











vored methylcellulose 1% suspending vehicle can be made by
adding 25.5 g to 500 mL of water.

Patient acceptance of a liquid dosage form is largely dependent on
its palatability. A better-tasting drug would be easier to administer to
infants and young children, and thus minimize loss of drug from
spillage during dose administration. In general, compliance may be
enhanced with improved taste.

The taste of drug formulations should be evaluated in children by
using a five-point hedonic (facial expression) scale.’ The overall
taste perception should reflect initial taste, aftertaste, flavor, and tex-
ture of the formulation. Interestingly, taste is rarely studied in chil-
dren, even for commercially available formulations; these studies are
generally done in adults. It is difficult to predict whether the Human
Subjects Research Committee would approve such comparative
studies in children.

There are 3 types of information in the “Stability Reference” sec-
tions. A number signifies a citation in a reference listing, referring to
a report published in the literature. Storage temperature between 4
and 5 °C refers to refrigerated temperature and that ranging from 22
to 25 °C is considered room temperature. The storage container is
generally an amber plastic prescription bottle and is usually pre-
ferred; containers are specifically indicated as used in studies. We
have also clearly mentioned whether a stability-indicating method
was not used by authors cited in the references in conducting stabil-
ity studies. Similarly, we have mentioned whether sterility and pyro-
gen testing was not done by researchers for intravenously adminis-
tered extemporaneous formulations. In some cases, authors cited
may have concluded a drug to be stable at 90 + 3% of the initial con-
centration, but we have not done so in this book since the lowest con-
centration could be 87% of the original concentration, when consid-
ering the standard deviation. “Experience” refers to our experience
in compounding the formulation. In some cases, we have obtained
stability information from a drug manufacturer or another healthcare
institution; these are listed as “personal communication” and fol-
lowed by the source’s name and date of communication.

We have included some commercially available formulations for
2 reasons. First, the drug concentration of a commercially available



product may limit its use. Second, drug shortage for commercial
products may occur on certain occasions.

Following the formulation section, 5 pages have been included so
that you can add your own formulations to the book. The Feedback
Form on page 307 is our way of encouraging you to send us formu-
lations or comunents regarding the formulations published here.

Finally, we urge that practitioners use their clinical judgment
when recommending extemporaneous formulations for their
patients. Physical and chemical stability may not guarantee bioavail-
ability, bioequivalence, or safety. Practitioners should monitor for
the efficacy and safety of extemporaneous formulations.
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