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BACKGROUND  
Renal impairment is a frequent and adverse prognostic factor in multiple myeloma (MM), 
with dialysis-dependent patients largely excluded from pivotal trials of B-cell maturation 
antigen (BCMA)-directed therapies. Elranatamab, a BCMA×CD3 bispecific antibody, has 
demonstrated significant efficacy in relapsed/refractory multiple myeloma (RRMM); 
however, data in end-stage renal disease are extremely limited. We report real-world 
outcomes of four dialysis-dependent RRMM patients treated with elranatamab. 

RESULTS  
Patients with a median age of 67 years (range 61–80) had received a median of six prior 
lines of therapy (range 4–7). All were refractory to proteasome inhibitors, 
immunomodulatory drugs, and anti-CD38 therapy, and none had prior BCMA-directed 
treatment. Baseline glomerular filtration rate ranged from 5 to 20 mL/min, and all 
patients were dialysis-dependent. At data cutoff, all four patients were evaluable for 
response. Two patients achieved complete response (CR), one achieved very good partial 
response, and one achieved partial response, resulting in an overall response rate of 
100%. Treatment was ongoing in all four patients. Cytokine release syndrome (CRS) 
occurred in one patient (grade 1) and was self-limited. No immune effector 
cell-associated neurotoxicity syndrome (ICANS) events were observed. One patient 
developed severe pneumonia requiring intensive care unit admission; treatment was 
temporarily interrupted and successfully resumed without step-up dosing, maintaining 
CR. Hematologic toxicity was limited, with grade-4 lymphopenia in one patient. No 
dialysis-related complications or unexpected toxicities were observed. All patients 
received infection prophylaxis after hemodialysis, including 
trimethoprim–sulfamethoxazole, valacyclovir, and levofloxacin, with intravenous 
immunoglobulin administered. 

CONCLUSION  
In this real-world case series of dialysis-dependent RRMM patients, elranatamab 
demonstrated high response rates, low incidence of CRS, absence of neurotoxicity, and 
manageable infectious complications. These findings support the feasibility and clinical 
activity of elranatamab in patients undergoing hemodialysis. Larger prospective studies 
are warranted to confirm these encouraging results. 
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INTRODUCTION 

Renal impairment is a common and clinically significant 
complication of multiple myeloma (MM), affecting approx
imately 20–40% of patients during the disease course, with 
a subset progressing to dialysis-dependent renal failure.1 

The presence of advanced chronic kidney disease (CKD) 
is associated with inferior survival outcomes and limited 
therapeutic options.2 

In the relapsed/refractory multiple myeloma (RRMM) 
setting, patients who are refractory to proteasome in
hibitors (PIs), immunomodulatory drugs (IMiDs), and anti-
CD38 monoclonal antibodies have particularly poor prog
noses.3 B-cell maturation antigen (BCMA)-targeted 
therapies, including antibody-drug conjugates, CAR-T 
cells, and bispecific antibodies, have significantly improved 
outcomes in this population.4 

Elranatamab is a humanized bispecific antibody target
ing BCMA on plasma cells and CD3 on T cells, redirecting 
cytotoxic T-cell activity against myeloma cells.5 In the 
MagnetisMM-3 trial, elranatamab demonstrated an overall 
response rate (ORR) of approximately 61% in heavily pre
treated RRMM patients, with manageable toxicity.6 How
ever, patients with severe renal impairment or those re
quiring hemodialysis were largely excluded from pivotal 
studies. 

Given the lack of prospective data in dialysis-dependent 
patients, real-world evidence is critical. Here, we report our 
experience with four RRMM patients on chronic hemodial
ysis treated with elranatamab. 

METHODS 

We conducted a retrospective observational analysis of four 
consecutive triple-class–refractory RRMM patients with 
stage 4–5 chronic kidney disease receiving maintenance 
hemodialysis who were treated with elranatamab between 
April 2025 and June 2026. Treatment was administered in 
accordance with the approved Summary of Product Char
acteristics (SmPC). All patients received the standard step-
up dosing regimen followed by weekly elranatamab admin
istration. Those who achieved a sustained response were 
subsequently switched to every-other-week dosing accord
ing to the SmPC recommendations. Responses were as
sessed according to International Myeloma Working Group 
(IMWG) criteria. Adverse events were graded per CTCAE 
v5.0, and cytokine release syndrome (CRS)/immune effec
tor cell-associated neurotoxicity syndrome (ICANS) were 
graded per ASTCT criteria. Written informed consent was 
obtained from all individual participants included in the 
study for publication of clinical data. 

CASE 1 

A 62-year-old man with IgG lambda MM, diagnosed in 2014 
(International Staging System (ISS) stage III), had received 
six prior lines of therapy, including two autologous stem 
cell transplantations (ASCT). He was triple-class refractory, 

having failed PI and IMiD, and anti-CD38 monoclonal an
tibody therapy, with no prior exposure to BCMA-targeted 
treatments. 

At the initiation of elranatamab on April 2025, the pa
tient had end-stage renal disease (ESRD) with an estimated 
glomerular filtration rate (eGFR) of 9 mL/min, and was re
ceiving maintenance hemodialysis. Elranatamab was ad
ministered according to the approved step-up dosing 
schedule. No CRS or ICANS were observed. 

During treatment, the patient developed severe pneu
monia requiring hospitalization and intensive care unit ad
mission, resulting in omission of cycles 8 and 9 and a treat
ment interruption of approximately two months. The 
infectious episode resolved with appropriate antimicrobial 
therapy, and as the interruption was shorter than 12 weeks, 
elranatamab was resumed without repeating the step-up 
dosing regimen, in accordance with prescribing recommen
dations. 

At the data cutoff date (June 16, 2026), he had received 
a total of 14 treatment cycles and remained on active el
ranatamab therapy with sustained complete response (CR) 
and no evidence of disease progression. Given the increased 
risk of infections associated with BCMA-directed therapy, 
intravenous immunoglobulin (IVIG) replacement together 
with antiviral, antibacterial, and Pneumocystis jirovecii 
prophylaxis were continued throughout follow-up. 

CASE 2 

A 73-year-old female with lambda light chain MM, diag
nosed in 2022 (ISS stage III, standard-risk cytogenetics), 
had received seven prior lines of therapy. She was refractory 
to PI and IMiD, and daratumumab, had no prior exposure to 
BCMA-directed therapies, and had not undergone ASCT. 

At elranatamab initiation on July 2025, her eGFR was 20 
mL/min, and she was receiving maintenance hemodialysis. 
Treatment was administered according to the standard dos
ing schedule. The patient experienced grade 1 CRS, which 
resolved spontaneously without specific intervention. No 
ICANS or severe infectious complications were observed 
during follow-up. 

The patient achieved a very good partial response 
(VGPR) after six cycles of elranatamab. Given the favorable 
efficacy and tolerability profile, treatment was continued 
beyond cycle 6. During follow-up, the depth of response 
further improved, resulting in a CR. At the data cutoff date 
(June 16, 2026), the patient had received 12 cycles of el
ranatamab and remained on active treatment with ongoing 
CR and no evidence of disease progression. 

CASE 3 

A 61-year-old man was diagnosed with IgA lambda MM in 
2015. At diagnosis, he had ISS stage I disease and standard-
risk cytogenetics. Before initiation of elranatamab, the pa
tient had received seven prior lines of therapy and was 
refractory to PI, IMiD, and daratumumab. He had not un
dergone ASCT and had no prior exposure to BCMA-directed 
therapies. 
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The patient developed ESRD secondary to MM and re
quired chronic hemodialysis. At the start of elranatamab 
treatment on October 2025, his eGFR was 8 mL/min. El
ranatamab was administered according to the standard dos
ing schedule, and antimicrobial prophylaxis consisting of 
trimethoprim-sulfamethoxazole, valacyclovir, levofloxacin, 
and IVIG replacement therapy were provided following 
dialysis sessions. 

No CRS, ICANS, or severe infectious complications oc
curred during treatment. The patient developed grade 4 
lymphopenia during treatment, which subsequently re
solved. At the data cutoff, the patient had completed nine 
cycles of elranatamab over 9 months and remained on ther
apy. The best response achieved was a partial response 
(PR), which was ongoing at the time of analysis. 

CASE 4 

An 80-year-old man was diagnosed with lambda light-chain 
MM in 2020. The disease was classified as ISS stage III with 
standard-risk cytogenetic features. Prior to elranatamab 
treatment, he had received four previous lines of therapy 
and had become refractory to PI, IMiD, and daratumumab. 
He had not undergone ASCT and did not receive prior 
BCMA-targeted therapy. 

The patient had severe renal impairment requiring 
maintenance hemodialysis, with an eGFR of 5 mL/min be
fore treatment initiation. Elranatamab therapy was started 
on January 2026. Prophylactic treatment with trimetho
prim-sulfamethoxazole, valacyclovir, levofloxacin, and 
IVIG was administered throughout treatment. 

Elranatamab was well tolerated, with no episodes of 
CRS, ICANS, or severe infection observed. At the data cut
off, the patient had completed six cycles of therapy cor
responding to 6 months of treatment exposure. VGPR was 
achieved and remained ongoing. The patient was alive and 
continued receiving elranatamab treatment at the time of 
analysis. 

PATIENT CHARACTERISTICS 

The median age was 67 years (range 61–80), and three pa
tients were male. Two patients had light-chain MM, one 
had IgG lambda, and one had IgA lambda disease. ISS stage 
was III in three patients and I in one patient. 

Patients had received a median of six prior lines of ther
apy (range 4–7). All were refractory to PIs, IMiDs, and dara
tumumab. One patient had undergone two prior ASCT. All 
patients were dialysis-dependent, with pre-treatment eGFR 
values ranging from 5 to 20 mL/min. 

TREATMENT EXPOSURE AND 
RESPONSE 

At data cutoff, four patients were evaluable for response: 
two achieved CR, 1 VGPR and 1 PR. Treatment was ongoing 
in all four patients. 

SAFETY 

Elranatamab demonstrated a favorable safety profile in this 
cohort of four heavily pretreated relapsed/refractory MM 
patients receiving chronic hemodialysis. All successfully 
completed the step-up dosing schedule and remained on 
treatment at the time of data cutoff. 

CRS was observed in only one patient (25%), occurring 
as grade 1 toxicity and resolving with supportive care. No 
grade ≥2 CRS events were reported. Importantly, no cases 
of ICANS were observed. 

One patient developed pneumonia during treatment, 
representing the only severe infectious complication in the 
cohort. Elranatamab therapy was temporarily interrupted 
during the management of the infection and was subse
quently resumed following complete clinical recovery. No 
opportunistic infections, treatment-related deaths, or in
fection-related permanent treatment discontinuations oc
curred. 

All patients received antimicrobial prophylaxis consist
ing of trimethoprim-sulfamethoxazole, valacyclovir, and 
levofloxacin, together with IVIG replacement therapy ad
ministered after hemodialysis sessions. 

No unexpected toxicities attributable to severe renal im
pairment or hemodialysis were identified. Furthermore, no 
patient required permanent discontinuation of el
ranatamab because of adverse events. At the time of analy
sis, all four patients remained alive and continued treat
ment with ongoing clinical benefit. 

DISCUSSION 

Dialysis-dependent MM encompasses a high-risk and un
derrepresented population in prospective clinical trials. Se
vere renal impairment is associated with inferior survival 
outcomes and often limits access to novel immunothera
pies.1,7 In the pivotal MajesTEC-1 (teclistamab) and Mag
netisMM-3 (elranatamab) studies, patients with advanced 
renal failure were either excluded or markedly underrep
resented, and dialysis-dependent patients were not in
cluded.5,8 Therefore, real-world data are essential to guide 
therapeutic decisions in this vulnerable subgroup. 

To date, only three published reports have described 
the use of elranatamab in dialysis-dependent RRMM pa
tients9‑11 (Table 2). Across these cases, treatment was fea
sible, CRS was limited to Grade 1 events, ICANS was not 
observed, and deep responses—including CR and MRD neg
ativity—were achieved. Importantly, no unexpected toxici
ties related to renal failure or hemodialysis were reported. 
These observations suggested that, despite the absence of 
prospective pharmacokinetic validation in ESRD, el
ranatamab may be safely administered in this setting. 

Our real-world cohort of four dialysis-dependent RRMM 
patients further expands this limited evidence base. All pa
tients were heavily pretreated and triple-class refractory, 
and none had prior exposure to BCMA-directed therapy. 
Despite advanced renal dysfunction (eGFR 5–20 mL/min) 
and chronic hemodialysis, elranatamab demonstrated sub
stantial clinical activity. Among the four evaluable patients, 
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Table 1. Summary of four of our cases treated with elranatamab.          

Characteristic Case 1 Case 2 Case 3 Case 4 

Age / Gender 62 / Male 73 / Female 61 / Male 80 / Male 

Year of Diagnosis 2014 2022 2015 2020 

Myeloma Subtype 
IgG/Lambda light 
chain 

Lambda light chain 
IgA/Lambda light 
chain 

Lambda light 
chain 

ISS Stage 3 3 1 3 

Cytogenetics Unknown Standard risk Standard risk Standard risk 

Prior Lines of Therapy 6 7 7 4 

Autologous Transplant Twice None None None 

PI/IMiD/Dara 
Refractory 

Yes Yes Yes Yes 

Prior BCMA Exposure None None None None 

GFR (pre-Elra) 9 ml/min 20 ml/min 8 ml/min 5 ml/min 

Hemodialysis Yes Yes Yes Yes 

Elra Start Date Apr 2025 Jul 2025 Oct 2025 Jan 2026 

Treatment duration at 
data cutoff: months 

14 12 9 6 

Number of Elra Cycles 14 cycles (ongoing) 12 cycles (ongoing) 9 cycles (ongoing) 
6 cycles 
(ongoing) 

Best Response CR CR PR VGPR 

CRS None Grade 1 None None 

ICANS None None None None 

Severe Infection Pneumonia None None None 

Prophylaxis (after 
hemodialysis) 

TMP-SMX, 
Valacyclovir, 
Levofloxacin, IVIG 

TMP-SMX, 
Valacyclovir, 
Levofloxacin, IVIG 

TMP-SMX, 
Valacyclovir, 
Levofloxacin, IVIG 

TMP-SMX, 
Valacyclovir, 
Levofloxacin, 
IVIG 

Current Status 
Alive, on elranatamab 
(CR) 

Alive, on elranatamab 
(CR) 

Alive, on elranatamab 
(PR) 

Alive, on 
elranatamab 
(VGPR) 

ISS; International Staging System, PI; proteasome inhibitor, IMiD; immunomodulatory drug, Dara; Daratumab, BCMA; B-cell maturation antigen, GFR; Glomerular Filtration Rate 
Elra; Elranatamab, CRS; cytokine release syndrome, ICANS; immune effector cell-associated neurotoxicity syndrome, TMP-SMX; Trimethoprim/sulfamethoxazole, IVIG; Intravenous 
immunoglobulin. 

ORR was 100%, including two CR (50%), one VGPR (25%), 
and one PR (25%). Notably, 75% of patients achieved a re
sponse of at least VGPR. Although limited by the small 
sample size, these outcomes compare favorably with the 
MagnetisMM-3 trial, which reported an ORR of 61% and a 
CR/sCR rate of 31.7% in heavily pretreated patients receiv
ing elranatamab.5 

Safety findings were similarly reassuring. CRS was un
common and limited to a single Grade 1 event in our series, 
consistent with previously reported dialysis cases9‑11 and 
with the known CRS profile of anti-BCMA bispecific anti
bodies.5,8 No ICANS was observed, aligning with both prior 
dialysis case reports and larger clinical trials. These data 
suggest that ESRD does not appear to increase the risk of 
neurotoxicity. 

Infectious complications remain the principal safety 
concern with BCMA-targeted bispecific antibodies. Pro
found hypogammaglobulinemia and sustained T-cell redi
rection predispose patients to bacterial and viral infec
tions.12,13 Clinical studies have reported grade ≥3 
infections in approximately 20–30% of patients receiving 

BCMA bispecific antibodies.5,8 In previously published dial
ysis-dependent elranatamab cases, serious infections—in
cluding SARS-CoV-2 pneumonia and upper respiratory 
tract infections—were reported despite vaccination and 
prophylaxis.9‑11 Similarly, in our cohort, one patient devel
oped severe pneumonia requiring intensive care but subse
quently recovered and continued therapy. Routine antimi
crobial prophylaxis and IVIG replacement likely mitigated 
infection-related morbidity. These findings reinforce that 
dialysis itself constitutes an additional infectious risk fac
tor,14 necessitating vigilant monitoring and proactive sup
portive strategies. 

Population pharmacokinetic analyses indicate that mild 
to moderate renal impairment does not significantly alter 
elranatamab exposure.5 Although data in ESRD remain lim
ited, no accumulation-related toxicities were observed in 
our cohort or prior reports,9‑11 supporting the biological 
plausibility of standard dosing in dialysis-dependent pa
tients. Administration after hemodialysis sessions, as per
formed in most reported cases, represents a pragmatic ap
proach in the absence of formal pharmacokinetic studies. 
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Table 2. A summary of three cases treated with Elranatamab in the literature.            

Characteristic Case 1 Case 2 Case 3 

Age / Gender 79 / Female 72 / Female 68 / Female 

Myeloma 
Subtype 

IgA/Lambda light chain IgG/Lambda light chain IgG/κappa light chain 

R-ISS Stage Stage III Not specified (del17p+) Stage III 

High-Risk 
Cytogenetics 

T (4;14) Del (17p) 
Del (17p), gain 1q21, t (11;14), del16q, 
hypodiploidy 

Year of 
Diagnosis 

2018 2013 2023 

Renal Status 
Dialysis-dependent (since 
2020) 

Dialysis-dependent (since 
2022) 

Dialysis-dependent at diagnosis 

Prior Therapies 4 
Multiple lines + ASCT + 
IsaPd 

1 

Elranatamab 
Initiation 

August 2023 2022 September 2024 

Administration 
12–32–76 mg step-up, post-
HD 

12–32–76 mg step-up, 
post-HD 

12–32–76 mg step-up, post-HD 

CRS 
Grade 1 (prolonged; 
tocilizumab required) 

Grade 1 (single tocilizumab 
dose) 

Recurrent Grade 1 (3 doses 
tocilizumab + steroids) 

ICANS None None None 

Cytopenias None significant 
Transient Grade 2 
thrombocytopenia 

Infection-related transient 
thrombocytopenia 

Other 
Complications 

COVID-19 pneumonia 
Cholangitis; mild 
hypotension 

Exfoliative dermatitis 

Infection 
Prophylaxis 

TMP-SMX + valacyclovir 
Not specified (Ig 
replacement given) 

TMP-SMX + valacyclovir 

Response CR at 1 month sCR + MRD-negative CR + MRD-negative (4 months) 

Current Status Ongoing CR at 4 months Ongoing CR at 11 months Ongoing CR (dialysis-dependent) 

R-ISS; Revised International Staging System, ASCT; autologous stem cell transplant, IsaPd; isatuximab, pomalidomide, dexamethasone, post-HD; post hemodialysis, CRS; cytokine 
release syndrome, ICANS; immune effector cell-associated neurotoxicity syndrome; COVID-19; coronavirus disease 2019, TMP-SMX; Trimethoprim/sulfamethoxazole, sCR; string 
complete remission, MRD; Minimal Residual Disease. 

When contextualized within the broader landscape of 
BCMA-directed therapies, emerging real-world data with 
teclistamab in dialysis-dependent patients have demon
strated encouraging response rates without excess high-
grade CRS or ICANS, although infections remain fre
quent.15,16 Similarly, retrospective analyses of 
idecabtagene vicleucel (CAR-T therapy) in patients with re
nal impairment—including ESRD—have shown comparable 
efficacy but higher rates of transient cytopenias.17 Collec
tively, these findings suggest that advanced renal dysfunc
tion should not automatically preclude BCMA-targeted im
munotherapy, provided that comprehensive supportive care 
is implemented. 

Our study is limited by a small sample size and relatively 
short follow-up in some patients. Nevertheless, when in
tegrated with the three previously published elranatamab 
dialysis cases,9‑11 the cumulative evidence now encom
passes seven reported dialysis-dependent patients treated 
with elranatamab. Across these cases, response rates have 
been consistently high, CRS has been predominantly low 
grade, neurotoxicity has not been observed, and infectious 
complications have been manageable with appropriate pro
phylaxis. 

CONCLUSION 

In this real-world case series of four dialysis-dependent 
patients with RRMM, treatment with elranatamab demon
strated encouraging clinical activity and a favorable safety 
profile. High response rates (CR/VGPR/PR) were achieved, 
while the incidence of CRS was low and no neurotoxicity 
was observed. Infectious complications were manageable. 

Patients requiring hemodialysis are frequently excluded 
from prospective clinical trials evaluating novel myeloma 
therapies, resulting in a significant evidence gap for this 
vulnerable population. Our findings suggest that el
ranatamab may be a feasible and effective therapeutic op
tion for RRMM patients undergoing hemodialysis. Larger 
prospective studies are needed to further confirm the safety 
and efficacy of elranatamab in this underrepresented pa
tient group. 
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