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Proliferative B-Zell- und Plasmazellerkrankungen

Disease Clone
MGUS Any
Smouldering MM? Plasma cell
MM® Plasma cell

Bone marrow
involvement

<10%
10-60%
>10%

Immunoglobulin

Any
Any
Any

M-spike

<30g/l
230q/l
=304/l

Organ damage and/or
involvement

None

None

SLiM CRAB: 60% bone marrow
plasma cells, involved:uninvolved
free light-chain ratio >100,

>1 bone lesion on MRI,
hypercalcaemia, renal impairment,
anaemia and lytic bone lesions

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy

Research Group. Nat Rev Nephrol. 2019



Proliferative B-Zell- und Plasmazellerkrankungen
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Proliferative B-Zell- und Plasmazellerkrankungen

Disease Clone Bone marrow Immunoglobulin M-spike Organ damage and/or
involvement involvement
MGUS Any <10% Any <30g/l  None
Smouldering MM? Plasma cell 10-60% Any 230g/l  None
MM Anti-CD38 (Dara) =210% Any >30g/l  SLiM CRAB: 60% bone marrow
Proteasominhibitoren plasma cells, involved:uninvolved
free light-chain ratio >100,
lmmuandmatqren >1 bone lesion on MRI,
Chemotherapie hypercalcaemia, renal impairment,
HSCT anaemia and lytic bone lesions
Smouldering WM? Lymphoplasmacytic lymphoma >10% IgM =>30g/l  Absent
clone®
WM Lymphoplasmacytic lymphoma =10% IgM =30g/l  Anaemia, hyperviscosity,
clone® constitutional symptoms,

bulky lymphadenopathy,
hepatosplenomegaly and
neuropathy

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy
Research Group. Nat Rev Nephrol. 2019



Proliferative B-Zell- und Plasmazellerkrankungen
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free light-chain ratio >100,
lmmuandmatqren >1 bone lesion on MRI,
Chemotherapie hypercalcaemia, renal impairment,
HSCT anaemia and lytic bone lesions
Smouldering WM#= Lymphoplasmacytic lymphoma >10% IgM =>30g/l  Absent
clone®

WM# Anti-CD20 (Rituxi) >10% IgM 2309/l  Anaemia, hyperviscosity,

TKI constitutional symptoms,
bulky lymphadenopathy,
hepatosplenomegaly and

Chemotherapie
Plasmapherese neuropathy

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy
Research Group. Nat Rev Nephrol. 2019



Proliferative B-Zell- und Plasmazellerkrankungen

Disease Clone Bone marrow Immunoglobulin M-spike Organ damage and/or
involvement involvement
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Smouldering WM#= Lymphoplasmacytic lymphoma >10% IgM =>30g/l  Absent
clone®
WM# Anti-CD20 (Rituxi) >10% IgM 2309/l  Anaemia, hyperviscosity,
TKI constitutional symptoms,
Ch th . bulky lymphadenopathy,
emotherapie hepatosplenomegaly and
Plasmapherese neuropathy
MBL B-cellclone® Peripheral Any Any Absence of lymph node
B-cellcount involvement
<5x10%1
CLL B-cellclone® Peripheral Any Any Adenopathy, anaemia and
B-cellcount thrombocytopenia
>5x10%/1
Other B cell lympho- Pan B-cell markers Presence or Any Any Adenopathy and splenomegaly

proliferative disorders (CD19*CD20"CD79"CD22*PAX5%) absence

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy
Research Group. Nat Rev Nephrol. 2019



Proliferative B-Zell- und Plasmazellerkrankungen
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Monoklonale Gammopathie renaler Signifikanz (MGRS)
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Monoklonale Gammopathie renaler Signifikanz (MGRS) - Definition

» Klonale B- oder Plasmazell-Lymphoproliferation mit

» einer oder mehrere Nierenmanifestationen, die auf das produzierte
monoklonale Immunglobulin zurickzuflhren ist

» ohne dass der Klon systemische Tumorkomplikationen auslost oder die
hamatologischen Kriterien fur eine spezifische Therapie erfullt

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy
Research Group. Nat Rev Nephrol. 2019



Leichtketten-assoziierte Nierenerkrankungen

Amyloid fibrils

@ Microtubules

o0 %® MIDD punctate deposits

D\U Cryoglobulins
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Adaptiert nach Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal
Gammopathy Research Group. Nat Rev Nephrol. 2019



Leichtketten-assoziierte Nierenerkrankungen
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Leichtketten-assoziierte Nierenerkrankungen - Klinik

* Proteinurie

* nephrotisches Syndrom

« Hamaturie

+ AKI

« CKD

» C3-Verbrauch

» C4-Verbrauch

« Hypertonie

« renales Fanconi Syndrom

« Extrarenale Manifestationen (u.a. Purpura, Livedo, Raynaud, Gangran, Arthralgien,
Kardiomyopathie, Makroglossie, PNP, Osteomalazie)

Bridoux F, Nasr SH, Arnulf B, Leung N, Sirac C, Jaccard A. Renal manifestations of MGUS. Hematology Am Soc Hematol Educ Program. 2024



Pravalenz von Nierenerkrankungen bei Monoklonaler Gammopathie

Patients with monoclonal
gammopathy betwaen 1999

» Pravalenz Monoklonale Gammopathie mopary tetven
von 5% im Alter >50 Jahre l

MG patients with
kidney biopsy
HH 0/ Excluded patients with: (n=800)
* renale Beteiligung ~ 5-6 %

year of positive monoclonal
studies (n=25)
= Malignant proliferating B cell or

» starkste Pradiktoren fur eine P col ltedesos (179 pE—
Nierenbeteiligung: eyt

kidney biopsy (n=13)

s . . n=687
« erhohte Leichtkettenratio
* Proteinurie = 1,5 g/d
s = 's ™
MGRS lesions (n=281), 38%: MNon-MGRS lesions (n=428), 62%
= Immunoglobulin-related amyloidosis (n=164), 63% = Membranous nephropathy (n=171), 40%
b H a m atu rl e « Monoclonal immunoglobulin deposition disease = lgA nephropathy (n=81), 142
(n=23), 9% = Diabetic nephropathy (n=40), 9%
= Thrombotic microanglopathy (n=22), 8% = Focal sagmental glomerulosclerosis (n=25), 63
= Type 1 eryoglobulinemic-glomerulonaphritis = Acule ubulointerstitial nephritis (n=24), 6%
(n=13), 5% = Minimal change disease (n=21), 5%
= C3 glomerulopathy (n=13), 5% = Lupus nephritis {(n=13), 3%
« Light-chain proximal wbulopathy (n=10), 4% =« Ischemic kidney injury (n=12), 3%
= Proliferative glomerulonephritis with monoclonal = Focal proliferative glomerulonephritis (n=10), 2%
immunoglobulin deposits (n=9), 3% = Poly clonal-membranoproliferative glomearulonephritis
= Type 2 eryoglobulinemic-glomerulonaphritis (n=10), 2%
(n=18), 2% = Antl-peutrophil cytoplasma antibody-associated
= Crystal-storing histiocytosis (n=1), 0.4% systemic vasculitis (n=9), 2%
= Crystal storing podocytopathy (n=1), 0.4% = Henoch-Schénlein purpura nephritis (n=8), 2%
L ) « Mesanglal proliferative glomerulonephritis (n=4), 1%
= Thin basement membrane nephropathy (n=4), 1%
= Minimal change (n=3), 1%
= Untyped-membranoproliferative glomerulonephiritis
(n=3), 1%
= |diopathic mesangial nodular sclerosing
glomerulopathy (n=2), 0.5%
= Type 2 crascentic glomerulonephritis (n=1), 0.2%
1. Klomjit N, Leung N, Fervenza F, Sethi S, Zand L. Rate and Predictors of Finding Monoclonal Gammopathy of Renal - fnt-lomanuar basament mamivane dissase (1=1), 02%
T . . . . . . = Hepatitis C virus-glomerulonephritis (n=1), 0.2%
Significance (MGRS) Lesions on Kidney Biopsy in Patients with Monoclonal Gammopathy. J Am Soc Nephrol. 2020 « Untyped-endocapiliary proliferative
2. Yong ZH, et. al. Kidney Histopathologic Spectrum and Clinical Indicators Associated with MGRS. Clin J Am Soc e s (), 0.2%

Nephrol. 2022 /




Diagnostik

Monoclonal gammopathy and kidney disease : diagnostic workup

Characterization of proteinuria*

Urine albumin/protein ratio (UAPR) < 40% UAPR > 40%
_ !
LC proteinuria: uAPR = 10% F"{ Tubular proteinuria : UAPR > 10% l Renal symptoms Extrarenal symptoms Mig type
| Complement
l Cryoglobulinemia
LC cast nephropathy Crystalline LCPT |
Serum FLC (x or 1) > 500 mg/l Monoclonal ¥ LC Kidney Biopsy
AKI CKD + proximal tubulopathy l
Bone lytic lesions (hypophosphatemia, hypouricemia,
] glucosuria, aminoaciduria, RTA) Glomerular disease
Symptomatic MM . L
Osteomalacia AL amyloidosis
MGRS (MGUS or smoldering MM) MIDD
Symptomatic MM rare Cryoglobulinemic GN type 1

Immunotactoid GP, PGNMID
MIg-associated C3GP
Mig-associated TMA

LC podocytopathy

Bridoux F, et al.; International Kidney and Monoclonal Gammopathy Research Group. Kidney disease in multiple myeloma. Presse Med. 2025
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MGCR5-associated diseases

Histologie

Monaoclonal immunoglobulin deposits No monoclonal immunoglobulin deposits
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Elektronenmikroskopische Befunde

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy Research Group.
Nat Rev Nephrol. 2019



MGRS - Evaluation

Table2 |C 1SUS T lations for the evaluation of MGRS iated disorders
Modality Recommendations Refs
Kidney biopsy Recommended in the following patients: NA

* Those with monoclonal gammopathy and unexplained kidney disease
* Those with known risk factors for chronic kidney disease but an atypical clinical course
* Patients with kidney disease and monoclonal gammopathy aged <50 years

Protease immunofluorescence  Recommended in the following scenarios: NA

on kidney biopsy = When glomeruli are lacking in frozen tissue samples

= In patients with suspected LCPT and other forms of crystalline nephropathies, such as CSH and
crystalglobulin-induced nephropathy

* In patients with a monoclonal gammopathy in whom kidney biopsy samples show C3 glomerulonephritis or
unclassified proliferative glomerulonephritis in the context of negative findings by immunofluoreseence on
frozen tissue samples (including in patients with features of eryaglobulinaemic glomerulonephritis on light
or electron microscopy)

* |n patients with fibrillary glomerulonephritis who have apparent light-chain restriction detected by
immunofluorescence on frozen tissue

Renal amyloid typing by liquid ~ Recommended in the following situations: b
chromatography and mass

* When frozen tissue for immunofluorescence is not available
spectrometry

* Negative immunofluorescence staining for k and A light chains, with negative immunoperoxidase staining
for SAA and LECT2

= Equal staining for x and A light chains by immunofluorescence

* Bright staining for IgG and/or IgA by immunofluorescence

* Equivocal Congo red staining

* To enable distinction between AHL amyloidosis and congophilic fibrillary glomerulonephritis

Flow cytometry or other * Neoplastic plasma cells frequently show aberrant loss of CD45 and CD19, as well as aberrant expression LEL)
immunotyping of CD56 and CD117; therefore, these markers (in addition to x and A light chains and CD38) are useful in
identifying small plasma cell clones
* Including CDS and CD20 in the immunophenotyping of B cells can frequently separate small clones from
polytypic cells
* The most sensitive assay available at a given institution should be used. Although there is no established
gold standard, many laboratories have the capability to determine minimal residual disease in MGRS at a
sensitivity of 107 to 10 monoclonal cells. The sensitivity of flow cytometry immunophenotyping depends
on the total number of collected cells, the number of antibodies used to find an aberrant phenotype, the
phenotype of the abnormal clone and sample quality

Immunchistochemistry * Immunohistochemistry of bone marrow biopsy samples has a low sensitivity for detecting k-expressing NA
and h-expressing plasma cells and could be useful only if there is a major plasma cell clone and alack of
polyclonal plasma cells
* Immunchistochemistry might be useful in the evaluation of atypical lymphoid infiltrates, particularly if flow
cytometry is not available or infiltrates are very focal
* |f an abnormal elone is detected, the light-chain isotype should be compared with that present in renal
lesions and additional information should be obtained

Mutational analysis The MYD88 L265P mutation is found in over 90% of patients with lymphoplasmacytic lymphoma or as
Waldenstrém macroglobulinaemia but in enly 40-80% of individuals with lgM MGUS

FISH Cyelin D1 FISH with immunestaining for CD10, BCL2 and BCL6 to subclassify diffuse large cell lymphoma, as
and prognostic FISH panels for MM and CLL, can also be useful

Leung N, et al. The evaluation of monoclonal gammopathy of renal significance: a consensus report of the International Kidney and Monoclonal Gammopathy Research Group.
Nat Rev Nephrol. 2019



MGRS - Therapie

( Diagnosis of MGRS ]

!

. 3 y No
Any one of these : eGFR 2 20 mL/min/1.73 m?, extra-renal l | Conservative tremtment ]

involvernent or planned for kidney transplantation

Yes
[ Consider clone-direct therapy ]
[ 1 [ MGRs without detectable clone but | MGRS without detectable clone and
MGRS with detectable clone detectable monoclonal protein [ monoclonal protein )
¥ l
- - A ™
Urine protein > 1 g or progressive Conservative treatment for 3-6 mo
: decline of kidney functi ith RAS inhibit
:r::sr::;cell clone : PC-directed Non-IgM : PC-directed therapy ecline idney function ) wi inhibitors
M : BC-directed th
B cell clone : BC-directed therapy e HECRCEIIRRY Yes

L _ 4

Consider empiric clone-directed
+ s
[ ] *  Non-lgM variants : BC- vs PC-
The goal of therapy is hematologic VGPR or better directed therapy, based on L

- - individual risk Progression with urine protein>1g
* IgM variants: BC-directed therapy or progressive decline of kidney
* Light chain only variants : PC- L function

directed therapy

IMiDs may use as alternative
treatment where limit access to
clone-directed therapy

4

Jaturapisanukul S et al. Management of monoclonal gammopathy of renal significance: treatment standard. Nephrol Dial Transplant. 2025



Uberleben bei MGRS

(A) (B)
100 100
. g — MGRS-A
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S . @A 25
5 |
@ 25
0 HR = 0.41, 95% CI: 0.25 - 0.69; P = 0.0007
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Gozzetti A, et al. Monoclonal gammopathy of renal significance (MGRS): Real-world data on outcomes and prognostic factors. Am J Hematol. 2022



Uberleben bei MGRS

100
* — VGPR/CR
> — SD/PR
= i — PD
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E. 50 U T n
2 "
g
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| ‘ . | !
0 12 24 36 48 60 72 84 96 108 120 132 144 156 168 180 192
Number at risk T
Group: VGPR/ CR
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Gozzetti A, et al. Monoclonal gammopathy of renal significance (MGRS): Real-world data on outcomes and prognostic factors. Am J Hematol. 2022



Uberleben bei MGRS

MGRS-A MGRS-NA
A B
(A) 400- ®) 100
€ g
g 75 S 75 LELLELLI L]
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Gozzetti A, et al. Monoclonal gammopathy of renal significance (MGRS): Real-world data on outcomes and prognostic factors. Am J Hematol. 2022



Daratumumab bei AL-Amyloidose

« Patienten mit AL-Amyloidose

100
* Ausschluss: symptomatisches Multiples 90
— - o, . Daratumumab
|V|ye|0m ;C-; 80+ o> S v wes-e00
=
e
* Add-on zu Bortezomib, Cyclophosphamid 5 70
-
und Dexamethason T 604
) Control
€ 50+
2
o 40
Y
S
€ 30+
8
& 20
Hazard ratio for major organ deterioration, hematologic
10|  Progression, or death, 0.58 (95% Cl, 0.36-0.93)
P=0.02
0 T T T T T T T T T T |
0 2 4 6 8 10 12 14 16 18 20 22
Months since Randomization
No. at Risk
Daratumumab 195 178 166 147 114 86 60 44 27 10 1 0
Control 193 163 134 111 65 44 29 20 10 7 1 0

Figure 2. Kaplan—Meier Estimates of Survival Free from Major Organ
Deterioration or Hematologic Progression.

Kastritis E, et al; ANDROMEDA Trial Investigators. Daratumumab-Based Treatment for Immunoglobulin Light-Chain Amyloidosis. N Engl J Med. 2021



Klon-gerichtete Therapie bei Monoklonaler Gammopathie und C3G
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Caravaca-Fontan F, et al. C3 glomerulopathy associated with monoclonal gammopathy: impactof | . . Months
chronic histologic lesions and beneficial effects of clone-targeted therapies. Nephrol Dial Hematological response 1 10 5 3
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Transplant. 2022



Pravalenz von Nierenerkrankungen bei Multiplem Myelom

» bei Diagnosestellung haben bereits 25% eine Nierenfunktionseinschrankung
* Im Verlauf entwickeln 50% eine CKD
* ~10% haben CKD Stadium V mit Dialyseeinleitung bei Erstmanifestation

- Dialyse bei MM ist mit deutlich erhéhter Mortalitat verbunden (medianes Uberleben 16,8
Monate)

1. Chitty DW, et al. Kidney transplantation in patients with multiple myeloma: narrative analysis and review of the last two decades. Nephrol Dial Transplant. 2022
2. Martin Reyes G et al. Supervivencia de pacientes con mieloma tratados con dialisis [Survival of myeloma patients treated with dialysis]. Nefrologia. 2003



MM - Therapieoptionen und 5-Jahres-Uberleben
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Nierentransplantation bei Plasmazelldyskrasien

» Unbehandelt hohes
Rekurrenzrisiko Days to weeks ‘
« Zeitpunkt hangt von der LCPT
Grunderkrankung ab 3. Biiic C3G
PGNMID
Immunotactoid
6-24 mo I i
Monoclonal Ig deposition disease
|
>24 M0 AL amyloidosis
I I

(mo) O 6 12 18 24 30 36 42 48

Figure 1| Timing of recurrence of various plasma cell
dyscrasias in kidney transplant allograft. C3G, C3
glomerulopathy; LCCN, light chain cast nephropathy; LCPT, light
chain proximal tubulopathy; mo, month; PGNMID, proliferative
glomerulitis with Ig deposit.

Murakami N, Blosser CD, Webber AB, Gupta G, Singh N, Boppana S, Master S, Parasuraman R, Campagnaro EL, Java A, Sprangers B, Bhasin-Chhabra B, Lum E, Khirfan
D, Alexander MP, Molnar MZ, Benes B, Thakur AK, Bumma N, Karam S, Hultcrantz M, et al. Management recommendations for kidney transplantation in patients with plasma
cell dyscrasia. Kidney Int. 2025



Nierentransplantatuberleben am Beispiel der Amyloidose

Table 2| Summary of key cohort studies of AL amyloidosis and kidney transplantation

Cardiac Living donor mOS, Allograft Recurrence, %,

Studies Study years involvement, % HSCT, % tx, % yr survival, yr estimated time, yr Prognosis factors

Mayo Clinic (N = 60) 1997-2018 47 60 80 103 NR 22,102 CR/VGPR: longer mOS

BU Amyloidosis Center (N = 49) 1987-2017 33 80 65 10.5 8.3 29, 3.7 CR/VGPR: longer mOS and lower
recurrence

Memorial Sloan Kettering (N = 16) 1999-2018 25 100 87 13.1 1.3 25, ND ND

UK National Amyloidosis Centre (N = 51)  1989-2018 22 24 41 7.9 NR 14, 4.5 CR: improved mQS, IV5d =12 mm: worse
mQOS and higher recurrence

IKMG multicenter study (N = 237) 1987-2020 a1 62 54 8.6 78 29, 66 CR/VGPR: longer mOS, lower recurrence,

and longer allograft survival

BU, Boston University; CR, complete response; HSCT, hematopoietic stem cell transplant; IKMG, International Kidney and Monoclonal Gammopathy Research Group; IV5d, interventricular septal diameter; mOS, median overall
survival; ND, not described; MR, not reached; tx, transplant; VGPR, very good partial response.

Murakami N, Blosser CD, Webber AB, Gupta G, Singh N, Boppana S, Master S, Parasuraman R, Campagnaro EL, Java A, Sprangers B, Bhasin-Chhabra B, Lum E, Khirfan
D, Alexander MP, Molnar MZ, Benes B, Thakur AK, Bumma N, Karam S, Hultcrantz M, et al. Management recommendations for kidney transplantation in patients with plasma
cell dyscrasia. Kidney Int. 2025



Nierentransplantation bei Multiplem Myelom

5.

6.

Group 1 Group 2 Group 3

Standard- ) i High-risk'-2
risk iFISH and _Standaid- idhiscs iFISH and MRD-
MRD risk iFISH and iFISH and caitive
- MRD- MRD- :
negative e :
positive negative
VGPR/CR

Kidney Kidney Kidney No Kidney

transplant® transplant* transplant® transplant®

High-risk category is defined as 1 of the following: Having high-risk cytogenetics (below), high B -microglobulin (>5.5 mg/dl) with a normal creatinine (<1.2
mg/dl), extramedullary disease, or plasma cells clones in circulation at diagnosis.

High-risk cytogenetics (iFISH or NGS): Deletion (del) (17p) in >20% CD38+ plasma cells and/or TP53 mutation, monoallelic del (1p32), along with +1q, or
biallelic del (1p32). One of the translocations: 1(4;14), 1(14;16), or t{14:20), which must co-occur with +1q or del(1p32).

In standard-risk, MRD-negative (10e-5 or 10e-6, depending on availability) MM patient, kidney transplant can be considered within 6 mo of achieving a
hematologic response.”

In standard-risk, MRD-positive MM patient, kidney transplant can be considered 12 mo after achieving a VGPR/CR, but consider continuing/maintenance
therapy.*

In high-risk, MRD-negative MM patient, kidney transplant can be considered 12-24 mo of achieving a hematologic response, but recommend
continuing/maintenance therapy.”

High-risk patients who remain MRD-positive are not considered optimal kidney transplant candidates but could be considered in selected circumstances

*Contingent on overall transplant candidacy and availability of a living donor.

Figure 2| Decision tree for patients with multiple myeloma (MM) and end-stage kidney disease based on risk category and
response to therapy. CR, complete response; iFISH, interphase fluorescence in situ hybridization; MRD, minimal residual disease; NGS, next
generation sequence; VGPR, very good partial response.

Murakami N, Blosser CD, Webber AB, Gupta G, Singh N, Boppana S, Master S, Parasuraman R, Campagnaro EL, Java A, Sprangers B, Bhasin-Chhabra B, Lum E, Khirfan
D, Alexander MP, Molnar MZ, Benes B, Thakur AK, Bumma N, Karam S, Hultcrantz M, et al. Management recommendations for kidney transplantation in patients with plasma

cell dyscrasia. Kidney Int. 2025



Nierentransplantation bei C3G oder PGNMID

Confirm PGNMID or C3G _| Induction-targeted therapy
diagnosis (kidney biopsy) | (DCvd > CVvd > Vd, 6 cycles)
v
Refer to nephrology and
transplant nephrology, and start +
evaluation :
Disease assessment
Consideration for renal — | ks ASCT_ )
transplant MRD testing (if clone
\ identified)
Renal - includi Maintenance chemotherapy
enal surveillance including for 2 yr (or TBD) with
renal biopsy at 2-3 mo (or p yearly MRD testing
sooner) post-transplant, and then }
consider protocol biopsy : :
depending clinical course Hematologic surveillance
every 3 mo

Figure 3| Algorithm for proliferative glomerulitis with Ig deposits (PGNMIDs) and monoclonal gammopathy-associated C3
glomerulopathy (C3G). ASCT, autologous stem cell transplant; CVd, cyclophosphamide, bortezomib, and dexamethasone; DCVd,
daratumumab, cyclophosphamide, bortezomib, and dexamethasone; MRD, minimal residual disease; TBD, to be determined; Vd, bortezomib

and dexamethasone.

Murakami N, Blosser CD, Webber AB, Gupta G, Singh N, Boppana S, Master S, Parasuraman R, Campagnaro EL, Java A, Sprangers B, Bhasin-Chhabra B, Lum E, Khirfan
D, Alexander MP, Molnar MZ, Benes B, Thakur AK, Bumma N, Karam S, Hultcrantz M, et al. Management recommendations for kidney transplantation in patients with plasma
cell dyscrasia. Kidney Int. 2025



Zusammenfassung

» Leichtketten kbnnen sowohl tubulare als auch glomerulare Nierenerkrankungen auslosen

e durch organisigrte / nicht organisierte renale Ablagerungen aber auch indirekt durch
Komplement-(Uber)aktivierung

 variable Klinik

» die CAST-Nephropathie muss nicht zwingend histologisch gesichert werden

» glomerulare Erkrankungen erfordern in der Regel eine Biopsie

« Beim MM aber auch beim MGRS besteht die Indikation zur Klon-gerichteten Therapie
* Prognose ist abhangig von Erkrankung, hamatologischem und renalem Ansprechen

« die Amyloidose hat eine schlechtere Prognose

* neue Therapien (insbesondere CD38-Antikorper) haben die Prognose von Myelom und
Amyloidose deutlich verbessert

 dies eroffnet auch die Moglichkeit von Nierentransplantation bei Plasmazelldyskrasien
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