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Summary

Reduced kidney function (or kidney dysfunction) is commonly an exclusion criterion for randomised controlled trials
(RCTs) in cancer. Consequently, high quality evidence for anticancer drug dosing in reduced kidney function is
limited and no internationally agreed guidelines exist to inform prescribing decisions in this population. A meth-
odology for guideline development was applied which did not require availability of RCT's but used critical appraisal
of existing observational literature and group consensus. An international multidisciplinary working group (n = 38)
established consensus recommendations in two parts to form the International Consensus Guideline on Anticancer
Drug Dosing in Kidney Dysfunction (ADDIKD). The approach enabled virtual participation worldwide. In Part 1 we
developed a standardised approach for assessment and classification of kidney function in patients with cancer using
global nephrology standards and working group expertise. Part 2 involved a comprehensive literature search of 59
anticancer drugs followed by a critical appraisal of the evidence certainty through the Grading of Recommendations
Assessment, Development and Evaluation (GRADE) process and development of dosing recommendations in
reduced kidney function. Key external stakeholders (n = 9) invited expert contributors (n = 25), and the working group
participated in virtual interactive workshops to vote on the acceptability of these recommendations. The participants
were provided with evaluation of the literature, and they engaged in several rounds of virtual discussion (involving
robustness of the evidence behind recommendations and their real-world application) and anonymous consensus
voting. Adapting the ADDIKD guideline development process to a virtual format enabled engagement with a very
broad base of specialised international experts especially during the global pandemic. Combining GRADE meth-
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Review

odology with consensus-building approaches was an effective method of producing recommendations (in an area
lacking RCTs) by merging critical review of the literature with expert opinion and clinical practice.

Funding Development of the ADDIKD guideline is funded by the Cancer Institute NSW as part of the NSW Gov-
ernment and received no funding from external commercial sources.

Copyright © 2025 The Authors. Published by Elsevier Lid. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Research in context

Evidence before this study

The evidence base for dose adjustments of anticancer
medications in reduced kidney function is limited, often
relying on empirical dose modifications based on clinical
experience.

Added value of this study

The development of the International Consensus Guideline on
Anticancer Drug Dosing in Kidney Dysfunction (ADDIKD) used
a combination of online consensus-building techniques and

gold-standard evidence evaluation. This approach facilitated

agreement in areas lacking high-level evidence by focusing on

Introduction

Reduced kidney function (or kidney dysfunction) is
common in patients with cancer.”" The kidneys are the
predominant elimination pathway for many anticancer
drugs, and nephrotoxic anticancer drugs are integral to
many treatment regimens. Recent decades have seen a
rapid introduction of new medications. Unfortunately,
the evidence base for dose adjustments in reduced
kidney function is very limited. Firstly, most clinical
trials base their drug dose adjustments on outdated or
theoretical data.' Secondly, these trials often exclude
patients with reduced kidney function from participa-
tion."” Therefore, in present day practice, dose-
adjustment of anticancer drugs continues to rely on
clinical experience, at times drawing on data from case
reports or small cohort studies.' Further limitations is
that dosing recommendations'*'* are based on kidney
function estimations (i.e., Cockcroft-Gault equation)
developed from creatinine prior to the global stand-
ardisation of the creatinine assay,””*' and lack consis-
tency with the globally accepted kidney function
classifications by Kidney Disease Improving Global
Outcomes (KDIGO).”>”

Grading of Recommendations, Development and
Evaluation (GRADE),* is the method of assessment of
the certainty of evidence and recommendation devel-
opment preferred by the Cochrane Collaboration,”
National Institute for Health and Care Excellence,”
National Health and Medical Research Council Guide-
lines for Guidelines Handbook,” and World Health

two main aspects: standardizing kidney function assessment
and providing dosing recommendations. The process clarified
how consensus was reached and incorporated a wide range of
opinions, leading to international standardization in the
complex field of anticancer drug dosing for patients with
reduced kidney function.

Implications of all the available evidence

The novel, multistep process used to develop ADDIKD
provides a template for developing guidelines in settings
where there is limited high-level evidence.

Organisation’s Handbook for Guideline Development.”
However, guideline developers have experienced
problems with GRADE especially when evaluating non-
randomised controlled trials (RCTs) that result in ‘low’
levels of evidence certainty, and where the interventions
are complex.”*

For these reasons, previous attempts at providing
guidance in anticancer drug dosing in reduced kidney
function have eschewed approaches like GRADE,
relying on pharmacokinetic studies (without linkage to
pharmacodynamic outcomes) or small case studies.'”**
These approaches have not taken into account real-life
clinical experience, creating the challenge of filling the
gaps in published evidence with expert opinion instead.
Hybridisation of various consensus building techniques
(such as Delphi method,”** RAND/UCLA Appropri-
ateness Methodology (RAM),” Nominal Group Tech-
nique’**°) using real-life experience and robust review of
RCTs have successfully been used to build clinical
guidelines,** in other topics within medicine, and may
be applicable to our current challenge.**

Cancer Institute NSW’s web-based government
program, eviQ (www.eviq.org), being the leading pro-
vider of point of care information for cancer health
professionals in Australia and widely used internation-
ally (202 countries),” was ideally placed to initiate the
development of and host the finalised International
Consensus Guideline on Anticancer Drug Dosing in
Kidney Dysfunction (ADDIKD).* Here we describe a
novel hybrid methodology to combine evidence and
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consensus-based recommendations provided within
ADDIKD.

Guideline development process
A flow chart of the process for development of ADDIKD
is presented in Fig. 1.

Participants

Content development working group

An expert international multidisciplinary working group
was established from Australia, New Zealand, Europe,
and North America and included oncologists (n = 9),
haematologists (n = 3), nephrologists (n = 4), clinical
pharmacologists (n = 4), cancer pharmacists (n = 12),
renal pharmacists (n = 3) and a nephrology guideline
development expert (n = 1) through recognised expertise
in their area of practice and interest in the topic. These
individuals were invited to participate, ensuring a
heterogenous mix of countries, clinical specialities and
regional/metropolitan location of practice was repre-
sented. Members provided independent, expert review
of ADDIKD recommendations as they were developed
and participated in various iterations of consensus
building (including voting). A Chair and Deputy Chair
were appointed from the working group to provide
additional strategic leadership. A consumer representa-
tive was invited to participate in reviewing of guideline
content, ensuring ADDIKD  recommendations
adequately considered the patient’s perspective (See
Supplementary Material 1 for full list of ADDIKD
participants).

Methodology development working group

Two expert guideline development methodologists
independently appraised the guideline development
methodology and assisted the Guideline Development
Team in understanding how to implement the meth-
odology processes.

Invited expert contributors

Key clinicians with expert knowledge (nephrology, n = 4;
clinical pharmacology, n = 1; haematology, n = 9;
oncology, n = 4; cancer pharmacy, n = 3; kidney health
pharmacy, n = 1; clinical pathology, n = 1) were invited
to provide additional guidance and participate in
consensus building during specific recommendation
development workshops because of their expertise and/
research in certain areas of clinical practice and/or
particular anticancer drugs. These individuals were not
involved in initial evidence judgement or the final
rounds of working group consensus voting.

Key external stakeholders

Representatives from professional groups of cancer care
(e.g., Clinical Oncology Society of Australia, Haematol-
ogy Society of Australia, Medical Oncology Group of

Australia, International Society of Oncology Pharmacy
Practitioners), nephrology (e.g., KDIGO, Renal
Cochrane Group, Kidney Health Australia, Australian
and New Zealand Society of Nephrology), clinical
pharmacology and pharmacy (Australasian Society of
Clinical and Experimental Pharmacologists and Toxi-
cologists, Advanced Pharmacy Australia), geriatric
medicine (e.g., International Society of Geriatric
Oncology), academia (e.g., Therapeutic Guidelines),
government (e.g., Therapeutic Goods Administration),
and the pharmaceutical industry were invited to partic-
ipate in a national consensus workshop (see
Supplementary Material 1 for full participant represen-
tation from external stakeholder groups).

Guideline development team
Four eviQ pharmacists coordinated and undertook the
various components of the guideline development and
drafted and edited the guideline content. An indepen-
dent third-party moderator was utilised to host the
workshops and panel discussions.

All participants declared any potential conflict of
interests.

Part 1—assessment and classification of kidney
function in patients with cancer and its application
to drug dosing

Panel discussion—development of preliminary
recommendations

Based on KDIGO recommendations®” and critical
appraisal of the literature, 26 panel discussion partici-
pants (selected members of Content Development Work-
ing Group, along with Invited Expert Contributors in
nephrology, pharmacometrics, clinical pharmacology,
and clinical pathology), discussed proposed recom-
mendations for:

1. A standardised approach to assessing kidney func-
tion in patients with cancer

2. The application of this standardised approach to
anticancer drug dosing

3. Using KDIGO’s Chronic Kidney Disease cate-
gories?” to guide anticancer drug dosing and
monitoring in reduced kidney function

Real-time electronic voting during the 90-min
online panel discussion (in November 2020) high-
lighted the need for further refinement or elaboration
of recommendations by the Guideline Development
Team. Using Nominal Group Technique for consensus
building,’*** the panel discussion identified that
although participants agreed standardisation was
important, cancer clinicians and pharmacists were
generally unfamiliar with the application of assessing
and classifying kidney function using estimated
glomerular filtration rate (eGFR), unlike their
nephrology counterparts.
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Fig. 1: Summary of ADDIKD guideline development.
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National workshop

Following the initial revision of the key recommenda-
tions, a virtual workshop was conducted over several
hours, inviting Key External Stakeholders, Invited Expert
Contributors, and the Content Development Working
Group with the objective of attaining wider agreement
on these refined recommendations on kidney function
assessment and classification by using principles of the
Nominal Group Technique.’®* The initial plan for a
face-to-face workshop was adapted to an online format
to accommodate the emergence of COVID-19 pandemic
restrictions in December 2020.

Highlighted in the preliminary panel discussion,
cancer clinicians and pharmacists were less experienced
with using the automatically reported eGFR derived
from Chronic Kidney Disease—Epidemiology Collabo-
ration equation (eGFRckp.gpr),” and therefore more
reluctant to accept this as the standardised approach to
guide drug dosing. To improve the understanding
around using eGFRckp.gp; to assess and classify kidney
function, the consensus workshop, hosted by an expe-
rienced external facilitator, was designed to guide par-
ticipants through the three key recommendations. The
workshop engaged selected experts from nephrology,
clinical pharmacology, and cancer medicine to provide
interactive education at strategic points. Participants
were encouraged to discuss their apprehension and
obstacles in adopting the recommendations, which
allowed the nephrology and clinical pharmacology
experts to educate and respond to questions about
eGFRckp.gp1- Based on Delphi consensus technique,**
anonymous real-time voting on the acceptance of the
key recommendations was conducted pre- and post-
education. Post-education voting resulted in >95%
consensus, demonstrating the success of peer-led
academic detailing within the workshop.

Participant feedback allowed further refinement of
key recommendations incorporating principles of the
RAM approach.”” The acceptance of the key recom-
mendations underpinned the foundational blocks of
ADDIKD and the concurrent progression of Part 2.

Part 2—anticancer drug dosing in reduced kidney
function

Defining the clinical questions

The key clinical questions and the drugs to be addressed
in Part 2 were prioritised by the Content Development
Working Group and the Guideline Development Team.
Three questions were formulated according to the PI/ECO
(Patient/Problem, Intervention/Exposure, Comparison or
Control, Outcome) approach® to aid in the development of
specific recommendations:

1. Should elimination by the kidney versus no elimi-
nation by the kidney be used to direct dosing of this
anticancer drug? This question was answered in the
affirmative for drugs with >30% elimination by the

kidney, or where the drug had nephrotoxic potential
and/or altered pharmacokinetics/pharmacody-
namics in reduced kidney function.

2. Should the KDIGO Chronic Kidney Disease cate-
gories be used in the dose adjustment of this anti-
cancer drug in reduced kidney function?

3. Should full dose versus reduced dose of this anti-
cancer drug be used in patients with reduced kidney
function?

See Supplementary Material 2 for details on each
PI/ECO question.

Identifying evidence

The key clinical questions provided the strategy for a
comprehensive literature search using PubMed,
Cochrane Library and EMBASE databases, along with a
grey literature search and investigation of registered
drug product information (Australian, North American,
and European) for 59 anticancer drugs (Supplementary
Material 3 [literature search strategy]). The searches
were limited to studies in humans, with laboratory and
animal studies excluded. Identified records were
screened for eligibility and assessed against the defined
clinical questions by two independent reviewers within
the Guideline Development Team (Fig. 2).

Judgement about the certainty of the evidence

The GRADE approach was used to critically appraise the
certainty and strength of evidence from the identified
literature.”* Evidence profiles for each anticancer drug
per clinical question were constructed assessing the
certainty of evidence of the included studies
(Supplementary Material 4) using the GRADEpro
Guideline Development Tool.***” Where the first clinical
question was answered in the negative (i.e., not > 30%
of the drug is eliminated by the kidney, no nephrotoxic
potential and/or altered pharmacokinetics/pharmaco-
dynamics in reduced kidney function), the remaining
clinical questions did not require evidence profiles.
Thirty-three anticancer drugs required assessment
against all three clinical questions, whilst 26 did not
proceed beyond the first clinical question.

A final review of 1616 published articles and 177
registered product information monographs enabled
125 GRADE evidence profiles to be developed by the
Guideline Development Team, addressing the clinical
questions for the 59 anticancer drugs. These profiles
were independently reviewed by two members of the
Guideline Development Team.

Formulation of recommendations

Evidence-to-decision framework. At least two members
of the Content Development Working Group (including at
least one with clinical experience with the specific
anticancer drug) independently reviewed evidence pro-
files and summary of findings tables relevant to the
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8746 records identified 500 records identified 177 product information
through Medline, EMBASE through grey literature records identified
& Cochrane
\
9423 records screened for
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N\

6392 records excluded
during screening
y

3031 records included for

abstract review

1238 records excluded

during abstract review

(including removal of
v duplicates)

1793 records included for
GRADE process

Fig. 2: PRISMA diagram of studies included from the literature search.

clinical questions for each anticancer drug before
providing their guidance on the formation of draft
recommendations according to the evidence-to-decision
framework in the GRADEpro Guideline Development
Tool (Supplementary Material 5).2#%

As this subject area contained many small observa-
tional studies (lower certainty of the evidence) rather
than RCTs (higher certainty of the evidence), the
GRADE approach categorised the certainty of evidence
to be low in most circumstances (Table 1). The certainty
of the evidence for observational studies may be rated
up to moderate to high if there is a large effect, dose—
response relationship evident, or all plausible con-
founding have been adjusted for.” When no studies
existed, this was reflected in the certainty of the evidence
for the recommendation.

Certainty Definition

High This research provides a very good indication of the likely effect. The likelihood that the
effect will be substantially different is low.

Moderate  This research provides a good indication of the likely effect. The likelihood that the effect
will be substantially different is moderate.

Low This research provides some indication of the likely effect, however, the likelihood that it
will be substantially different (a large enough difference that it might have an effect on a
decision) is high.

Very low  This research does not provide a reliable indication of the likely effect. The likelihood that
the effect will be substantially different (a large enough difference that it might have an
effect on a decision) is very high.

Table 1: Levels of evidence certainty.”

Results from the evidence-to-decision framework
guided the Guideline Development Team in the drafting
recommendations based on the clinical question ana-
lysed for individual anticancer drugs. A total of 125 in-
dividual recommendations were drafted—59 addressing
Clinical Question 1 (supporting the development of
Recommendation 1 for each drug), and the remaining
66 for Clinical Questions 2 and 3 (supporting the
development of Recommendations 2 and 3 for 33 drugs).

Panel discussions.  Between December 2020-July 2021
individual anticancer drugs were presented across nine,
online, 90 min facilitated panel discussions (involving
selected members from the Content Development Work-
ing Group and Invited Expert Contributors), where draft
recommendations were reviewed, discussed, and
refined for clinical practicality based on the Nominal
Group Technique.***

Panellists were provided with GRADE profiles, initial
evidence-to-decision outcomes, and draft recommenda-
tions prior to panel discussions to familiarise them-
selves with the anticancer drugs and issues being
discussed. When interpreting the certainty of the
evidence and strength of the recommendations, the
panellists were asked to consider:

» The quantity and confidence of the evidence
(Table 1)

+ The balance between benefits and harms associated
with the anticancer drug in reduced kidney function
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+ Whether there were data on critical outcomes
(i-e., overall survival, grade > 3 adverse events), with
or without dose adjustment.

+ The magnitude of effect, feasibility, and accessibility
of any dose adjustment

The strength of each recommendation was reflected
in its wording (either conditional or strong [Table 2]).*
Where published evidence was conflicting or absent,
expert opinion was sought for strengthening recom-
mendations to ‘conditional’ by achieving clinical
consensus (Table 3). Examples where this occurred were
for more recently registered anticancer drugs (i.e.,
venetoclax, nivolumab, pembrolizumab, obinutuzumab
[see online version of ADDIKD for full details: https://
www.eviq.org.au/clinical-resources/addikd-guideline/
4185-quick-reference-tool-anticancer-drug-dosing]).*

Panellists suggested the inclusion of ‘practice points’
for certain anticancer drugs as additional considerations
within individual recommendations when adminis-
tering the drug in reduced kidney function (e.g., pre-
ventative, and supportive care measures). For each
cancer drug, a ‘Quick reference’ dosing table was pro-
duced using a traffic light system (clinical risk assess-
ment concept)* summarising dosing recommendations
and comments i.e., additional monitoring, precautions
in special populations (Fig. 3).

Amendments were actioned following each panel
discussion and revised recommendations were circu-
lated amongst the panellists for unanimous agreement
before the drug recommendations could proceed to
working group consensus voting (based on the Delphi
consensus technique*** and the RAM approach?)
(Table 3). During refinement of recommendations,
additional reference articles (not originally included in a
GRADE profile) identified by the working group were
occasionally added to strengthen the justification of
certain drug recommendations or to reflect merging
evidence.

Working group consensus

Based on the Delphi consensus technique,”*® anony-
mous online voting on the finalised key recommenda-
tions and the drug recommendations was conducted
involving all members of the Content Development
Working Group. Due to the large volume of

recommendations, consensus voting using Survey-
Monkey*® was divided over four parts (for an example of
the online consensus voting process see Supplementary
Material 6).

Following a round of voting ADDIKD’s key recom-
mendations were unanimously accepted. A median of
95% (range 73-100%) consensus was achieved for the
finalised drug-specific recommendations and dosing
tables.

External review

The draft guideline was available for public comment on
the eviQ website for over one month. The public
consultation process was communicated via email,
social media and key medical/scientific groups, patient/
carer advocacy groups and government agencies. Spe-
cific external stakeholders (medical professional orga-
nisations, government regulatory authorities) were
engaged directly to provide feedback, disseminate, and
endorse ADDIKD.

Comments received during this process were docu-
mented via an online survey, collated, and presented
back to the working group for discussion for any major
revisions. The acceptance of amendments followed the
processes used in prior steps of guideline development.
The only major revisions requiring the working group
input were an addition to ifosfamide’s dosing options
and inclusion of a caution about the potential unreli-
ability of eGFRckp.gpr in transgender individuals.

The finalised and endorsed version of ADDIKD was
published online with the ability for users to provide
eviQ with feedback on the guideline content at any time.

Discussion

Developing ADDIKD required an amalgamation of
several consensus building techniques and the gold-
standard GRADE approach for critical appraisal of the
evidence. This approach was necessary as the available
evidence was limited to mostly case reports or small
observational studies and hence, we needed to apply a
methodology which evaluated the certainty of the evi-
dence and incorporated expert opinion and clinical
experience. Our approach enabled us to consolidate
existing literature and strengthen the support for a
harmonised, practical- and evidence-based approach to
the assessment and classification of kidney function,

Strength Implications

Patients

Clinicians

Strong “We recommend”

Most people in your situation would want the recommended
course of action, and only a small proportion would not.
Conditional “We suggest” The majority of people in your situation would want the
recommended course of action, but many would not.

Most patients should receive the recommended course of action.

Different choices will be appropriate for different patients. Each
patient needs help to arrive at a management decision consistent
with her or his values and preferences.

Table 2: Strength of evidence and the implications of the recommendation.”®
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PI/ECO Question Should elimination by the kidney Should the KDIGO categories be Should full dose be used in the Changes post
be used to direct dosing? used? (Recommendation 2) setting of reduced kidney panel discussion
(Recommendation 1) function? (Recommendation 3)
Drug Evidence certainty Strength Evidence certainty Strength Evidence certainty Strength
Azacitidine ®O00 conditional D000 conditional SIele) conditional minor
Bendamustine &e00 strong &e00 conditional LLee) conditional nil
Bevacizumab DPDD conditional n/a n/a minor
Bleomycin ®PO0O strong no studies conditional ®PO0O strong nil
Bortezomib DPDHO conditional P00 conditional DHDHO conditional nil
Cabazitaxel lelele) strong n/a n/a nil
Capecitabine BP0 strong no studies conditional D0 strong minor
Carboplatin [CRlle) strong no studies strong &PO0O conditional minor
Cetuximab dDHOO strong n/a n/a minor
Chlorambucil Ll Ele) strong n/a n/a nil
Cisplatin L Ele) strong [CIlS]e) conditional D8P0 strong major
Cyclophosphamide ®DOO strong [s1lele) conditional [2El0)e) conditional minor
Cytarabine [2lee) conditional no studies conditional 2 ele) conditional major
Dabrafenib ®PO0O strong n/a n/a major
Dacarbazine ®O00 conditional no studies conditional 2]0]00) conditional major
Dactinomycin dDPOO conditional no studies conditional [2le)e) conditional minor
Daunorubicin (including liposomal lelele) conditional no studies conditional lelele) conditional major
daunorubicin)
Docetaxel [cElele) strong n/a n/a nil
Doxorubicin ®PO0O strong n/a n/a nil
Doxorubicin (pegylated liposomal) DPO0O conditional no studies conditional ®PO0O conditional nil
Durvalumab ®POO conditional n/a n/a minor
Epirubicin lelele) strong n/a n/a nil
Etoposide (including etoposide SBP0 strong no studies conditional D8P0 strong minor
phosphate)
Everolimus ®DPO0O conditional n/a n/a minor
Fludarabine BP0 strong no studies conditional P80 strong major
Fluorouracil DOOO conditional no studies conditional DDOO conditional minor
Gemcitabine ®POO strong no studies conditional HDHOO conditional minor
Idarubicin DDOO conditional no studies conditional dDO0O conditional minor
Ifosfamide ®DPOO conditional no studies conditional [2]0)e) conditional minor
Irinotecan DPPO conditional no studies conditional dPO0O conditional major
Lenalidomide ®PO0O strong SPOO conditional HHOO strong minor
Melphalan Y:lele) conditional dDOO conditional Sllele) conditional minor
Mercaptopurine lelele) conditional no studies conditional 2lelele) conditional minor
Methotrexate &e00 strong &e00 conditional Lslee) strong major
Mitomycin [2lele) conditional no studies conditional 2 lele) conditional nil
Nivolumab ®O00 strong n/a n/a minor
Obinutuzumab Sllele) strong n/a n/a major
Oxaliplatin [2lele) conditional no studies conditional 2lele) conditional major
Paclitaxel &e00 strong n/a n/a nil
Paclitaxel (nab) DPOO conditional no studies conditional PPOO conditional minor
Panitumumab dHOO strong n/a n/a minor
Pembrolizumab SDOO strong n/a n/a minor
Pemetrexed dDOO conditional ®DO0O conditional dDOO conditional nil
Pertuzumab ®DPOO conditional n/a n/a nil
Procarbazine DOOO conditional no studies conditional DOOO conditional minor
Raltitrexed [l 12]@) strong no studies conditional 21 12]@) strong major
Rituximab ®POO conditional n/a n/a minor
Temozolomide dDOO conditional no studies conditional D000 conditional minor
Thalidomide &e00 strong n/a n/a nil
Thiotepa ®O00 conditional n/a n/a nil
Topotecan dPOO strong no studies conditional HdDOO strong major
Trastuzumab SPDO conditional n/a n/a minor

(Table 3 continues on next page)
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PI/ECO Question

Should elimination by the kidney
be used to direct dosing?
(Recommendation 1)

Should the KDIGO categories be
used? (Recommendation 2)

setting of reduced kidney

function? (Recommendation 3)

Should full dose be used in the

Changes post
panel discussion

questions shown in the table.

Drug Evidence certainty Strength Evidence certainty Strength Evidence certainty Strength
(Continued from previous page)

Trastuzumab emtansine SPDO conditional nfa n/a minor
Venetoclax dHOO strong n/a n/a major
Vinblastine SPDO strong n/a n/a nil
Vincristine GO strong n/a n/a nil
Vindesine lelele) strong n/a n/a nil
Vinflunine DDPO0O conditional no studies conditional ®PO0O conditional minor
Vinorelbine ®POO strong n/a n/a nil

Key: evidence certainty/quality—very low = @ OO0, low = @O, medium = @®®(Q, high = @@®®. The recommendations were categorised as strong or conditional based on the response to the three

Table 3: Evidence certainty and recommendation strength for specific drugs.

and dose adjustment for each drug. Several consensus
building methods were successfully hybridised through
the guideline development process.

The Delphi consensus technique supported the use
of at least two rounds of ratings to find convergence
among individuals.**** A similar iterative concept was

R O DA O

Comment

e ™
Green-"“go” -
proceed with full
dose
- J
Yellow - “wait” -
dose adjustment,

closer monitoring
for drug-related

A A R DR DO
eGFR Dose
(mL/min/1-73 m?)
>60 -
45 - 59 full dose

Increased risk of adverse events.

reduce by 25% 2°

adverse events 3044 . or
and/or special alternative
cautions to protocol
consider
Red - “stop” - do

not proceed.

Consider a 25% dose reduction in patients with
either.
e non-curative treatment intent
e concomitant nephrotoxic drug exposure
e apoor performance status.
In all other patients, consider a clinically
appropriate alternative treatment protocol

Increased risk of adverse events.

<15
(without KRT)

Not recommended — use a clinically appropriate
alternative treatment protocol.

KRT

Consult a multidisciplinary team consisting of oncology/haematology with
nephrology and/or clinical pharmacology for the management of dosing.

2 Dose adjustment may require rounding to nearest capsule strength to enable delivery of a measurable dose.

Abbreviations: eGFR, estimated gl
KRT, kidney replacement therapy.

bThe dose reduction applies to ewvidual dose and not to the total number of days or duration within the treatment cycle.

erular filtration rate via the Chronic Kidney Disease - Epidemiology Collaboration equation;

Footnotes with drug
specific practice points

Fig. 3: Example of a dose recommendations table according to kidney function.
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used with ADDIKD, where the consensus workshop
and drug panel discussions achieved almost 100%
acceptance of draft recommendations prior to voting by
the wider working group. Fine-tuning recommenda-
tions initially with smaller panel discussions reduced
the likelihood of disparity during final consensus voting.
It also allowed the development of the quick-reference,
colour-coded dosing tables and drug practice points,
which improved ADDIKD’s usability in the clinical
setting by tailoring to pertinent, real-world information
at the point of prescribing.

The Nominal Group Technique for consensus was
partly utilised for the national consensus workshop and
panel discussions. This technique involves a facilitated
meeting with a small group to formulate ideas and agree
on a group opinion based on viewpoints of each
participant, followed by anonymous ranking of the
group opinion.*** It also allows for non-consensus to be
addressed in the earlier steps, such as the panel dis-
cussions for Part 1 and 2 of ADDIKD’s development.
Cancer clinician and pharmacist inexperience with
eGFRckp.gp1 was uncovered in the preliminary panel
discussion in Part 1, identifying the need to provide
informed expert opinion to address this during the na-
tional consensus workshop to facilitate agreement.
Similarly in Part 2, the small drug panel discussions
allowed for deliberations on recommendations where
there were either differing opinions for certain drugs or
where large gaps in evidence existed with the objective
of achieving consensus.

The RAM is another consensus building approach
that ADDIKD partially integrated into its recommen-
dation development process.” Like the Delphi process,
RAM involves iterations of voting, as incorporated into
ADDIKD’s Parts 1 and 2. However, unlike Delphi, RAM
enables feedback and discussion where voting outcomes
diverge,” which was also used in ADDIKD’s Part 1 for
the key recommendations and at various stages of small
panel discussions in Part 2.

The online format of ADDIKD’s development sup-
ported international engagement despite COVID-19
pandemic restrictions, reduced travel times for partici-
pants, cut the associated costs of face-to-face meetings,
increased overall participation due to flexibility of
meeting arrangements and improved the efficiency of
administrative tasks e.g., collating results of consensus
voting and feedback. It provided anonymity with
consensus voting, and the chat function during online
panel discussions enabled participation without the peer
pressure of face-to-face meetings.

Although utilising the consensus-based approach
potentially reinforces existing clinical practice patterns
without compelling evidence to justify their use, po-
tential biases can be reduced. ADDIKD’s development
process did this by ensuring the working group mem-
bers and selected experts provided a heterogenous
clinical and geographical representation (i.e., various

countries, rural versus metropolitan), participants
declared conflict of interests and voting was anonymous.

Other challenges with ADDIKD’s hybridised method
included attaining consensus on anticancer drugs that
were primarily eliminated by the kidney, dosed across
large ranges, and/or used in multiple solid and hae-
matological malignancies i.e., cisplatin, methotrexate,
ifosfamide.” These drugs required debate at several
drug panel discussions, often with major iterations to
the dose adjustments recommendations to reflect the
varied use of these drugs in clinical practice. Newer
immunotherapy agents (e.g., pembrolizumab, nivolu-
mab), although not reliant on elimination by the kidney,
also required deliberation at several panel discussions.
This was due to limited published evidence on their
potential nephrotoxicity and recent introduction to real-
life patient populations with multiple comorbidities
outside of a clinical trial.*

The traditional method of guideline development
requires high-level evidence, and therefore if ADDIKD’s
development had followed this, high powered studies
linking drug pharmacokinetics with pharmacodynamics
with treatment outcomes would be needed. Bev-
acizumab was the only drug that had high certainty of
evidence in ADDIKD and, interestingly, resulted in a
conditional recommendation through the consensus
process rather than a strong recommendation.* Despite
the published literature, real-life experience, and case
reports on the potential kidney-related adverse events in
reduced kidney function with bevacizumab remain a
concern for clinicians, consequently leading to a con-
ditional strength of the recommendation. Many anti-
cancer drugs had no published studies applicable to
Recommendation 2 however unanimous agreement was
always achieved amongst the working group and experts
as it was strongly believed that the standardisation of
kidney function classification across medicine would
improve safety and decision-making.*

The novel, multistep process developed for
ADDIKD’s methodology incorporating the rigor of
GRADE and several consensus building techniques will
hopefully provide a template for other groups when
developing guidelines in patient populations with
limited high-level evidence. We envisage with such
methodology in place, the guidance will be considered
gold standard and endorsed by international cancer
groups and adopted in regulatory drug processes within
government and the pharmaceutical industry.

Outstanding questions

Despite the existence of many consensus building
methodology approaches, ADDIKD in the time of the
COVID-19 pandemic difficulties, successfully integrated
the gold-standard of evidence evaluation using GRADE
with modified online applications of Delphi, RAM and
Nominal Group Technique to facilitate agreement
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where high-level evidence was non-existent. This novel
method provided clarity on how consensus was achieved
and accommodated a broad range of opinions leading to
international standardisation of practices in the complex
area of anticancer drug dosing in reduced kidney
function.

Contributors
Conceptualisation—GS, RLW, JSh, AK, CS, BNS, PC, WL.

Data curation—GS, RLW, NO, JA, AJM, MM, PC.

Formal analysis—GS, RLW, JA, DJT, AJ]M, MM.

Investigation—GS, RLW, NO, EAG, JA, DW], AJM, MM, BNS.

Methodology—GS, RLW, DW]J, CS, DJT, MM, BNS.

Project administration—GS, RWL, NO, AK, JSh, CS.

Resources—GS, RLW, BNS.

Supervision—GS, RLW, JSh, AK, DW].

Validation—GS, RLW, EAG, JA, AJM, MM, PC, BS, SM.

Visualisation—GS, RLW, EAG, JA, NO, MM, PC.

Writing—original draft—GS, RLW, NO, MM.

Writing-reviewing/editing—all authors.

All authors provided critical revision of the manuscript for impor-
tant intellectual content and gave approval of the submission of the
manuscript for publication. GS, RLW and JA verified data in the study
for publication, and GS and RLW had final responsibility for the
decision to submit for publication.

Data sharing statement
None.

Declaration of interests

AJM reports a relationship with National Health and Medical Research
Council that includes: funding grants. AJM reports a relationship with
Townsville Hospital and Health Service that includes: funding grants.
AJM reports a relationship with Australian Government Medical
Research Future Fund that includes: funding grants. AJM reports a
relationship with Queensland Government that includes: funding
grants. AJM reports a relationship with Otsuka Pharmaceutical Co Ltd
that includes: travel reimbursement. AJM reports a relationship with
GSK that includes: travel reimbursement. AJM reports a relationship
with Australia and New Zealand Society of Nephrology that includes:
board membership. BS reports a relationship with Omeros Corporation
that includes: consulting or advisory. BS reports a relationship with
AstraZeneca Pharmaceuticals LP that includes: speaking and lecture
fees and travel reimbursement. BS reports a relationship with Vifor
Pharma Switzerland SA that includes: speaking and lecture fees. BS
reports a relationship with Janssen Pharmaceuticals Inc that includes:
speaking and lecture fees. BS reports a relationship with Boehringer
Ingelheim Canada Ltd that includes: board membership and speaking
and lecture fees. BS reports a relationship with MorphoSys US Inc that
includes: board membership. JS reports a relationship with Roche that
includes: speaking and lecture fees. JS reports a relationship with
Amgen Inc that includes: speaking and lecture fees. JS reports a rela-
tionship with AbbVie Inc that includes: speaking and lecture fees. JS
reports a relationship with Pfizer Inc that includes: speaking and lecture
fees. JS reports a relationship with Mundipharma International Limited
that includes: speaking and lecture fees. JS reports a relationship with
Bristol Myers Squibb Co that includes: speaking and lecture fees. JS
reports a relationship with Baxter Health that includes: speaking and
lecture fees. JS reports a relationship with Becton Dickinson and
Company that includes: speaking and lecture fees. JS reports a rela-
tionship with Juniper Pharmaceuticals Inc that includes: board mem-
bership. JS reports a relationship with Antengene Corporation Limited
that includes: board membership. DW] reports a relationship with
Baxter Health that includes: speaking and lecture fees. DJT reports a
relationship with National Health and Medical Research Council that
includes: funding grants. PC reports a relationship with Pfizer Inc that
includes: funding grants. PC reports a relationship with Gilead Sciences
Inc that includes: funding grants, speaking and lecture fees, and travel

reimbursement. SM reports a relationship with Advanced Pharmacy
Australia that includes: board membership. RLW reports a relationship
with Cancer Institute that includes: board membership. All other
authors declare that they have no known competing financial interests
or personal relationships that could have appeared to influence the work
reported in this paper.

Acknowledgements
None.

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi.
org/10.1016/j.eclinm.2025.103101.

References

1 Canter D, Kutikov A, Manley B, et al. Utility of the R.E.N.A.L.
nephrometry scoring system in objectifying treatment decision-
making of the enhancing renal mass. Urology. 2011;78(5):
1089-1094.

2 Christiansen CF, Johansen MB, Langeberg W], Fryzek JP,
Serensen HT. Incidence of acute kidney injury in cancer patients: a
Danish population-based cohort study. Eur ] Intern Med.
2011;22(4):399-406.

3 IffS, Craig JC, Turner R, et al. Reduced estimated GFR and cancer
mortality. Am | Kidney Dis. 2014;63(1):23-30.

4 Janus N, Launay-vacher V, Byloos E, et al. Cancer and renal
insufficiency results of the BIRMA study. Br ] Cancer.
2010;103(12):1815-1821.

5 Kidney Disease Improving Global Outcomes (KDIGO). KDIGO
Clinical Practice Guideline for acute kidney injury; 2012. kdigo.org/
wpcontent/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.
pdf. Accessed March 31, 2022.

6  Kitchlu A, McArthur E, Amir E, et al. Acute kidney injury in pa-
tients receiving systemic treatment for cancer: a population-based
cohort study. J Natl Cancer Inst. 2019;111(7):727-736.

7  Kitchlu A, Reid J, Jeyakumar N, et al. Cancer risk and mortality in
patients with kidney disease: a population-based cohort study. Am J
Kidney Dis. 2022;80(4):436-448.

8  Konigsbriigge O, Létsch F, Zielinski C, Pabinger I, Ay C. Chronic
kidney disease in patients with cancer and its association with
occurrence of venous thromboembolism and mortality. Thromb
Res. 2014;134(1):44—49.

9  Launay-Vacher V. Epidemiology of chronic kidney disease in cancer
patients: lessons from the IRMA Study Group. Semin Nephrol.
2010;30(6):548-556.

10 Launay-Vacher V, Janus N, Deray G. Renal insufficiency and cancer
treatments. ESMO Open. 2016;1(4):e000091.

11 Launay-Vacher V, Oudard S, Janus N, et al. Prevalence of renal
insufficiency in cancer patients and implications for anticancer
drug management: the renal insufficiency and anticancer medica-
tions (IRMA) study. Cancer. 2007;110(6):1376-1384.

12 Na SY, Sung JY, Chang JH, et al. Chronic kidney disease in cancer
patients: an independent predictor of cancer-specific mortality. Am
T Nephrol. 2011;33(2):121-130.

13 Nakamura Y, Tsuchiya K, Nitta K, Ando M. Prevalence of anemia
and chronic kidney disease in cancer patients: clinical significance
for 1-year mortality. Nihon Jinzo Gakkai Shi. 2011;53(1):38-45.

14 Kelly A, Sandhu G, Rushton S, Liaw W, Ward R. Getting the dose
right: controversies in renal and hepatic dysfunction. Asia Pac |
Clin Oncol. 2018;14:91-202.

15 Australian Medicines Handbook. Prescribing in renal impairment;
2022. https://amhonline.amh.net.au. Accessed April 1, 2022.

16 BC Cancer. Cancer drug manual; 2022. http:/ /www.bccancer.bc.ca/
health-professionals/clinical-resources/cancer-drug-manual. Accessed
April 1, 2022.

17 Hendrayana T, Wilmer A, Kurth V, Schmidt-Wolf IG, Jachde U.
Anticancer dose adjustment for patients with renal and hepatic
dysfunction: from scientific evidence to clinical application. Sci
Pharm. 2017;85(1).

18 University College London Hospitals NHS Foundation Trust. Dose
adjustment for cytotoxics in renal impairment; 2009. http://www.
londoncancer.org/media/65600/renal-impairment-dosage-adjustment-
for-cytotoxics.pdf. Accessed April 1, 2022.

19 Cockcroft DW, Gault MH. Prediction of creatinine clearance from
serum creatinine. Nephron. 1976;16(1):31-41.

www.thelancet.com Vol 82 Aprilp2Qafioaded for Anonymous User (n/a) at James Cook University from ClinicalKey.com.au by Elsevier on April 01,
2026. For personal use only. No other uses without permission. Copyright ©2026. Elsevier Inc. All rights reserved.

11


https://doi.org/10.1016/j.eclinm.2025.103101
https://doi.org/10.1016/j.eclinm.2025.103101
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref1
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref1
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref1
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref1
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref2
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref2
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref2
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref2
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref3
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref3
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref4
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref4
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref4
http://kdigo.org/wpcontent/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
http://kdigo.org/wpcontent/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
http://kdigo.org/wpcontent/uploads/2016/10/KDIGO-2012-AKI-Guideline-English.pdf
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref6
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref6
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref6
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref7
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref7
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref7
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref8
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref8
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref8
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref8
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref9
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref9
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref9
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref10
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref10
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref11
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref11
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref11
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref11
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref12
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref12
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref12
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref13
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref13
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref13
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref14
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref14
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref14
https://amhonline.amh.net.au
http://www.bccancer.bc.ca/health-professionals/clinical-resources/cancer-drug-manual
http://www.bccancer.bc.ca/health-professionals/clinical-resources/cancer-drug-manual
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref17
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref17
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref17
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref17
http://www.londoncancer.org/media/65600/renal-impairment-dosage-adjustment-for-cytotoxics.pdf
http://www.londoncancer.org/media/65600/renal-impairment-dosage-adjustment-for-cytotoxics.pdf
http://www.londoncancer.org/media/65600/renal-impairment-dosage-adjustment-for-cytotoxics.pdf
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref19
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref19
http://www.thelancet.com

Review

12

20

21

22

23

24

25

26

27
28

29

30

31

32

33

34

35

Hudson JQ, Nolin TD. Pragmatic use of kidney function estimates
for drug dosing: the tide is turning. Adv Chronic Kidney Dis.
2018;25(1):14-20.

Piéroni L, Delanaye P, Boutten A, et al. A multicentric evaluation of
IDMS-traceable creatinine enzymatic assays. Clin Chim Acta.
2011;412(23):2070-2075.

Kidney Disease Improving Global Outcomes. KDIGO 2012 Clinical
Practice Guideline for the evaluation and management of chronic
kidney disease. Kidney Int Suppl. 2013;3(1).

Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work
Group. Clinical practice guideline for the evaluation and manage-
ment of chronic kidney disease. Kidney Int. 2024;105:S117-S314.
Schilnemann H, Brozek ], Guyatt G, Oxman A. Handbook on
grading the quality of evidence and the strength of recommendations
using the GRADE approach: GRADE Working Group. 2013.
Higgins JPTTJ], Chandler ], Cumpston M, Li T, Page M],
Welch VA, eds. Cochrane Handbook for systematic reviews of
interventions version 6.3. Cochrane; 2022.

National Institute for Health and Clinical Excellence. The guidelines
manual. London: National Institute for Health and Clinical Excel-
lence; 2012.

NHMRC. Guidelines for guidelines handbook; 2018. https://nhmrc.
gov.au/guidelinesforguidelines. Accessed March 31, 2022.

World Health Organization. WHO handbook for guideline develop-
ment. Geneva: World Health Organization; 2012.

Montgomery P, Movsisyan A, Grant SP, Macdonald G,
Rehfuess EA. Considerations of complexity in rating certainty of
evidence in systematic reviews: a primer on using the GRADE
approach in global health. BMJ Glob Health. 2019;4(Suppl 1):
€000848.

Rehfuess EA, Akl EA. Current experience with applying the
GRADE approach to public health interventions: an empirical
study. BMC Publ Health. 2013;13:9.

Hilton Boon M, Thomson H, Shaw B, et al. Challenges in applying
the GRADE approach in public health guidelines and systematic
reviews: a concept article from the GRADE Public Health Group.
J Clin Epidemiol. 2021;135:42-53.

Yousefifard M, Shafiee A. Should the reporting certainty of evi-
dence for meta-analysis of observational studies using GRADE be
revisited? Int J Surg. 2023;109(2).

Tobias DK, Wittenbecher C, Hu FB. Grading nutrition evidence:
where to go from here? Am J Clin Nutr. 2021;113(6):1385-1387.
Superfin D, lannucci AA, Davies AM. Commentary: oncologic
drugs in patients with organ dysfunction: a summary. Oncologist.
2007;12(9):1070-1083.

Linstone H, Turoff M. The Delphi method: techniques and applica-
tions. Reading, MA: Addison-Wesley Publishing Company; 1975.

36

37

38

39

40

41

42

43

45

46

47

48

49

50

Hasson F, Keeney S, McKenna H. Research guidelines for the
Delphi survey technique. J Adv Nurs. 2000;32(4):1008-1015.

Fitch K, Bernstein SJ, Aguilar MD, et al. The RAND/UCLA appro-
priateness method user’s manual. Santa Monica, CA: RAND Corpo-
ration; 2001.

Van de Ven AH, Delbecq AL. The nominal group as a research
instrument for exploratory health studies. Am ] Public Health.
1972;62(3):337-342.

Jones ], Hunter D. Consensus methods for medical and health
services research. BMJ. 1995;311(7001):376-380.

Singh RH, Rohr F, Splett PL. Bridging evidence and consensus
methodology for inherited metabolic disorders: creating nutrition
guidelines. | Eval Clin Pract. 2013;19(4):584-590.

Alman B, Attia S, Baumgarten C, et al. The management of
desmoid tumours: a joint global consensus-based guideline
approach for adult and paediatric patients. Eur ] Cancer.
2020;127:96-107.

Armon K, Stephenson T, MacFaul R, Eccleston P, Werneke U. An
evidence and consensus based guideline for acute diarrhoea man-
agement. Arch Dis Child. 2001;85(2):132.

eviQ cancer treatments online; 2023. https://www.eviq.org.au/.
Accessed May 8, 2023.

Sandhu G, Adattini ], Gordon EA, O’Neill N, On behalf of the
ADDIKD Guideline Working Group. International consensus guide-
line on anticancer drug dosing in kidney dysfunction; 2022. https://
www.eviq.org.au/clinical-resources/addikd-guideline/4174-anticancer-
drug-dosing-in-kidney-dysfunction. Accessed July 31, 2024.

Levey AS, Stevens LA, Schmid CH, et al. A new equation to
estimate glomerular filtration rate. Ann Intern Med. 2009;150(9):
604-612.

Schardt C, Adams M, Owens T, Keitz S, Fontelo P. Utilization
of the PICO framework to improve searching PubMed for
clinical question. BMC Med Inform Decis Mak. 2007;7(16):6947—
6971.

GRADEpro GDT. GRADEpro guideline development tool [software].
McMaster University and Evidence Prime; 2021.

Guyatt GH, Oxman AD, Sultan S, et al. GRADE guidelines: 9.
Rating up the quality of evidence. | Clin Epidemiol. 2011;64(12):
1311-1316.

Barrett T, Beswick T, Bischler A. NPSA rapid response report:
reducing harm from omitted and delayed medicines in hospital. A tool to
support local implementation; 2020. https://www.sps.nhs.uk/articles/
npsa-rapid-response-report-reducing-harm-from-omitted-and-delayed-
medicines-in-hospital-a-tool-to-support-local-implementation/. ~ Accessed
March 31, 2022.

SurveyMonkey [software]; 2022. www.survey.monkey.com. Accessed
April 1, 2022.

Downloaded for Anonymous User (n/a) at James Cook University from ClinicalKey.com.au by Elsevier on Apiiy;thelancet.com Vol 82 April, 2025
2026. For personal use only. No other uses without permission. Copyright ©2026. Elsevier Inc. All rights reserved.


http://refhub.elsevier.com/S2589-5370(25)00033-1/sref20
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref20
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref20
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref21
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref21
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref21
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref22
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref22
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref22
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref23
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref23
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref23
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref24
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref24
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref24
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref24
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref25
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref25
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref25
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref26
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref26
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref26
https://nhmrc.gov.au/guidelinesforguidelines
https://nhmrc.gov.au/guidelinesforguidelines
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref28
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref28
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref29
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref29
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref29
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref29
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref29
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref30
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref30
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref30
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref31
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref31
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref31
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref31
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref32
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref32
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref32
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref33
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref33
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref34
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref34
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref34
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref35
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref35
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref36
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref36
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref37
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref37
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref37
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref38
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref38
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref38
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref39
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref39
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref40
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref40
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref40
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref41
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref41
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref41
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref41
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref42
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref42
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref42
https://www.eviq.org.au/
https://www.eviq.org.au/clinical-resources/addikd-guideline/4174-anticancer-drug-dosing-in-kidney-dysfunction
https://www.eviq.org.au/clinical-resources/addikd-guideline/4174-anticancer-drug-dosing-in-kidney-dysfunction
https://www.eviq.org.au/clinical-resources/addikd-guideline/4174-anticancer-drug-dosing-in-kidney-dysfunction
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref45
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref45
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref45
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref46
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref46
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref46
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref46
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref47
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref47
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref48
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref48
http://refhub.elsevier.com/S2589-5370(25)00033-1/sref48
https://www.sps.nhs.uk/articles/npsa-rapid-response-report-reducing-harm-from-omitted-and-delayed-medicines-in-hospital-a-tool-to-support-local-implementation/
https://www.sps.nhs.uk/articles/npsa-rapid-response-report-reducing-harm-from-omitted-and-delayed-medicines-in-hospital-a-tool-to-support-local-implementation/
https://www.sps.nhs.uk/articles/npsa-rapid-response-report-reducing-harm-from-omitted-and-delayed-medicines-in-hospital-a-tool-to-support-local-implementation/
http://www.survey.monkey.com
http://www.thelancet.com

	A methodology for determining dosing recommendations for anticancer drugs in patients with reduced kidney function
	Introduction
	Guideline development process
	Participants
	Content development working group
	Methodology development working group
	Invited expert contributors
	Key external stakeholders
	Guideline development team

	1—assessment and classification of kidney function in patients with cancer and its application to drug dosing
	Panel discussion—development of preliminary recommendations
	National workshop

	2—anticancer drug dosing in reduced kidney function
	Defining the clinical questions
	Identifying evidence
	Judgement about the certainty of the evidence
	Formulation of recommendations
	Evidence-to-decision framework
	Panel discussions


	Working group consensus
	External review

	Discussion
	Outstanding questions
	ContributorsConceptualisation—GS, RLW, JSh, AK, CS, BNS, PC, WL.Data curation—GS, RLW, NO, JA, AJM, MM, PC.Formal analysis— ...
	Data sharing statementNone.
	Declaration of interests
	Acknowledgements
	Appendix A. Supplementary data
	References


