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Abstract 

The Biopharmaceutics Classification System (BCS) is an essential tool in pharmaceutical sciences, providing a scientific 
framework for classifying drugs based on their solubility and permeability characteristics. This system, developed in 
1995, helps streamline drug development and regulatory approval processes by predicting in vivo drug performance 
from in vitro data. This paper reviews the four BCS classes, their solubility and permeability criteria, detailed procedures 
for determining these characteristics, and suitable formulation strategies for each class. Additionally, it explores the 
concept of biowaivers, which allows for the waiver of in vivo bioavailability and bioequivalence studies under certain 
conditions, primarily for BCS Class I drugs. The advantages, challenges, and limitations of biowaivers are discussed, 
emphasizing the need for global harmonization to fully realize the BCS's potential. 
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1. Introduction

The Biopharmaceutics Classification System (BCS) was developed by Gordon Amidon and colleagues in 1995 to provide 
a scientific basis for classifying drugs based on their aqueous solubility and intestinal permeability characteristics. The 
primary goal of the BCS is to facilitate the drug development process, particularly for oral solid dosage forms, by 
predicting the in vivo performance of a drug product from its in vitro characteristics. This system allows for a more 
streamlined and cost-effective approach to drug development and regulatory approval. 

The BCS divides drugs into four categories based on their solubility and permeability. Solubility is assessed by 
determining if the highest dose strength of a drug is soluble in 250 mL or less of aqueous media across a pH range of 1 
to 7.5. Permeability is evaluated by the extent of drug absorption in humans, where a drug is considered highly 
permeable if more than 90% of the administered dose is absorbed. The four BCS classes are as follows: 

 Class I: High Solubility, High Permeability
 Class II: Low Solubility, High Permeability
 Class III: High Solubility, Low Permeability
 Class IV: Low Solubility, Low Permeability

The application of the BCS extends to regulatory decisions, including the potential for biowaivers. A biowaiver allows 
for the waiver of in vivo bioavailability and bioequivalence studies for certain drug products, primarily those classified 
as BCS Class I, under specific conditions. This can significantly expedite the approval process for generic drugs, reducing 
both time and cost. 
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2. BCS Classification 

The BCS classifies drugs into four categories: 

2.1. Examples of Drugs in Each BCS Class 

2.1.1. BCS Class I: High Solubility, High Permeability 

Drugs that dissolve readily in aqueous media and are easily absorbed through the gastrointestinal (GI) tract.Examples 
of drugs in this class include Metoprolol, Propranolol, Verapamil, Acetaminophen (Paracetamol), Amoxicillin, Caffeine, 
Diltiazem, Lisinopril, Theophylline, Carbamazepine, Atenolol, Metformin, Hydrochlorothiazide, Warfarin, Ciprofloxacin, 
Levofloxacin, Omeprazole, Ketoprofen, Fluconazole, Ibuprofen . 

2.1.2. BCS Class II: Low Solubility, High Permeability 

Drugs that have poor solubility but are well absorbed in the GI tract. Examples of drugs in this class include 
Ketoconazole, Phenytoin, Danazol, Carbamazepine, Diclofenac, Glibenclamide, Itraconazole, Indomethacin, Mefenamic 
acid, Nifedipine, Piroxicam, Spironolactone, Sildenafil, Atorvastatin, Efavirenz, Fenofibrate, Irbesartan, Lovastatin, 
Telmisartan, Valsartan. 

2.1.3. BCS Class III: High Solubility, Low Permeability 

Drugs that dissolve easily but are not readily absorbed in the GI tract. Examples of drugs in this class include Cimetidine, 
Acyclovir, Atenolol, Metformin, Gabapentin, Ranitidine, Neomycin, Captopril, Enalapril, Furosemide, Riboflavin, 
Hydrochlorothiazide, Amlodipine, Pravastatin, Levothyroxine, Oseltamivir, Topiramate, Lamivudine, Alendronate. 

2.1.4. BCS Class IV: Low Solubility, Low Permeability 

Drugs that are poorly soluble and poorly absorbed in the GI tract. Examples of drugs in this class include Chlorothiazide, 
Furosemide, Bicalutamide, Cefuroxime axetil, Griseofulvin, Methotrexate, Rifampicin, Ritonavir, Saquinavir, Paclitaxel, 
Cyclosporine, Tacrolimus, Itraconazole, Amphotericin B, Capreomycin, Etoposide, Erythromycin, Loratadine, Lopinavir, 
Aprepitant. 

2.2. Solubility and Permeability Criteria 

 Solubility: A drug is considered highly soluble when the highest dose strength is soluble in 250 mL or less of 
aqueous media over a pH range of 1 to 7.5. 

 Permeability: A drug is considered highly permeable when the extent of absorption in humans is greater than 
90% of an administered dose, based on mass balance or in comparison to an intravenous reference dose. 

2.3. Detailed Permeability Procedure 

Permeability can be assessed through in vitro and in vivo studies. The Caco-2 cell model is commonly used for in vitro 
studies, where Caco-2 cells grown on permeable supports form a confluent monolayer . The drug solution is added to 
the apical side, and samples are collected from the basolateral side at various intervals, then analyzed to determine drug 
concentration . 

For in vivo studies, mass balance studies involve administering the drug orally and intravenously to human subjects, 
collecting blood, urine, and feces samples at various time points, and analyzing these to determine the total amount of 
drug absorbed. The extent of absorption is calculated by comparing the fraction of the orally administered dose that is 
absorbed to the intravenous reference dose. A drug is classified as highly permeable if the extent of absorption is greater 
than 90% of the administered dose 

2.4. Suitable Formulations for Different BCS Classes 

2.4.1. BCS Class I: High Solubility, High Permeability 

For drugs in this class, simple immediate-release formulations are typically sufficient due to their high solubility and 
permeability. These drugs are readily absorbed, and formulation efforts can focus on optimizing dosage forms for 
patient convenience and compliance. Examples include tablets and capsules with minimal excipients. 
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2.4.2. BCS Class II: Low Solubility, High Permeability 

Formulation strategies for Class II drugs focus on enhancing solubility. Techniques such as solid dispersions, 
micronization, nanosizing, and the use of solubilizing agents like cyclodextrins or surfactants are common. Lipid-based 
formulations, such as self-emulsifying drug delivery systems (SEDDS) or self-micro 

2.5. Suitable Formulations for Different BCS Classes 

2.5.1. BCS Class I: High Solubility, High Permeability 

For drugs in this class, simple immediate-release formulations are typically sufficient due to their high solubility and 
permeability. These drugs are readily absorbed, and formulation efforts can focus on optimizing dosage forms for 
patient convenience and compliance. Examples include tablets and capsules with minimal excipients (14). 

2.5.2. BCS Class II: Low Solubility, High Permeability 

Formulation strategies for Class II drugs focus on enhancing solubility. Techniques such as solid dispersions, 
micronization, nanosizing, and the use of solubilizing agents like cyclodextrins or surfactants are common (15). Lipid-
based formulations, such as self-emulsifying drug delivery systems (SEDDS) or self-microemulsifying drug delivery 
systems (SMEDDS), can also improve the bioavailability of these drugs (16). 

2.5.3. BCS Class III: High Solubility, Low Permeability 

The primary challenge for Class III drugs is their low permeability. Formulation approaches often involve the use of 
permeability enhancers to facilitate drug absorption. These can include the use of surfactants, co-solvents, or the 
inclusion of absorption enhancers such as bile salts (17). Additionally, modifying the drug's chemical structure or using 
prodrugs can also be considered to improve permeability (18). 

2.5.4. BCS Class IV: Low Solubility, Low Permeability 

Class IV drugs present the greatest challenge in formulation due to their poor solubility and permeability. A combination 
of strategies used for Classes II and III may be required. This can involve solubility enhancement techniques (e.g., solid 
dispersions, nanosizing) alongside permeability enhancers (19). Advanced drug delivery systems, such as 
nanoparticles, liposomes, and targeted delivery approaches, may also be necessary to achieve adequate bioavailability 
(20). 

3. Biowaivers 

Biowaivers are regulatory provisions that allow for the waiver of in vivo bioavailability and bioequivalence studies, 
typically required for the approval of generic drug products, under certain conditions. The BCS-based biowaiver is a 
significant application of the BCS, aimed at reducing the need for extensive clinical testing by relying on in vitro data 
(21). 

3.1. Criteria for BCS-Based Biowaivers 

To qualify for a BCS-based biowaiver, a drug product must meet the following criteria 

 BCS Classification: The drug must be classified as BCS Class I (high solubility and high permeability) (22). 
 Dissolution: The drug product must exhibit rapid and similar dissolution profiles (≥85% in 30 minutes) in 

three different media (pH 1.2, 4.5, and 6.8) (23). 
 Excipients: The excipients in the drug formulation must not significantly affect the drug's absorption (24). 

3.2. Advantages of Biowaivers 

Biowaivers offer several advantages. They can significantly shorten the drug development timeline by eliminating the 
need for in vivo bioequivalence studies (25). By relying on in vitro data, pharmaceutical companies can reduce the costs 
associated with clinical trials (26). Additionally, biowaivers streamline the regulatory review process, allowing for 
quicker approval of generic drugs (27). 
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3.3. Challenges and Limitations 

While BCS-based biowaivers offer numerous advantages, there are also challenges and limitations. Biowaivers are 
primarily applicable to BCS Class I drugs. Drugs in Classes II and IV, which have solubility and permeability issues, do 
not qualify for biowaivers, necessitating in vivo studies (28). The presence of certain excipients can influence drug 
absorption, posing a challenge in ensuring bioequivalence (29). Moreover, different regulatory agencies may have 
varying criteria for biowaivers, complicating the approval process for multinational drug products (30). 

4. Conclusion 

The Biopharmaceutics Classification System and its application in biowaivers have revolutionized the drug 
development process, offering a scientific basis for predicting drug absorption and enabling more efficient regulatory 
decisions. By classifying drugs based on their solubility and permeability, the BCS provides a framework that can 
expedite the approval of safe and effective generic drug products, ultimately benefiting the pharmaceutical industry and 
patients alike. However, the system's limitations and the need for global regulatory harmonization must be addressed 
to fully realize its potential. 
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