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Abstract

Background: The change in renal function induced by first-line tyrosine kinase inhibitor therapy

for metastatic renal cell carcinoma remains unclear.

Methods: One hundred and thirty-four patients were evaluated. Sunitinib (SU) and sorafenib (SO)

were administered to 91 (67.9%) and 43 (32.1%) patients, respectively. The change in estimated glom-

erular filtration rate (ΔeGFR) was calculated as [(eGFR at each time point – pre-treatment eGFR)/pre-

treatment eGFR] × 100. ΔeGFR was compared between SU- and SO users using a mixed-effects model

for repeated measures data with two or greater. Additionally, predictors for ΔeGFR ≤ −10% at 6

months after therapy initiation were evaluated using multivariate logistic regression analysis.

Results: Throughout the 24 months after therapy initiation, ΔeGFR was negatively greater in SU

users, compared with that in SO users (P < 0.0001). In SU users, renal dysfunction was observed

regardless of pre-treatment chronic kidney disease (CKD) status, whereas the magnitude of renal

dysfunction was milder in SO users. In SO users without pre-treatment CKD, renal function did

not significantly deteriorate. Moreover, ΔeGFR ≤ −10% was more frequently observed in SU users

after 3 months (P = 0.0121) and 6 months (P = 0.0009). Finally, SU usage was an independent pre-

dictor for ΔeGFR ≤ −10% at 6 months (odds ratio 8.87, P = 0.0053), along with pre-treatment

hypertension (odds ratio 4.69, P = 00072).

Conclusions: Deterioration of renal function was stronger with SU than SO. During SU therapy,

renal function should be monitored and pre-treatment kidney function should be taken into con-

sideration for therapy selection.
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Introduction

The treatment for metastatic renal cell carcinoma (mRCC) is domi-
nated by molecular-targeted therapies. Presently, oncologists today
have a number of options to offer their patients. With the use of

these agents, the survival of patients can be extended. Vascular
endothelial growth factor (VEGF), one of the main angiogenic
growth factors, is a major therapeutic target for mRCC treatment
along with its downstream pathways and receptors. Sunitinib (SU)
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and sorafenib (SO) are orally administered inhibitors of tyrosine
kinases, including VEGF receptor (VEGFR) and platelet-derived
growth factor receptor. These receptor tyrosine kinases play a role
in the pathogenesis of clear-cell carcinoma, the predominant type of
renal cell carcinoma, through the involvement of the von Hippel-
Lindau gene (1–4). These novel drugs have contributed to an
improvement in prognosis for patients with mRCC compared with
previous treatments with cytokines (1,5).

VEGF inhibition causes a reduction in the free VEGF levels,
which may lead to endothelial dysfunction and glomerular epithelial
cell (podocyte) dysregulation, and ultimately resulting in clinical
adverse events, including renal dysfunction (6–9). However, the
kinetics of renal function during VEGFR-tyrosine kinase inhibitor
(TKI) therapy in real-world conditions remains unclear. Therefore,
we investigated the changes in renal function induced by first-line
TKI therapy, focusing on SU and SO, for mRCC.

Patients and methods

Between January 2007 and June 2016, 242 patients received first-line
SU (n = 123) and SO (n = 119) therapy for mRCC at our department.
Several patients were excluded because they had received prior treat-
ments with cytokines (n = 35), underwent hemodialysis or kidney
transplant (n = 32), or the administration period was too short (n =
15). From the remaining 160 patients, 26 patients with missing
detailed data were also excluded. Finally, 134 patients (SU: n = 91 and
SO: n = 43) were included in this analysis (Fig. 1).

All study procedures were approved by the Institutional Review
Board of Tokyo Women’s Medical University (ID: 4297), and were
in accordance with the Declaration of Helsinki.

Study design

The aim of this study was to evaluate the changes in renal function
during first-line SU and SO therapy, and to identify predictive factors
for the deterioration of renal function. The change in estimated glom-
erular filtration rate (ΔeGFR) was calculated as [(eGFR at each time
point – pre-treatment eGFR)/pre-treatment eGFR] × 100. ΔeGFR was
compared between patients that received SU and SO in the 134
included patients. Of these 134 patients, 38 patients were without pre-
treatment CKD, and 96 patients received pre-treatment CKD.
Moreover, ΔeGFR ≤ −10% was compared between patients who
received SU and SO at various time points, respectively (3, 6, 9 and 12

months after therapy initiation). Finally, we investigated the predictive
factors for ΔeGFR ≤ −10% at 6 months after therapy initiation.

Renal function

Renal function was assessed using eGFR, which was calculated
using the Modification of Diet in Renal Disease equation that was
recently modified for Japanese patients and is regulated by The
Japanese Society of Nephrology (10):

eGFR 194 serum creatinine age 0.739 if female ,1.094 0.287= × × × ( )

where eGFR is measured in ml/min/1.73m2, serum creatinine is in
mg/dl, and age in years.

Protocol for sunitinib and sorafenib therapy

Our protocol for SU and SO therapy has been described previously
(11–13).

For the SU regimen, we treated our patients with mRCC using a
4-week-on/2-week-off or a 2-week-on/1-week-off schedule. SU therapy
was initiated at a dose of 50mg/d, and was modified according to the
following three patient factors: (I) age >65 y, (II) serum creatinine levels
>2mg/dl and (III) body weight <50 kg. If one of these three factors
was noted, the initial dose was reduced to 37.5mg. If two factors were
noted, the initial dose was reduced to 25mg. The minimum initial dose
was 25mg, even if all three factors were noted. The dose was subse-
quently increased by 12.5mg based on the patient’s tolerance; how-
ever, the dose never exceeded 50mg. In the SO regimen, 200mg of SO
was orally administered twice daily and was increased up to 800mg
within 2–4 weeks in an effort to reduce adverse event development typ-
ically associated with a continuous dosing schedule. In these regimens,
the drugs were administered until disease progression was observed, or
intolerable adverse events developed.

Relative dose intensity

For SU, relative dose intensity (RDI) was determined after 6 months
(i.e. four cycles of SU) as the ratio of the cumulative dose received
during the cycle to 1400mg. For SO, RDI was defined as dose inten-
sity divided by the dose prescribed for the duration of the study ther-
apy (800mg × the number of days the patient received treatment).

Patient survival

To evaluate oncologic outcomes according to first-line therapy,
progression-free survival (PFS) and overall survival (OS) after ther-
apy initiation were analyzed. PFS and OS were defined as the time
from therapy initiation to the date of progression, and the date to
death from any cause, respectively.

Statistical analysis

Continuous variables were analyzed using the Mann–Whitney U-
test, and categorical variables were analyzed using the χ2 test.
ΔeGFR during therapy was compared between SU and SO users
using a mixed-effects model for repeated measures data for two or
greater. Multivariate logistic regression analysis was used to identify
predictors for the deterioration of renal function. Patient survival
was calculated using the Kaplan–Meier method and compared using
the log-rank test. Risk was expressed as odds ratios (ORs) and 95%
confidence intervals (CIs). All analyses were performed using JMP

®

13 (SAS Institute Inc., Cary, NC, USA), and P values <0.05 were
considered statistically significant.Figure 1. Study design.
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Results

Patient background

Table 1 shows the patients’ characteristics. Older age (P = 0.0436)
and poorer risk (P = 0.0399) according to the Memorial Sloan
Kettering Cancer Center (MSKCC) criteria were observed in patients
that received SU compared with those that received SO. There were
no differences in other factors including sex, prior nephrectomy sta-
tus, pathology, pre-treatment eGFR level, CKD status, urine protein
status, diabetes mellitus or hypertension status, and duration of
treatment or follow-up period (all P > 0.05).

Change in renal function with sunitinib vs. sorafenib

Figure 2 shows the comparison of ΔeGFR between SU and SO users
over the 24 months after therapy initiation in all 134 patients. The
mean ΔeGFR was negatively greater in SU users, compared with
that in SO users (P < 0.0001). Similar findings were observed in the
patients without pre-treatment CKD (P < 0.0001, Fig. 3) and those
with pre-treatment CKD (P = 0.0009, Fig. 4). According to the
CKD stage, there was no significant difference in ΔeGFR between
SU and SO users in the CKD 3a subgroup (n = 47, P = 0.100), as
shown in Supplementary Fig. 1, whereas ΔeGFR was negatively
greater in SU users, compared with SO users in the CKD 3b sub-
group (n = 39, P = 0.0202), as shown in Supplementary Fig. 2.

Deterioration of renal function with sunitinib vs.

sorafenib

Figure 5 shows the comparison of ΔeGFR ≤ −10% between patients
who received SU and those who received SO. Frequency of ΔeGFR ≤
−10% was significantly greater in patients that received SU, compared
with those that received SO at 3 months (32.5% vs. 10.8%, P =
0.0121) and 6 months (50.0% vs. 13.8%, P = 0.0009), respectively.

Predictors for deterioration of renal function

Table 2 shows the multiple logistic regression analysis for independ-
ent predictors for ΔeGFR ≤ −10% at 6 months after therapy initi-
ation in a cohort of 92 patients who received therapy for 6 months.
Overall, 36 patients (39.1%) had ΔeGFR ≤ −10%. Multivariate
analysis revealed that first-line SU therapy (ORs 14.0, P = 0.0016)
and pre-treatment hypertension (ORs 4.65, P = 0.0073) were inde-
pendent predictors after adjusting for other factors including age,
sex, RDI at 6 months, baseline serum eGFR level and pre-treatment
diabetes mellitus status.

Patient survival with sunitinib vs. sorafenib

During the follow-up period, disease progression (i.e. PFS) and
death from any cause (i.e. OS) were observed in 96 (71.6%) and 78
(58.2%) patients, respectively (Table 1). Figure 6 shows that there

Table 1. Patient background

Variable Sunitinib Sorafenib P
N = 91 N = 43

Sex 0.417
Male (ref. female) 66 (72.5%) 34 (79.1%)

Age, years 65.0 (60.0–71.0) 68.0 (63.0–74.0) 0.0436
Prior nephrectomy 0.903
With (ref. without) 79 (86.8%) 37 (86.1%)
Pathology 0.746
CCC 68 (74.7%) 31 (72.1%)
Non-CCC 23 (25.3%) 12 (27.9%)
CCC with spindle 7 (7.69%) 1 (2.33%)
Papillary renal cell carcinoma type 2 7 (7.69%) 4 (9.30%)
Others 4 (4.40%) 1 (2.33%)
Unknown 5 (5.49%) 6 (14.0%)

MSKCC 0.0399
Favorable 15 (16.5%) 6 (14.0%)
Intermediate 60 (65.9%) 36 (83.7%)
Poor 16 (17.6%) 1 (2.33%)

eGFR at treatment initiation, ml/min/1.73m2 49.4 (37.9–61.3) 51.7 (41.6–66.7) 0.0758
CKD at treatment initiation 0.741
With 66 (72.5%) 30 (69.8%)
Grade 3/4/5 59 (64.8%) /6 (6.59%)/1 (1.10%) 27 (62.8%)/2 (4.65%)/1 (2.33%)
Without 25 (27.5%) 13 (30.2%)

Urine protein at treatment initiation 0.347
With (ref. without) 26 (28.6%) 9 (20.9%)

Diabetes mellitus 0.639
With (ref. without) 14 (15.4%) 8 (18.6%)

Hypertension 0.800
With (ref. without) 36 (39.6%) 18 (41.9%)

Duration of treatment, months 9.17 (5.16–18.8) 7.69 (3.91–18.6) 0.678
Disease progression 63 (69.2%) 33 (76.7%) 0.368
Death from any cause 54 (59.3%) 24 (55.8%) 0.699
Duration of follow-up, months 19.7 (9.76–31.5) 15.5 (10.9–31.4) 0.834

Data are presented as frequency (percentage) or median (interquartile range), unless otherwise noted.
CCC; clear-cell carcinoma; MSKCC; Memorial Sloan Kettering Cancer Center; eGFR; estimated glomerular filtration rate; CKD; chronic kidney disease.
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was no significant difference in PFS nor OS between patients who
received SU and SO (median PFS: 10.6 vs. 11.6 months, P = 0.478;
OS: 24.4 vs. 22.8 months, P = 0.938). Additionally, similar findings
were observed in the 92 patients who received therapy for 6 months
(PFS: 14.7 vs. 15.7 months, P = 0.231; OS: 33.7 vs. 37.6 months,
P = 0.449) (Supplement Fig. 3).

Discussion

SU and SO have similar mechanisms of anti-carcinogenesis via
VEGFR-TKI, and the pharmacokinetics and pharmacodynamics are
also quite similar. Nevertheless, the present study revealed that SU
had a larger negative impact on renal function, compared with SO

during first-line TKI therapy for mRCC. Moreover, the deterior-
ation patterns were different between these two therapies; SU caused
a deterioration of renal function soon after therapy initiation and
the deterioration occurred regardless of pre-treatment renal function
(Figs 2–4). Meanwhile, SO did not have a negative effect on renal
function for approximately the first 9 months after therapy initi-
ation, and thereafter, renal dysfunction developed, especially in
patients with pre-treatment CKD (Figs 2 and 4). In addition, renal
function was not deteriorated by SO in patients without pre-
treatment CKD (Fig. 3). Finally, multivariate analysis showed that
SU usage was an independent predictor for renal dysfunction during
first-line therapy for mRCC. To the best of our knowledge, this is
the first study to demonstrate that SU has a larger negative impact
on sequential renal function than SO.

Figure 2. ΔeGFR by sunitinib and sorafenib therapy in 134 patients. Mean ΔeGFR was negatively greater in sunitinib users compared with that in sorafenib users

throughout the study (P < 0.0001). Error bars indicate standard deviation. P value was obtained using a mixed model test of trend profile. ΔeGFR, change in esti-

mated glomerular filtration rate.

Figure 3. ΔeGFR by sunitinib and sorafenib therapy in 38 patients without pre-treatment chronic kidney disease. Mean ΔeGFR was negatively greater in sunitinib

users compared with that in sorafenib users throughout the study (P < 0.0001).
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SU-induced renal dysfunction has been reported in previous stud-
ies. Motzer et al. reported that 66/375 (17.6%) patients experienced
all-grade creatinine increase during SU therapy for mRCC (1), and
Zhu et al. reported in a meta-analysis that the incidence of all-grade
creatinine increase was 65.6% in patients that received SU therapy
(14). We have previously reported that SU therapy was associated
with deceased eGFR; the median relative change in eGFR from base-
line to the nadir was −21% (9). Meanwhile, Miyake et al. reported
no change in renal function during first-line targeted therapy (15).
The differences in findings might be caused by different study designs,
as several types of agents were analyzed together. Unlike SU, studies
evaluating SO’s impact on renal function are limited. SO is considered
a safer targeted agent for tolerability (16–18). In this context, we
found that the toxicity of SO on renal function was milder, compared
with that of SU, especially in patients without CKD (Fig. 3).

Interestingly, among patients with pre-treatment CKD, the magnitude
of ΔeGFR difference between the two drugs was higher in the CKD
3b subgroup compared with the CKD 3a subgroup that was caused
by severer deterioration of renal function from SU therapy in the
CKD 3b subgroup (Supplementary Figs 1 and 2). Thus, even though
impairment of renal function was observed during SU therapy regard-
less of pre-treatment CKD status, patients with severe renal insuffi-
ciency might need to be more carefully monitored during SU therapy.
Moreover, the magnitude of ΔeGFR induced by SU was higher in
patients without pre-treatment CKD compared with those with CKD
3a (Fig. 3 and Supplementary Fig. 1). This finding was consist with a
previous study by Khan et al. who suggested that a stronger decline
of creatinine clearance was observed in patients with de novo renal
insufficiency (i.e. without baseline CKD) compared with those with
baseline renal insufficiency during SU or SO therapy (19).

Figure 4. ΔeGFR by sunitinib and sorafenib therapy in 96 patients with pre-treatment chronic kidney disease. Mean ΔeGFR was negatively greater in sunitinib

users compared with that in sorafenib users throughout the study (P = 0.0009).

Figure 5. Renal function deterioration with sunitinib vs. sorafenib therapy.

The number of patients with ΔeGFR ≤ −10% was significantly higher in suni-

tinib users compared with that in sorafenib users at 3 and 6 months after

therapy initiation (3m: 32.5% vs. 10.8% P = 0.0121; 6m: 50.0% vs. 13.8% P =

0.0009). The number of sunitinib users evaluated after 3, 6, 9 and 12 months

was 27, 31, 24 and 25, respectively, and the number of sorafenib users was

13, 19, 18 and 16, respectively.

NS, not significant.

Table 2. Multivariate logistic regression analysis for the predictors

of ΔeGFR ≤ −10% at 6 months after first-line therapy in a cohort of

92 patients who received first-line therapy for 6 months

Variable Multivariate
ORs (95% CI)

P

*Age 0.98 (0.92–1.04) 0.480
Sex 0.788
Male (ref. female) 1.19 (0.34–4.17)

Therapy 0.0016
Sunitinib (ref.sorafenib) 14.0 (2.72–72.5)

*RDI during 6 months 0.98 (0.94–1.02) 0.317
*Baseline serum eGFR level 1.03 (0.99–1.06) 0.150
Diabetes mellitus 0.0712
With (ref. without) 4.00 (0.89–18.1)
Hypertension 0.0073
With (ref. without) 4.65 (1.51–14.3)

*Continuous variable.
ORs, odds ratio; CI, confidence interval; RDI, relative dose intensity;

eGFR, estimated glomerular filtration rate.
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Fukuda et al. reported that patients treated for a long time
tended to have greater eGFR deterioration (9). In another study,
there was a significant association between the deterioration of renal
function and treatment duration (15). Thus, as the analysis targeting
renal function could be affected by treatment duration, we evaluated
the value of renal dysfunction at a fixed time-point (i.e. at 6 months
after therapy initiation). Moreover, since we believed that not only
duration but also intensity of therapy could influence renal function,
RDI was incorporated into the multivariate analysis (Table 2).
Consequently, SU usage was an independent factor after exclusion
of possible bias induced by these confounders.

Although renal function has been suggested as an ‘on-target’
adverse event induced by TKI in several studies, the evidence
remains unclear (9,20). Previously, we reported that renal dysfunc-
tion induced by SU had an association with better prognosis (9).
Another study indicated that presence of proteinuria, and not renal
insufficiency, was correlated with poorer PFS (20). In this context,
our analysis did not show that oncologic outcome was associated
with differences of deterioration of renal function between SU and
SO (Fig. 6 and Supplement Fig. 3).

It is difficult to adequately explain the different findings for these
two VEGFR-TKI drugs. The loss of VEGF function through pharma-
cologic inhibition is associated with damage to glomerular endothelial
cells and podocytes. Additionally, anti-VEGF treatment leads to vaso-
constriction via decreased nitrogen monoxide and prostaglandin I2
production, resulting in decreased blood flow in the glomeruli (7,21).
SU and SO target a number of kinases, such as VEGFRs or platelet-
derived growth factor receptors; they are not selective. Although these
two drugs have similar pharmacokinetics/pharmacodynamics charac-
teristics, including mechanism of action, metabolism and elimination
(22), SU inhibits a wider range of tyrosine kinases (23,24). Thus, SU
might have a potentially stronger influence on the deterioration of
renal function; however, this is merely speculation.

Our study is limited by its retrospective design and a small number
of patients. Patients with poor performance status or other patient-
related backgrounds could influence the physician’s treatment plan;
thus, unmeasured or immeasurable confounders might have affected
our findings. Therefore, our findings should be confirmed in a larger
prospective randomized controlled trial. Additionally, as shown in
Table 1, patients that received SO were older, and had a trend towards
better baseline renal function, which may have affected the results.
Though possible confounders were adjusted through multivariate ana-
lyses, patient background should be matched in further studies.

In conclusion, SU and SO can deteriorate renal function during
first-line therapy for mRCC; however, the magnitude of deterior-
ation was higher in SU users. Renal dysfunction was observed,
regardless of pre-treatment renal function in SU users, whereas renal
function was not significantly deteriorated by SO, especially in
patients without pre-treatment CKD. Consequently, renal function
should be monitored during SU therapy, as well as in patients with
pre-treatment CKD during SO therapy. We believe that these find-
ings will be helpful for decisions on treatment strategies for first-line
VEGFR-TKI therapy for mRCC.

Supplementary data

Supplementary data are available at Japanese Journal of Clinical
Oncology online.

Acknowledgments

The authors thank Editage for English language editing, and Nobuko Hata
for secretarial work.

Funding

None.

Conflict of interest statement

Tsunenori Kondo received honoraria from Pfizer, Bayer and
Novartis. All other authors have no conflicts of interest to declare.

References

1. Motzer RJ, Hutson TE, Tomczak P, et al. Sunitinib versus interferon alfa
in metastatic renal-cell carcinoma. N Engl J Med 2007;356:115–24.

2. Mendel DB, Laird AD, Xin X, et al. In vivo antitumor activity of
SU11248, a novel tyrosine kinase inhibitor targeting vascular endothelial
growth factor and platelet-derived growth factor receptors: determination
of a pharmacokinetic/pharmacodynamic relationship. Clin Cancer Res

2003;9:327–37.
3. Escudier B, Eisen T, Stadler WM, et al. Sorafenib in advanced clear-cell

renal-cell carcinoma. N Engl J Med 2007;356:125–34.
4. Wilhelm SM, Carter C, Tang L, et al. BAY 43-9006 exhibits broad spec-

trum oral antitumor activity and targets the RAF/MEK/ERK pathway and

Figure 6. Progression-free and overall survival according to sunitinib and sorafenib therapy. There was no significant difference in progression-free or overall

survival between patients who received sunitinib and those who received sorafenib (median progression-free survival: 10.6 vs. 11.6 months, P = 0.478; overall

survival: 24.4 vs. 22.8 months, P = 0.938).

6 Renal function during tyrosine kinase inhibitor therapy for metastatic renal cell carcinoma

Downloaded from https://academic.oup.com/jjco/advance-article-abstract/doi/10.1093/jjco/hyx161/4621352
by Tokyo Womens Medical University user
on 28 November 2017



receptor tyrosine kinases involved in tumor progression and angiogenesis.
Cancer Res 2004;64:7099–109.

5. Figlin R, Sternberg C, Wood CG. Novel agents and approaches for
advanced renal cell carcinoma. J Urol 2012;188:707–15.

6. Eremina V, Jefferson JA, Kowalewska J, et al. VEGF inhibition and renal
thrombotic microangiopathy. N Engl J Med 2008;358:1129–36.

7. Hayman SR, Leung N, Grande JP, Garovic VD. VEGF inhibition, hyper-
tension, and renal toxicity. Curr Oncol Rep 2012;14:285–94.

8. Kappers MH, van Esch JH, Sleijfer S, Danser AH, van den Meiracker
AH. Cardiovascular and renal toxicity during angiogenesis inhibition:
clinical and mechanistic aspects. J Hypertens 2009;27:2297–309.

9. Fukuda H, Kondo T, Iida S, Takagi T, Tanabe K. Treatment-related deterior-
ation of renal function is associated with the antitumor efficacy of sunitinib in
patients with metastatic renal cell carcinoma. Urol Oncol 2016;34:338.e1–9.

10. Matsuo S, Imai E, Horio M, et al. Revised equations for estimated GFR
from serum creatinine in Japan. Am J Kidney Dis 2009;53:982–92.

11. Kondo T, Takagi T, Kobayashi H, et al. Superior tolerability of altered dos-
ing schedule of sunitinib with 2-weeks-on and 1-week-off in patients with
metastatic renal cell carcinoma—comparison to standard dosing schedule of
4-weeks-on and 2-weeks-off. Jpn J Clin Oncol 2014;44:270–7.

12. Ishihara H, Kondo T, Yoshida K, et al. Time to progression after first-line
tyrosine kinase inhibitor predicts survival in patients with metastatic renal
cell carcinoma receiving second-line molecular-targeted therapy. Urol
Oncol 2017;35:542.e1–e9.

13. Ishihara H, Kondo T, Omae K, et al. Sarcopenia and the Modified
Glasgow Prognostic Score are significant predictors of survival among
patients with metastatic renal cell carcinoma who are receiving first-line
sunitinib treatment. Target Oncol 2016;11:605–17.

14. Zhu X, Stergiopoulos K, Wu S. Risk of hypertension and renal dysfunc-
tion with an angiogenesis inhibitor sunitinib: systematic review and meta-
analysis. Acta Oncol 2009;48:9–17.

15. Miyake H, Muramaki M, Imai S, Harada K, Fujisawa M. Changes in
renal function of patients with metastatic renal cell carcinoma during
treatment with molecular-targeted agents. Target Oncol 2016;11:
329–35.

16. Procopio G, Bellmunt J, Dutcher J, et al. Sorafenib tolerability in elderly
patients with advanced renal cell carcinoma: results from a large pooled
analysis. Br J Cancer 2013;108:311–8.

17. Hutson TE, Bellmunt J, Porta C, et al. Long-term safety of sorafe-
nib in advanced renal cell carcinoma: follow-up of patients from
phase III TARGET. Eur J Cancer (Oxford, England: 1990) 2010;
46:2432–40.

18. Bhojani N, Jeldres C, Patard JJ, et al. Toxicities associated with the
administration of sorafenib, sunitinib, and temsirolimus and their man-
agement in patients with metastatic renal cell carcinoma. Eur Urol 2008;
53:917–30.

19. Khan G, Golshayan A, Elson P, et al. Sunitinib and sorafenib in metastatic
renal cell carcinoma patients with renal insufficiency. Ann Oncol 2010;
21:1618–22.

20. Baek SH, Kim H, Lee J, et al. Renal adverse effects of sunitinib and its
clinical significance: a single-center experience in Korea. Korean J Intern
Med 2014;29:40–8.

21. Semeniuk-Wojtas A, Lubas A, Stec R, Szczylik C, Niemczyk S. Influence
of tyrosine kinase inhibitors on hypertension and nephrotoxicity in meta-
static renal cell cancer patients. Int J Mol Sci 2016;17:E2073.

22. Kim A, Balis FM, Widemann BC. Sorafenib and sunitinib. Oncologist
2009;14:800–5.

23. Karaman MW, Herrgard S, Treiber DK, et al. A quantitative analysis of
kinase inhibitor selectivity. Nat Biotechnol 2008;26:127–32.

24. Buchler T, Klapka R, Melichar B, et al. Sunitinib followed by sorafenib or
vice versa for metastatic renal cell carcinoma—data from the Czech regis-
try. Ann Oncol 2012;23:395–401.

Jpn J Clin Oncol, 2017 7

Downloaded from https://academic.oup.com/jjco/advance-article-abstract/doi/10.1093/jjco/hyx161/4621352
by Tokyo Womens Medical University user
on 28 November 2017


