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ABSTRACT

Background: Cisplatin is an antineoplastic agent used to treat many 
malignancies; however, the main side effect of cisplatin is nephrotoxicity. The 
aim of this study was to evaluate the effect of hydration therapy with and without 
magnesium on prevention of cisplatin-induced nephrotoxicity.
Methods: This retrospective study was performed on 46 patients with malignancy 
who were candidate to receive cisplatin as their protocol for chemotherapy 
during years 2011-2016. Of these, 22 patients were treated with hydration and 
magnesium sulfate (1 gr magnesium sulfate 50% and 10 mEq potassium chloride 
15% in 1000 ml normal saline before and after cisplatin administration) and 
24 patients were treated with hydration alone. Cisplatin was administered in 
cycles every 21 days. Serum sodium, Potassium, creatinine (sCr) and creatinine 
clearance (CrCl) were assessed before each chemotherapy cycle and after the last 
course of chemotherapy.
Results: There was significant difference between two studied groups in post 
chemotherapy sCr and Potassium (P<0.05); however, no significant difference was 
observed between two groups in serum magnesium and sodium levels (P>0.05). 
In terms of sCr, as nephrotoxicity index, the absolute risk of nephrotoxicity in 
patients receiving hydration with magnesium was 19% more than the other 
group. The relative risk of nephrotoxicity in patients receiving hydration with 
magnesium was 4.4 fold more than another group.
Conclusion: Risk of cisplatin-induced nephrotoxicity in patients receiving 
hydration with magnesium sulfate was higher than group of patients not 
receiving magnesium besides hydration.

Iranian Journal of Blood & Cancer

Journal Home Page: www.ijbc.ir

Please cite this article as: Ashrafi F, Erfani M, Mousavi S. The Effect of Hydration Therapy with and without Magnesium Sulfate on Prevention 
of Cisplatin-Induced Nephrotoxicity. IJBC 2019; 11(1): 13-17.

Introduction
Cisplatin is an antineoplastic agent used to treat 

different kinds of malignancies such as testis, ovary, 
and mesothelioma.1 The cytotoxic effects of cisplatin in 
tumor cells and other differentiated cells are caused by 
various mechanisms including direct cytotoxic effects of 
crosslinking in cellular DNA and induction of apoptosis 
by changes in protein kinase.2 More than 50% of cisplatin 
is excreted through urine in the first day after cisplatin 

administration.3,4 Consequently, the concentration of 
cisplatin in kidney cells is several folds higher than the 
other organs.3-5 In this way, cisplatin leads to the necrosis 
and apoptosis of proximal kidney cells, which also leads 
to reduced glomerular filtration and increased creatinine 
in the form of acute renal damage.5 Nephrotoxicity is 
a well-known and main side effect of cisplatin.1,6-8 It is 
reported in approximately one-third of patients treated 
with single-dose of cisplatin (50 mg/m²). In addition, 20-
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40% of patients receiving high dose of cisplatin have had 
severe acute kidney damage.9 Older age, female gender, 
cigarette smoking and preexisting kidney disease have 
been associated with cisplatin-induced nephrotoxicity.1,9-11 
Direct damage to the proximal tubule and thick ascending 
part of the loop of Henle leads to a defect in the tubular 
reabsorption process.12 Hypomagnesaemia is the most 
important electrolyte imbalance caused by the defect in 
tubular reabsorption; reported in approximately 50% of 
patients receiving cisplatin.12-14 Furthermore, magnesium 
depletion due to diarrhea and anorexia alone exacerbates 
the damage to the renal cells besides the cisplatin-induced 
hypomagnesemia. The mechanisms proposed in this 
regard are related to the effect of magnesium on the active 
cisplatin transporter system,15 as well as its association 
with an organic cation transporter 2.16 Accordingly, 
development of measures to reduce cisplatin-induced 
nephrotoxicity and understanding the role of magnesium 
supplementation in cisplatin-induced nephrotoxicity 
would be of great necessity.

Despite a vast source of literature, there is not still 
any definitive opinion regarding the protective effect of 
magnesium sulfate on prevention of cisplatin-induced 
nephrotoxicity. Several studies have shown the beneficial 
effect of magnesium on alleviation of cisplatin-induced 
nephrotoxicity,5,17,18 whereas others have shown the 
contradictory results.19,20 Therefore, the aim of this 
study was to compare level of nephrotoxicity in patients 
receiving cisplatin and hydration therapy with and without 
magnesium as well as the effect of using magnesium 
supplements to reduce cisplatin-induced nephrotoxicity.

Methods
This retrospective study was performed on 46 

patients who were candidates to receive cisplatin-based 
chemotherapy according to the underlying malignancy 
during years 2011-2016, referring to “Alzahra” and 
“Seyedolshohada” hospitals of Isfahan, Iran. 22 out of 46 
patients received hydration along with magnesium sulfate 
(group 1), whereas 24 patients just received hydration 
(group 2). Inclusion criteria were age range of 15-75 years 
old and glomerular filtration rate (GFR) of more than 75 
ml/min/1.73m2. Patients who were receiving non-steroidal 
anti-inflammatory drugs (NSAIDs) and aminoglycosides 
were not included in the study. It should be noted that in 
the second group, if serum magnesium level was less 
than 1.8 mg/dL, magnesium was injected as much as 1 g 
of magnesium sulfate. 

Cisplatin and Hydration Protocol
Dose of cisplatin and chemotherapy protocols were 

scheduled depending on the tumor type and the condition 
of the patient (calculated according to the body surface 
area). The mean dose of cisplatin administered was 50-100 
mg/m² which was administered as a 2-hour intravenous 
infusion in 500 ml of normal saline. Courses of cisplatin 
were administered every three weeks.

Group 1 received 1000 ml normal saline containing 10 
mEq potassium chloride 15% and 1g magnesium sulfate 
50% during 2 hours before and after administration of 

cisplatin. Another group (group 2) received 1000 ml 
normal saline plus 10 mEq potassium chloride 15% alone 
(without magnesium sulfate).

Biochemical Parameters Measurement
Various biochemical tests, including serum creatinine, 

magnesium, sodium and potassium were measured the 
day before each chemotherapy course and after the last 
course of chemotherapy. Glomerular filtration rate (GFR) 
was calculated according the cockroft-gault formula:

Nephrotoxicity was defined as an increase of serum 
creatinine by 0.5 mg/dl or more above the baseline and 
reduction of GFR by 50% or more during each course of 
chemotherapy, respectively.

Statistical Analysis
Data were analyzed using SPSS version 19.0. Paired 

T-test was used to determine the difference between 
parameters before each course of chemotherapy and after 
the last course. P value<0.05 was considered statistically 
significant.

Results
Of the 46 patients who were treated with cisplatin during 

the study period, 24 patients (52.2%) were male. The 
mean age of the patients in group 1 was 16.7±50 years, 
whereas in group 2, it was 16.6±44 years (P>0.05). 

As shown in Table 1, there was a significant difference 
between the two studied groups in post chemotherapy 
serum creatinine and Potassium levels (P<0.05); however, 
no significant difference was observed between the two 
groups in magnesium and sodium (P>0.05). Mean value 
of GFR in both groups were close to the marginal level. 
However, GFR was reduced by 50% in patients who had 
increased serum creatinine by more than 0.5 mg/dL. 

There was a significant difference in post-treatment 
potassium levels in both groups; however, both groups 
received the same protocol regarding the potassium. 
There was not found any significant difference for 
magnesium and sodium between two groups. Changes 
of serum creatinine and GFR levels as “nephrotoxicity 
index” are shown respectively in Figures 1 and 2. 

As shown in Figure 1, the absolute risk increase (ARI) 
and relative risk increase (RRI) for nephrotoxicity 
(according to the mentioned definition) was 19% and 
4.4 times, respectively. This means that the absolute risk 
and relative risk of nephrotoxicity in group 1 patients 
receiving hydration along with magnesium sulfate was 
19% and 4.4 fold, respectively more than the other group. 
Moreover, number need to harm (NNH) was 5; means 
that one in 5 patient who received magnesium sulfate 
developed nephrotoxicity.

Considering GFR reduction (by 50%) also as a 
nephrotoxicity index based upon our definition, 4 out of 22 
patients in group 1 (18.2%) and 1 out of 24 patients (4.8%) 
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in group 2 developed nephrotoxicity, so that ARI, RRI 
and NNH was 14%, 3.5 and 7, respectively. Indeed, one 
out of 7 patients treated with hydration and magnesium 
was affected by kidney damage. Taking into account the 
results of both indexes of nephrotoxicity in this study, one 
in every 5-7 patients who received magnesium sulfate 
along with hydration developed acute kidney damage.

Discussion
Nephrotoxicity is a major well known side effect of 

platinum compounds such as cisplatin.7,8 There are 

numerous studies showing the beneficial effects of 
magnesium sulfate on reduction of cisplatin-induced 
nephrotoxicity;5,17,18 however, they did not show a 
definitive role about the mechanism and protective effect 
of magnesium sulfate in preventing cisplatin-induced 
nephropathy.

In a study conducted by Yoshida et al. on cancer 
patients, loading with magnesium sulfate before cisplatin 
administration significantly reduced its nephrotoxicity.5 
Martin et al. studied 41 patients in three groups (without 
any magnesium supplements, intravenous magnesium 

Table 1: Biochemical parameters and GFR in patients receiving cisplatin and hydration with and without magnesium sulfate
Variables Hydration therapy with Magnesium 

sulfate
N=22

Hydration therapy without Magnesium 
sulfate
N=24

P value

GFR (Pre chemotherapy) 90.5±17.8 94.67±21.4 0.21
GFR (post chemotherapy) 80.1±33 98.9±27.16 0.06
Cr (Pre chemotherapy) 0.89±0.17 0.81±0.13 0.06
Cr (post chemotherapy) 1.1±0.48 0.83±0.16 0.01
K (Pre chemotherapy) 3.8±1.1 3.9±1.2 0.8
K (post chemotherapy) 4.3±0.5 3.1±1.4 0.001
Mg (Pre chemotherapy) 2.02±0.27 1.97±0.12 0.39
Mg (post chemotherapy) 2.03±0.39 2.1±0.24 0.22
Na (Pre chemotherapy) 137±3.5 138±3 0.5
Na (post chemotherapy) 138±4.4 137±4.2 0.5
Cr: Serum creatinine, GFR: Glomerular filtration rate, K: Potassium, Mg: Magnesium, Na: Sodium

Figure 1: The frequency of nephrotoxicity in two groups with regard to serum creatinine as nephrotoxicity index.

Figure 2: The frequency of nephrotoxicity in two groups with regard to glomerular filtration rate as nephrotoxicity index.
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and oral magnesium supplementation) and indicated that 
number of patients with nephrotoxicity induced by cisplatin 
was decreased in recipients of sulfate magnesium either 
oral or intravenous.18 Similarly, Hirea et al., compared 
serum creatinine changes in two groups of patients 
receiving cisplatin with and without magnesium sulfate 
and observed that supplementation with magnesium 
could be efficacious in preventing cisplatin-induced 
nephrotoxicity.17 On the other hand, studies on wistar 
rat have shown that magnesium sulfate supplements did 
not reduce cisplatin-induced nephrotoxicity. Ashrafi et 
al., studied 29 rats in 3 groups who received 20, 80, and 
200 mg/kg magnesium sulfate, and the fourth group who 
received only normal saline. They found that low doses 
of magnesium supplementation could not prevent the 
occurrence of nephrotoxicity.19 Soltani et al., evaluated the 
effect of magnesium on cisplatin-induced nephrotoxicity 
in normal and streptozosin-induced diabetic rats. The 
results showed that magnesium supplements had no 
protective effect on cisplatin- nephrotoxicity in diabetic 
and non-diabetic rats.20 In our study, the absolute and 
relative risk of nephrotoxicity in the group of patients 
receiving hydration and magnesium sulfate together was 
higher than the group with hydration alone, and thus no 
protective role for magnesium was defined. 

Meanwhile, the concentration of potassium in group 
1 was significantly reduced. This could be due to the 
reduced intake of potassium, gastrointestinal side effects 
of cisplatin and also due to the electrolyte imbalance 
caused by cisplatin-induced nephrotoxicity. Hypokalemia 
as a well-known and common side effect of cisplatin is 
reported in a number of studies (21-23).

The main goal of this study was to investigate 
nephrotoxicity induced by cisplatin with and without 
magnesium hydration. Although, this study did not show 
the preventive effect of magnesium on cisplatin-induced 
nephrotoxicity, there are some animal studies that have 
similar results to our results.

The comparison of mean values of GFR after treatment 
did not show any significant difference between the 
two groups which was probably due to small number 
of patients. This means that the group of patients with 
unchanged GFR (a drop of less than 50% in GFR) have 
compensated mean values of GFR, despite the presence 
of reduced GFR in group of patients who showed the 
“nephrotoxicity index” according to the definition 
provided in this study. 

The mechanisms proposed for the transfer of cisplatin 
in kidney tubules, including active cisplatin transport 
system, as well as the re-absorption of cisplatin by an 
organic cationic transporter 2 (OCT2) (up regulation 
of OCT2 in Mg-deficient diet) have not been described 
clearly.4

Conclusion
According to the results of this study, risk of 

nephrotoxicity in patients receiving cisplatin along with 
hydration and magnesium sulfate was more than patients 
who received hydration alone. Therefore the protective 
role of magnesium sulfate could not be proved and further 

studies with larger population are recommended to better 
clarify these effects

Conflict of Interest: None declared.

References
1. Miller RP, Tadagavadi RK, Ramesh G, Reeves 

WB. Mechanisms of Cisplatin nephrotoxicity. 
Toxins (Basel). 2010; 2(11): 2490-518. doi:10.3390/
toxins2112490. PubMed PMID:22069563. PubMed 
Central PMCID:3153174.

2. Galea AM, Murray V. The interaction of cisplatin 
and analogues with DNA in reconstituted chromatin. 
Biochim Biophys Acta. 2002; 1579(2-3): 142-52. 
PubMed PMID:12427549.

3. Filipski KK, Loos WJ, Verweij J, Sparreboom A. 
Interaction of Cisplatin with the human organic cation 
transporter 2. Clin Cancer Res. 2008; 14(12): 3875-
80. doi:10.1158/1078-0432.CCR-07-4793. PubMed 
PMID:18559608.

4. Hayati F, Hossainzadeh M, Shayanpour S, Abedi-
Gheshlaghi Z, Beladi Mousavi SS. Prevention of 
cisplatin nephrotoxicity. J Nephropharmacol. 2016; 
5(1): 57-60. PubMed PMID:28197500. PubMed 
Central PMCID:5297508.

5. Yoshida T, Niho S, Toda M, Goto K, Yoh K, Umemura 
S, et al. Protective effect of magnesium preloading 
on cisplatin-induced nephrotoxicity: a retrospective 
study. Jpn J Clin Oncol. 2014; 44(4): 346-54. 
doi:10.1093/jjco/hyu004. PubMed PMID:24503028.

6. Ashrafi F, Ebrahimi Z, Nematbakhsh M. Effect of Short 
Hydration on Cisplatin-Induced Nephrotoxicity in 
Cancer Patients: A Retrospective Study. Int J Hematol 
Oncol Stem Cell Res. 2017; 11(4): 262-7. PubMed 
PMID:29340120. PubMed Central PMCID:5767284.

7. Pabla N, Dong Z. Cisplatin nephrotoxicity: 
mechanisms and renoprotective strategies. Kidney 
Int. 2008; 73(9): 994-1007. doi:10.1038/sj.ki.5002786. 
PubMed PMID:18272962.

8. Yamada K, Yoshida T, Zaizen Y, Okayama Y, Naito Y, 
Yamashita F, et al. Clinical practice in management of 
hydration for lung cancer patients receiving cisplatin-
based chemotherapy in Japan: a questionnaire survey. 
Jpn J Clin Oncol. 2011; 41(11): 1308-11. doi:10.1093/
jjco/hyr145. PubMed PMID:21965164.

9. Ozkok A, Edelstein CL. Pathophysiology of cisplatin-
induced acute kidney injury. Biomed Res Int. 2014; 
2014(2014): 967826. doi:10.1155/2014/967826. PubMed 
PMID:25165721. PubMed Central PMCID:4140112.

10. Muraki K, Koyama R, Honma Y, Yagishita S, Shukuya 
T, Ohashi R, et al. Hydration with magnesium 
and mannitol without furosemide prevents the 
nephrotoxicity induced by cisplatin and pemetrexed 
in patients with advanced non-small cell lung cancer. 
J Thorac Dis. 2012; 4(6): 562.

11. Yao X, Panichpisal K, Kurtzman N, Nugent K. 
Cisplatin nephrotoxicity: a review. Am J Med Sci. 2007; 
334(2): 115-24. doi:10.1097/MAJ.0b013e31812dfe1e. 
PubMed PMID:17700201.

12. Sutton RA, Walker VR, Halabe A, Swenerton K, 

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

bc
.ir

 o
n 

20
25

-0
7-

02
 ]

 

                               4 / 5

http://ijbc.ir/article-1-836-en.html


Magnesium sulfate and Cisplatin-induced nephrotoxicity

Volume 11 | Issue 1 | March 2019  17

Coppin CM. Chronic hypomagnesemia caused by 
cisplatin: effect of calcitriol. J Lab Clin Med. 1991; 
117(1): 40-3. PubMed PMID:1987306.

13. Lam M, Adelstein DJ. Hypomagnesemia and renal 
magnesium wasting in patients treated with cisplatin. 
Am J Kidney Dis. 1986; 8(3): 164-9. PubMed 
PMID:3752072.

14. Schilsky RL, Anderson T. Hypomagnesemia and 
renal magnesium wasting in patients receiving 
cisplatin. Ann Intern Med. 1979; 90(6): 929-31. 
PubMed PMID:375794.

15. Bodnar L, Wcislo G, Gasowska-Bodnar A, Synowiec 
A, Szarlej-Wcislo K, Szczylik C. Renal protection 
with magnesium subcarbonate and magnesium 
sulphate in patients with epithelial ovarian cancer 
after cisplatin and paclitaxel chemotherapy: a 
randomised phase II study. Eur J Cancer. 2008; 
44(17): 2608-14. doi:10.1016/j.ejca.2008.08.005. 
PubMed PMID:18796350.

16. Nematbakhsh M, Talebi A, Nasri H, Safari T, 
Dolatkhah S, Ashrafi F. Some evidence for sex-based 
differences in cisplatin-induced nephrotoxicity in 
rats. Med Sci Tech 2012; 53(1): RA29-32.

17. Hirai S, Kaida S, Ito T, Hasebe S, Ueno M, Udagawa H, 
et al. [Magnesium premedication prevents Cisplatin-
induced nephrotoxicity in patients with esophageal 
and hypopharyngeal cancer]. Gan To Kagaku Ryoho. 
2013; 40(6): 743-7. PubMed PMID:23863650.

18. Martin M, Diaz-Rubio E, Casado A, Lopez Vega 
JM, Sastre J, Almenarez J. Intravenous and oral 
magnesium supplementations in the prophylaxis of 

cisplatin-induced hypomagnesemia. Results of a 
controlled trial. Am J Clin Oncol. 1992; 15(4): 348-51. 
PubMed PMID:1514533.

19. Ashrafi F, Haghshenas S, Nematbakhsh M, Nasri 
H, Talebi A, Eshraghi-Jazi F, et al. The role of 
magnesium supplementation in cisplatin-induced 
nephrotoxicity in a rat model: no nephroprotectant 
effect. Int J Prev Med. 2012; 3(9): 637-45.

20. Soltani N, Nematbakhsh M, Eshraghi-Jazi F, 
Talebi A, Ashrafi F. Effect of oral administration 
of magnesium on Cisplatin-induced nephrotoxicity 
in normal and streptozocin-induced diabetic rats. 
Nephrourol Mon. 2013; 5(4): 884-90. doi:10.5812/
numonthly.11624. PubMed PMID:24350087. PubMed 
Central PMCID:3842559.

21. Pere A-K, Lindgren L, Tuomainen P, Krogerus 
L, Rauhala P, Laakso J, et al. Dietary potassium 
and magnesium supplementation in cyclosporine-
induced hypertension and nephrotoxicity. Kidney 
Int. 2000;58(6):2462-72.

22. Beladi Mousavi SS, Hossainzadeh M, Khanzadeh 
A, Hayati F, Beladi Mousavi M, Zeraati AA, et al. 
Protective effect of forced hydration with isotonic 
saline, potassium chloride and magnesium sulfate 
on cisplatin nephrotoxicity: an initial evaluation. 
Asia Pacific Journal of Medical Toxicology. 
2013;2(4):136-9.

23. Lajer H, Kristensen M, Hansen H, Nielsen S, Frøkiær 
J, Østergaard LF, et al. Magnesium depletion enhances 
cisplatin-induced nephrotoxicity. Cancer Chemother 
Pharmacol. 2005;56(5):535-42.

 [
 D

ow
nl

oa
de

d 
fr

om
 ij

bc
.ir

 o
n 

20
25

-0
7-

02
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               5 / 5

http://ijbc.ir/article-1-836-en.html
http://www.tcpdf.org

