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Renal Toxicity

Maen Abdelrahim and Ala Abudayyeh

Abstract

With the increasing use of immunotherapy, 
there has been an associated increased sur-
vival in many cancers but has also resulted in 
unregulated organ-specific toxicities. In this 
chapter, we discuss the renal toxicities associ-
ated with a checkpoint inhibitor (CPI) from 
the typical acute tubulointersitial nephritis to 
glomerulonephritis, their proposed mecha-
nisms, and treatments. We also discuss the use 
of CPI and reactivation of preexisting auto- 
immune diseases and focus on renal cell can-
cer in setting of Chronic kidney disease 
(CKD). Transplant rejection in the setting of 
CPI use is yet to be further studied, and avail-
able data is presented in this chapter.
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 Introduction

With the advent of the era of immunotherapy, 
there has been a marked increase in survival in 
several cancers, such as advanced melanoma, 
renal cell carcinoma, non-small cell lung cancer 
(NSCLC), urothelial carcinoma, and head and 
neck cancers. Harnessing the immune system 
against tumor by releasing the breaks off the reg-
ulators of the immune system, such as cytotoxic 
T lymphocyte-associated antigen 4 (CTLA-4), 
and the other targets, the programmed cell death 
protein 1 (PD-1) and its ligand (PD-L1), has also 
resulted in unregulated organ-specific toxicities. 
The expansion in the use of checkpoint inhibitors 
has gained great momentum, being used in solid 
tumors to hematological malignancies and widely 
tested in clinical trial. The recognition of increas-
ing adverse events associated with checkpoint 
inhibitors has created the terminology immune- 
related adverse events (IRAEs). The adverse 
events have been associated with poorer survival 
outcomes [1]. Autoimmune colitis, hepatitis, 
endocrinopathies, and cutaneous IRAEs were the 
most frequently reported adverse irAEs, with 
renal toxicity comprising 3.8%, based on a meta- 
analysis evaluating case reports [1]. A study by 
Cortazar et  al. looked at the incidence of acute 
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kidney injury (AKI) in 3695 patients on clinical 
trials treated with a checkpoint inhibitor (CPI); 
the overall incidence of AKI was 2.2%. The inci-
dence of grade III or IV AKI and need for dialysis 
was 0.6% [2]. AKI occurred more frequently in 
patients who received combination therapy with 
ipilimumab and nivolumab (4.9%) than in 
patients who received mono-therapy with ipilim-
umab (2.0%), nivolumab (1.9%), or pembroli-
zumab (1.4%) [2]. When defining AKI based on 
AKI network criteria in a population of 99 
patients, incidence of AKI was reported to be a 
low as 9.9% and as high as 29% [3]. In this chap-
ter, we address renal toxicity associated with 
checkpoint inhibitors and its implication on the 
development of chronic kidney diseases, which 
can affect the overall survival, especially, in renal 
cell carcinoma patients.

 Renal Toxicity AIN

The most commonly associated renal toxicity 
with CPI has been acute interstitial nephritis 
(AIN), with some reports of granulomatous inter-
stitial nephritis [2, 4–6]. AKI has been noted to 
occur from 1 to 8 months, with a reported median 
time of 3 months for development since starting 
treatment [2]. Patients often present pyuria, sub-
nephrotic proteinuria, with rare cases of eosino-
philia, rash, or fevers, which are typical of AIN 
[7]. Since CTLA-4 activity is in the lymphoid 
organs regulating peripheral tolerance, it has 
been demonstrated in CTLA-4-deficient mice, a 
lymphoproliferative disease develops with multi-
organ lymphocytic infiltration and tissue destruc-
tion [8, 9]. PD-1 regulates tolerance primarily at 
the level of target organs. In mice models PD-1, 
PD-L1 are important inhibitory regulators of 
CD8(+) T cells in tubulo-interstitial inflamma-
tion and provide protection from ischemic reper-
fusion injury [10, 11]. The mechanism associated 
with CPI and renal injury is yet to be elucidated; 
however, what has become evident is the delayed 
response after exposure to CPI, which is not typi-
cal of AIN. It has been suggested that due to the 
disruption of CTLA-4 and PD-1 signaling, there 
is loss of self-tolerance and leads to migration of 

autoreactive T cells to the kidney, leading to a 
significant inflammatory response with a pre-
dominance of T cells. There have been further 
studies indicating PD-L1 acts as a protective 
molecule against CD8+ CTL activation in renal 
parenchymal immune [12], which would support 
a possible mechanism where the activated T cells 
against possible drugs such as antibiotics and 
proton pump inhibitors are no longer exhausted 
when you inhibit PD-1 and therefore mount an 
immune response [4, 13]. The presence of autore-
active T cells that have escaped the negative 
selection process in the thymus could also poten-
tially be activated in the presence of CPI and lead 
to tissue inflammation [14, 15].

 Auto-Immune Induction 
and Preexisting Auto-Immune 
Disease

Interestingly, IRAE has included induction of 
autoimmune diseases after use of CPI such as 
sarcoidosis, lupus, psoriasis, diabetes, and poly-
myalgia rheumatic/arteritis, among others. Not 
all patients develop autoimmune diseases but 
likely the ones with genetic predisposition and 
nongenetic or environmental factors, such as 
infections, vitamin D level, smoking, microbiota, 
and changes in the T-cell receptor repertoire [16, 
17]. A possible mechanism is that the treatment 
with CPIs may result in the unveiling of underly-
ing “silent” autoimmunity, resulting in chronic, 
persistent inflammatory disease that is treated as 
a primary autoimmune disease [18]. 
Rheumatologists have appreciated the autoim-
mune induction post CPI and have advocated for 
questionnaires for patients on CPI and autoim-
mune serology screening [19]. Autoimmune dis-
eases have not escaped the kidney: there have 
been case reports of lupus nephritis, minimal 
change disease, and thrombotic microangopathy 
after CTLA-4 antibodies treatment [20, 21]. 
Interestingly, there is evidence that PD-1 is 
involved in autoimmune diseases as demon-
strated in PD-1 knock-out mice models who 
develop lupus and severe arthritis [22]. A recent 
abstract has reported on membranous 
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 nephropathy, ANCA vasculitis, IgA nephropathy, 
C3 glomerulopathy, AA type amyloid, and the 
typical AIN after CPI [23]. One of the cases in 
the series with AIN had aggressive T cell infiltra-
tion, with CD4+ and CD8+ T cell infiltration, and 
further demonstrated in another case in the litera-
ture [15, 23]. The glomerulonephritis (GN) noted 
in these biopsies presented with either CTLA-4 
antibodies or PD-1 inhibitors treatments [23]. 
Patients with GN after CPI have been treated as 
de novo GN with some success. Another interest-
ing notion is the higher likelihood of patients 
with preexisting autoimmune disorders to 
develop irAE on CPI.  There are limited data 
available about management of these patients. In 
a recent met-analysis by Abdel-Wahab et  al., 
among 123 patients, 92 (75%) had irAEs, of 
which 50 patients (41%) had exacerbation of 
their current autoimmune symptoms, 31 (25%) 
had new irAEs, and 11 (9%) had both. 
Interestingly, two cases had preexisting autoim-
mune nephritis (IgA nephropathy and IgM 
nephropathy) [24]. In a prospective study of 45 
patients with cancer and preexisting autoimmune 
or inflammatory disease, treatment with anti-
PD-1 antibodies demonstrated that patients with 
preexisting autoimmune disease were more likely 
to have irAE. Overall survival in the group with 
autoimmune disease versus the group without 
was no different [25].

 Kidney Transplant and CPI

There is an increased incidence of melanoma of 
2.4 times higher in solid organ recipients com-
pared to the general population, with renal or 
liver transplant recipients having a higher risk 
[26]. Treatment protocols and management of 
possible organ rejection is an unmet need espe-
cially in kidney transplant patients. This has been 
highlighted in published case reports. Cases by 
Lipson et  al. initially reported successful treat-
ment of melanoma in kidney transplant patients 
using ipilumumab; however, more recently, cases 
of acute rejection were published [27, 28]. More 
cases have displayed the prevalence of increased 
risk of rejection of organs after CPI treatments. 

Based on publications, there were six cases of 
kidney transplant patients who underwent CPI 
treatment, with four patients developing rejec-
tion, leading to the conclusion that the patients 
treated with PD-1 inhibitors and combination 
therapy of ipilimumab and PD-inhibitors were 
more likely to develop rejection [29–31]. PD-1 
and PD-L1 interactions might participate in the 
induction of allograft tolerance. PD-L1 can limit 
effector T cell function and expansion as well as 
induce regulatory T cells, allowing for increased 
graft tolerance. There is also evidence of upregu-
lation of PD-1 on T cells and PD-L1 on hemato-
poietic and organ transplant cells, which limits 
allo-specific T cell activation and proliferation 
against the allograft [32, 33]. Using PD-1 as a 
target for therapeutic strategy to improve graft 
survival has been further investigated by enhanc-
ing the expression of PD-1 or PD-L1 [34].

A recent comprehensive review work further 
supports that PD-1 antibodies may be more likely 
to lead to rejection. In a recent study by Abdel- 
Wahab et al., 39 patients with allograft transplant 
were identified from both institutional and litera-
ture review of case reports. Fifty-nine percent 
had prior renal transplantation with a median 
time to CPI initiation after solid organ transplant 
(SOT) was 9  years (range 0.92–32  years). 
Allograft rejection occurred in 41%. There was 
no difference in rejection rates in anti-CTLA-4 
and anti-PD-1. Median time to rejection was 
21  days (95% confidence interval (CI):19.3–
22.8 days). There were no associations between 
frequency, timing, or type of rejection and time 
interval since SOT. Graft loss occurred in 81%. 
Death was reported in 46% [35, 36].

 Renal Toxicity in RCC

Chronic kidney disease (CKD) and cancer have a 
bidirectional relationship. This is evident in the 
observations that cancer and/or its treatments can 
lead to CKD and that CKD is a risk factor for 
cancer development. A number of observational 
studies have shown the high prevalence of CKD 
in patients with solid tumors [37–40]. RCC 
account for 2.4% of adult malignancies, the vast 
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majority being clear cell histology:ccRCC [41]. 
Evaluating data from the Fox Chase Cancer 
Center, Canter et  al. [42] showed that 22% of 
1114 RCC patients had CKD stage 3 or higher 
before nephrectomy, and this percentage 
increased to 40% for patients older than 70 years 
[42]. Therefore, many patients with RCC are 
likely to have CKD before the use of systemic 
therapy. Two decades ago, the initial treatments 
for RCC involved targeting the immune system 
using interleukin 2 (IL-2) and interferon alpha 
(IFN-α). Following the VHL/HIF/VEGF under-
lying biology understanding, targeted therapies 
such as anti-vascular endothelial growth factor 
(VEGF), tyrosine kinase inhibitors (TKIs), and 
mTOR inhibitors became the mainstay treat-
ments with clear benefit in progression-free sur-
vival [43]. These VEGR TKI have long been 
associated with renal toxicity.

PD-L1 is expressed in about 20–25% of 
ccRCC tumor cells and was independently asso-
ciated with metastatic cancer progression (RR, 
3.46; P < 0.001) and death from RCC (RR, 4.13; 
P < 0.001) [44]. RCC patients with tumor PD-L1 
expression are at significant risk of rapid cancer 
progression and accelerated rates of mortality. 
Clinical trials using Nivolumab in metastatic 
ccRCC was the first of its class to be approved for 
the treatment of metastatic, in 2014, after ran-
domized, open-label, phase 3 study compared 
nivolumab with everolimus (CheckMate 025 
study) in patients who had failed prior VEGF 
inhibition. The median overall survival was 
25.0  months with nivolumab and 19.6  months 
with everolimus (HR 0.73; 98.5%CI [0.57–0.93], 
p  =  0.0018) [45]. In CheckMate 025, Motzer 
et  al. reported 8% of the RCC patients had an 
elevation in creatinine and reported as grade 3 or 
4 toxicity [45, 46].

More recently, in first-line setting, the doublet 
ipilimumab plus nivolumab further demonstrated 
improved overall survival benefit over standard- 
of- care sunitinib in the intermediate and poor- 
risk population. Median OS was not reached for 
the immuno-oncology combination (95% CI 
[28.2-NR]) versus 26 months for sunitinib (95% 
CI [22-NR]) (HR 0.63, 99.8%CI [0.44–0.89]) 
[47]. Data of renal toxicity specifically are not 
available yet. Clinical trials are now investigating 

using combination therapy of anti-VEGF and IO 
based on high response rate with combination 
approach in phase I [48, 49]. These combinations 
of VEGFR/TKI and PD-1/PD-L1 inhibitor will 
require a great focus on renal toxicity when phase 
III will be presented. The first combination of 
VEGF inhibition plus PD-L1 inhibition to have 
been reported in phase III, is the IMmotion 151 
trial of atezolizumab plus bevacizumab com-
pared with sunitinib in first line setting (Motzer, 
ASCO GU 2018). The grade 3–4 proteinuria and 
hypertension rates reported in this study were in 
line with the use of bevacizumab, and this combi-
nation presented a favorable safety profile when 
compared to sunitinib.

 Management of Renal Toxicity

The mainstay treatment for renal toxicity associ-
ated with CPI has been steroids, as is typically 
done with other organ irAEs [50]. However, it has 
become evident that biomarkers for organ toxicity 
associated with CPI is much needed to understand 
novel treatments [51]. For example, Interleukin-17 
has been noted to be high in patients treated with 
ipilimumab [52], and therefore use of infliximab 
at a dose of 5 mg/kg once every 2 weeks is started 
in patients that fail to respond to steroids after 
3 days [53]. There is yet more to be done in the 
renal realm, and staining renal tissue for cyto-
kines and T cell subtypes from patients with 
irAEs would further help understand novel 
approaches. The basic approach with AKI after 
CPI-use would be a nephrology consult, lab and 
urine analysis. Also, a kidney biopsy would be 
indicated to delineate if the patient has AIN ver-
sus a glomerular process, which may require 
more than steroids. Based on case reports and 
CKIN (Cancer and Kidney International Network 
Workgroup on Immune Checkpoint Inhibitors), 
steroids is the mainstay treatment with AIN, start-
ing at 1 mg/kg and tapering over 1–2 months with 
a close follow-up [46]. Any glomerular disease 
present would be treated with steroids and would 
consider further immunosuppressive agents, such 
as rituximab or cellcept, based on the renal biopsy 
pathology. This would be in conjunction of hold-
ing the checkpoint inhibitor. Possible rechallenge 
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would be reasonable if all possible contributors to 
AIN have been discontinued, such as nonsteroidal 
anti-inflammatory drugs (NSAIDS) and proton 
pump inhibitors(PPI). Monitoring creatinine 
closely every 2  weeks would be important to 
ensure improvement.

As far as kidney transplant recipients are con-
cerned, there is still lacking data in management 
and the recommendations are based on case 
reports. Kidney transplant patients treated with 
CPIs need to have both an oncologist and trans-
plant nephrologist in close communication for 
possible organ rejection. Close monitoring of 
renal function especially after immunosuppres-
sion is reduced with the diagnosis of cancer. One 
case in the literature suggests, switching tacroli-
mus to sirolimus and a higher dose of steroids 
may have been of benefit in preventing organ 
rejection while on immunotherapy [54].

Although there has been a concern in the use 
of steroids and the hampering of antitumor effects 
of CPI, it has been demonstrated by Horvat et al. 
in 298 patients treated with ipilimumab, where 
85% has irAE, where one-third required systemic 
steroids with no impact on survival or time to 
treatment failure [55].

 Conclusion

Given the wide use of CPI across tumor types, 
physicians should be trained to detect renal com-
plications. The large majority of cases present 
either with creatinine level impairment of renal 
parenchyma damage, the most common being 
acute interstitial nephritis. Prompt identification 
and management are needed to prevent chronic 
kidney disease.

References

 1. Abdel-Wahab N, Shah M, Suarez-Almazor 
ME.  Adverse events associated with immune 
checkpoint blockade in patients with cancer: a 
systematic review of case reports. PLoS One. 
2016;11(7):e0160221.

 2. Cortazar FB, Marrone KA, Troxell ML, et  al. 
Clinicopathological features of acute kidney injury 

associated with immune checkpoint inhibitors. 
Kidney Int. 2016;90(3):638–47.

 3. Wanchoo R, Karam S, Uppal NN, et al. Adverse renal 
effects of immune checkpoint inhibitors: a narrative 
review. Am J Nephrol. 2017;45(2):160–9.

 4. Shirali AC, Perazella MA, Gettinger S.  Association 
of acute interstitial nephritis with programmed cell 
death 1 inhibitor therapy in lung cancer patients. Am J 
Kidney Dis. 2016;68(2):287–91.

 5. Thajudeen B, Madhrira M, Bracamonte E, Cranmer 
LD.  Ipilimumab granulomatous interstitial nephritis. 
Am J Ther. 2015;22(3):e84–7.

 6. Izzedine H, Gueutin V, Gharbi C, et al. Kidney inju-
ries related to ipilimumab. Investig New Drugs. 
2014;32(4):769–73.

 7. Clarkson MR, Giblin L, O’Connell FP, et  al. Acute 
interstitial nephritis: clinical features and response 
to corticosteroid therapy. Nephrol Dial Transplant. 
2004;19(11):2778–83.

 8. Tivol EA, Borriello F, Schweitzer AN, Lynch WP, 
Bluestone JA, Sharpe AH. Loss of CTLA-4 leads to 
massive lymphoproliferation and fatal multiorgan tis-
sue destruction, revealing a critical negative regula-
tory role of CTLA-4. Immunity. 1995;3(5):541–7.

 9. Kuehn HS, Ouyang W, Lo B, et  al. Immune dys-
regulation in human subjects with heterozy-
gous germline mutations in CTLA4. Science. 
2014;345(6204):1623–7.

 10. Zheng G, Wang Y, Mahajan D, et  al. The role of 
tubulointerstitial inflammation. Kidney Int Suppl. 
2005;94:S96–100.

 11. Jaworska K, Ratajczak J, Huang L, et al. Both PD-1 
ligands protect the kidney from ischemia reperfusion 
injury. J Immunol. 2015;194(1):325–33.

 12. Waeckerle-Men Y, Starke A, Wuthrich RP.  PD-L1 
partially protects renal tubular epithelial cells from 
the attack of CD8+ cytotoxic T cells. Nephrol Dial 
Transplant. 2007;22(6):1527–36.

 13. Spanou Z, Keller M, Britschgi M, et al. Involvement of 
drug-specific T cells in acute drug-induced interstitial 
nephritis. J Am Soc Nephrol. 2006;17(10):2919–27.

 14. Kuchroo VK, Ohashi PS, Sartor RB, Vinuesa 
CG.  Dysregulation of immune homeostasis in auto-
immune diseases. Nat Med. 2012;18(1):42–7.

 15. Murakami N, Borges TJ, Yamashita M, Riella 
LV. Severe acute interstitial nephritis after combina-
tion immune-checkpoint inhibitor therapy for meta-
static melanoma. Clin Kidney J. 2016;9(3):411–7.

 16. Klareskog L, Malmstrom V, Lundberg K, Padyukov 
L, Alfredsson L. Smoking, citrullination and genetic 
variability in the immunopathogenesis of rheumatoid 
arthritis. Semin Immunol. 2011;23(2):92–8.

 17. Todd JA. D’oh! genes and environment cause Crohn’s 
disease. Cell. 2010;141(7):1114–6.

 18. Cappelli LC, Gutierrez AK, Bingham CO 3rd, Shah 
AA. Rheumatic and musculoskeletal immune-related 
adverse events due to immune checkpoint inhibitors: a 
systematic review of the literature. Arthritis Care Res 
(Hoboken). 2017;69(11):1751–63.

16 Renal Toxicity



292

 19. Lidar M, Giat E, Garelick D, et  al. Rheumatic 
manifestations among cancer patients treated with 
immune checkpoint inhibitors. Autoimmun Rev. 
2018;17(3):284–9.

 20. Fadel F, El Karoui K, Knebelmann B. Anti-CTLA4 
antibody-induced lupus nephritis. N Engl J Med. 
2009;361(2):211–2.

 21. Kidd JM, Gizaw AB. Ipilimumab-associated minimal- 
change disease. Kidney Int. 2016;89(3):720.

 22. Nishimura H, Nose M, Hiai H, Minato N, Honjo 
T.  Development of lupus-like autoimmune dis-
eases by disruption of the PD-1 gene encoding an 
ITIM motif-carrying immunoreceptor. Immunity. 
1999;11(2):141–51.

 23. Umut Selamet AZ, Lakhani LS, Workeneh B, Lahoti 
A, Tchakarov A, Glass WF, Abudayyeh A.  Biopsy 
proven nephrotoxicity of immune checkpoint inhibi-
tors: MD Anderson Cancer Center Experience. Paper 
presented at: American Society of Nephrology Kidney 
Week; November 3 2017, 2017.

 24. Abdel-Wahab N, Shah M, Lopez-Olivo MA, Suarez- 
Almazor ME. Use of immune checkpoint inhibitors in 
the treatment of patients with cancer and preexisting 
autoimmune disease: a systematic review. Ann Intern 
Med. 2018;168(2):121–30.

 25. Danlos FX, Voisin AL, Dyevre V, et  al. Safety and 
efficacy of anti-programmed death 1 antibodies in 
patients with cancer and pre-existing autoimmune or 
inflammatory disease. Eur J Cancer. 2018;91:21–9.

 26. Dahlke E, Murray CA, Kitchen J, Chan 
AW.  Systematic review of melanoma incidence 
and prognosis in solid organ transplant recipients. 
Transplant Res. 2014;3:10.

 27. Lipson EJ, Bodell MA, Kraus ES, Sharfman 
WH. Successful administration of ipilimumab to two 
kidney transplantation patients with metastatic mela-
noma. J Clin Oncol. 2014;32(19):e69–71.

 28. Lipson EJ, Bagnasco SM, Moore J Jr, et  al. Tumor 
regression and allograft rejection after administration 
of anti-PD-1. N Engl J Med. 2016;374(9):896–8.

 29. Boils CL, Aljadir DN, Cantafio AW.  Use of the 
PD-1 pathway inhibitor nivolumab in a renal trans-
plant patient with malignancy. Am J Transplant. 
2016;16(8):2496–7.

 30. Spain L, Higgins R, Gopalakrishnan K, Turajlic S, 
Gore M, Larkin J. Acute renal allograft rejection after 
immune checkpoint inhibitor therapy for metastatic 
melanoma. Ann Oncol. 2016;27(6):1135–7.

 31. Alhamad T, Venkatachalam K, Linette GP, Brennan 
DC.  Checkpoint inhibitors in kidney transplant 
recipients and the potential risk of rejection. Am J 
Transplant. 2016;16(4):1332–3.

 32. Starke A, Lindenmeyer MT, Segerer S, et  al. 
Renal tubular PD-L1 (CD274) suppresses allo-
reactive human T-cell responses. Kidney Int. 
2010;78(1):38–47.

 33. Riella LV, Watanabe T, Sage PT, et al. Essential role of 
PDL1 expression on nonhematopoietic donor cells in 
acquired tolerance to vascularized cardiac allografts. 
Am J Transplant. 2011;11(4):832–40.

 34. Dudler J, Li J, Pagnotta M, Pascual M, von Segesser 
LK, Vassalli G. Gene transfer of programmed death 
ligand-1.Ig prolongs cardiac allograft survival. 
Transplantation. 2006;82(12):1733–7.

 35. Noha Abdel-Wahab AA, Mohsin Shah M, Johnson 
DH, Suarez-Almazor ME, Diab A.  The outcome of 
checkpoint inhibitor therapy in patients with cancer 
and solid organ transplant: a systematic review of the 
literature. Paper presented at: SITC2018.

 36. Abdel-Wahab N, Safa H, Abudayyeh A, et  al. 
Checkpoint inhibitor therapy for cancer in solid organ 
transplantation recipients: an institutional experi-
ence and a systematic review of the literature. J 
Immunother Cancer. 2019;7(1):106.

 37. Launay-Vacher V, Oudard S, Janus N, et al. Prevalence 
of renal insufficiency in cancer patients and implica-
tions for anticancer drug management: the renal insuf-
ficiency and anticancer medications (IRMA) study. 
Cancer. 2007;110(6):1376–84.

 38. Janus N, Oudard S, Beuzeboc P, et al. Prevalence of 
renal insufficiency in cancer patients: data from the 
IRMA-2 study. J Clin Oncol. 2009;27(15_suppl):9559.

 39. Janus N, Launay-Vacher V, Byloos E, et  al. Cancer 
and renal insufficiency results of the BIRMA study. 
Br J Cancer. 2010;103(12):1815–21.

 40. Dogan E, Izmirli M, Ceylan K, et  al. Incidence of 
renal insufficiency in cancer patients. Adv Ther. 
2005;22(4):357–62.

 41. Mazza C, Escudier B, Albiges L. Nivolumab in renal 
cell carcinoma: latest evidence and clinical potential. 
Ther Adv Med Oncol. 2017;9(3):171–81.

 42. Canter D, Kutikov A, Sirohi M, et al. Prevalence of 
baseline chronic kidney disease in patients presenting 
with solid renal tumors. Urology. 2011;77(4):781–5.

 43. Coppin C, Kollmannsberger C, Le L, Porzsolt F, Wilt 
TJ.  Targeted therapy for advanced renal cell cancer 
(RCC): a Cochrane systematic review of published 
randomised trials. BJU Int. 2011;108(10):1556–63.

 44. Thompson RH, Kuntz SM, Leibovich BC, et  al. 
Tumor B7-H1 is associated with poor prognosis in 
renal cell carcinoma patients with long-term follow-
 up. Cancer Res. 2006;66(7):3381–5.

 45. Motzer RJ, Escudier B, McDermott DF, et  al. 
Nivolumab versus everolimus in advanced renal-cell 
carcinoma. N Engl J Med. 2015;373(19):1803–13.

 46. Murakami N, Motwani S, Riella LV.  Renal compli-
cations of immune checkpoint blockade. Curr Probl 
Cancer. 2017;41(2):100–10.

 47. Motzer RJ, Tannir NM, McDermott DF, et  al. 
Nivolumab plus ipilimumab versus sunitinib in 
advanced renal-cell carcinoma. N Engl J Med. 
2018;378(14):1277–90.

 48. Atkins MB, Plimack ER, Puzanov I, et  al. Axitinib 
in combination with pembrolizumab in patients with 
advanced renal cell cancer: a non-randomised, open- 
label, dose-finding, and dose-expansion phase 1b 
trial. Lancet Oncol. 2018;19(3):405–15.

 49. Choueiri TK, Larkin J, Oya M, et  al. Preliminary 
results for avelumab plus axitinib as first-line therapy 
in patients with advanced clear-cell renal-cell carci-

M. Abdelrahim and A. Abudayyeh



293

noma (JAVELIN Renal 100): an open-label, dose- 
finding and dose-expansion, phase 1b trial. Lancet 
Oncol. 2018;19(4):451–60.

 50. Postow MA. Managing immune checkpoint-blocking 
antibody side effects. Am Soc Clin Oncol Educ Book. 
2015:76–83.

 51. Manson G, Norwood J, Marabelle A, Kohrt H, Houot 
R. Biomarkers associated with checkpoint inhibitors. 
Ann Oncol. 2016;27(7):1199–206.

 52. Callahan MK, Yang A, Tandon S, et al. Evaluation of 
serum IL-17 levels during ipilimumab therapy: cor-
relation with colitis. J Clin Oncol. 2011;29(15).

 53. Pages C, Gornet JM, Monsel G, et  al. Ipilimumab- 
induced acute severe colitis treated by infliximab. 
Melanoma Res. 2013;23(3):227–30.

 54. Barnett R, Barta VS, Jhaveri KD.  Preserved renal- 
allograft function and the PD-1 pathway inhibitor 
nivolumab. N Engl J Med. 2017;376(2):191–2.

 55. Horvat TZ, Adel NG, Dang TO, et al. Immune-related 
adverse events, need for systemic immunosuppres-
sion, and effects on survival and time to treatment 
failure in patients with melanoma treated with ipili-
mumab at Memorial Sloan Kettering Cancer Center. J 
Clin Oncol. 2015;33(28):3193–8.

16 Renal Toxicity


	16: Renal Toxicity
	Introduction
	Renal Toxicity AIN
	Auto-Immune Induction and Preexisting Auto-Immune Disease
	Kidney Transplant and CPI
	Renal Toxicity in RCC
	Management of Renal Toxicity
	Conclusion
	References


