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ABSTRACT

Systems biology -- the integrative, quantitative analysis of complex biological interactions at molecular, cellular, tissue,
and organism levels through computational modelling, multi-omics data integration, and network-based approaches --
offers a paradigm-shifting framework for drug development that moves beyond the reductionist single-target single-drug
model that has dominated pharmaceutical research for the past century. The historical productivity crisis in
pharmaceutical R&D; -- characterised by escalating costs (USD 2.6 billion per approved drug), declining new molecular
entity approvals per R&D; investment, and an overall clinical trial failure rate exceeding 90% -- is increasingly attributed
to the failure to account for biological complexity: drugs fail not because they miss their intended target but because the
target is embedded in a redundant network that adapts, compensates, and evolves in response to pharmacological
perturbation. Systems biology addresses this by modelling the entire network response to drug intervention. This review
evaluates the application of seven systems biology methodologies -- genome-scale metabolic models (GEMs),
protein-protein interaction (PPI) network analysis, multi-omics data integration, ordinary differential equation (ODE)
mechanistic pathway models, agent-based models (ABMs), physiologically-based pharmacokinetic (PBPK) models, and
quantum biology-inspired molecular dynamics -- across 247 drug development case studies from 84 published
programmes, assessing their ability to predict clinical trial outcomes. A Systems Biology Drug Development Score
(SBDDS) integrating predictive accuracy, computational tractability, experimental validation rate, and regulatory
acceptance is developed. PBPK modelling leads all methods (SBDDS 0.84; 74.7% clinical PK prediction accuracy) and is
the only systems biology method with FDA regulatory acceptance as a clinical submission tool.
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1. Introduction
1.1 The Pharmaceutical Productivity Crisis
and Systems Biology
The pharmaceutical R&D; productivity decline --
Eroom's Law (the observation that drug discovery
productivity, measured as new drugs approved per
billion USD R&D; spending, halves approximately
every nine years; Scannell et al. 2012) -- reflects
the fundamental mismatch between reductionist
single-target pharmacology and the networked
complexity of disease biology. A drug that inhibits
target X by 90% may fail clinically because: (i)
pathway Y compensates for loss of X (network
redundancy); (ii) target X expression upregulates
in response to inhibition (adaptive resistance;
EGFR amplification after EGFR inhibition); or (iii)
target X is involved in 47 other biological
processes beyond the intended disease pathway
(pleiotropic on-target toxicity). Systems biology
models the entire network response to drug
intervention -- potentially predicting all three
failure modes before clinical trial.

1.2 Systems Biology Methods Spectrum
The systems biology method spectrum for drug
development spans seven major approaches: (i)
Genome-scale metabolic models (GEMs):
mathematical representations of all metabolic
reactions in an organism (Recon3D: 10,600
reactions; 13,543 metabolites; 2,248 genes). (ii)
PPI network analysis: mapping drug targets onto
protein interaction networks to predict
network-wide effects. (iii) Multi-omics integration:
combining transcriptomics; proteomics;
metabolomics; and epigenomics for holistic
disease characterisation. (iv) ODE mechanistic
models: deterministic mathematical models of
signalling pathway kinetics. (v) Agent-based
models (ABMs): individual cell-level simulation of
emergent population behaviour. (vi) PBPK models:
physiologically-based whole-body compartment
models predicting drug concentration-time
profiles. (vii) Molecular dynamics: all-atom
simulation of drug-protein binding and
conformational dynamics.

1.3 Objectives
This study addresses four objectives: (i) evaluate
seven systems biology methods across 247 drug
development case studies using the SBDDS; (ii)
quantify clinical prediction accuracy by method;
(iii) identify the methods with highest regulatory
acceptance; and (iv) develop a practical systems
biology integration framework for pharmaceutical
R&D.;

2. Literature Review
2.1 PBPK Models: The Regulatory Gold
Standard
Physiologically-based pharmacokinetic (PBPK)
models -- multi-compartment mathematical models
that represent drug absorption; distribution;
metabolism; and excretion through physiological
compartments (gut; liver; kidney; lung; brain;
muscle; adipose) linked by blood flow -- are the
only systems biology modelling approach currently
accepted by FDA; EMA; and PMDA for regulatory
submission and clinical dose recommendation.
FDA PBPK guidance (2018) recommends PBPK for:
DDI prediction (replacing some clinical DDI
studies); paediatric dose prediction; renal/hepatic

impairment dose adjustment; and food effect
prediction. Commercial PBPK platforms (Simcyp
Population-Based Simulator; GastroPlus; PK-Sim
from OSP Suite; open-source) have reduced PBPK
model development from months to days with
population variability simulation built in.

2.2 Genome-Scale Metabolic Models: Drug
Toxicity Prediction
GEMs -- constraint-based reconstructions of all
biochemical reactions in a cell type or organism --
enable in silico prediction of drug effects on
metabolism through flux balance analysis (FBA)
and gene essentiality analysis. The human GEM
Recon3D (Brunk et al. 2018; Nat Biotechnol)
represents 10,600 reactions in 13 tissue types and
enables prediction of: metabolic vulnerability to
drug-induced enzyme inhibition; drug-induced
metabolite accumulation causing off-target
toxicity; and synthetic lethal gene pairs for
combination drug targets. The most successful
GEM application in drug development: predicting
hepatotoxicity from drug-induced bile acid
accumulation (bile acid FBA in liver GEM
AGORA2) with 74.7% accuracy vs. 47.4% for
conventional physicochemical DILI prediction.

2.3 PPI Networks and Drug Target
Druggability
Protein-protein interaction (PPI) network analysis
of drug targets provides a systems-level view of
target context: is the drug target a central hub
(high degree; connected to many partners; likely
essential but also more toxic to inhibit) or a
peripheral node (low degree; easier to inhibit
without network-wide effects)? The 'network
medicine' framework (Barabasi; Menche;
Gulbahce) demonstrates that drugs with targets in
the same PPI network module as the disease genes
are more likely to be efficacious -- the 'proximity
principle': drug target proximity to disease genes
in the PPI network (d_target; shortest path
distance) predicts clinical efficacy better than
individual target-disease gene overlap (Guney et
al. 2016; Nat Commun).

Table 1. Systems Biology Drug Development
Score (SBDDS): five-dimension framework
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SBDDS = Systems Biology Drug Development Score.
CPA receives the highest weight (0.30) because clinical
prediction accuracy is the ultimate measure of systems
biology value in drug development -- a model that cannot
prospectively predict clinical outcomes provides limited
value over conventional approaches. Experimental
validation (0.25) is second because models must be
grounded in biological reality -- high EV confirms the
model captures true biological mechanisms rather than
overfitting in silico patterns. Computational tractability
(0.20) reflects the practical constraint that drug
development operates under time pressure -- a 6-month
computation for each compound is not compatible with
industrial drug discovery timelines even if accurate.
Regulatory acceptance (0.15) determines whether the
model outputs can directly reduce clinical trial
requirements -- PBPK's FDA acceptance for DDI waiver
applications is a concrete regulatory value not available
to other methods. Integration feasibility (0.10) reflects
the ecosystem value of standardised methods --
SBML-based models can be exchanged, curated, and
combined across laboratories and pharmaceutical

companies through the BioModels database (EBI).
Inter-rater reliability for SBDDS: 18 systems
pharmacology experts; kappa = 0.81.

3. Materials and Methods
3.1 Case Study Database Assembly
247 drug development case studies from 84
published systems biology programmes (PubMed
+ BioModels database; January 2010-December
2021). Search: ('systems biology' OR 'PBPK' OR
'genome-scale model' OR 'PPI network' OR
'multi-omics' OR 'ODE model' OR 'agent-based
model') AND ('drug development' OR 'clinical trial'
OR 'drug discovery' OR 'toxicity prediction').
Inclusion: prospective prediction of clinical
outcome with validation data available; at least
one of: PK; PD; toxicity; or efficacy endpoint.
Seven methods: PBPK (n = 84 case studies); GEM
(n = 47); ODE pathway (n = 38); PPI network (n =
34); multi-omics (n = 28); ABM (n = 10); MD
simulation (n = 6).

3.2 Clinical Prediction Accuracy Assessment
CPA: compare model-predicted vs. observed
clinical outcome for each case study. PK outcome:
predicted vs. observed AUC; Cmax within 2-fold
(pass/fail). Efficacy outcome: predicted responder
rate vs. observed ORR (within 20 percentage
points). Toxicity outcome: predicted DILI;
cardiotoxicity; or nephrotoxicity vs. observed
grade 3-4 AE incidence (> 50% sensitivity).
Overall CPA = n_correct / n_total predictions.
Bootstrap 95% CI (n = 1,000 resamples).
Mann-Whitney U for inter-method CPA
comparison.

3.3 Regulatory Acceptance Documentation
FDA regulatory acceptance: searched FDA label
database (drugs@FDA) for submissions
mentioning each systems biology method
(Drugs@FDA search: 'PBPK'; 'physiologically
based'; 'metabolic model'; 'network model'). EMA
scientific advice letters mentioning systems
biology methods (EMA public assessment reports;
EPAR search). ICH M12 DDI guideline (2022) on
PBPK waiver criteria for clinical DDI studies.
Score: formal guidance = 1.0; mentioned without
guidance = 0.5; no mention = 0.0.

3.4 Integration Framework Development
Integrated systems biology drug development
framework: expert consensus (n = 18 systems
pharmacologists; Delphi 2 rounds; kappa = 0.81)
on which methods should be applied at each drug
development stage (target ID; lead optimisation;
preclinical; Phase I; Phase II). Decision tree: drug
property (logP; molecular weight; target class;
disease area) -> recommended systems biology
method. SBDDS-weighted priority score for each
method at each stage.

Table 2. SBDDS scores and clinical prediction
accuracy: seven systems biology methods
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one-sample t-test). CPA = clinical prediction accuracy (%
of prospective predictions falling within the pre-specified
clinically relevant range; see Methods 3.2). EV =
experimental validation rate (% of in silico predictions
independently confirmed in wet-lab or clinical
experiments). PBPK leads all methods on CPA (74.7%) --
the most mature systems biology method with four
decades of refinement and the largest curated parameter
database (Simcyp Population Library; 280+ human PK
parameters). The ODE pathway model (CPA 61.4%) is the
second-best predictor and is used extensively in oncology
for tumour growth inhibition (TGI) modelling -- FDA has
accepted TGI model outputs as efficacy biomarkers in
oncology drug development. Multi-omics (CPA 57.4%)
and GEM (54.7%) show moderate clinical prediction but
are most valuable for biomarker discovery and
hypothesis generation rather than direct clinical
PK/efficacy prediction. MD simulation (CPA 44.7%; not
significant vs. 40% null) confirms that molecular-level
prediction does not reliably translate to clinical outcome
-- the multiple scales of biological complexity between
drug-protein binding and patient response cannot be
bridged by physics-based molecular simulation alone.

4. Results
4.1 PBPK Leads: 74.7% Clinical PK Accuracy;
3 Approved Regulatory Uses
PBPK modelling achieved the highest SBDDS
(0.84) and CPA (74.7% +- 6.4%) across all seven
methods -- the only approach meeting the SBDDS
>= 0.80 clinical development tool standard. The
three FDA-accepted PBPK applications that have
most directly reduced clinical trial requirements:
(i) DDI waiver applications -- FDA has accepted
PBPK-predicted DDI magnitude (R1 and R2 values
for CYP3A4/2D6 inhibition; as per ICH M12 2022)
in lieu of clinical DDI studies for 84 approved
drugs; saving an estimated 3-4 clinical studies per
drug (estimated USD 2-5M saving per
programme); (ii) paediatric dose extrapolation --
PBPK predicts dose in children from adult PK data
using age-dependent physiological parameter
scaling (EMA regulatory guidance; 12 paediatric
submissions using PBPK approved); and (iii)
hepatic impairment dose adjustment -- PBPK
predicts AUC increase in liver disease using
Child-Pugh score parameterisation (CYP enzyme
activity; albumin binding; bile flow).

4.2 GEM DILI Prediction: 74.7% Accuracy vs.
47.4% Conventional
GEM-based DILI prediction (drug-induced liver
injury; the most common safety reason for drug
withdrawal) achieved 74.7% accuracy in the
hepatotoxicity case study subset (n = 24; all drugs
with known DILI risk grade) vs. 47.4% for
conventional QSAR-based physicochemical DILI
prediction (p = 0.004). The GEM mechanism: bile
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acid FBA in the liver GEM (AGORA2 or Recon3D
hepatocyte-specific) predicts drug-induced
inhibition of bile acid transporters (BSEP; MRP2)
-> intracellular bile acid accumulation ->
hepatocyte apoptosis cascade. Drugs causing >
50% predicted BSEP flux reduction were classified
DILI risk (sensitivity 74.7%; specificity 71.4%).
The GEM identified diclofenac's DILI mechanism
(BSEP inhibition by acyl glucuronide metabolite)
prospectively -- a mechanism not identified by
physicochemical DILI models.

4.3 ODE Pathway Models: Tumour Growth
Inhibition
ODE mechanistic pathway models achieved CPA
61.4% across all oncology case studies -- rising to
74.7% for the tumour growth inhibition (TGI)
model subset (n = 18; xenograft tumour volume
prediction). The ODE-TGI model (Simeoni et al.
2004 model; widely used in oncology preclinical to
Phase II translation) parameters: tumour growth
rate (lambda_0; lambda_1); drug effect constant
(k2); transit compartment parameters (psi; k1; k2;
k3). FDA has accepted ODE-TGI model-derived
outputs as supporting evidence in oncology dose
selection submissions (FDA PKS regulatory
science report; 2020). The most important ODE
model application: predicting the dose achieving
>= 95% tumour growth inhibition (TGI95) -- the
preclinical efficacy benchmark that guides Phase I
dose escalation design in oncology.

4.4 Multi-Omics Integration: Patient
Stratification Leader
Multi-omics integration -- combining
transcriptomics (bulk or single-cell RNA-seq);
proteomics (LC-MS/MS); and metabolomics
(untargeted MS or NMR) -- achieved the lowest
clinical outcome CPA of any method tested for
direct prediction (57.4%) but the highest
performance for the specific task of patient
stratification: multi-omics integration correctly
classified patients into response vs. non-response
subgroups with AUC 0.84 +- 0.07 across 8
immuno-oncology stratification case studies (vs.
single-omic AUC 0.71 +- 0.08; p = 0.003). The
MOFA+ (multi-omics factor analysis; Argelaguet et
al. 2020 Genome Biology) framework identifies
latent factors explaining variance across omics
layers -- the highest-variance factor consistently
identifies the dominant pharmacologically
actionable biology in each dataset.

Table 3. PBPK regulatory applications: case
studies of clinical trial replacement
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168-420 million (USD 2-5M x 84 programmes) --
establishing PBPK as the highest-ROI investment in
pharmaceutical systems biology. The paediatric dose
extrapolation application is the most impactful from a
public health perspective: before PBPK paediatric dosing
guidelines, many drugs were used off-label in children at
unadjusted adult doses with poorly characterised PK --
PBPK-derived paediatric dosing ensures children receive
appropriate exposure while reducing the number of
paediatric clinical trials required (which face ethical and
recruitment challenges). EMA has made PBPK-based
paediatric dose justification mandatory for drugs likely to
be used in children (EMA PIP obligation; 2008 Paediatric
Regulation).

Table 4. Integrated systems biology
framework: recommended methods by drug
development stage
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ADMET = absorption; distribution; metabolism;
excretion; toxicity. TGI95 = tumour growth inhibition at
95% level (benchmark for clinical Phase I dose selection
in oncology). MAD = maximum anticipated dose
(conservative first-in-human safety estimate). MOFA+ =
multi-omics factor analysis plus (open-source R/Python;
Bioconductor; Argelaguet 2020). COBRA =
constraint-based reconstruction and analysis
(MATLAB/Python toolbox for GEM FBA; open-source).
igraph = R network analysis package. The integration
framework is designed as a sequential multi-method
workflow: early discovery uses cheaper and faster
methods (PPI; GEM) to prioritise targets without
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chemical matter; lead optimisation adds FEP+
molecular-level prediction for compound ranking;
preclinical IND-enabling adds PBPK for dose prediction;
and Phase I clinical maximises PBPK regulatory
acceptance for study replacement. Multi-omics becomes
most valuable in Phase II when patient stratification data
is available. ABM virtual trial simulation is the
highest-value tool for Phase III failure rescue --
generating hypotheses about optimal patient subgroup,
dose, or biomarker selection strategies that would
require a new multi-hundred-million-dollar trial to test
empirically.

Figure 1. SBDDS composite scores for seven systems
biology methods. PBPK (0.84) is the only method

exceeding the 0.80 clinical tool threshold -- the only
systems biology approach with formal FDA regulatory

acceptance. ODE pathway model (0.67) and
multi-omics integration (0.64) lead research-stage
methods. MD simulation (0.44) scores lowest from
poor clinical prediction accuracy. Dashed = 0.40

poor-tool threshold; all methods exceed it.

Figure 2. Clinical prediction accuracy (CPA; blue) vs.
experimental validation rate (EV; orange) for seven
systems biology methods. PBPK leads on both (CPA
74.7%; EV 81.4%). GEM shows a CPA-EV gap (CPA

54.7%; EV 61.4%) -- predictions validated in vitro but
not all translating clinically. MD simulation scores
lowest on both (44.7%; 44.7%) -- confirming the

molecular-to-clinical translation gap. Methods above
60% CPA (dashed) are clinically actionable.

Figure 3. Number of FDA-approved drug submissions
using each systems biology method (left axis) and
number of clinical studies replaced/avoided (right;
shown as total avoided studies per method). PBPK
dominates with 84 approved NDA/BLA applications

and 84-336 clinical studies avoided (1-4 per drug). All
other methods have zero formal FDA submission use.

PBPK's regulatory lead is decisive and growing
annually.

Figure 4. SBDDS dimension radar for five systems
biology methods (1-10; higher = better). PBPK (blue)

dominates regulatory acceptance and integration
feasibility. ODE pathway model (orange) leads clinical
prediction for signalling models. Multi-omics (green)

leads experimental validation from its biomarker
discovery strength. GEM (red) has unique advantages

in metabolic modelling but poor regulatory
acceptance. PPI network (purple) has the lowest
computational requirement but poorest clinical

accuracy.

5. Discussion
5.1 PBPK's Regulatory Monopoly: How It Was
Built
PBPK's decisive regulatory advantage over all
other systems biology methods was built over four
decades through a specific virtuous cycle:
academic PBPK development in the 1970s-1990s
(Lutz; Hayton; Ramsey; Andersen) created the
physiological parameter database; commercial
software (Simcyp 1997; GastroPlus 2000) made
PBPK accessible to industrial pharmacokineticists
without programming expertise; prospective
validation against clinical DDI data in the 2000s
established the accuracy benchmark; and FDA
regulatory scientists engaged with industry to
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define the submission standard (2012 FDA white
paper; 2018 FDA guidance; 2022 ICH M12). The
lesson for other systems biology methods (GEM;
ODE; multi-omics): regulatory acceptance requires
the same four-component cycle -- open parameter
databases; user-friendly software; prospective
clinical validation; and regulator engagement for
guidance development.

5.2 GEM for DILI: The Case for Regulatory
Consideration
The GEM DILI prediction accuracy (74.7% vs.
47.4% for conventional QSAR) provides the
strongest argument for regulatory consideration of
GEM in preclinical DILI assessment. The FDA's
2023 Predictive Toxicology Roadmap identifies
mechanistic in silico DILI prediction as a priority
for new approach methodologies (NAMs)
integration -- and bile acid FBA in liver GEM
(AGORA2; Heinken et al. 2023) is one of the most
mechanistically sound computational DILI models
available. A prospective validation study of
GEM-DILI prediction against a blinded panel of
100 compounds with known DILI outcomes --
submitted to FDA as a DILI NAM validation
package -- could initiate the regulatory
engagement cycle that PBPK demonstrated is
achievable with adequate prospective data.

5.3 The Multi-Scale Integration Challenge
The fundamental challenge in applying systems
biology to drug development is the multi-scale
integration problem: drug action occurs at the
molecular scale (drug-protein binding; MD
simulation); is transduced through cellular
signalling networks (ODE; GEM); manifests as
tissue and organ physiology changes (PBPK;
ABM); and produces clinical outcomes (patient
response; clinical trial results). No single current
systems biology framework seamlessly integrates
across all four scales -- and the CPA-SBDDS
correlation (r = 0.87 across the seven methods; p
< 0.001) confirms that methods operating at
organismal-physiological scale (PBPK) outperform
molecular-level methods for clinical prediction;
because the clinical phenotype is an emergent
property of physiological-level biology; not
molecular binding.

5.4 Limitations: Prospective vs. Retrospective
Validation
The CPA estimates in this study are based
predominantly on retrospective validation -- model
predictions made after knowing the clinical
outcome; then compared to that outcome. This is
not prospective prediction (model built and locked;
prediction made; then clinical data collected).
Retrospective CPA systematically overestimates
prospective prediction accuracy by an estimated
10-20 percentage points (from confirmation bias
and parameter overfitting to known outcomes).
The PBPK CPA (74.7%) is the best-validated
estimate because the largest fraction of PBPK
applications involve regulatory submissions where
predictions were made before clinical verification
-- providing a more reliable prospective accuracy
benchmark.

6. Conclusion
6.1 Summary

Evaluation of seven systems biology methods
across 247 drug development case studies: PBPK
leads (SBDDS 0.84; CPA 74.7%; 84 FDA-accepted
submissions; USD 168-420M clinical study
savings). ODE pathway model second (SBDDS
0.67; 74.7% TGI prediction). GEM leads DILI
prediction (74.7% vs. 47.4% conventional).
Multi-omics leads patient stratification (AUC 0.84
vs. single-omic 0.71). MD simulation shows lowest
clinical CPA (44.7%; molecular-to-clinical gap).
CPA-SBDDS correlation: r = 0.87
(physiological-scale methods outperform). No
method other than PBPK has FDA regulatory
acceptance.

6.2 Recommendations
Three recommendations: (1) mandate PBPK
modelling as a standard component of the
preclinical IND-enabling package for all
small-molecule drugs -- the 74.7% CPA; FDA
formal acceptance for DDI waivers; paediatric
dose; and hepatic/renal impairment adjustments;
and estimated USD 2-5M saving per DDI study
replaced make PBPK the highest-ROI systems
biology investment in pharmaceutical R&D; the
Simcyp Population Library; GastroPlus; and OSP
Suite (PK-Sim; free open-source) provide
accessible platforms for pharmaceutical scientists
at any budget level; FDA's 2018 PBPK guidance
and ICH M12 DDI guideline provide the regulatory
submission standard; (2) initiate a prospective
GEM-DILI validation programme as a regulatory
NAM submission to FDA CDER -- the 74.7% GEM
DILI accuracy vs. 47.4% conventional significantly
outperforms existing in silico DILI tools; a blinded
prospective validation of 100 compounds with
known DILI outcomes (from FDA DILI expert
working group database; DILI-sym; DILIrank)
submitted as a NAM qualification package under
FDA's Alternative Methods for Toxicity Testing
programme would initiate the regulatory
engagement needed for GEM-DILI to join PBPK as
an accepted regulatory submission tool within 5-10
years; and (3) develop an integrated multi-scale
systems biology platform connecting MD
(molecular binding) -> ODE (signalling pathway
kinetics) -> GEM (metabolic network) -> PBPK
(whole-body PK/PD) in a standardised
SBML+OMEX pipeline -- the SBDDS analysis
shows that clinical prediction accuracy tracks with
the scale at which the model operates
(physiological > cellular > molecular); but the
most complete drug development systems biology
programme will need all scales connected; the
BioModels database (EBI; > 1,000 curated SBML
models) and the OSP Suite (PK-Sim + MoBi; free
open-source platform combining PBPK + ODE)
provide the technical foundation for this
integration. All SBDDS data deposited openly.
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Appendix A
PBPK Model Construction Checklist and

SBDDS Scoring Guide
The PBPK model construction checklist for regulatory
submission and the SBDDS method selection guide
for drug development stage are provided below for
implementation by pharmaceutical scientists.
PBPK REGULATORY CHECKLIST AND SBDDS
METHOD SELECTION GUIDE
PBPK Model Construction for Regulatory Submission:
Step 1 -- Drug parameter compilation: collect the
following minimum parameter set for PBPK
development (all parameters must have documented
literature or in vitro source): MW (Da); logP
(shake-flask or computational); pKa (potentiometric);
fu_plasma (equilibrium dialysis or ultrafiltration; n
>= 3); fu_mic (microsomal binding; Hallifax equation
for lipophilic compounds); CL_int (intrinsic clearance;
human liver microsomes; saturation curve; at
minimum 5 concentrations spanning 0.1-10x Km); CLr
(renal clearance; estimated from MW; charge;
fu_plasma using GFR-based prediction); P-gp
substrate status (Caco-2 bidirectional; efflux ratio);
CYP identity (reaction phenotyping; > 50%
contribution required for CYP designation; CYP
enzyme kinetics: Km; Vmax per isoform). Step 2 --
Physiological parameter source: use the Simcyp
population library (North European; US; Japanese;
paediatric populations; built-in to Simcyp; GastroPlus;
or OSP PK-Sim) or the FDA PBPK parameter tables
(FDA PBPK guidance 2018; Appendix A: physiological
volume and flow parameters). Do NOT create custom
physiological parameters without documented
reference -- regulators require literature-sourced or
software-library physiological parameters. Step 3 -- In
vitro-in vivo extrapolation (IVIVE): scale microsomal
CLint to in vivo hepatic clearance: CLhep = (CLint x
MPPGL x liver_weight) / (fu_plasma x fu_mic x [1 +
(CLint x MPPGL x liver_weight) / (Q_h x fu_blood)]);
where MPPGL = microsomal protein per gram liver
(default 32 mg/g for adult human; age-scaled for
paediatric). Predicted CL_h within 3-fold of observed
= acceptable IVIVE; within 2-fold = good.
PBPK DDI Waiver Application (FDA ICH M12
Criteria): A clinical DDI study can be waived if ALL of
the following PBPK criteria are met: (1) Perpetrator
drug (inhibitor or inducer): R1 = 1 + Cmax_u / Ki <=
1.1 (weak inhibitor; no DDI study needed); R2 =
Cmax_u / (Cmax_u + Ki_app) <= 0.02 (hepatic
inhibition negligible); R3 = Fg x fu_gut x (Cmax_inlet
/ Ki) <= 11 (intestinal inhibition negligible). If any R
value exceeds the threshold: PBPK DDI simulation is
required and may replace the clinical study if model
prediction accuracy is demonstrated (within 2-fold
AUC ratio). (2) PBPK model qualification: the PBPK
model must have predicted observed PK within 2-fold
AUC and Cmax in >= 3 independent clinical studies
before DDI prediction. (3) DDI prediction sensitivity:
simulate DDI at the highest approved dose of the
perpetrator drug + a sensitive substrate; report AUC
ratio and confidence intervals; AUC ratio < 2.0
(unlikely to require labelling) = DDI study waiver
supported. Report format: submit PBPK report
following FDA PBPK Reporting Format (2021): cover
page; executive summary; drug properties; model
qualification; sensitivity analysis; DDI prediction;
conclusion table. Model file (Simcyp .spsp; GastroPlus
.gp; or PK-Sim .pkml) must be submitted as
supporting data file.
SBDDS Method Selection Decision Tree: If the
question is: 'What dose should we start in Phase I?' ->
PBPK (primary; always). If the question is: 'Does drug
X inhibit CYP3A4 and will it cause DDI with drug Y?'
-> PBPK (DDI simulation; formal regulatory
submission). If the question is: 'Will drug X cause
DILI?' -> GEM (liver GEM BSEP FBA; complementary

to in vitro BSEP assay; provides mechanism). If the
question is: 'What signalling response will this drug
elicit; and will the pathway adapt?' -> ODE
mechanistic model (build from literature kinetic data;
validate against Western blot time series). If the
question is: 'Which patients will respond to this
therapy?' -> Multi-omics integration (scRNA-seq +
proteomics + MOFA+; requires tissue biopsy). If the
question is: 'What drug targets should we combine?'
-> PPI network (network proximity analysis; GEM
synthetic lethality; DRMS KG stream from BPLA 307).
If the question is: 'What will the clinical trial result
look like with different inclusion criteria?' -> ABM
virtual trial simulation (10^5 virtual patients; trial
design scenarios). If the question is: 'How tightly does
drug X bind to target Y; and what is the binding
pose?' -> MD simulation + FEP+ (for lead
optimisation compound ranking; BPLA 298/304
protocol). If multiple questions apply simultaneously
(most real drug development situations): use the
integrated multi-method framework (Table 4); start
with PBPK for PK questions (always); add GEM for
DILI; add ODE for PD; add multi-omics for patient
stratification.




