello, M.D., Zegarra-Moran, O., Galietta, L., Minicucci, L., Casciaro,

999 R., Garofalo, E., Incarnato, L., Aquino, R.P., Del Gaudio, P., Russo, P., 2016.

45



1000

1001

1002

1003

1004

1005

1006

1007

1008

1009

1010

1011

1012

1013

1014

1015

1016

1017

1018

1019

1020

1021

1022

1023

1024

Rheological Properties of Cystic Fibrosis Bronchial Secretion and in Vitro Drug
Permeation Study: The Effect of Sodium Bicarbonate. J. Aerosol Med. Pulm. D.
29, 1-9.

Tolman, J.A., Williams, R.O., 2010. Advances in the pulmonary delivery of poorly
water-soluble drugs: Influence of solubilization on pharmacokinetic properties.
Drug Dev. Ind. Pharm. 36, 1-30.

Transwell® Permeable Supports, 2003. Instructions for Use. Corning Incorporated,
One Riverfront Plaza, Corning, NY.

Usmani, O.S., Biddiscombe, M.F., Barnes, P.J., 2005. Regional lung deposition and
bronchodilator response as a function of beta2-agonist particle size. Am. J.
Respir. Crit. Care Med. 172, 1497-1504.

Yang, W., Peters, J.1., Williams Ill, R.O., 2008. Inhaled nanoparticles—A current
review. Int. J. Pharm. 356, 239-247.

Virchov, J.C., 2005. What plays a role in the choice of inhaler device for asthma
therapy. Curr. Med. Res. Opin. 21, S19-25.

Wetterlin, K., 1988. Turbuhaler: A New Dry Powder Inhaler for Administration of
Drugs to the Airways. Pharm Res 5, 506-508.

Wu, S., Salar-Behzadi, S., Frohlich, E., 2013. Role of in-silico modeling in drug

development for inhalation treatment. J. Mol. Pharm. Org. Process Res. 1, 106.

46



1025

1026

1027

1028

1029

1030

1031

1032

1033

1034

1035

Figure legends

Fig. 1. Complex interplay among the factors affecting the key biopharmaceutical

properties of inhaled drugs.

Fig. 2. Graphical representation of the interplay among particle deposition,

dissolution, absorption and clearance in the pulmonary tract.
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Table(s)

Table 1. Examples of DPI drug products available on US* and/or EU* market.

Drug Product Drug Indication Device type Company
Tudorza® Pressair™  Aclidinium bromide COPD Multi dose Forest Pharmaceuticals
(reservoir) Inc./Almirall
Foster NEXThaler” Beclomethasone Asthma/COPD Multi dose Chiesi
dipropionate/formoterol (reservoir)
fumarate
Pulmicort Flexhaler*  Budesonide Asthma Multi dose Astra Zeneca

(reservoir)

Colobreathe® Colistimethate sodium Cystic fibrosis infection  Single dose Forest Laboratories

Turbospin* (capsule)

Flovent Diskus* Fluticasone propionate Asthma Multi dose GSK
premetered

Foradil Aerolizer* Formoterol fumarate Asthma/COPD Single dose Novartis
(capsule)

Afrezza™ Insulin humane Diabetes Single dose Sanofi Aventis
(cartridge)

Adasuve™ Loxapine Schizophrenia/bipolar  Single dose Teva

disorder

Asmanex Twisthaler* Mometasone furoate Asthma Multi dose Schering
(reservoir)

Buventol Easyhaler”  Salbutamol sulphate Asthma/COPD Multi dose Orion
(reservoir)

Serevent Diskus* Salmeterol xinofoate Asthma/COPD Multi dose GSK
premetered

Seretide Diskus” Fluticasone propionate/  Asthma/COPD Multi dose GSK

Salmeterol xinofoate premetered
Advair Diskus* Fluticasone propionate/  Asthma/COPD Multi dose GSK
Salmeterol xinofoate premetered

Spiriva Handihaler* Tiotropium bromide COPD Single dose Boehringer Ingelheim
(capsule)

Toby Podhaler™ Tobramycin Cystic fibrosis infection  Single dose Novartis
(capsule)

Relenza Diskhaler* Zanamivir Influenza Multi dose GSK

(blister)




Table 2. Experimental conditions for some dissolution studies of OIDPs reported in the

literature
Dissolution ; ; ;
Drug / Formulation or : Dissolution
épy%e%gﬁgs commercial product Collection of samples medium Reference
Albuterol/Ventolin® HFA
g}gggiﬁgo’;]‘%hgontai”ing a PBS with DPPC or  Son etal,, 2010
Budesonide/Pulmicort” polysorbate 80
Flexhaler
; ; ; ; regenerated cellulose membranes
Budesonide/micronized particles us?ng abbreviated ACI PBSpH 7.4 May et al., 2012
P i ticles were manually
. Disodium cromoglycate/ micropar :
Modified USP olvwinvl alcohol microparticles sprinkled on the cellulose filter PBS pH 7.4 Salama et al., 2008
apparatus 2 polyviny p membrane
; ; ; regenerated cellulose membranes
Fenoterol/micronized particles us?ng abbreviated ACI PBSpH 7.4 May et al., 2012
o microparticles were dispersed in ) )
Isoniazid/poly-g-caprolactone PBS and filled in the pre-treated SLF pH 7.4, Parikh and Dalwadi,
microparticles dialysis membrane and sealed ALF pH 4.5 2014
with clips
modified NGI containing a 0.063 M HCI

Itraconazole/mannitol+TPGS
microparticles

dissolution cup with a removable
insert placed on stage 3

solution with 0.3 %
of SLS

Duret et al., 2012

Modified USP

Clarithromycin and tobramycine/

modified NGI containing a

paddle over disc - b : dissolution cup with a removable PBSpH 7.4 Pilcer et al., 2013
method co-spray dried nanoparticles insert placed on stage 3
Salbutamol acetonide/
glyceryl behenate solid lipid ﬁ‘ov‘fg‘gg ?%rgrpflﬁtsegere wrapped Up  ppg pH 7.4 Jaspart et al., 2007
microparticles 9
USP apparatus 1
: : : powder samples were filled in the :
Dapsone/chitosan microparticles gelatin capsules no. 0 PBSpH 7.4 Ortiz et al. 2015
: o 1® connection point of the USP Water, SLF, :
?Hgbeus#gg%/Pulmlcort induction port with the inlet part of modified SLF zD&\)"seS and Feddah,
the ACI (with DPPC)
P i icles were manually
Disodium cromoglycate/ micropartic :
polyvinyl alcohol microparticles ﬁqpémlél%%gn the cellulose filter PBSpH 7.4 Salama et al., 2008
ot cdclioss e
through ce ; ; ; regenerated cellulose membranes
9 Fenoterol/micronized particles us?ng abbreviated ACI PBSpH 7.4 May et al., 2012
Fluticasgne propionate/
Flixotide™ Accuhaler connection point of the USP Water, SLF, Davies and Feddah
induction port with the inlet part of modified SLF 2003 !
— - the ACI (with DPPC)
Triamcinolone acetonide/
Azmacort
Bovine serum albumin, terbutaline  microparticles were manualg/ PBS DH 7.4
sulfate, diprophylline/ zinc-alginate  sprinkled on the regenerate modified SLE Mobus et al., 2012
microparticles cellulose filter membrane
(Modified) Franz Beclomethasone dipropionate : P PBS pH7.4, ;
diffusion cell Qval%/ Sanasthmax twin stage impinger 0.1% SDS Grainger et al, 2012
Budesonide/micronized particles regenerated cellulose membranes PBS pH 7.4 May et al., 2012

using abbreviated ACI




Disodium cromoglycate/ polyvinyl

microparticles were manually

sprinkled on the cellulose filter PBSpH 7.4 Salama et al., 2008
alcohol microparticles membrane
Fenoterol/micronized particles L%?ﬁé\%@ésgvfﬁgtgcfgImembranes PBSpH 7.4 May et al., 2012
Pyrazinamide, rifampicin, nitrocellulose membrane was SLF pH 7.4 Chan et al., 2013

isoniazid/co-spray dried particles

placed on stage 3 of an NGI

Salbutamol/micronized powders of
salbutamol base and sulfate form,
Ventolin

twin stage |m5)|nger was used to
deposit particles on the
Transwell® polyester membranes

Hanks balanced
salt solution, SLF
with 0.02 % DPPC

Haghi et al., 2012

Salbutamol/solid lipid

samples were manually sprinkled

Mod ified?
ranswell® system

microparticles on the membrane PBS pH 7.4 Scalia et al., 2012
Salmeterol xinafoate/blends with samples were manually sprinkled :
lactose on the filter PBSpH 7.4 Balducci et al., 2015
Beclometahasone dipropionate/
Vanceril®
Quar® PBS ph1 7.4
stages 2 and 4 of 8-stage ACI distilled deionized Arora et al., 2010
water
Budesonide/Pulmicort®
Turbuhaler®
Budesonide/micronized particles abbreviated ACI with a stage PBS pH 7.4 May et al., 2015

extension

Budesonide/Symbicort®

Ciclesonide/Alvesco®

filter papers placed on stage 4 of
the ACl or NG

PBS with 0.5 %
SDS

Rohrschneider et al.,
2015

Flunisolide/Aerobid®

Fluticagone propionate/Flovent®
Diskus

Triamcinolone acetonide/
Azmacort®

stages 2 and 4 of 8-stage ACI

PBS pH 7.4
distilled deionized
water

Arora et al., 2010

Fluticasone propionate/ Flixotide®

filter papers placed on stage 4 of
the ACl or NG

PBS with 0.5 %
SDS

Rohrschneider et al.,
2015

Dialysis bag

Rifampicin, rifabutin/

chitosan microparticles Pai et al., 2015
Microparticles were placed in
dialysis bag which was suspended  SLF pH 7.4
Rif icin in a stoppered tube
ifampicin .
freeze-fried microparticles Maretti et al., 2016
Voriconazole/Polylactide large Samples were manually dispersed  PBS pH 7.4 with 0.1 Arora et al.. 2015

porous particles

in the dialysis bag

% polysorbate 80




Table 3. Compositions of the physiological lung fluid, simulated lung fluid (SLF), modified

SLF and the applied SLF in mEqg/L (adapted from Kalkwarf, 1983; Davies and Feddah,

2003).

. . Modified SLF with Applied
lons Physiological SLF 0.02 % DPPC SEE
Calcium, Ca* 5 5 5 -
Magnesium, Mg** 2 2 2 2
Potassium, K" 4 4 4 4
Sodium, Na* 145 145 145 150
Total cations 156 156 156 156
Bicarbonate, HCOg3 31 31 31 31
Chloride, CI 114 114 114 115
Citrate, CgHsO7 - 1 1 -
Acetate, C,H3;0, 7 7 7 7
Phosphate, HPO,* 2 2 2 2
Sulfate, SO,* 1 1 1 1
Protein 1 - - -

DPPC - - 200 mg -
Total anions 156 156 156 156
pH 7.3-7.4 7.3-7.4 7.3-74 7.3-8.7




