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--= Below lower-limit of quantification (BLQ; <0.9 pug/mL) taken as 0.5 ug/mL

Figure 2. Overlaid simulated (box plot) and observed infant plasma LEV levels
before and after accounting for prenatal drug exposure. Kacirova et al. values?
used for 2-4 (n=54, 30% BLQ) and 7-31 day (n=10, 30% BLQ) validation. Median
prediction improved by 2.54x (2-4 day) and 1.08x (7-31 day). T,,, =5.3: 1.3 h.#

2 Based on unpublished data, courtesy of Dr. Maharaj at the University of
British Columbia, Vancouver, BC, Canada.

*Reference list available upon request.
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