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Abstract
Digoxin is a cardiac glycoside and it is used for the treatment of supraventricular tachycardia, atrial flutter, and re-entrant arrhythmias. Digoxin
may be administered orally or intravenously and the tablet oral bioavailability is 75%. The oral treatment of digoxin consists in a loading dose
followed by a maintenance dose in infants and children and the loading and maintenance doses vary according to infant and child age. The
pharmacokinetics of digoxin have been studied in 11 infants and children, aged 1 month to 15 years, the median elimination half-life is 42
hours and it varies from 8.3 hours to 77.0 hours being longer in infants. Digoxin diffuses in body-tissues, reaches higher concentrations in
tissues than in serum, and the right atrial appendage to serum ratio of digoxin varies 10.7 ng/ml to 318 ng/ml (mean, 92.5). The interaction of
digoxin with drugs has been extensively studied and digoxin co-administered with drugs may induce toxicity in infants and children. Digoxin
verapamil and quinidine are substrates of P-glycoprotein and verapamil and quinidine inhibit the clearance of digoxin increasing its serum
concentrations. The treatment with digoxin has been studied in infants and children. Digoxin is transferred across the human placenta, reaches
similar concentrations in the maternal and newborn serum and digoxin migrates into the breast-milk in significant amounts. The aim of this
study is to review the published data on digoxin dosing, efficacy, safety, pharmacokinetics, serum and tissue concentrations, drug interactions,
toxicity, treatment in infants and children and digoxin placental transfer and migration into breast-milk.
Keywords: Digoxin; Dosing; Efficacy; Safety; Pharmacokinetics; Tissue concentration; Drug interaction; Toxicity; P-glycoprotein;
Treatment; Placenta; Breast-milk

Introduction

blocking drugs such as Ca2+ channel blockers or β blockers. However,
sympathetic drive is increased markedly in many patients with
advanced heart failure, so digitalis is not very effective in decreasing
the rate; on the other hand, even a modest decrease in the rate can
ameliorate heart failure. Similarly, in other conditions in which high
sympathomimetic tone drives rapidly atrioventricular conduction
(e.g., chronic lung disease and thyrotoxicosis), digitalis therapy may
be the only marginally effective in slowing the rate. In heart transplant
patients, in whom innervation has been ablated, cardiac glycosides are
ineffective for rate control. Increased sympathetic activity and hypoxia
can potentiate digitalis-induced changes in automaticity and delayed
after depolarization, thus increasing the risk of digitalis toxicity. A
further complicating feature in thyrotoxicosis is increased digoxin
clearance. The major electrocardiography effects of cardiac digitalis
are PR prolongation and a nonspecific alteration in ventricular
repolarization (manifested by depression of the ST segment), whose
underlying mechanism is not well understudied [1].

Mechanisms of action of digoxin
Digitalis glycosides exert positive inotropic effects and have
been used in heart failure, they are rarely prescribed. Their inotropic
action result from increased intracellular Ca2+, which also forms
the basis for arrhythmias related to cardiac glycoside intoxication.
Cardiac glycosides increase phase 4 slope (e.g., increase the rate of
automaticity) especially if [K]o is low. These drugs (e.g., digoxin)
also exert prominent vagotomic actions, resulting in inhibition
of Ca2+ current in the atrioventricular node and activation of
acetylcholine-mediated K+ currents in the atrium. Thus, the major
“indirect” electrophysiological effects of cardiac glycosides are hyper
polarization, shortening of atrial action potential, and increased in
atrioventricular nodal refractoriness. The last action accounts for the
utility of digoxin in terminating re-entrant arrhythmias involving
the atrioventricular node and in controlling ventricular response in
patients with atrial fibrillation. Cardiac glycosides may be especially
useful in the last situation because many such patients have heart
failure, which can be exacerbated by other atrioventricular nodal-

Absorption, distribution, metabolism, and elimination of
digoxin
The only digitalis glycoside used in the U.S. is digoxin. Digitoxin
(various generic preparations) also is used for chronic oral therapy
outside the U.S. Digoxin tablets are incompletely absorbed and the
bioavailability is 75%. In some patients, intestinal microflora may
metabolize digoxin, markedly reducing bioavailability. In these
patients, higher-than-usual doses are required for clinical efficacy;
toxicity is a serious risk if antibiotics are administered that destroy
intestinal microflora. Inhibition of P-glycoprotein also may play a
role in cases of toxicity. Digoxin is 20% to 30% protein bound. The
antiarrhythmic effect of digoxin undergoes relatively slow distribution
to effector site(s); therefore, even with intravenous therapy, there is a
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lag of several hours between drug administration and the development
of the ventricular rate in atrial fibrillation. To avoid intoxication, a
loading dose of approximately 0.6 mg to 1 mg digoxin is administered
over 24 hours. Measurement of post-distribution serum digoxin
concentration and adjustment of the daily dose (0.0625 mg to 0.5 mg)
to maintain concentrations of 0.5 ng/ml to 2 ng/ml are useful during
chronic digoxin therapy. Some patients may require and tolerate higher
concentrations, but with an increased risk of adverse-effects. The
elimination half-life of digoxin ordinarily is about 36 hours in adults,
so maintenance doses are administered once-daily. Renal elimination
of unchanged drug accounts for 80% of digoxin elimination. Digoxin
doses should be reduced (or dosing interval increased) and serum
concentrations monitored closely in patients with impaired excretion
owing to renal failure or in patients who are hypothyroid. Digoxin
undergoes primary hepatic metabolism and may be useful in patients
with fluctuating or advanced renal dysfunction. Digitoxin metabolism
is accelerated by drugs such as phenytoin and rifampin that induce
hepatic metabolism. Digitoxin’s elimination half-life is even longer
than that of digoxin (about 7 days) in adults; is highly protein bound,
and its therapeutic concentrations range is 10 ng/ml to 30 ng/ml.
Digoxin, quinidine, verapamil, diltiazem, cyclosporine, itraconazole,
propafenone, and flecainide decrease digoxin clearance, likely by
inhibiting P-glycoprotein, the major route of digoxin elimination.
New steady-state digoxin concentrations are approached after 4 to 5
half-lives (i.e., in about a week). Digitalis toxicity results so often with
quinidine or digoxin that it is routine to decrease the dose of digoxin if
these drugs are started. In all cases, digoxin concentrations should be
measured regularly and the dose adjusted if necessary. Hypokalaemia,
which can be caused by many drugs (e.g., diuretics, amphotericin
B, and corticosteroids), potentiate digitalis-induced arrhythmias [1]
(Figure 1).

into the breast-milk”. In addition, the books: The Pharmacological
Basis of Therapeutics [1], Neonatal Formulary [2], NEOFAX® by
Young and Mangum [3], and The British National Formulary for
Children [4] were consulted.

Results
Administration schedules of digoxin to infants and children
Intravenous and oral administration to infants [2]: Digoxin
is used in the treatment of heart failure caused by diminished
myocardial contractility and in the treatment of supraventricular
tachycardia, atrial flutter, and atrial fibrillation. Follow heart rate
and rhythm closely. Perform periodic electrocardiograms to assess
both desired effects and signs of toxicity. Follow closely (especially
in infants receive diuretics or amphotericin B) for decreased serum
potassium and magnesium, or increased calcium and magnesium,
all of which predispose digoxin toxicity. Assess renal function. Be
aware of drug interactions, may follow serum drug concentrations if
assay is available that excludes endogenous digoxin-like substances.
Therapeutic serum concentration is 1 ng/ml to 2 ng/ml. Digoxin
is incompatible with amiodarone, dobutamine, fluconazole, and
propofol [3] (Table 1).
Table 1: Conventional starting doses (in µg/kg) for digoxin in infants.
Total slow
Total oral
Daily oral
Body-weight
intravenous
loading dose maintenance dose
infusion
<1.5 kg
20
25
5
1.5 kg to 2.5 kg
30
35
7.5
>2.5 kg
35
45
10

Administration to children [4]: Oral treatment of
supraventricular arrhythmia and chronic heart failure: Children
aged 1 month to 1 year. Give initially 45 µg/kg in 3 divided doses for
24 hours, and then 10 µg/kg daily in 1 to 2 divided doses.
Children aged 2 to 4 years. Give initially 35 µg/kg in 3 divided
doses for 24 hours, and then give 10 µg/kg in 1 to 2 divided doses.
Children aged 5 to 9 years. Give initially 25 µg/kg in 3 divided
doses (maximum per dose=750 µg) for 24 hours, and then 6 µg/kg
daily in 1 to 2 divided doses (maximum dose=250 µg per day).
Children aged 10 to 17 years. Give initially 0.75 to 1.5 mg in 3
divided doses for 24 hours, and then 62.5 to 250 µg daily in 1 to 2
divided doses, higher doses may be necessary.
Intravenous administration of supraventricular arrhythmia
and chronic heart failure: Children aged 1 month to 1 year. Give
initially 35 µg/kg in 3 with divided doses, and then 10 µg/kg daily in
1 to 2 divided doses. Children aged 2 to 4 years. Give initially 35 µg/
kg in 3 divided doses for 24 hours, and then 10 µg/kg in 1 to 2 divided
doses. Children aged 5 to 9 years. Give initially 25 µg/kg in 3 divided
doses (maximum per dose=500 µg) for 24 hours, and then 6 µg/kg
daily divided in 1 to 2 divided doses (maximum dose=250 µg daily).
Children aged 10 to 17 years. Give initially 0.5 to 1 mg in 3 divided
doses for 24 hours, and then 62.5 to 250 µg daily in 1 to 2 divided
doses, higher doses may be necessary.

Figure 1: Digoxin molecular structure (molecular weight = 780.938 grams/
mole).

Literature search
The literature search was performed electronically using PubMed
database as search engine and the following key words were used:
“digoxin dosing infants, children“, digoxin efficacy, safety infants,
children”, “digoxin pharmacokinetics infants, children”, “digoxin
serum concentration infants, children”, “digoxin tissue concentration
infants, children”, “digoxin drug interactions”, “digoxin toxicity infants,
children”, “digoxin P-glycoprotein transport”, “digoxin treatment
infants, children”, “digoxin placental transfer”, and “digoxin migration
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Dose adjustment due to interactions: The manufacturer advises
reduce the dose by half if digoxin has been given with concurrent use
of amiodarone, dronedarone, and quinine [4].
Dose equivalence and conversion: The dose may need to be
reduced if digoxin (or another cardiac glycoside) has been given in the
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Digoxin serum concentrations in infants and young
children

preceding 2 weeks. When switching from intravenous to oral route
may need to increase the dose by 20% to 33% to maintain the same
plasma-digoxin concentration [4].

Huang et al. [11] measured the serum concertation of digoxin in
291 infants and children with a median age of 1.1 years and 64.3%
were male. Digoxin was administered orally as a solution and serum
samples were obtained 6 hours after the last dose. The mean serum
concentration of digoxin in infants aged <1 month was higher than
that in older children. There is a statistically significant difference
(P-level<0.01) in mean serum digoxin infants aged <1-month, older
infants, and children.

Efficacy and safety of digoxin in infants and children
Digoxin use in infants with single ventricle congenital heart
disease is associated with significantly reduction of inter stage
mortality [5]. There is no difference in supraventricular tachycardia
recurrence in infants treated with digoxin or propranolol [6]. Digoxin
is associated with fewer episodes of supraventricular tachycardia
recurrence but more frequent hypotension in hospitalized infants
compared to propranolol [7]. Digoxin is effective and safe in treating
supraventricular tachycardia recurrence in children [8].

The therapeutic serum concentration of digoxin ranges from 0.8
ng/ml to 2 ng/ml. This table shows that the serum concentration of
digoxin falls within the therapeutic interval (Table 4).

Pharmacokinetics of digoxin in infants

Plasma concentrations of digoxin in adult patients and
infants

Gong et al. [9] studied the pharmacokinetics of digoxin in 107
infants with a postnatal age and body-weight of 126 ± 99 days and
5.5 kg ± 1.9 kg, respectively. Infants were given digoxin in the form
of an elixir (0.005%, 30 ml/bottle) and the doses were calculated on
a 1.2 ml/kg to 1.6 ml/kg. Digoxin was administered orally for more
than 6 days and infants with serious hepatic or renal dysfunction were
excluded from the study.

O'Malley et al. [12] measured the plasma concentration of digoxin
in 16 adult patients and in 13 infants. This table shows that the digoxin
dose is 5 times higher in infants than in adults, consequently the
plasma concentration of digoxin is higher in infants, and the digoxin
plasma concentration is higher in older than younger infants (Table
5).

Table 2 shows that the distribution volume is similar to the
water volume, digoxin is rapidly absorbed, and there is a remarkable
interindividual variability in the total body clearance and in the
distribution volume.

Tissue concentration of digoxin in infants and children
Kim et al. [13] measured the concentration of digoxin in postmortem infants and children. Digoxin was administered orally or
intravenously or intramuscularly and the daily dose ranged from 2.6
µg/kg to 33.3 µg/kg.

Pharmacokinetics of digoxin in children
Lares-Asseff et al. [10] investigated the pharmacokinetics of
digoxin in 11 children with congestive heart failure aggravated by
other diseases. Digoxin was administered orally and the dosing
consisted in a loading dose of 7.40 µg/kg ± 1.45 µg/kg followed by a
maintenance dose of 2.55 µg/kg ± 0.73 µg/kg once-daily.

This table shows that the concentration of digoxin widely varies in
tissues and the highest concentration has been found in myocardium,
kidney and liver (Table 6). Table 7 shows that digoxin diffuses in
all body-tissues and the highest concentration appears in the small
intestine, large intestine, and gall bladder.

This table shows that digoxin is rapidly absorbed following oral
dosing, is slowly eliminated, the median distribution volume is similar
to the water volume, and the pharmacokinetic parameter markedly
vary among subjects. This variability may be accounted by the wide
range of subject age (Table 3).

Wagner et al. [14] measured the concentration of digoxin in the
serum and right atrial appendage in 25 children aged 9 months to 18
years (mean ± SD = 4.5 ± 0.9 years) and weighing 3.7 kg to 88.0 kg
(mean ± SD = 18.2 ± 5.2). Each child had been taken digoxin over a
long term of 21 months for up to 24 hours before open heart surgery.

Subjects of group A comprised children aged 1 month to 3 years
and subjects of group B included children aged 8 to 15 years. The
analysis of the effect of age on drug distribution is significantly different
(P-value<0.05). Significant statistical differences (P-value<0.01) are
found for the pharmacokinetic parameters in subjects of groups A
and B.

Table 8 shows that the concentration of digoxin is higher in
the right atrial appendage that in serum and there is a remarkable
interindividual variability in the concentration of digoxin in serum
and in the right atrial appendage.
Interaction of digoxin with drugs
Digoxin co-administered with clarithromycin reduces the digoxin
clearance by 56% to 60% and the elimination half-life becomes 82%
longer [15]. Renal dysfunction occurs with the use of clarithromycin
and digoxin. Renal failure is due to the inhibition of digoxin clearance
caused by drugs which inhibit P-glycoprotein thus reducing the renal
efflux of digoxin increasing the digoxin serum concentrations [16].
The combination of quinidine and digoxin causes new ventricular
tachycardia, ventricular fibrillation, extra systole, or sudden death
[17]. The serum digoxin concentration increases from 1.4 ng/ml
to 3.2 ng/ml during quinidine therapy in 25 of 27 patients (92.6%)
[18]. An increase in serum digoxin concentration occurs in 90.0%
of patients given quinidine [19]. The decrease of biliary excretion of
digoxin by quinidine is accompanied by a linear increase in sinusoidal
efflux of digoxin's primary metabolite, digoxigenin bisdigitoxoside

Table 2: Pharmacokinetic parameters of digoxin which are obtained in 107
infants, by Gong et al. [9].
Final model
Bootstrap (N = 1,000)
Parameter
Estimate
%RSE Median
95% CI
TBC/F (L/h/70 kg)
10.4
6
10.3
8.8 - 11.6
DV (L/70 kg)
1,100
18.7
1,100
663 - 1,537
%Interindividual variability
TBC/F
35.1
29.4
34.6
31.1 - 38.1
DV/F
58
88.7
53.1
38.7 - 67.5
Residual error model (%) proportional
--10.1
69.8
9.9
7.5 - 12.2
TBC: Total Body Clearance; DV: Distribution Volume; % RSE: %Relative
Standard Error; CI: Confidence Interval; F: Oral Bioavailability
The absorption rate constant (Ka) is 0.718 h-1.
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Table 3: Pharmacokinetic parameters of digoxin which are obtained in 11 children with congestive heart failure aggravated by other diseases aged between 1
month to 15 years. Figures are the minimum, maximum, and median values, by Lares-Asseff et al. [10].
Distribution rate
Distribution halfElimination half-life Distribution volume
Total body
constant (h-1)
life (h)
(h)
(L/kg)
clearance ml/kg/h
Minimum
0.0928
0.3472
8.3
0.654
6
Maximum
0.734
1.1254
77
6.25
331
Median
0.2419
0.862
42
1.01
15
K21: Transference Rate-Constant; AUC0-∞: Area Under the plasma Concentration from 0 hour to infinite
Values

K21

AUC0-∞

0.047
0.2504
0.1451

120.2
873.2
213.6

Table 4: Digoxin serum concentration which is measured in 291 infants and children 6 hours after the last digoxin administration, by Huang et al. [11].
Serum digoxin concentration (% Subjects)
Serum concentration (ng/ml) mean Daily digoxin dose (ng/ml) mean
Age range
N
<0.8 ng/ml 0.8 ng/ml - 2.0 ng/ml
>2.0 ng/ml
± SD
± SD
<1 month
45
9 (20.0)
28 (62.2)
8 (17.7)
1.29 ± 0.58
6.35 ± 1.98
1 month - 1
184
65 (35.3)
112 (60.3)
7 (3.8)
0.98 ± 0.46
7.34 ± 1.58
year
1 - 2 years
36
24 (66.7)
10 (27.8)
2 (5.6)
0.81 ± 0.69
7.72 ± 1.43
>2 years
26
13 (50.0)
13 (50.0)
0 (0.0)
0.88 ± 0.34
5.87 ± 1.07
Table 5: Clinical data, dose of digoxin, and plasma digoxin concentrations. Figures are the mean ± SD, by O'Malley et al. [12].
Subjects

N

Age
Blood urea mg/100 ml Dose (µg/kg) Dose (µg/m2) Plasma concentration of digoxin (ng/ml)
Mean ± SD
Range
Adults
16 66.7 ± 12.0 years 46-85 years
48.6 ± 17.3
5±2
180 ± 90
1.4 ± 1.1
Infants
13 65.0 ± 68.0 days
12-225 days
45.8 ± 14.1
24 ± 3
390 ± 0.05
2.8 ± 1.5
>1 month
5
135 ± 65.4 days
63-225 days
44.6 ± 10.4
24 ± 5
410 ± 80
14 ± 0.5
<1 month
8
23.4 ± 6.3 days
12-30 days
46.5 ± 16.0
23 ± 2
380 ± 40
3.8 ± 1.2
Table 6: Tissue concentrations of digoxin which are measured in preterm, term, and children. Figures are ng/gram wet tissue, by Kim et al. [13].
Number of subjects

Myocardium
Right ventricle

Left ventricle
Skeletal muscle
Kidney
Liver
Fat
Premature infants
Mean
187
191
37
73
56
8
7
+ SD
67
71
33
43
34
5
Term infants
Mean
180
196
32
198
50
6
4
+ SD
84
36
17
69
34
2
Children
Mean
60
74
8
232
41
4
4
+ SD
14
37
6
27
25
4
Table 7: Concentrations of digoxin which are measured in different organs obtained from post-mortem preterm, and term infants, and children. Figures are ng/
gram wet tissue, by Kim et al. [13].
Value
Sp
Skin
Lung
Brain
Adr
Thy
Thym
Test
Ov
Panc
Sto
Sm int
La int
Gall Bl
Uri Bl
Premature infants
X
12
13
27
7
16
30
18
6
14
27
23
53
54
35
14
SD
2
7
7
8
14
9
6
3
--10
14
31
40
36
6
N
5
7
4
4
6
5
4
2
1
5
7
7
7
6
3
Term infants
X
16
22
26
14
25
32
15
15
--61
31
93
70
71
18
SD
6
13
14
15
7
18
5
13
--22
21
62
51
9
15
N
4
4
3
4
3
4
4
3
--2
4
4
4
4
2
Children
X
8
38
17
21
14
21
6
--4
21
71
75
52
70
11
SD
5
30
5
12
7
18
------4
67
69
22
107
--N
3
4
2
3
3
2
1
--1
2
3
3
4
3
1
X: Mean; SD: Standard Deviation; Sp: Spleen; Adr: Adrenals; Thy: Thyroid; Thym: Thymus; Test: Testicle; Ov: Ovary; Panc: Pancreas; Sto: Stomach; Sm int: Small
Intestine; La Int: Large Intestine; Gall Bl: Gall Bladder; Uri Bl: Urinary Bladder
Table 8: Concentrations of digoxin which are measured in 25 children undergoing open heart surgery. Figures are the minimum, maximum, mean, and standard
deviation (SD), by Wagner et al. [14].
Values
Minimum
Maximum
Mean
+ SD

Serum digoxin concentration
(ng/ml)
<0.11
1.14
0.54
0.07

Right atrial appendage digoxin concentration
(ng/gram)
2.61
159
46.8
8.4

[20]. Antiarrhythmic drugs, such as quinidine and amiodarone,
can markedly increase the steady-state serum digoxin levels [21].
In children, the clearance of digoxin decreases by a half following
carvedilol treatment, the serum digoxin concentration increases, and
two children developed toxicity [22]. The co-administration of digoxin
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Right atrial appendage to serum concentration ratio
10.7
318
92.5
16.3

and itraconazole leads to digoxin toxicity due to enhancement of
digoxin serum concentration [23], and patients receiving itraconazole
and digoxin concomitantly developed elevated serum concentration
of digoxin [24]. In patients with atrial fibrillation, digoxin-amiodarone
combination therapy is associated with high mortality-rate [25].
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Digoxin-amiodarone interaction is multifactorial and the serum
digoxin level must be monitored when digoxin is combined with
amiodarone [26]. Amiodarone increases the plasma concentration
of digoxin [27]. The amiodarone combined with digoxin increases
the digoxin serum levels and the serum digoxin levels should be
monitored during concurrent digoxin-amiodarone therapy [26].
When propafenone is given with digoxin, the serum concentrations
of digoxin increase because propafenone inhibits the renal clearance
of digoxin mediated by P-glycoprotein [28]. Antacids and kaolinpectin reduce the oral bioavailability of digoxin [29]. A significant
interaction between cyclosporine and digoxin has been observed;
the distribution volume of digoxin decreased by 71% and the digoxin
plasma clearance decreased by 53% [30]. Neomycin clearly depresses
the digoxin absorption-rate [31].

effective initial therapy of infants with atrial flutter [49]. In children
with dilated cardiomyopathy with ataxia syndrome, digoxin has
beneficial properties when combined with angiotensin-converting
enzyme inhibitors and with β-receptor antagonist [50]. Flecainide and
digoxin combination treatment offers a safe and effective treatment
for fetal supraventricular tachycardia with fast restoration of sinus
rhythm [51].
Transfer of digoxin across the human placenta
The transfer of digoxin across the human placenta was studied in
20 pregnant women and digoxin reached significant concentration in
the newborn infants [52]. The 3H-digoxin activity was demonstrated
in the umbilical cord blood five minutes after injection of the drug
into the maternal blood and the foetal plasma concentrations of
3
H-digoxin approximated to the maternal value 30 minutes after drug
administration [53]. Digoxin rapidly crosses the human placenta and
reaches similar concentrations in the newborn and maternal sera
[54]. The transfer of digoxin was studied using the perfused human
placenta. The time to achieve equal concentrations on bottom sites
of the placenta is estimated to be 268 min ± 34 min and these data
are consistent with in-vivo data obtained in humans suggesting that
digoxin is rapidly transferred across the human placenta [55]. The
transfer of digoxin was investigated in the human placenta perfusion
using three concentrations of serum albumin in the maternal and
foetal circuits. Maternal and foetal serum albumin concentrations
may influence the transplacental digoxin transfer, and this should be
considered when treating foetuses with transplacental glycosides [56].

Toxicity induced by digoxin in infants and children
Toxic serum digoxin concentrations (mean, 2.6 ng/ml) are
present in 6.9% of infants treated with digoxin. Nausea and vomiting
occur in 36.4% infants followed by tachycardia which occurs in 29.5%
infants [32]. Toxicity of digoxin is observed in newborn infants
with plasma digoxin concentration >5 ng/ml [33]. Serum digoxin
concentration of 14.2 ng/ml induces toxicity in an infant [34]. Signs
and symptoms of digoxin toxicity occur in pediatric patients with a
digoxin concentration >2 ng/mL (2.6 nmol/L) [35]. Digoxin specific
Fab fragments should be promptly administered to any infant or
child with significant life-threatening symptoms following acute
digoxin intoxication [36]. Digoxin serum concentration >2 ng/ml is
associated with toxic effects especially in infants and children receiving
concomitant diuretic therapy [37]. Digoxin serum concentration of
3.6 ng/ml is associated with toxicity in infants and children [38]. Toxic
effects of digoxin are caused by a digoxin serum concentration of 4.4
ng/ml in infants and children [39].

Migration of digoxin into the breast-milk
The concentration of digoxin is 0.41 ng/ml and 0.78 ng/ml in the
breast-milk of two lactating women taking digoxin orally at a dose of
0.25 mg daily [57]. The concentration of digoxin in the breast-milk is
1.9 ng/ml in a lactating woman taking 0.75 mg digoxin daily during
pregnancy and postpartum [58]. Digoxin concentration of 0.825 ±
0.015 nmol/L is found in milk samples obtained daily between the
third and seventh days postpartum [59]. The kinetics of digoxin
transfer from the plasma to breast-milk was investigated in 11
lactating women. After intravenous or oral administration of a single
digoxin dose of 0.5 mg or 0.75 mg, the maternal and breast-milk were
sampled. A rapid equilibrium occurred between the maternal serum
and the breast-milk compartments and the breast-milk to serum ratio
ranges from 0.6 to 0.7 [60].

Effects of P-glycoprotein digoxin transport
Verapamil inhibits the digoxin active secretory transport from the
renal apical membranes supporting the theory that verapamil inhibits
digoxin secretion in the renal tubular cells due to P-glycoprotein
inhibition [40]. Concomitant rifampin-digoxin therapy may affect
digoxin disposition in humans by induction the P-glycoprotein [41].
Quinidine and digoxin are substrates of P-glycoprotein; quinidine is a
potent inhibitor of digoxin transport by inhibition of P-glycoprotein
with consequent increase of plasma digoxin concentration [42].
Digoxin is actively secreted by the renal tubular cell via the
P-glycoprotein drug efflux pump and commonly interacting drugs
inhibit the renal tubular secretion of digoxin increasing digoxin
serum concentration [43]. Verapamil decreases in-vivo and in-vitro
digoxin renal tubular secretion, which is suggested to be mediated
by P-glycoprotein, an ATP-dependent multidrug efflux pump [44].
The absorption of digoxin from the human jejunum is increased by
drugs that inhibit P-glycoprotein [45]. The digoxin levels increase
in a stepwise fashion in patients with an increasing number of coadministered P-glycoprotein inhibitors [46].

Discussion
Digoxin is a ardiac glycoside and exerts positive inotropic effects
resulting from increased intracellular Ca2+, increase phase 4 slope
especially if [K+]o is low, exerts prominent vagotomic actions resulting
in inhibition of Ca2+ current in the atrioventricular node, activation
of acetylcholine-mediated K+ current in the atrium, and increases
the atrioventricular nodal refectories. The last action accounts for
the utility of digoxin in terminating re-entrant arrhythmias involving
the atrioventricular node and in controlling ventricular response
in patients with atrial fibrillation. Digoxin may be administered
orally or intravenously and the bioavailability of digoxin tablets
is 75%. Intestinal microflora may metabolize digoxin reducing its
bioavailability, and antibiotics which destroy the intestinal microflora
increase the bioavailability of digoxin [1]. Digoxin oral treatment
consists in a loading dose followed by a maintenance dose in infants
and children and the loading dose and the maintenance dose vary
according to the infant and child ageing [2,4]. Digoxin has been found

Treatment with digoxin in infants and children
A digoxin loading oral dose of 25 µg/kg in term infants (aged
<1 month) and 35 µg/kg in children (aged 1 month to 2 years)
should be followed by a maintenance dose of 10 µg/kg once-daily in
infants and a maintenance dose of 15 to 25 µg/kg daily in children
[47]. Digoxin remains an effective treatment option in infants with
supraventricular tachycardia [48]. Digoxin cardioversion may be an

© 2021 - Medtext Publications. All Rights Reserved.

029

2021 | Volume 3 | Article 1036

Clinics in Medicine
efficacy and safe in infants and children [4-8]. Digoxin reduces the
interstage mortality in infants with single ventricle congenital heart
disease [5]. Digoxin is efficacy in treating supraventricular tachycardia
recurrence in infants and digoxin has similar efficacy of propranolol
[6], digoxin is associated with fewer episodes of supraventricular
tachycardia recurrence but more frequent hypotension in infants
[7] and digoxin is effective and safe in treating supraventricular
tachycardia recurrence in children [8]. The pharmacokinetics of
digoxin has been studied in 11 infants and children aged 1 month to
15 years. Following oral administration, digoxin is rapidly absorbed
and the median distribution half-life is 0.862 hours and the median
elimination half-life is 42 hours. When the subjects are clustered into
2 groups according to the age: 1 month to 3 years (group A) and 8 to 15
years (group B) the elimination half-life is longer in subjects of group
A. The digoxin elimination half-life ranges from 8.3 to 77.0 hours in
infants and children and decrease with infant maturation and child
development as digoxin is mainly eliminated by renal route and the
renal function increases with infant and child ageing [10]. The serum
digoxin concentration was measured in 291 infants and children, aged
from <1 month to >2 years, the mean serum concentration ranges
from 1.29 to 0.88 and decreases with the subject ageing [11]. The tissue
concentration of digoxin has been determined in different organs and
the highest concentration is observed in the myocardium, kidney,
and liver [13]. Digoxin accumulates in the right atrial appendage
and the mean right atrial appendage to serum ratio of digoxin is 92.5
ng/ml (range, 10.7 to 318) [14]. Digoxin interacts with drugs [1532]. Clarithromycin prolongs the elimination half-life of digoxin by
reducing its clearance [15], and the combination of clarithromycin
with digoxin causes renal failure due to inhibition digoxin elimination
mediated by P-glycoprotein with consequent enhancement of digoxin
blood concentration [16]. Quinidine increases the digoxin serum
concentration causing various cardiac diseases including ventricular
tachycardia, ventricular fibrillation, extra systole, or sudden death
[17-21]. Carvedilol increases the serum concentration of digoxin by
decreasing digoxin clearance [22]. Itraconazole leads digoxin toxicity
by increasing digoxin serum concentration [23,24]. Amiodarone
increases digoxin serum concentration and enhances the mortalityrate [25-27], and propafenone increases digoxin serum concentration
by inhibiting the digoxin clearance mediated by P-glycoprotein [28].
Antacids and kaolin-pectin reduce the bioavailability of digoxin
[29], cyclosporine decreases the distribution volume and the plasma
clearance of digoxin [30], and neomycin depresses the digoxin
absorption-rate [31]. Digoxin induces toxicity in infants and children
[32-39]. Digoxin induces nausea, vomiting and tachycardia in infants
[32]. Digoxin serum concentrations >2 ng/ml induces toxicity in
infants and children [33-35,38,39]. Specific Fab fragments should be
administered to infants who have high digoxin serum concentrations
[36]. Concomitant administration of diuretics with digoxin produces
digoxin serum concentrations >2 ng/ml thus inducing toxicity [37].
The effects of P-glycoprotein on the transport of digoxin have been
reported in several occasions [40-46]. Verapamil inhibits the digoxin
active secretory transport supporting the theory that the inhibition
of P-glycoprotein causes reduced elimination of digoxin secretion in
the renal tubular cells increasing digoxin serum concentration [40].
Greiner et al. [41] and Fromm et al. [42] observed that the disposition
of digoxin is affected by the drugs that inhibit P-glycoprotein. Drugs
that inhibit P-glycoprotein impair the renal secretion of digoxin
[43]. Verapamil decreases the renal excretion of digoxin mediated
by P-glycoprotein [44]. The absorption of digoxin from the human
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jejunum is increased by drugs which inhibit P-glycoprotein [45],
and the serum digoxin concentration is increased when inhibitors of
P-glycoprotein are co-administered with digoxin [46]. The treatment
with digoxin has been reported in infant and children [47-51]. A
digoxin loading oral dose of 25 µg/kg in term infants and 35 µg/kg in
young children should be followed by a maintenance dose of 10 µg/
kg once-daily in infants and by 15 µg/kg to 25 µg/kg in these children
[47]. Digoxin effectively treats supraventricular tachycardia in infants
[48] and digoxin is efficacy in the treatment of atrial flutter in infants
[49]. Digoxin, combined with angiotensin-converting enzyme
inhibitors and β-receptor antagonist, successfully treats children
with cardiomyopathy and ataxia [50]. Digoxin and flecainide are an
effective and safe treatment of foetal tachycardia with fast restoration
of sinus rhythm [51]. The transfer of digoxin across the human
placenta has been described in-vivo [52-54] and in-vitro using the
perfused placenta [54-56]. Digoxin freely crosses the human placenta
and the equilibration of digoxin concentration between the maternal
and foetal compartments occurs in 268 min [55]. Digoxin migrates
into the beast-milk in significant amounts [57-59] and the digoxin
concentration in the breast-milk ranges from 0.41 ng/ml to 1.9 ng/
ml. The ratio of the maternal serum to breast-milk ranges from 0.6
to 0.7 [60].
In conclusion, digoxin is a cardiac glycoside and it has been used
to treat supraventricular tachycardia, atrial flutter, and re-entrant
supraventricular tachycardia. Digoxin may be administered orally
or intravenously and the bioavailability of digoxin tablets is 75%.
The oral dosing of digoxin consists in a loading dose followed by a
maintenance dose in infants and children and the loading dose and
the maintenance dose vary according to the infant and child ageing.
Digoxin has been found efficacy and safe in treating congenital heart
disease and supraventricular tachycardia in infants and children.
The digoxin half-life ranges from 8.3 to 77 hours and it is longer in
infants and young children than in older children. The mean serum
concentration of digoxin ranges from 1.29 ng/ml and 0.88 ng/ml and
decreases with infant maturation and child development, and digoxin
diffuses in all body-tissues and the highest concentrations appear in
the heart, kidney, and liver. The interaction of digoxin with drugs has
been extensively studied and several drugs increase the digoxin serum
concentration by inhibiting the clearance of digoxin from the body. Of
particular interest is the inhibition of P-glycoprotein by drugs which
results in decreased excretion of digoxin from the body followed by
an increase of serum digoxin which causes toxicity. Digoxin is freely
transferred across the human placenta and migrates into the breastmilk in significant amounts. The aim of this study is to review the
clinical pharmacology of digoxin in infants and children.

Conflict of Interests
The authors declare no conflicts of financial interest in any
product or service mentioned in the manuscript, including grants,
equipment, medications, employments, gifts, and honoraria. This
article is a review and drugs have not been administered to men or
animals.

Acknowledgments
The author thanks Dr. Patrizia Ciucci and Dr. Francesco
Varricchio, of the Medical Library of the University of Pisa, for
retrieving the scientific literature.

References
1. Knollmann BC, Roden DM. Antiarrhythmic Drugs. In The Goodman & Gilman’s.

030

2021 | Volume 3 | Article 1036

Clinics in Medicine
The pharmacological basis of the therapeutics. Brunton Hilal-dandan LL, Knollmann
BC editors. Mc Graw Hill, 13th Ed, USA, New York, 2018;pp:547-72.

23. Mathis AS, Friedman GS. Coadministration of digoxin with itraconazole in renal
transplant. Am J Kidney Dis. 2001;37(2):E18. DOI: 10.1053.

2. Neonatal Formulary. Digoxin: Oxford University Press. 8th Ed, Great clarendon street,
Oxford, OX2, 6DP, UK, 2020;pp:253-5.

24. Sachs MK, Blanchard LM, Green PJ. Interaction of itraconazole and digoxin. Clin
Infect Dis. 1993;16(3):400-3.

3. Young TE, Mangum B. NEOFAX®. Digoxin. Thomas reuters clinical editorial staff, 23rd
Ed, Montvale, USA, 2010;pp:150-1.

25. Chiang JY, Chen PC, Yang YH, Chang CH, Chu FY, Chen JJ, et al. Digoxinamiodarone combination is associated with excess all-cause mortality in patients with
atrial fibrillation. Sci Rep. 2020;10(1):4101. DOI: 10.1038.

4. The British national formulary for children. Digoxin. Macmillan, 78th Ed, Hampshire
international business park, Hampshire, Lime Three Way, Basingstoke, Hampshire,
UK, 2019-2020;pp:82-3.

26. Nademanee K, Kannan R, Hendrickson J, Ookhtens M, Kay I, Singh BN. Amiodaronedigoxin interaction: clinical significance, time course of development, potential
pharmacokinetic mechanisms and therapeutic implications. J Am Coll Cardiol.
1984;4(1):111-6.

5. Oster ME, Kelleman M, McCracken C, Ohye RG, Mahle WT. Association of digoxin
with interstage mortality: results from the pediatric heart network single ventricle
reconstruction trial public use dataset. J Am Heart Assoc. 2016;5(1):e002566.

27. Sibl A, Hrudikova-Vyskocilova E, Kacirova I, Grundmann M. Pharmacokinetic
interaction between digoxin and amiodarone. Clin Ther. 2017;39(8):e82. DOI:
10.1016.

6. Sanatani S, Potts JE, Reed JH, Saul JP, Stephenson EA, Gibbs KA, et al. The study
of antiarrhythmic medications in infancy (SAMIS): a multicenter, randomized
controlled trial comparing the efficacy and safety of digoxin versus propranolol for
prophylaxis of supraventricular tachycardia in infants. Circ Arrhythm Electrophysiol.
2012;5(5):984-91.

28. Woodland C, Verjee Z, Giesbrecht E, Koren G, Ito S. The digoxin-propafenone
interaction: characterization of a mechanism using renal tubular cell monolayers. J
Pharmacol Exp Ther. 1997;283(1):39-45.

7. Hornik CP, Chu PY, Li JS, Clark RH, Smith PB, Hill KD. Comparative effectiveness of
digoxin and propranolol for supraventricular tachycardia in infants. Pediatr Crit Care
Med. 2014;15(9):839-45.

29. Brown DD, Juhl RP. Decreased bioavailability of digoxin due to antacids and kaolinpectin. N Engl J Med. 1976;295(19):1034-7.

8. Worthley LI, Holt AW. Digoxin in the critically ill patient. Crit Care Resusc.
1999;1(3):252-64.

30. Dorian P, Strauss M, Cardella C, David T, East S, Ogilvie R. Digoxin-cyclosporine
interaction: severe digitalis toxicity after cyclosporine treatment. Clin Invest Med.
1988;11(2):108-12.

9. Gong Y, Chen Y, Li Q, Li Z. Population pharmacokinetic analysis of digoxin in chinese
neonates and infants. J Pharmacol Sci. 2014;125(2):142-9.

31. Lindenbaum J, Maulitz RM, Butler VP Jr. Inhibition of digoxin absorption by
neomycin. Gastroenterology. 1976;71(3):399-404.

10. Lares-Asseff I, Juárez-Olguín H, Flores-Pérez J, Bobadilla-Chávez J. Pharmacokinetics
of digoxin in children with congestive heart failure aggravated by other diseases. Rev
Invest Clin. 2004;56(1):32-7.

32. Moffett BS, Garner A, Zapata T, Orcutt J, Niu M, Lopez KN. Serum digoxin
concentrations and clinical signs and symptoms of digoxin toxicity in the paediatric
population. Cardiol Young. 2016;26(3):493-8.

11. Huang Y, Cao D, Li Z. Appropriateness of digoxin level monitoring in a children's
hospital. Afr J Pharm Pharmacol. 2012;6(42):2938-44.

33. Mutlu M, Aslan Y, Kader S, Aktürk-Acar F, Dilber E. Clinical signs and symptoms of
toxic serum digoxin levels in neonates. Turk J Pediatr. 2019;61(2):244-9.

12. O'Malley K, Coleman EN, Doig WB, Stevenson IH. Plasma digoxin levels in infants.
Arch Dis Child. 1973;48(1):55-7.

34. Sakhalkar VS, Satodia PJ, Merchant RH. Acute digoxin toxicity in a neonate. Indian
Pediatr. 1993;30(1):81-3.

13. Kim PW, Krasula RW, Soyka LF, Hastreiter AR. Postmortem tissue digoxin
concentrations in infants and children. Circulation. 1975;52(6):1128-31.

35. Lewander WJ, Gaudreault P, Einhorn A, Henretig FM, Lacouture PG, Lovejoy
FH Jr. Acute pediatric digoxin ingestion. a ten-year experience. Am J Dis Child.
1986;140(8):770-3.

14. Wagner JG, Dick M, Behrendt DM, Lockwood GF, Sakmar E, Hees P. Determination
of myocardial and serum digoxin concentrations in children by specific and
nonspecific assay methods. Clin Pharmacol Ther. 1983;33(5):577-84.

36. Kearns GL, Moss MM, Clayton BD, Hewett DD. Pharmacokinetics and efficacy of
digoxin specific Fab fragments in a child following massive digoxin overdose. J Clin
Pharmacol. 1989;29(10):901-8.

15. Zapater P, Reus S, Tello A, Torrús D, Pérez-Mateo M, Horga JF. A prospective study of
the clarithromycin-digoxin interaction in elderly patients. J Antimicrob Chemother.
2002;50(4):601-6.

37. Park MK. Use of digoxin in infants and children, with specific emphasis on dosage. J
Pediatr. 1986;108(6):871-7.

16. Lee CYW, Marcotte F, Giraldeau G, Koren G, Juneau M, Tardif J-C. Digoxin toxicity
precipitated by clarithromycin use: case presentation and concise review of the
literature. Can J Cardiol. 2011;27(6):e15-6.

38. Krasula R, Yanagi R, Hastreiter AR, Levitsky S, Soyka LF. Digoxin intoxication in
infants and children: correlation with serum levels. J Pediatr. 1974;84(2):265-9.
39. Hayes CJ, Butler VP Jr, Gersony WM. Serum digoxin studies in infants and children.
Pediatrics. 1973;52(4):561-8.

17. Reiffel JA, LeaheyEB Jr, Drusin RE, Heissenbuttel RH, Lovejoy W, Bigger JT Jr. A
previously unrecognized drug interaction between quinidine and digoxin. Clin
Cardiol. 1979;2(1):40-2.

40. Ito S, Woodland C, Harper PA, Koren G. P-glycoprotein-mediated renal tubular
secretion of digoxin: the toxicological significance of the urine-blood barrier model.
Life Sci. 1993;53(2):PL25-31.

18. Leahey EB Jr, Reiffel JA, Drusin RD, Heissenbuttel RH, Lovejoy WP, Bigger JT Jr.
Interaction between quinidine and digoxin. JAMA. 1978;240(6):533-4.
19. Bigger JT Jr, Leahey EB Jr. Quinidine and digoxin. An important interaction. Drugs.
1982;24(3):229-39.

41. Greiner B, Eichelbaum M, Fritz P, Kreichgauer HP, von Richter O, Zundler J, et al.
The role of intestinal P-glycoprotein in the interaction of digoxin and rifampin. J Clin
Invest. 1999;104(2):147-53.

20. Li P, Weiss M, Roberts MS. Hepatic interaction between quinidine and digoxin:
role of inhibition of sinusoidal Na+/K+ ATPase digoxin binding. Eur J Pharm Sci.
2012;47(2):506-11.

42. Fromm MF, Kim RB, Stein CM, Wilkinson GR, Roden DM. Inhibition of P-glycoproteinmediated drug transport: a unifying mechanism to explain the interaction between
digoxin and quinidine [seecomments]. Circulation.1999;99(4):552-7.

21. Marcus FI. Pharmacokinetic interactions between digoxin and other drugs. J Am Coll
Cardiol. 1985;5(5 Suppl A):82A-90A.

43. Koren G, Woodland C, Ito S. Toxic digoxin-drug interactions: the major role of renal
P-glycoprotein. Vet Hum Toxicol. 1998;40(1):45-6.

22. Ratnapalan S, Griffiths K, Costei AM, Benson L, Koren G. Digoxin-carvedilol
interactions in children. J Pediatr. 2003;142(5):572-4.

44. Ito S, Woodland C, Harper PA, Koren G. The mechanism of the verapamil-digoxin
interaction in renal tubular cells (LLC-PK1). Life Sci. 1993;53(24):PL399-403.

© 2021 - Medtext Publications. All Rights Reserved.

031

2021 | Volume 3 | Article 1036

Clinics in Medicine
45. Igel S, Drescher S, Mürdter T, Hofmann U, Heinkele G, Tegude H, et al. Increased
absorption of digoxin from the human jejunum due to inhibition of intestinal
transporter-mediated efflux. Clin Pharmacokinet. 2007;46(9):777-85.

53. Saarikoski S. Placental transfer and fetal uptake of 3H-digoxin in humans. Br J Obstet
Gynaecol. 1976;83(11):879-84.
54. Soyka LF. Digoxin: placental transfer, effects on the fetus, and therapeutic use in the
newborn. Clin Perinatol. 1975;2(1):23-35.

46. Englund G, Hallberg P, Artursson P, Michaëlsson K, Melhus H. Association between
the number of coadministered P-glycoprotein inhibitors and serum digoxin levels in
patients on therapeutic drug monitoring. BMC Med. 2004;2:8.

55. Derewlany LO, Leeder JS, Kumar R, Radde IC, Knie B, Koren G. The transport
of digoxin across the perfused human placental lobule. J Pharmacol Exp Ther.
1991;256(3):1107-11.

47. Nyberg L, Wettrell G. Digoxin dosage schedules for neonates and infants based on
pharmacokinetic considerations. Clin Pharmacokinet. 1978;3(6):453-61.
48. Pfammatter JP, Stocker FP. Re-entrant supraventricular tachycardia in infancy:
current role of prophylactic digoxin treatment. Eur J Pediatr. 1998;157(2):101-6.

56. Schmolling J, Jung S, Reinsberg J, Schlebusch H. Digoxin transfer across the isolated
placenta is influenced by maternal and fetal albumin concentrations. Reprod Fertil
Dev. 1996;8(6):969-74.

49. Peng CC, Chen MR, Hou CJ, Hung HY, Kao HA, Hsu CH, et al. Atrial flutter in the
neonate and early infancy. Jpn Heart J. 1998;39(3):287-95.

57. Loughnan PM. Digoxin excretion in human breast milk. J Pediatr. 1978;92(6):101920.

50. Greenway ST, Dallaire F, Hazari H, Patel D, Khan A. Addition of digoxin improves
cardiac function in children with the dilated cardiomyopathy with ataxia syndrome: a
mitochondrial cardiomyopathy. Can J Cardiol. 2018;34(8):972-7.

58. Finley LP, Waxman MB, Wong PY, Lickrish GM. Digoxin excretion in human milk. J
Pediatr. 1979;94(2):339-40.
59. Chan V, Tse TF, Wong V. Transfer of digoxin across the placenta and into breast milk.
Br J Obstet Gynaecol. 1978;85(8):605-9.

51. Uzun O, Babaoglu K, Sinha A, Massias S, Beattie B. Rapid control of foetal
supraventricular tachycardia with digoxin and flecainide combination treatment.
Cardiol Young. 2012;22(4):372-80.

60. Reinhardt D, Richter O, Genz T, Potthoff S. Kinetics of the translactal passage of
digoxin from breast feeding mothers to their infants. Eur J Pediatr.1982;138(1):49-52.

52. Padeletti L, Porciani MC, Scimone G. Placental transfer of digoxin (beta-methyldigoxin) in man. Int J Clin Pharmacol Biopharm. 1979;17(2):82-3.

© 2021 - Medtext Publications. All Rights Reserved.

032

2021 | Volume 3 | Article 1036

