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J Salahudeen AK, Bonventre JV. J Am Soc Nephrol. 24(1):26-30, 2013
Onconephrology: the latest frontier in the war against kidney
disease.

Abstract

Renal diseases in patients with cancer have many unique features, and often these
diseases require specialized approaches. Newer cancer therapy has increased
cancer cure rate and survival time, but such benefit is not fully realized, partly
because of therapy-associated toxicities. Fluid and electrolyte abnormalities are
very common in patients with cancer, as are acute and chronic kidney injury. With
the evolving complexities of newer cancer therapies, a comprehensive team
approach is becoming necessary. It is essential for nephrologists to be informed
and involved in cancer care. Many nephrologists caring for patients with cancer in
the United States have recently met and formed a focus group, the
OncoNephrology Forum, under the American Society of Nephrology. This update
addresses what is clinically unique about onconephrology, the objectives and
functions of the newly formed forum, and the potential of onconephrology
becoming a subspecialty in nephrology.



Cosmai L, Porta C, Perazella MA, Launay. Nephrol Dial Transplant 33(9): 1503-1510, 2018
Opening an onconephrology clinic: recommendations and basic
requirements

Abstract

Onconephrology is a rapidly evolving subspecialty that covers all areas of renal
involvement in cancer patients. The complexity of the field may benefit from well-
defined multidisciplinary management administered by a dedicated team. Since
there is an increasing need to address the needs of this population in dedicated
outpatient clinics, it is critical to highlight basic characteristics and to suggest areas
of development. In this brief perspective article, we analyze the requirements of an
onconephrology clinic in terms of logistics, critical mass of patients and building a
multidisciplinary team. We will further discuss which patients to refer and which
conditions to treat. The last part of the article is dedicated to education and
performance indicators and to analysis of the potential advantages of applying the
hub-and-spoke model to this field. The ultimate aim of this experience-based article
is to initiate debate about what an onconephrology outpatient clinic might look like
in order to ensure the highest quality of care for this growing population of

natientc



T-cell Checkpoint Regulation

2018

Nobel Prize in
Physiology or Medicine

/‘fé ’ ""; \ \\
Elp A
\,\ .

Tasuku James P.
Honjo Allison

s .
James Allison
CTLA-4
(cytotoxic T-lymphocyte-associated protein-4)

Tasuku Honjo
PD-1
(Programmed cell death protein 1)

CAN 2018 Nobel Prize Medicine

Provincial Health Service

s Authority



2018 FDA Approvals for Hematology Indications* § N VeecurEnit
A Biosimilar
© coagulation factor Xa (recomb), methoxy PEG- @ lusutrombo
o inactivated-zhzo .avatrombopgg : )'(ybeta o ol emicizumab-kxwh dirombopey
= ; : (thrombocytopeniawith ~ epoetin (thrombocytopenia with L (severe aplastic anemia
=8 (reversal of anticoag due to ife- chronic lver disease.  (@nemiadueto  chronic liver disease, (prophylaxis in e b ot
3 threatening or uncontrolled bleeding eriprocedural)  PedaticCKD)  peri-procedural) hemophilia Awithout  P'® ith [ST '
£ " with apixaban or rivaroxaban) petip ° inhibitors) with IST)
=3 A epoetin A pegfilgrastim- © antihemophilic factor @ emapalumab-
=2  denosumab alfa-epbx (imdb /A filgrastim-aafi|  (recomb), PEGylated- A ofiotasiin: lzsg
5% (preventionof @ fostamatinib (biosimilarto | (biosimilar to/  (biosimilar to aucl (hemophilia A, chav (primary HLH,
Z § skeletal eventsin (chronic TP prev. Epogen/ Neulasta) Neupogen) previously treated) iosiriaro refractory or
- MM) treated) Procit) Neulasta) recurrent)
[\ \
Apr May Aug Sep Nov Dec
[ | I R | [ | | I | | | | I | | | |
g tocl © mogamulizumab- venetoclax =
arsenic trioxide tisagenlecleucel v%nLT_/SLEx KRRz 7 @ docker, (newly diag.
(newly diagnosed RIR large B-cel ( ' g R : uvelsi AMLY, in comb.)
low-risk APL in (RRlarge B-oell | oer atjeast 1 |@ ivosidenib  fungoides or (RIR CLL/SLL, after :
b with ATRA) / Milotinib lymphoma)  § piortherapy) | (RRAMLwith Sezary 2 2 prior ther.) O glasdegib o=
g Comb.WIRATRAY o iatric IDH1 mutation) ~ Syndrome) (RR FL after 22 (newly diag.
- CML) daratumumab prior ther.) AMLT, in comb.)
2 brentuximab (II:/T:/IV‘ y duagnlosed ¢ © moxetumumab elotuzumab O gilterinib @
8 vedofin , MM, transplant-  pembrolizumab  pasudotox-tdfk (RR MM, incomb. =  (FLT-3 mutAML,
= . blinatumomab  ineligible, in comb.  (R/R primary (RIR hairy cell with PomDex) prev. treated)
(newly diagnosed St. - n : : ©
3ord cHL incomp, PEBALLINCRT — with VMP)  mediastinal large  leukemia, after 22 _ , & iigimabs-difie
- ’  orCR2with B-cell lymphoma) ~ prior therapies) brentuximab vedotin insimiar to Ri
with chemotherapy)  \iomon 10z ) ymp p p (newly diagnosed PTCL, (biosimilar o Rituxan, FL

*Refer to US Prescribing Information for details.

in comb. with chemo)

and low-grade lymphoma)

tage 2 75y, or with comorbidities

that preclude intensive chemo
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ONCONEPHROLOGY:
ONCOLOGY PERSPECTIVE

Walter Stadler, MD FACP
Section Chief Hematology-Oncology
Deputy Director Comprehensive Cancer Center
University of Chicago
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WHAT HAS CHANGED IN ONCOLOGY: BIG PICTURE

* We keep sub-dividing cancers based on molecular phenotyping

* We increasingly recognize cancer genomic predisposition
syndromes

* Smoking is decreasing, weight/metabolic syndrome is increasing

 We have an increasingly large therapeutic armamentarium
— Many more drugs and targets
— Much more imaging technology
— More sophisticated minimally invasive surgical and
radiotherapy techniques

* The vast majority of care is in the outpatient setting

 We are increasingly conducting chronic disease management




ONCONEPHROLOGY: THE ONCOLOGIST’'S QUESTIONS

What is the best way to educate nephrologists regarding the

large number of new cancer therapies?

— Rapid pace of therapeutic advances is difficult even for
oncologists

— Most large academic centers don’t even have a nephrologist
interested in these aspects

— Recognition of drug associated renal toxicities is typically
delayed

— Many drug associated toxicities are rare
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G4 RTX & Cancer
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G4 RTX & Cancer
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G4 RTX & Cancer
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Classic fixed waiting time recommendations

5-year waiting time

Stage |l breast cancer

Extensive cervical cancer and non-in
situ cancer of uterus

Colorectal (Stage C)

Melanoma

Large/invasive/symptomatic renai . .

cell carcinoma
Uncontrolled or untreated superficial bladder cancer
r:syag:?:gireast cancer (Stage Ill/ Non-metastatic, basal cell
V) Invasive pladder cancer carcinoma : :
Colorectal (Stage D) In Sll’l.l breast (fancer /melanoma Prostatic cancer ml'croscop|c (focal,
Advanced prostate cancer (Grade Localized cervical cancer |0V\{ grade, Gleason’s<3) (T1a,_T1c)
4/5,T3¢,T4,N+,M+) CoIoreFtaI cancer(Stage A/B1) Incidentally T1 renal cell carcinoma

Hodgkin’s/non-Hodkgin’s MGUS

lymphoma, PTLD, leukaemia

Lung cancer

Prostatic/testicular cancer

Thyroid cancer

Wilm’s tumour (or 1 year)

Multiple myeloma (or 1 year)

Adapted from. Sprangers B, Clinical Kidney Journal, 2018, vol. 11, no. 3,
315-329




CONSIDERATION FOR TRANSPLANTATION IN
CANDIDATES WITH PRIOR CANCERS AND IN
COMPLETE REMISSION

Estimated survival rates after
— transplantation if cancer recurs

Patient survival rates depending on
tumor type, stage given current
treatment approaches =
——>| Expected survival and QOL on dialysis

it

| Expected survival with transplant and
without cancer recurrence

*Absolute contraindication for those with active cancers

Effects of immunosuppression on cancer
outcomes including remission and
recurrence rates qP

Patient preferences and perspectives

Wait or proceed
to

Shared decision making between patients, caregivers,
transplantation

oncologists and transplant health professionals




Cancer in Kidney Transplant Recipients.

Abstract

Cancer is the second most common cause of mortality and morbidity in
kidney transplant recipients after cardiovascular disease.

Kidney transplant recipients have at least a twofold higher risk of
developing or dying from cancer than the general population.

The increased risk of de novo and recurrent cancer in transplant
recipients is multifactorial "and attributed to oncogenic viruses,
immunosuppression and altered T cell immunity.

Transplant candidates and potential donors should be screened for
cancer as part of the assessment process.

For potential recipients with a prior history of cancer, waiting periods
of 2-5 years after remission - largely depending on the cancer type and
stage of initial cancer diagnosis - are recommended.

Au EH, Wong G, Chapman JR. Nat Rev Nephrol 4(8): 508-520, 2018 .




Cancer in Kidney Transplant Recipients.

Abstract

Post-transplantation cancer screening needs to be tailored to the
individual patient, considering the cancer risk of the individual,
comorbidities, overall prognosis and the screening preferences of the
patient.

In kidney transplant recipients diagnosed with cancer, treatment
includes conventional approaches, such as radiotherapy and
chemotherapy, together with consideration of altering
immunosuppression.

As the benefits of transplantation compared with dialysis in potential
transplant candidates with a history of cancer have not been
assessed, current clinical practice relies on evidence from
observational studies and registry analyses.

Au EH, Wong G, Chapman JR. Nat Rev Nephrol 4(8): 508-520, 2018 .



Overall and Site-Specific Cancer Mortality in Patients on
Dialysis and after Kidney Transplant.

Data from 1980 to 2014 ANZDATA

N=52,936 Dialysis (170,055 pt-y)

N=16,820 Transplants (128,352 pt-y)

Cancer SMRs: 2.6 for Dialysis, 2.7 for Transplants
De novo cancer: 1.2 for Dialysis, 2.6 for Transplants

Dialysis: multiple myeloma (30.5), testicular cancer
(17.0), kidney cancer (7.8)

Transplants: non-Hodgkin lymphoma (10.7), kidney
cancer (7.8), myeloma (5.8)

Au EH,,,, Germaine Wong. JASN 30: 471-480, 2019 .
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KDIGO Controversies Conference on Acute
Kidney Injury (AKI)

April 25-28, 2019, Rome, Italy
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Michael Wise

Shocking, frightening, brilliantly and
finely observed, optimistic, spirited,
moving and very funny.

Cherry Mosteshar. Author and Literary Editor

On the

L
A memoir of a near-death illness...
and my fight for survival

UK Dentist
Sudden Sepsis
AKI| to ESRD

Cadaver Transplant
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KDIGO Hepatitis Cin CKD Implementation
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Summary of recommendation statements

Chapter 2: Treatment of HCV infection in patients with CKD
2.4: We recommend that all kidney transplant recipients (KTR)
infected HCV be evaluated for treatment.

Chapter 4: Management of HCV-infected patients before and after KT

4.1 Evaluation and management of KT candidates regarding HCV
infection

4.2 Use of kidneys from HCV-infected donors

4.3 Use of maintenance immunosuppressive regimens

4.4 Management of HCV-related complications in KTR

Kidney Int (Suppl) 8;91-165, 2018



obal Action. Local Change.

KDIGO Consensus Conference on
Nomenclature
June 27-29, 2019, Amsterdam, Netherlands
CC Co-chair: Kai-Uwe Eckardt (Germany)
Andrew Levey (USA)
Editorial co-chairs:
Stacy Christiansen (JAMA)
Nijsje Dorman (AJKD)



Potential Areas of Discussion: 1 to 16

2. The avoidance of the term ‘end-stage.’
Although rooted in United States (US) law, the term is not patient

sensitive, may connote a stigma, andmay discourage advocacy.

In the US, ESRD (ESKD) is a synonym for receipt of kidney
replacement therapy (KRT).

However, KRT is a treatment rather than a disease.

The term ‘kidney failure,” which is defined as GFR<15ml/min/1.73m?
or treatment by dialysis, is as comprehensive as ESRD/ESKD without
suffering from its limitations.





