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Interrupt SACT immunotherapy until discussed with Acute Oncology Team.  Please contact on-call oncology/haematology 

team for advice.  Ensure that the patient has monitoring/follow up planned with their oncology/immuno-oncology team. 

Immune-Related Adverse Event: Renal Toxicities 

Renal function (urea and creatinine) must be evaluated before each dose of immunotherapy, as early laboratory changes may 
indicate emerging immune-related nephritis. Elevations in renal function may develop in the absence of clinical symptoms. This 
guidance should be used in context of baseline renal function and presence of known renal impairment. No dose adjustment is 
required for renal impairment but should be used in caution as per below in the presence of nephritis. Various histological 
nephritides have been identified in patients with IO induced nephritis. Patients should be closely monitored for elevation in U&Es 
from baseline. Patients with renal transplants receiving IO should be monitored closely for deterioration in renal function. Prior to 
commencement of immunotherapy all patients should have renal function checked. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Symptoms: 
PERSIST (≥ 5 

days) or 
WORSEN or 
RELAPSE 

 

Symptoms: 
Resolve or 

Improve to Mild 
See steroid 

tapering guidance 
 

 

Assess response to 

treatment, if no 
improvement within 72 

hours, consider additional 

immunosuppression. 
Consider CCC Subsequent 

Management guidelines  

Clinical Assessment 

As per mild (grade 1) + 

 
Investigations: 

 Vital signs 

 FBC, chem profile, ALT, cortisol, 
TFT’s and glucose 

 Urinalysis for MC&S 

 Send urine sample for protein 
creatinine ratio  

 Blood positive- urine sample to 

microbiology for casts 

 Consider renal USS 
 
Treatment: 

 Commence 1mg/kg/day oral 
prednisolone (max. 60mg/day) + 
gastric protection. 

 Consider need for IV Fluid 
 

 
Actions: 

 Monitor creatinine regularly 

 Exclude other causes 

 Review con. meds- stop nephrotoxic 
drugs 

 Refer to renal team for further advice 
Withhold dose until an adverse 
reaction resolves to Grade 1 or Grade 

0 (or returns to baseline). 

 Refer to IO Toxicity Service 
 

 
 
 

Consider admission 
 

As per moderate (grade 2) + 
 
Investigations: 

 Urinalysis-  
* Protein positive- urine sample protein 

creatinine ratio 
* Blood positive- urine sample to 

microbiology for casts 

* If blood and protein in urinalysis send 
for both - protein creatinine ration and 
casts 

 Daily weight 

 Exclude other causes 

 Monitor creatinine daily 

 Fluid balance 

 Renal USS 
 

Treatment: 

 IV methylprednisolone 2mg/kg/day  + 
gastric protection 

 IV hydration as indicated 
 
Actions: 

 Consider discontinuing treatment 

 Refer for renal biopsy/USS and urgent 
advice 

 Refer to IO Toxicity Service 
 

 
 

Severe or Life-Threatening 
(Grade 3 + 4) 

 
Creatinine >3 x ULN  

 

Investigations: 

• Weekly creatinine monitoring 

• Review concomitant. meds- stop 
nephrotoxic drugs 

 
Actions: 

• Continue immunotherapy 

• Refer to IO Toxicity Service 
•  

 

Symptoms: WORSEN  

 

Symptoms: 
Resolve or 

Improve to Mild 
See steroid 

tapering guidance 
 

 

Mild (Grade 1) 
Creatinine <1.5 x ULN or if 
baseline above ULN <1.5 x 

patients baseline 
 

 

Moderate (Grade 2) 
Creatinine >1.5 -<3 x ULN or if 

baseline above ULN >1.5 - <3 x 
patients baseline 

 


