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Abstract This article summarizes the views of an expert
meeting of cardiologists and oncologists on the use of
dexrazoxane in anthracycline-based chemotherapy.
Anthracycline-induced cardiotoxicity remains a major
concern and new trends in treatment (e.g., combination of
an anthracycline with other agents) will ensure that it re-
mains aproblem.Dexrazoxane reduces this cardiotoxicity
in adults and children with a range of tumor types. Fur-
ther research may help to identify those patients who are
at particular risk of cardiotoxicity and who would benefit
the most from dexrazoxane. There are also numerous
possibilities for dexrazoxane in other clinical situations,
which must be addressed in future trials.
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Background and objectives

Due to their efficacy in a range of tumor types, anthra-
cyclines such as doxorubicin remain important drugs for
the oncologist. With the wealth of data concerning the
cardiac effects of anthracyclines, cardiotoxicity has be-
come a key factor in prescribing anthracyclines and in
determining maximum cumulative dose. Of the various
attempts to reduce the potential for cardiac damage, the
only consistently effective one has been the cardiopro-
tectant drug dexrazoxane. Although dexrazoxane is a
topoisomerase II inhibitor (Sehested & Jensen 1996)
and was originally developed as a chemotherapeutic
agent, it showed insufficient efficacy in this respect.

A relatively small percentage of patients receiving
anthracyclines are prescribed dexrazoxane, and dex-
razoxane’s use is inconsistent between different practi-
tioners, different patient groups, and different countries.
Some standardization of the treatment guidelines is
therefore desirable.

This report reflects the consensus view of a meeting of
cardiologists and oncologists held in Paris on 6 Sep-
tember 2001. The objectives of the meeting were to agree
on recommendations for current dexrazoxane use, and
to identify potential future indications for dexrazoxane
which warrant further research.

Anthracycline-induced cardiotoxicity: how big
is the problem?

Despite the availability of newer compounds, anthra-
cyclines are still a mainstay of treatment for some of the
most common tumor types, such as breast cancer. In
childhood cancers, anthracycline use is very common:
one study showed that over 50% of survivors of child-
hood cancer have received anthracyclines (Krischer
et al. 1997). Anthracycline use for metastatic breast
cancer has declined, probably reflecting an increased
awareness of the cardiotoxicity and the availability of
drugs that are less cardiotoxic. Metastatic breast cancer
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typically requires long-term treatment and perhaps
sequential use of several different agents; anthracyclines
are still a potentially valuable option in these patients.

If the cardiotoxicity of anthracyclines can be reduced
or eliminated, for instance with dexrazoxane, then the
potential of anthracycline therapy is enhanced signifi-
cantly. It is the awareness of cardiotoxicity that has
caused a gradual shift away from the anthracyclines,
particularly now that less cardiotoxic drugs are becom-
ing available.

However, more recent advances only emphasize that
the anthracyclines are going to retain an important place
in chemotherapy – and that their use may well increase.
In particular, combination of anthracyclines with other
agents (e.g., taxanes) is becoming common, and has been
associated with high response rates (Gianni et al. 1995).
The synergistic effects of anthracyclines and drugs like
paclitaxel and trastuzumab unfortunately include syn-
ergistic effects on the heart also, and so cardiotoxicity is
likely to become a bigger issue. Liposomal delivery of
anthracyclines is another promising development, but
long-term data are needed, both for efficacy and toxicity.

In assessing the importance of cardiotoxicity in
anthracycline treatment, the clinician faces two stum-
bling blocks. The first is the complete lack of stan-
dardization for monitoring cardiac performance,
making it difficult to compare data between different
studies. The term ‘‘cardiotoxicity’’ is itself difficult to
define, and the validity of each of the available param-
eters [e.g., left ventricular ejection fraction (LVEF)] has
been questioned at some time. The second problem is the
inconsistency in methods of reporting, which has led to
large discrepancies between different data sets. Trials
that monitor cardiac events for a period of weeks or
months inevitably underestimate the true prevalence of
such events.

Some retrospective studies suggest only a relatively
low risk of congestive heart failure (CHF) in response to
a cumulative dose of 400–500 mg/m2 doxorubicin (Von
Hoff et al. 1979). In contrast, prospective studies suggest
a much higher incidence [e.g., 27% in the study by
Speyer et al. (Speyer et al. 1992)]. Younger patients are
subject to high risk, with 25% of patients <15 years old
showing CHF after 450 mg/m2 doxorubicin and the
incidence increasing linearly above 550 mg/m2 (Von
Hoff et al. 1979). Approximately half of all patients
receiving ‡1,000 mg/m2 experience CHF (Von Hoff
et al. 1979). Long-term follow-up studies suggest that
cardiotoxicity occurs in as many as 71% of patients
treated with anthracyclines as children (Steinherz et al.
1991).

While the probability of cardiotoxicity is clearly re-
lated to cumulative anthracycline dose, it is important to
remember that the cardiac effects of these drugs start
from the first dose. Indeed, CHF has been reported after
a single 50-mg/m2 dose of doxorubicin (Von Hoff et al.
1979). At doxorubicin doses of 200–250 mg/m2, clinical
signs of cardiotoxicity may not be clinically manifest,
but may be revealed by measurements such as LVEF.

High doses (‡450–500 mg/m2) are associated with overt
clinical signs. For instance, in one trial reported by
Swain et al. (Swain et al. 1997a), 41% of patients
receiving a cumulative dose of 450 mg/m2 doxorubicin
and no cardioprotection experienced cardiac events.
Adverse cardiac events were defined as a decline in
LVEF from baseline of ‡10% and below lower limit of
normal (LLN), a decline to ‡5% below LLN, a decline
of ‡20% from baseline, or the development of CHF.

It is our conclusion that oncologists underestimate
the true risk of anthracycline-induced cardiotoxicity,
which may in turn lead to dexrazoxane not being used as
a cardioprotectant in patients where it would be valu-
able. The use of dexrazoxane is recommended by both
the Cancer Care Ontario Practice Guideline Initiative
(CCOPGI; Seymour et al. 1999) and the American
Society of Clinical Oncology (ASCO) guidelines for
patients receiving ‡300 mg/m2 doxorubicin. However,
the ASCO guidelines as originally published in 1999
(Hensley et al. 1999) gave great emphasis to one of the
two trials published by Swain et al. (Swain et al. 1997a),
in which tumor response was higher in placebo patients
than dexrazoxane patients, even though a parallel trial
and four other randomized trials (and also several
smaller trials) showed no difference.

Cardioprotection with dexrazoxane

Several clinical trials have demonstrated the cardiopro-
tective effect of dexrazoxane in patients treated with
doxorubicin (Speyer et al. 1988, 1992; Ten Bokkel
Huinink et al. 1992; Swain et al. 1997a, 1997b), epiru-
bicin (Venturini et al. 1996; Lopez et al. 1998), or
doxorubicin in combination with paclitaxel (Sparano
et al. 1999). In the US study of 150 advanced breast
cancer patients reported by Speyer et al. (Speyer et al.
1992), 50% of control patients [receiving fluorouracil/
doxorubicin/cyclophosphamide (FDC) every 3 weeks]
withdrew because of cardiotoxicity, compared with only
8% of those receiving FDC with concomitant dex-
razoxane. Of the patients receiving dexrazoxane, 14
reached >1,000 mg/m2 doxorubicin with no cardiac
damage, but no control patients reached this dose.

In the two randomized, double-blind studies de-
scribed by Swain et al. (Swain et al. 1997a), advanced
metastatic breast cancer patients received either FDC
plus placebo or FDC plus dexrazoxane. CHF was de-
fined as involving at least two of the following: cardio-
megaly, basilar rales, S3 gallop, paroxysmal nocturnal
dyspnea, orthopnea, or significant dyspnea on exertion.
CHF occurred in 8% of placebo patients but in only 1%
of dexrazoxane patients (P <0.001). Cardiac events
(defined as above) occurred in 31% of the placebo pa-
tients (n = 285) but in only 14% of the dexrazoxane
patients (n = 249). The cardioprotective effects of dex-
razoxane were so marked that the study protocols were
amended to allow all patients to receive dexrazoxane
after 6 cycles of doxorubicin, even before the drug was
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approved by the Food and Drug Administration (FDA;
Swain et al. 1997a).

Similar results were reported in advanced breast
cancer patients receiving a fluorouracil/epirubicin/
cyclophosphamide (FEC) protocol (Venturini et al.
1996). Cardiotoxicity (decrease in LVEF to £ 45%, or
decrease in LVEF from baseline of ‡20 units, or clinical
signs of CHF) occurred in 23% of the control patients
(n = 78), but in only 7% of patients receiving dex-
razoxane (n = 82; P = 0.006). In another randomized
trial of high dose epirubicin (160 mg/m2 every 3 weeks)
in breast cancer and soft tissue sarcomas, the incidence
of cardiotoxicity was significantly (P = 0.01) higher in
the control arm (24%) than in the ‘‘protected’’ arm (7%)
(Lopez et al. 1998).

Occasional cases of neutropenia or thrombocytope-
nia have been reported with dexrazoxane. However,
bone marrow suppression generally occurs only at doses
far in excess of the recommended dose (Vats et al. 1991).
Iron overload is common in patients requiring anthra-
cyclines, in some cases due to bone marrow failure. Since
dexrazoxane is an iron chelator, there is potentially
benefit in these patients (Hershko et al. 1993).

Dexrazoxane and tumor response: a real effect
or an anomalous result?

The data from all these trials consistently support the
use of dexrazoxane as a cardioprotectant during anth-
racycline treatment. Analysis of all randomized trials
that assessed the possible effects of dexrazoxane on tu-
mor response shows that dexrazoxane did not alter the
efficacy of chemotherapy [pooled analysis of five trials
and 818 patients (Seymour et al. 1999)]. Why, then, is
dexrazoxane used in only 6–7% of European patients
undergoing anthracycline treatment?

One possible explanation is the suggestion from a
single trial that dexrazoxane may interfere with the
antitumor activity of doxorubicin (Swain et al. 1997a).
This report detailed two Phase III trials of almost
identical design, one of which showed no effect of dex-
razoxane on tumor response. In the other trial, objective
response rates were 61% and 48% for placebo and
dexrazoxane patients, respectively (P = 0.007). The tu-
mor response rate in the dexrazoxane group was very
similar to what would be expected based on prior studies
with doxorubicin. However, the anomaly appears to be
in the placebo group, where the response rate (61%) is
markedly higher than expected.

This result remains unexplained, and has been heavily
relied upon (Schuchter et al. 2002) to suggest that there
is a real effect of dexrazoxane on tumor response. It is
important to view the result in the context of all the
available data, comprising five randomized Phase III
studies (as well as numerous smaller trials). In all the
other trials there was no effect of dexrazoxane on tumor
response, including in the closely related trial also pub-
lished by Swain et al. (Swain et al. 1997a). As stated

above, a meta-analysis of all the available data from the
randomized trials (n = 818) demonstrates that control/
placebo patients have equivalent tumor responses to
patients receiving dexrazoxane (Seymour et al. 1999).

Interactions between dexrazoxane and anthracyclines
at the cellular level have been thoroughly investigated in
a number of breast cancer cell lines (Soudon 1995), but
no interference was found. Indeed, such an interference
seems implausible when the mechanism of cardiopro-
tection with dexrazoxane (scavenging of free radicals) is
in fact unrelated to the cytotoxic mechanism of anth-
racyclines (topoisomerase II antagonism). Sargent et al.
(Sargent et al. 2001) investigated resistance to doxoru-
bicin in a leukemia cell line, and found that development
of resistance was markedly decreased in the presence of
dexrazoxane.

In the context of an extensive clinical trial program,
the effect on response in a single trial may therefore be
simply an anomalous result. Certainly, we would expect
a real reduction in antitumor efficacy to be reflected in
other parameters, especially in overall survival and
progression-free survival. In fact, there were no adverse
effects on these parameters in the two Swain et al.
studies, nor in any of the other studies. According to the
FDA, survival time should be regarded as a key end-
point for cancer studies (O’Shaughnessy et al. 1991;
FDA 1999).

Optimizing dexrazoxane therapy

Good clinical practice necessitates evaluating which
patients should receive a treatment and when they
should receive it. In the case of dexrazoxane, prescribing
has been inconsistent and has varied between institu-
tions and between countries. The guidelines published
by Hensley et al. (Hensley et al. 1999) and revised by
Schuchter et al. (Schuchter et al. 2002) focused on only
one trial, and have been rigorously rebutted (Hellmann
2000). There is a clear need for extra guidance for the
oncologist, and the expert panel reached the following
broad conclusions.

Although most of the clinical studies with dexrazox-
ane have been in patients with breast cancer, there is no
reason to suppose that the cardioprotective action of
dexrazoxane should be any different in patients with
other tumor types. The mechanism of protection is
dependent on the cardiotoxic drug (anthracycline) rather
than on the neoplastic disease. Therefore, patients with a
wide range of tumor types would be expected to benefit
from dexrazoxane. Efficacy has already been demon-
strated in patients with small-cell lung cancer (Feldmann
et al. 1992), Ewing’s-type sarcomas (Wexler et al. 1996),
and soft tissue sarcomas (Lopez et al. 1998).

Many breast cancer patients will only receive 3–4
cycles of anthracycline treatment. Those patients who
are responding to treatment or who have stable disease
are the ones most likely to benefit from higher cumula-
tive doses, and therefore they will derive the greatest
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benefit from dexrazoxane. It is important to identify
these patients, and to treat them with dexrazoxane from
the early anthracycline doses onwards. According to the
ASCO (Schuchter et al. 2002) and CCOPGI guidelines
(Seymour et al. 1999), dexrazoxane use is recommended
from a 300-mg/m2 cumulative doxorubicin dose on-
wards. This panel believes that dexrazoxane should be
used from 150–300 mg/m2 cumulative doxorubicin on-
wards, due to the cardiac changes that can already occur
at relatively low doses. For epirubicin treatment, dex-
razoxane is recommended from the first dose onwards if
the cumulative dose is expected to exceed 480 mg/m2

(Lopez & Vici 1998). Future prospects for identifying
those patients most likely to benefit will doubtless
involve the use of biomarkers.

Given that the cardiotoxic effects of anthracyclines
may only be apparent after a period of months or even
years, it is understandable that cardiologists tend to be
more insistent on protectant therapy than oncologists
who may be treating a patient for a relatively short time.
The opinion of the cardiologists in this panel is that
dexrazoxane should be used from the very first dose of
anthracycline, reflecting the measurable changes in car-
diac performance that take place after a single dose.

A pharmacoeconomic analysis in 1997 (Bates et al.
1997) suggested that dexrazoxane treatment in the US
costs $5,662 for each cardiac event prevented – a small
sum in comparison with the total cost of treating breast
cancer. Thus, pharmacoeconomic data support the use
of dexrazoxane in patients receiving anthracyclines.

Pediatric use

Cardiotoxicity of anthracyclines is a particular concern
in pediatric cancer patients, and the cardiac effects have
been well studied and more clearly defined than in
adults. Survival times are much longer in this group, and
oncologists can usually aim for complete cure. It is
therefore worrisome that children seem to be more sus-
ceptible to anthracycline-induced cardiotoxicity than
adults (Gilladoga et al. 1975; Pratt et al. 1978). Addi-
tionally, cardiac problems are likely to affect quality of
life more markedly in this younger patient group.

Because of these extra concerns, the pediatric oncol-
ogist prescribing anthracyclines should aim for zero
cardiotoxicity. This makes it a high priority to assess the
benefits of dexrazoxane use in children, as has already
been stressed by the French health authority (AFSSaPS
2002). Furthermore, the European Commission has re-
cently recommended that medicines used in adults
should be appropriately tested in children where there is
a clear need (European Commission 2002).

There is persuasive evidence that dexrazoxane sub-
stantially reduces cardiotoxicity in pediatric patients.
For instance, Wexler et al. (Wexler et al. 1996) reported
67% subclinical cardiotoxicity in control pediatric pa-
tients treated with doxorubicin, but only 22% in patients
treated with doxorubicin and dexrazoxane. Pediatric

studies with dexrazoxane have included patients with
Ewing’s sarcoma or related diseases (Wexler et al. 1996),
leukemia (Lipshultz et al. 2002), osteosarcoma (Rubio
et al. 1995), and various mixed groups such as hepato-
blastoma, Wilms tumor, non-Hodgkin lymphoma, and
neuroblastoma (Bu’Lock et al. 1993; Schiavetti et al.
1997).

Preliminary data from pediatric trials now in progress
suggest very encouraging results with dexrazoxane. For
example, cardiotoxicity was assessed in 211 children
with acute lymphoblastic leukemia randomized to re-
ceive either doxorubicin or doxorubicin with dexrazox-
ane. The cumulative dose of doxorubicin was up to
300 mg/m2, and serum troponin-T was used as a marker
for cardiac injury. Serum troponin-T was elevated in
45% of the children receiving doxorubicin alone, but in
only 23% of those receiving concomitant dexrazoxane
(P <0.01; Lipshultz et al. 2002). Preliminary data from
recently completed and ongoing trials in pediatric pa-
tients with Hodgkin’s disease and osteosarcoma appear
to confirm that dexrazoxane is highly cardioprotective.

There have been no effects on tumor response in any
of the pediatric studies of dexrazoxane. In the random-
ized study by Lipshultz et al. (Lipshultz et al. 2002), for
instance, complete remission was achieved in 85% of
doxorubicin patients and 84% of doxorubicin/dex-
razoxane patients, after median follow-up of 2.3 years.
In the Hodgkin’s disease and osteosarcoma trials men-
tioned above, there have been no obvious effects on
antitumor efficacy.

For trials in which children are treated with anthra-
cyclines and dexrazoxane, it is important that survival
data be extended over many years, because in some
patients the effects of cardiotoxicity may be clinically
manifest only after 10 years. It will be very interesting to
examine long-term survival data from the trials currently
in progress.

Future clinical development

There are several interesting possibilities for future
development of dexrazoxane, some of which are already
under investigation. Clearly there is enormous potential
for the drug in different patient groups, different disease
states, and in preventing cardiotoxicity not associated
with anthracyclines.

Data on dexrazoxane’s protectant effect in elderly
patients receiving anthracyclines would be particularly
valuable. Elderly patients would typically be excluded
from anthracycline treatment, or would receive lower
doses, because of their additional cardiac risk. However,
anthracyclines would potentially be very useful antitu-
mor agents in these patients if the cardiotoxicity was
significantly reduced.

A study on dexrazoxane in adult lymphoma patients
would be valuable, since in the case of relapse there is
generally no other choice than an anthracycline regimen.
High-grade sarcomas in adults are more common than is
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generally realized, and the efficacy of adjuvant doxoru-
bicin is dose-related (Brennan et al. 2001). A study of
dexrazoxane in these patients would therefore be useful,
especially if high doxorubicin doses were used.

There is a potential for dexrazoxane to increase the
cumulative dose of anthracycline that can safely be
administered, which may be of therapeutic benefit. This
has already been noted in some studies; for instance,
Swain et al. (Swain et al. 1997b) found that 26% of
dexrazoxane patients tolerated cumulative doses
‡750 mg/m2, compared with only 5% of placebo
patients.

Anthracyclines probably cause cardiac damage over a
period of several days following injection. Dexrazoxane
is administered by an intravenous infusion lasting only
15 min, 30 min prior to anthracycline administration,
and the elimination half-life is comparatively short
[140 min for the deep tissue compartment (Earhart et al.
1982)]. Therefore, there may be further benefit in
continuing to administer dexrazoxane over the period of
days following each anthracycline dose. A pilot study
(Tetef et al. 2001) has demonstrated the feasibility of
this approach, and further research will determine
whether cardioprotection can be enhanced in this way.

Other indications for dexrazoxane

Dexrazoxane’s mechanism of action is through chelation
of iron in the Fe3+-(anthracycline)3 complex, thus pre-
venting free radical formation (Hasinoff 1989). Many
cardiomyopathies are due to free radical damage.
However, the mechanism may not be as clear-cut as was
originally supposed, and there may be a more general
effect of dexrazoxane on free radical production. For
instance, there is already evidence of a reno-protective
effect in rats receiving doxorubicin (Herman et al. 1988,
2000) or epirubicin (Dardir et al. 1989), suggesting
activity in other tissues.

Dexrazoxane may be cardioprotective in patients
receiving chemotherapy other than anthracyclines.
There is already anecdotal evidence that dexrazoxane is
of value for treating acute cardiac failure and myocar-
dial injury caused by accidental cyclophosphamide
overdose (Simbre et al. 2001). A co-operative group trial
in patients with locally advanced breast cancer by the
Cancer and Leukemia Group B (CALGB) is underway,
to study the action of dexrazoxane in complex neoad-
juvant regimens which imitate modern clinical practice
(CALGB-49808). Future studies of combination thera-
pies are crucial, as these combinations become routine.
Trastuzumab may be particularly interesting, since it
significantly increases survival in combination with an
anthracycline, but at the expense of a high incidence of
cardiotoxicity (Slamon et al. 2001). Interactions between
antitumor drugs may not be predictable, and so com-
binations such as doxorubicin/trastuzumab and doxo-
rubicin/paclitaxel all deserve study. The value of
dexrazoxane in doxorubicin/paclitaxel treatment has

already been confirmed (Gianni et al. 1995; Domber-
nowsky et al. 1996). Additionally, possible cytoprotec-
tive effects of dexrazoxane in radiotherapy need to be
investigated.

Work in a cell line (Sargent et al. 2001) has suggested
that dexrazoxane may protect against multi-drug resis-
tance. Human leukemia K562 cells developed resistance
in the presence of doxorubicin in a concentration-
dependent manner. However, when dexrazoxane
(20 nM) was included in the medium, resistance was not
seen in several months (P <0.0001). Further work is
required to extend these in vitro findings and to deter-
mine their relevance to chemotherapy.

There is a perceived need for cardioprotection during
anthracycline use in breast cancer in the adjuvant set-
ting. It would be interesting to see a definitive study of
dexrazoxane in patients undergoing adjuvant treatment.

Conclusions

The panel concludes that anthracyclines continue to be a
valuable option in chemotherapy, in spite of their well-
documented cardiotoxicity. Recent developments, espe-
cially the combinations of anthracyclines with newer
agents, ensure that cardiotoxicity is going to be a con-
cern in the future. Although anthracycline-induced car-
diotoxicity is dependent on cumulative dose, it actually
begins with the first dose.

Dexrazoxane reduces the cardiotoxic effects of anth-
racyclines, and allows higher anthracycline doses to be
used safely (Speyer et al. 1992; Swain et al. 1997b). The
weight of evidence shows that dexrazoxane does not
affect the antitumor activity of anthracyclines. It is
surprising that oncologists have been slow to realize the
potential of a drug that reduces or prevents a life-
threatening side-effect of chemotherapy. Although more
studies are needed to examine the effect of dexrazoxane
in a full range of tumor types and in the adjuvant setting,
the clinical data available suggest that there is the
potential for much more widespread use.
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