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How should renal failure be worked up on a WM patient, and how does it 
impact care and outcome 
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Nephropathy, including renal failure and nephrotic syndrome, are typically 
associated with multiple myeloma and not so much with WM. However, a 
range of very diverse nephropathies have been linked to WM and IgM MGUS.  
Thecumulative incidence of nephropathy in WM patients, approximately 5 % 
after 15 years of follow up, is somewhat higher than in other lymphomas and 
CLL (<2%) but clearly lower than in MM (>30%).  
In the majority WM-related nephropathies, the renal process is directly related 
to the disease: renal infiltration with LPL cells, IgM deposition disease or 
cryoglobulinemia, AL amyloidosis, light chain deposition disease and even 
light chain nephropathy (typically known as "myeloma kidney”).  
In addition, a range of rare nephropathies has been linked to WM, including 
minimal change disease, membranous nephropathy, crystal-storing 
tubulopathy ("Fanconi syndrome") and thrombotic microangiopathy.  
Most of these have been described in IgM MGUS as well, termed MGRS: 
monoclonal gammopathy of renal significance.  
 
Making the correct diagnosis regarding nephropathy in a WM patient is 
important. First, some of these diagnoses (such as AL amyloidosis) entail a 
specific diagnostic evaluation and therapeutical approach. Second, disease-
related nephropathy is an established reason for initiating WM therapy.  
However, renal failure has a broad differential diagnosis in the typically elderly 
WM patient population, including chronic nephropathies related to 
hypertension of diabetes.  For these reasons, a kidney biopsy should be 
considered in the work up of a WM patient with otherwise unexplained renal 
failure or nephrotic syndrome, warranting careful crosstalk between 
hematologist and nephrologist.  
 
Data suggest that the prognosis in WM patients with renal complications is 
somewhat inferior to those without, with best prognosis seen in those with 
recovery of renal function after therapy. It could be suggested that, as in other 
types of paraprotein-related nephropathy, early introduction of therapy 
targeting the underlying malignant clone should be considered.  
 
Little is known about the optimal treatment approach in WM-related 
nephropathy. A diagnosis of  AL amyloidosis orlight chain deposition disease 
will typically lead to a systemic workup for organ damage and a more 
intensive therapeutical approach, since in these conditions a deep 
hematological response has been linked to better outcomes.  
In other cases of WM related nephropathy, there is no evidence on the 
optimal treatment and all effective WM treatments can be considered, as long 
as dose adjustments for renal failure are applied and a rapid decrease of the 
involved paraprotein or light chain is effectuated.  


