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Introduction and objectives
Practical and ethical constraints impose careful planning and design of clinical trials in children. The use of population pharmacokinetics to analyse
sparse data allows reducing the burden in such a vulnerable population [1]; yet often little attention is paid to the quality of the information
gathered. The aim of this analysis is to optimise sampling times for the characterisation of the pharmacokinetics of deferiprone in children to
subsequently optimise the dosing regimen in this paediatric population.
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The accuracy of primary PK parameters estimates was below 10% except for KA (-11%); whereas precision, as expected, was slightly lower given
the small sample size (> 30% for Vd/F and KA). AUC values (mean and standard deviation) were found to be 33.37 (19.24) and 35.61 (20.22)
pg/ml.h and Cmax values 10.17 (6.05) and 10.94 (6.68) ug/ml in sparse and frequent sampling respectively.

Conclusions
Our analysis illustrate that despite feasibility issues, ED-optimality concepts can be used to optimise study design. Predefined sampling schemes
and sample sizes do not warrant accurate model structure and parameter identifiability. Of particular importance is the accurate estimation of the

magnitude of the covariate effects, as they may determine the final dose recommendation for the population of interest.
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