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Abstract: (1) Background: Despite increasing recognition of immune checkpoint inhibitors (ICIs) and
kidney immune-related adverse events (IRAEs), no large-sample studies have assessed the pathologi-
cal characteristics and outcomes of biopsy-proven kidney IRAEs. (2) Methods: We comprehensively
searched PubMed, Embase, Web of Science, and Cochrane for case reports, case series, and cohort
studies for patients with biopsy-proven kidney IRAEs. All data were used to describe pathological
characteristics and outcomes, and individual-level data from case reports and case series were pooled
to analyze risk factors associated with different pathologies and prognoses. (3) Results: In total,
384 patients from 127 studies were enrolled. Most patients were treated with PD-1/PD-L1 inhibitors
(76%), and 95% presented with acute kidney disease (AKD). Acute tubulointerstitial nephritis/acute
interstitial nephritis (ATIN/AIN) was the most common pathologic type (72%). Most patients (89%)
received steroid therapy, and 14% (42/292) required RRT. Among AKD patients, 17% (48/287) had no
kidney recovery. Analyses of pooled individual-level data from 221 patients revealed that male sex,
older age, and proton pump inhibitor (PPI) exposure were associated with ICI-associated ATIN/AIN.
Patients with glomerular injury had an increased risk of tumor progression (OR 2.975; 95% CI, 1.176,
7.527; p = 0.021), and ATIN/AIN posed a decreased risk of death (OR 0.164; 95% CI, 0.057, 0.473;
p = 0.001). (4) Conclusions: We provide the first systematic review of biopsy-proven ICI-kidney
IRAEs of interest to clinicians. Oncologists and nephrologists should consider obtaining a kidney
biopsy when clinically indicated.

Keywords: acute kidney injury; immune checkpoint inhibitors; immune-related adverse events;
pathological features

1. Introduction

Immune checkpoint inhibitors (ICIs) are among the most promising therapeutic ap-
proaches in the fight against cancer, and have revolutionized the treatment of different
types of advanced cancer in recent years. An increasing number of studies have shown the
remarkable efficacy of ICIs in multiple solid and hematologic cancers, and a considerable
number of patients benefit from ICI therapy with improved survival [1–3]. ICIs can inter-
rupt coinhibitory signaling pathways by blocking immune-regulatory inhibitory receptors,
such as cytotoxic T-lymphocyte-associated antigen-4 (CTLA-4) and programmed cell death
protein-1 (PD-1), thereby mitigating T-cell suppression and promoting T-cell activation
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and proliferation. Eventually, they can induce a potent T-cell-mediated antitumor immune
response [4,5]. However, upregulation of the T-cell-mediated immune response has been
associated with a wide spectrum of immune-related adverse events (IRAEs), affecting
various organs [6].

Recently, an increasing number of studies and guidelines have started to focus on
kidney IRAEs associated with ICI-associated kidney IRAEs (ICI-kidney IRAEs), and have
attempted to summarize the clinical features and treatment of kidney injury. According
to the available cohort studies, among patients with ICI treatments, the incidence of acute
kidney injury (AKI) is 0.4% to 5.0% [7–9], yet non-AKI kidney involvement has rarely
been described, and kidney biopsy had not been conducted in most patients. As ICIs are
increasingly available and recommended for clinical use, the number of kidney IRAEs may
be more prevalent globally [10]. Based on case reports and case series with biopsy-proven
ICI-kidney IRAEs, the most common pathological lesions are acute tubular necrosis (ATN)
and acute tubulointerstitial nephritis (ATIN), followed by minimal change disease (MCD),
vasculitis, glomerulonephritis (GN), and IgA nephropathy (IgAN). Due to the limited
sample size of each study, it is difficult to describe the distribution and comparison of the
features and prognosis of kidney pathologies from IRAEs.

In this study, we systematically reviewed all published studies reporting cases with
biopsy-proven ICI-kidney IRAEs. Altogether, 384 patients from 127 studies were included,
and the clinical features, kidney pathologies, treatments, and outcomes of kidney IRAEs
were described. The potential risk factors associated with different kidney pathologies,
kidney outcomes, and oncologic outcomes were further analyzed based on the pooled
individual data.

2. Materials and Methods

This study was performed following the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines [11]. The study protocol has been
registered with PROSPREO, number CRD CRD42022289336 (https://www.crd.york.ac.uk/
prospero/ (accessed on 21 January 2022)).

2.1. Search Strategy and Selection Criteria

A comprehensive literature search was performed in the PubMed, Embase, Web of
Science, and Cochrane databases until November 2021. The key search terms included
immune checkpoint inhibitors, kidney-adverse events, and some terms relevant to “kidney
disease”. Full details on the search strategy and search terms are provided in Additional
File: Supplemental Table S1.

We enrolled studies with the following criteria: (1) adult patients (aged >18 years)
and (2) patients who received kidney biopsy due to kidney-adverse events after ICI ther-
apy. Exclusion criteria were as follows: (1) lack of detailed pathologic information for
kidney-adverse events, (2) lack of detailed clinical information for kidney-adverse events,
(3) reviews, preclinical studies, animal studies, and systematic review without exhaustive
data, (4) non-English language articles, and (5) publications for which the full text could not
be found. Only the most recent and complete report was included if duplicate publications
or overlapping study populations were identified. Two reviewers (LYX and HYZ) indepen-
dently screened all the titles and abstracts to identify potentially relevant studies, followed
by full-text screening to determine the final eligibility of the studies. Disagreements were
resolved through discussion or by the decision of a third reviewer (XJY), if necessary.

2.2. Data Extraction and Quality Assessment

Relevant information was independently extracted from each included study by
two authors (LYX and HYZ). The data extraction included the study type, study size,
demographic characteristics, comorbidities, tumor type, ICI treatment information (i.e.,
type, dose, duration from first treatment to the occurrence of kidney IRAEs), biochemical
characteristics, histopathologic renal findings, information on kidney-adverse events (i.e.,
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characteristics, stage, treatment regimens) and outcomes (i.e., tumor outcome, kidney
outcome, rechallenge).

Patients with biopsy-proven kidney IRAEs were classified into acute kidney dis-
ease (AKD) and non-AKD groups, according to the reported changes in kidney function.
AKD was defined if AKI or AKD was clearly described in the original articles. Where
not otherwise stated in the original articles, AKD was defined by peak serum creatinine
(SCr)/baseline SCr ≥1.5 or an eGFR decrease of ≥35% [12]. AKD stage was defined by
the level of peak SCr/baseline SCr and the usage of renal replacement treatment (RRT), ac-
cording to Acute Disease Quality Initiative (ADQI) guidelines [12]. Kidney outcomes were
judged mainly based on the relevant specific reports in the article. If no relevant reports
were available, the kidney outcomes were estimated by the decline in SCr or proteinuria
levels. Detailed definitions are shown in Supplemental Table S2. Tumor outcomes were de-
fined by the specific reported tumor outcomes after relevant intervention had been applied
for kidney IRAE in the original article, and were classified into four categories: complete
remission (CR), partial remission (PR), stable disease (SD), and progressive disease (PD).
The disease control rate (DCR) was calculated using (CR+PR+SD)/(CR+PR+SD+PD).

The kidney pathologies were extracted from the relevant reports in the original article
and were classified into four categories: ATIN/acute interstitial nephritis (AIN), ATN,
glomerular diseases, and systematic diseases. Glomerular diseases consist of podocyte dis-
eases [focal segmental glomerulosclerosis (FSGS), MCD], IgAN, membranous nephropathy
(MN), and GN (crescent GN, C3 GN, immune-mediated GN, and unclassed GN). Cres-
cent GN refers to glomerulonephritis with crescents that cannot be identified as a specific
disease, such as vasculitis and anti-glomerular basement membrane disease (anti-GBM
disease). Systematic diseases consist of vasculitis/ANCA-related vasculitis, thrombotic
microangiopathy (TMA), kidney graft rejection, renal amyloidosis (AA), lupus nephritis,
and anti-GBM disease.

The methodological quality of case reports or case series was evaluated according to
the Mayo Evidence-Based Practice Centre tool using four domains (selection, ascertainment,
causality, and reporting) [13]. The Newcastle–Ottawa Scale was used to evaluate the quality
and risk of bias of the case–control and cohort studies [14]. All quality assessments were
completed by two reviewers (LYX and HYZ) independently, and disagreements were
resolved through discussion.

2.3. Statistical Analyses

The data from the cohort study, case series, and case report were used to describe the
baseline characteristics, pathologic type, treatment, and kidney and tumor outcomes by
descriptive statistics. The individual-level data from case reports and case series were pooled
to analyze factors associated with different pathologies, kidney recovery, tumor outcome, and
death by univariate and multivariable logistic regression. Complete available-case analysis
was used based on different outcomes, and missing data were not imputed. Categorical
variables were expressed as frequencies, and continuous variables were expressed as the
mean ± SD or medians (interquartile range), depending on whether the data were normally
distributed. T tests and nonparametric tests were used for between-group comparisons based
on whether a normal distribution existed. The chi-square test was used for categorical
variables. Multivariable logistic regression was additionally performed with the variables
significant at p < 0.10 in univariate logistic regression. The odds ratio (OR) was used to
represent the strength of the association. All analyses were performed using SPSS 26.0
software (SPSS Inc., Chicago, IL, USA), and p < 0.05 was considered statistically significant.

3. Results
3.1. Clinical Characteristics of Patients with ICI-Kidney IRAEs

The search strategy identified 2272 records in total, and 127 studies were included after
screening and eligibility assessment. Altogether, 384 patients with ICI-associated, biopsy-
proven kidney IRAEs were cumulatively enrolled, including 221 patients from the 122 case
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reports and case series and 163 patients from five observational cohort studies (summarized
in Supplemental Tables S3 and S4). Quality assessment forms are provided in Supplemental
Tables S5 and S6. The flow chart of the study enrollment process is shown in Figure 1. As
shown in Table 1, of all the patients, 68% (261/384) were male, with hypertension in 50%
(151/305) and diabetes in 14% (44/307). The most frequent tumor types were melanoma
(150/384, 39%) and lung cancer (110/384, 29%). Among the 372 patients who had detailed
information on ICI regimens, PD-1/PD-L1 inhibitors were mostly used (281/372, 76%),
CTLA-4 inhibitors were taken by 22 (6%), and combination therapy with PD-1/PD-L1 plus
CTLA-4 was prescribed for 69 (19%). Of the 282 patients with detailed antitumor therapy
data, 12% (33/282) received combination treatment with other antitumor therapies, and
the most frequent combination treatment was chemotherapy (20/282, 7%).

Among these 384 patients with biopsy-proven ICI-kidney IRAEs, 95% (363/384)
presented with AKD, and 5% (21/384) had proteinuria with normal kidney function.
Various kidney histopathologic lesions were observed. ATIN/AIN was the most common
pathologic type (277/384, 72%), followed by glomerular diseases (54/384, 14%), systematic
diseases (42/384, 11%), and ATN (29/384, 8%). Podocyte diseases (23/384, 6%), GN
(15/384, 4%), vasculitis (18/384, 5%), and TMA (8/384, 2%) were the most common lesions
of glomerular diseases and systematic diseases. Details are shown in Table 2. Among
patients with detailed AKD stage, the majority (146/242, 60%) were stage 3, and a total of
14% (42/292) of patients required RRT, among 292 AKD patients with detailed information
on RRT. Among 340 patients reporting extrarenal IRAEs, 34% (117/340) had simultaneous
ICI-related IRAEs of the kidney and of other extrarenal organs, and in particular, skin
(36/340, 11%), gastrointestinal (30/284, 11%), and endocrine systems (22/284, 7%) were the
most common extrarenal IRAEs, with 56 patients lacking gastrointestinal and endocrine
IRAE data.

3.2. Treatment and Outcome of Patients with ICI-Kidney IRAEs

ICI therapy was discontinued in most patients after kidney injury (322/336, 96%). The
majority of patients (342/384, 89%) received steroid therapy for ICI-associated IRAEs, with a
median oral steroid dose of 1.0 (0.8, 1.0) mg/kg/d, while 26% (76/289) received intravenous
steroids, and among the cases reporting intravenous steroid dose, 72% (31/43) received pulse
steroid therapy at a dose of 701 ± 262 mg/ds. Of 351 patients reporting immunosuppressant
agents, 14% (41/351) were treated with additional immunosuppressant agents for severe
IRAEs, relapse of kidney injury, or kidney transplant patients. Eight patients (ATN in five,
immune GN in one, anti-GBM disease in one, and AA in one) were treated with immuno-
suppressant agents without steroids. The remaining 11% (44/384) of patients did not receive
steroid or immunosuppressant therapy due to mild symptoms (Table 3).

Altogether, 311 patients had reports on their renal outcome, with 24 patients having
data only for complete recovery. Of the AKD patients, 42% (129/311) obtained complete
recovery, 43% (123/287) had partial recovery, and 17% (48/287) had no recovery. Of the
36 patients for whom there was detailed information on RRT, only 39% discontinued RRT.
Of patients with proteinuria and normal renal function, 80% (16/20) achieved proteinuria
remission. Of the 93 patients with information on their tumor outcomes, 44% (41/93) had
tumor progression. Altogether, 14% of patients (36/252) in the original articles died.

3.3. Pooled Individual Analysis of Patients with ICI-Associated Kidney IRAEs

To explore the potential factors that may be relevant to the different histopathol-
ogy of kidney IRAEs and to the patients’ outcomes, we further analyzed the pooled
individual-level data of the 221 patients enrolled from the case reports and case series.
Factors identified as significant in univariate analysis (Supplemental Tables S7–S10) were
entered into multivariable analysis. We found that male sex (OR 0.321; 95% CI 0.118, 0.875;
p = 0.026), older age (OR 1.055; 95% CI, 1.016, 1.097; p = 0.006) and PPI treatment (OR 3.620;
95% CI, 1.357, 9.658; p = 0.010) were associated with ATIN/AIN in multivariable analysis,
while older age was found to be inversely associated with glomerular diseases (OR 0.933;
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95% CI, 0.895, 0.973; p = 0.001) after adjusting for confounders (shown in Figure 2). Multi-
variable logistic regression analysis was not performed for ATN and systematic disease, as
few factors were significant in the univariate analysis.
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Table 1. Summary of baseline and clinical characteristics of the total group of patients with biopsy-
proven kidney IRAEs.

Total (n = 384) Cohort (n = 163) Case (n = 221)

Age (year) 67 (59.73) NA 67 (59.73)
Male [n/N(%)] 261/384 (68.0) 108/163 (66.3) 153/221 (69.2)

Hypertension [n/N(%)] 151/305 (49.5) 75/148 (50.7) 76/157 (48.4)
Diabetics [n/N(%)] 44/307 (14.3) 17/148 (11.5) 27/159 (17.0)

CKD [n/N(%)] 60/219 (27.4) 19/60 (31.7) 41/159 (25.8)
CHD [n/N(%)] 20/222 (9.0) 5/63 (7.9) 15/159 (9.4)

Tumor type
Melanoma [n/N(%)] 150/384 (39.0) 63/163 (38.7) e 87/221 (39.4)

Lung cancer [n/N(%)] 110/384 (28.6) 54/163 (33.1) e 56/221 (25.3)
Renal cancer [n/N(%)] 29/324 (9.0) 8/103 (7.8) 21/221 (9.5)

Hematologic cancer a [n/N(%)] 13/324 (4.0) 2/103 (1.9) 11/221 (5.0)
Others b [n/N(%)] 57/324 (17.6) 11/103 (10.7) 46/221 (20.8)

ICI type
PD-1/PD-L1 [n/N(%)] 281/372 (75.5) 129/163 (79.1) 152/209 (72.8)

CTLA-4 [n/N(%)] 22/372 (5.9) 6/163 (3.7) 16/209 (7.7)
Combination c [n/N(%)] 69/372 (18.5) 28/163 (17.2) 41/209 (19.6)

Other treatment
Only ICI [n/N(%)] 249/282 (88.3) 94/102 (92.1) 155/180 (86.1)

ICI+ targeted therapy [n/N(%)] 8/282 (2.8) 1/102 (1.0) 7/180 (3.9)
ICI+ chemotherapy [n/N(%)] 20/282 (7.1) 5/102 (4.9) 15/180 (8.3)

ICI+VEGF [n/N(%)] 5/282 (1.8) 2/102 (2.0) 3/180 (1.7)
Interval time (d) 105 (59,210) NA 105 (59,210)

PPI [n/N(%)] 123/272 (45.2) 71/137 (51.8) 52/135 (38.5)
NSAIDs [n/N(%)] 36/213 (16.9) 9/78 (11.5) 27/135 (20.0)

Baseline SCr (mg/dl) 1.0 (0.8,1.2) NA 1.0 (0.8,1.2)
Peak SCr (mg/dl) 3.9 (2.5,5.9) NA 3.9 (2.5,5.9)

AKD [n/N(%)] 363/384 (94.5) 162/163 (99.4) 201/221 (91.0)
AKD grade

1 grade [n/N(%)] 25/179 (14.0) NA 25/179 (14.0)
2 grade [n/N(%)] 31/179 (17.3) NA 31/179 (17.3)
3 grade [n/N(%)] 146/242 (60.3) 23/63 (36.5) f 123/179 (68.7)

Only proteinuria [n/N(%)] 21/384 (5.5) 1/163 (0.6) 20/221 (9.0)
Extrarenal IRAE [n/N(%)] 117/340 (34.4) 53/134 (39.6) 64/206 (31.1)

Skin [n/N(%)] 36/340 (10.0) 14/134 (10.4) g 22/206 (10.7)
Gastrointestinal [n/N(%)] 30/284 (10.6) 9/78 (11.5) 21/206 (10.2)

Endocrine [n/N(%)] 22/284 (6.5) 5/78 (6.4) 17/206 (8.3)
Pneumonitis [n/N(%)] 10/340 (2.9) 3/134 (2.2) g 7/206 (3.4)

Others d [n/N(%)] 31/284 (4.6) 1/78 (1.3) 12/206 (5.8)

Abbreviations: NA: not available; IRAE: immune-related adverse events; ICI: immune checkpoint inhibitor;
CKD: chronic kidney disease; CHD: coronary heart disease; VEGF: vascular endothelial growth factor; Interval
time: time between the first ICI and RAE occurrences; PPI: proton pump inhibiter; NSAIDs: nonsteroidal anti-
inflammatory drugs; SCr: serum creatinine; AKD: acute kidney disease. a. Hematologic carcinoma included
lymphoma and myelodysplastic syndrome. b. Other carcinomas included osteosarcoma, urothelial carcinoma,
pancreatic cancer, colorectal cancer, endometrial cancer, mesothelioma, prostate cancer, breast cancer, liposarcoma,
thyroid cancer, liver cancer, adrenal cortex cancer, and ovarian cancer. c. Combination was considered when both
immune checkpoint inhibitors were coadministered simultaneously. d. Other extrarenal IRAEs included nervous,
oculus, heart, encephalitis, and rheumatic IRAEs. e. One cohort study (Frank B. Cortazar) reported data only for
melanoma and lung cancer. f. One cohort study (Alexandre O) reported data only for AKD grade 3. g. One cohort
study (Frank B. Cortazar) reported data only for skin and pneumonitis IRAEs.

We next explored the factors associated with kidney recovery in AKD patients. As
shown in Figure 3, the use of steroids was independently associated with kidney recovery
(OR 9.429, 95% CI, 1.823, 48.779; p = 0.007), whereas systematic diseases (OR 0.119, 95%
CI, 0.038, 0.376; p < 0.001) and the use of RRT (OR 0.111, 95% CI, 0.033, 0.374; p < 0.001)
had significant inverse associations with kidney recovery. Potential risk factors for tumor
progression and death were also analyzed. As shown in Supplemental Table S10, there
were no significant associations between tumor progression or death and receiving steroids
(including pulse steroid therapy), immunosuppressants, or discontinued ICI treatment.
Patients with glomerular diseases had an increased risk of tumor progression (OR 2.975;
95% CI, 1.176, 7.527; p = 0.021) in multivariable analysis. Male sex (OR 3.136; 95% CI, 1.026,
9.583; p = 0.045), ATIN/AIN (OR 0.180; 95% CI, 0.071, 0.455; p < 0.001), systematic diseases
(OR 3.123; 95% CI, 1.293, 7.539; p = 0.011), and no recovery of kidney function (OR 4.455;
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95% CI, 1.554, 12.767; p = 0.004) were related to death in univariate analysis. After adjusting
for confounding factors, patients with ATIN/AIN had a decreased risk for death (OR 0.164;
95% CI, 0.057, 0.473; p = 0.001), and those with hematologic cancers (OR 13.342, 95% CI,
1.032, 172.512; p = 0.047) had a 13.3-fold risk of death compared to that in patients with
melanoma (Figure 4).

Table 2. Histopathological type of total patients with biopsy-proven kidney IRAEs.

Total (n = 384) Cohort (n = 163) Case (n = 221)

ATIN/AIN [n/N(%)] 277 (72.3) 134 143 a

ATIN [n/N(%)] 191 (49.9) 121 70
AIN [n/N(%)] 86 (22.5) 13 73

Total ATN [n/N(%)] 29 (7.6) 18 11
ATN alone [n/N(%)] 23 (6.0) 17 6

ATN with glomerular injury [n/N(%)] 6 (1.6) 1 5
Glomerular injury [n/N(%)] 54 (14.1) 8 46 b

Podocyte injury [n/N(%)] 23 (6.0) 4 19
FSGS [n/N(%)] 8 (2.1) 1 7
MCD [n/N(%)] 15 (3.9) 3 12

IgA nephropathy [n/N(%)] 8 (2.1) 0 8
MN [n/N(%)] 11 (2.9) 1 10
GN [n/N(%)] 15 (3.9) 3 12

Crescent GN [n/N(%)] 2 (0.5) 0 2
C3 GN [n/N(%)] 3 (0.8) 1 2

Immune-mediated GN [n/N(%)] 5 (1.3) 0 5
Unclassed GN [n/N(%)] 5 (1.3) 2 3

Systematic disease [n/N(%)] 42 (10.9) 3 39 c

Vasculitis/ANCA vasculitis [n/N(%)] 18 (4.7) 2 16
Anti-GBM disease [n/N(%)] 4 (1.0) 1 3

TMA [n/N(%)] 8 (2.1) 0 8
AA amyloidosis [n/N(%)] 5 (1.3) 0 5

Renal graft rejection [n/N(%)] 7 (1.8) 0 7
Lupus nephritis [n/N(%)] 1 (0.3) 0 1

Abbreviations: ATN: acute tubular necrosis; ATIN: acute tubulointerstitial nephritis; AIN: acute interstitial
nephritis; MCD: minimal change disease; FSGS: focal segmental glomerulosclerosis; TMA: thrombotic microan-
giopathy; MN: membranous nephropathy; GN: glomerulonephritis; AA: amyloidosis protein A; anti-GBM disease:
anti-glomerular basement membrane disease. a. Ten patients had ATIN/AIN with glomerular injury, and three
patients had ATIN/AIN with systematic disease in renal biopsy. b. Three patients presented with two types of
glomerular injury. c. One patient presented with two types of systematic disease.
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Figure 2. Factors associated with the occurrence of renal adverse events with ATIN/AIN and
glomerular disease. (a) Male sex, older age and PPI treatment were associated with ATIN/AIN in
multivariable analysis; (b) older age was inversely associated with glomerular diseases after adjusting
for confounders. ATIN/AIN: acute tubulointerstitial nephritis/acute interstitial nephritis; PPI: proton
pump inhibitor; ICI: immune checkpoint inhibitor; CI: confidence interval.
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Table 3. Treatment and outcome of total patients with biopsy-proven kidney IRAEs.

Total (n = 384) Cohort (n = 163) Case (n = 221)

Corticosteroid [n/N(%)] 342/384 (89.1) 138/163 (84.7) 204/221 (92.3)
Intravenous corticosteroid [n/N(%)] 76/289 (26.3) 18/88 (20.5) 58/201 (28.9)

Dose (mg/d) 500 (225,1000) NA 500 (225–1000)
Pulse steroid therapy [n/N(%)] 31/43 (72.1) NA 31/43 (72.1)

Dose (mg/d) 701 ± 262 NA 701 ± 262
Oral corticosteroid (mg/kg/d) 1.0 (0.8,1.0) NA 1.0 (0.8–1.0)

Low-dose (<0.5 mg/kg/d) 18/136 (13.2) NA 18/136 (13.2)
Moderate-dose (0.5–1.0 mg/kg/d) 99/136 (72.8) NA 99/136 (72.8)

High-dose (>1.0 mg/kg/d) 19/136 (14.0) NA 19/136 (14.0)
Immunosuppressants [n/N(%)] 49/351 (14.0) 7/148 (4.7) 42/203 (20.7) a

Infliximab [n/N(%)] 12/351 (3.4) NA 12/203 (5.6)
Rituximab [n/N(%)] 15/351 (4.3) NA 15/203 (7.4)

MMF [n/N(%)] 11/351 (3.1) NA 11/203 (5.4)
Others [n/N(%)] 7/351 (2.0) NA 7/203 (3.5)

Discontinued ICI [n/N(%)] 322/336 (95.8) 139/145 (95.9) 183/191 (95.8)
RRT [n/N(%)] 42/292 (14.4) 7/90 (7.8) 35/202 (17.3)

Disruption of RRT [n/N(%)] 14/36 (38.9) 1/2 (50.0) 13/34 (38.2)
Recovery SCr level (mg/dl) 1.5 (1.1,1.8) NA 1.5 (1.1,1.8)
Protein remission [n/N(%)] 16/20 (80.0) NA 16/20 (80.0)

Renal function recovery
Complete recovery [n/N(%)] 129/311 (41.5) 56/143 (39.2) b 73/168 (43.5)

Partial recovery [n/N(%)] 123/287 (42.9) 59/119 (49.6) 64/168 (38.1)
No recovery [n/N(%)] 48/287 (16.7) 17/119 (14.3) 31/168 (18.5)

Death [n/N(%)] 36/252 (14.3) 8/90 (8.9) 28/162 (17.3)
Tumor response
DCR [n/N(%)] 52/93 (55.9) NA 52/93 (55.9)

Complete response [n/N(%)] 14/93 (15.1) NA 14/93 (15.1)
Partial response [n/N(%)] 14/93 (15.1) NA 14/93 (15.1)

Stable [n/N(%)] 24/93 (25.8) NA 24/93 (25.8)
Progression [n/N(%)] 41/93 (44.1) NA 41/93 (44.1)
Rechallenge [n/N(%)] 41/190 (21.7) 18/84 (21.4) 23/106 (21.7)

Flare [n/N(%)] 10/39 (25.6) 1/18 (5.6) 9/21 (42.9)

Abbreviations: NA: not available; IRAE: immune-related adverse events; MMF: mycophenolate mofetil; RRT:
renal replacement therapy; SCr: serum creatine; ICI: immune checkpoint inhibitor; DCR: disease control rate.
a. Three patients were treated with both immunosuppressants: one patient received rituximab and MMF, and two
patients received infliximab and MMF. b. Two cohort studies (Clarissa Cassol and Juliana B) only provided data
for complete renal function recovery.
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3.4. Immunohistochemical Staining of Biopsied Kidney Tissues

Twenty-four patients from 17 case reports [15–31] and 3 case series [32–34] had in-
formation on the immunohistochemistry (IHC) staining of kidney infiltrating cells. All
24 patients presented with ATIN, with one case having concomitant glomerulonephritis
(not specified). Kidney infiltration of T lymphocytes (CD3+) and B lymphocytes (CD20+)
was detected in 100% (21/21) and 80% (8/10) of patients, respectively. Of the 10 patients
who had kidney sections stained for both anti-CD3 and anti-CD20, the number of T cells
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was found to be significantly higher than that of B cells. CD4+ T-cell (18/18) and CD8+
T-cell (20/20) infiltration was detected in all patients, with 69% (9/13) of patients having
CD4+ T-cell dominance and 31% (4/13) having CD8+ T-cell dominance. Macrophage
(CD68+) infiltration was found in all the tested patients (7/7).
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IHC staining for PD-L1 and PD-1 was performed in 23 patients from eight case
reports [15,16,19,20,23,26,27,29] and one cohort study [35], with ATIN in 17 patients and
ATN in 6 patients. Positive PD-L1 staining was detected in tubular epithelial cells in 15/17
(88%) patients with ATIN, but not in the ATN patients (p < 0.001). Slight focal PD-1 staining
in inflammatory cells was detected in 16/18 (89%) patients, with no difference between
patients with ATIN (10/12, 83%) and those with ATN (6/6, 100%) (p = 1.000).

4. Discussion

With the expanding application of ICIs, kidney IRAEs have gained increasing atten-
tion. This is the first systematic review on published biopsy-proven ICI-kidney IRAEs,
which allowed us to have a more comprehensive understanding of the clinical features,
pathologies, treatments, and outcomes of ICI-kidney IRAEs. Meanwhile, with cumulative
data, we were able to identify the factors associated with different kidney pathotypes and
outcomes, which may help guide diagnostic and treatment strategies.

ICI-associated IRAEs have been reported to be related to age and sex. For exam-
ple, female patients exhibit an increased risk of ICI-associated IRAEs [36], especially en-
docrine [36], skin [37], and thyroid gland [38] IRAEs. Older patients have an increased risk
of lung [39] and skin [40] IRAEs, while younger patients have an increased risk of liver [39]
and endocrine [40] IRAEs. To date, there have been no reports on the relevance of age and
sex to ICI-related kidney IRAEs. In the current study, we found that compared to male pa-
tients, female patients had an increased risk of ATIN/AIN; moreover, older patients had an
increased risk of ATIN/AIN, while younger patients were more likely to have glomerular
diseases. The reasons for the discrepancies in age and sex and their relevance to ICI-IRAEs
are thus far undefined. One hypothesis suggests that the immune system undergoes a
wide range of changes during aging; this process, called “immunosenescence” [41], may
contribute to the difference in the immune system between older and younger patients.
Therefore, ICIs may affect immune responses differently in older and younger patients,
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leading to different types of IRAEs [42]. More research is needed to further explore the
discrepancies and the related mechanisms of age- and sex-associated ICI-kidney IRAEs.

Treatment of severe ICI-kidney IRAEs with steroids is recommended by the current
guidelines [43]. In the current study, we found that most of the reported patients with
biopsy-proven ICI-kidney IRAEs received steroid therapy (89%) with a median oral steroid
dose of 1.0 (0.8, 1.0) mg/kg/d, and most patients received ICI therapy (96%). The use
of steroids was independently associated with kidney recovery, which is consistent with
previous studies [44,45]. It is interesting to note that receiving steroids and immunosup-
pressants and halting ICI treatment were not associated with an increased risk of tumor
progression or death, which indicates that immunosuppressive therapies (steroids or im-
munosuppressants) and the discontinuation of ICI therapy may not influence the tumor
response to ICIs or the risk of death; thus, administering more aggressive steroid therapy
and withholding ICI treatment may improve kidney outcomes in patients with severe
kidney IRAEs. However, the current evidence remains too limited to support this finding,
and further studies with a higher strength of evidence are warranted.

Data on risk factors for death in patients with ICI-kidney IRAEs are sparse, to our
knowledge, as different risk factors have only been reported in two studies. Shruti et al.
found that only a lower baseline eGFR was associated with a higher risk of death in
405 patients diagnosed with ICI-associated AKI [46]. Meanwhile, different factors were
identified in a multicenter study conducted by Cortazar et al. [44], and it was reported
that patient kidney recovery was associated with lower mortality in 138 patients with
ICI-associated AKI. However, in the current study, we found that ATIN/AIN was an
independent protective factor for death in patients with ICI-kidney IRAEs. Unlike previous
studies, our study population consisted of patients with ICI-kidney IRAEs, including non-
AKI kidney disease and ICI-associated AKI, and we included variables related to pathology
in univariate and multivariable analyses. This might have contributed to the difference in
results from those of the previous studies. The lower mortality associated with ATIN/AIN
from ICI-kidney IRAEs may reflect that patients with suspected ICI-associated ATIN/AIN
require closer attention, which highlights the potential benefits of early recognition and
treatment for ATIN/AIN.

Studies have been conducted to explore the mechanisms of ICI-related kidney IRAEs.
Analysis of the IHC staining results in the case reports showed that predominant T-cell
infiltration was detected in all the available tested kidney biopsies, with the majority of
the patients presenting with CD4+ T-cell dominance (69%). Moreover, HLA-DR expression
was detected in renal tubular epithelial cells [31]. These results support the current view
that ICI-induced T-cell hyperactivation mediates kidney injury. CTLA-4/PD-1 signaling
failure suggests that certain intrinsic kidney antigens might become targets for aberrantly
activated T cells [47]. B cells were detected in the biopsied kidney sections in 80% of
patients with ICI-kidney IRAEs, which indicates a potential role of B cells in kidney IRAEs
development. Previous studies have shown that augmented T-cell–B-cell interactions may
result in autoantibody production, due to increased T-cell activation with ICIs [48]. PD-L1
expression was detected in tubular epithelial cells in most of the patients with anti-PD-L1
IHC staining (65.2%), which suggests a potential mechanism in which the anti-PD-L1
monoclonal antibody directly binds to renal tubular cells and mediates tubular injury [49].
Finally, the use of PPIs was found to independently increase the risk of ICI-associated
ATIN/AIN in the current analysis, which is consistent with previous studies [44,49]. It
is possible that PPI may latently prime T cells as haptens, and that ICI further activates
these T cells and leads to loss of tolerance [50]. Moreover, the possibility cannot be entirely
ruled out that ATIN/AIN may be directly associated with PPIs instead of ICIs. Currently,
it cannot be determined whether ICIs, in combination with PPIs, may increase the risk of
ICI-kidney IRAEs due to a lack of quality data from large studies.

Our study is the first systematic review of this topic to date and provides key insights
into ICI-related kidney IRAEs. Nevertheless, there were still several limitations in our
study. As mentioned above, the current review predominantly consisted of case reports or
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case series, and there was a small number of prospective studies. Lower levels of evidence
and a higher risk of reporting and selection bias may thus exist. Nonuniform reporting
of patient descriptors led to complete clinical data not being available in a proportion of
patients, particularly in retrospective observational studies. Small sample sizes and missing
information were present when some outcomes were analyzed, particularly regarding the
tumor outcome and treatment dose. In the enrolled studies, especially the case reports,
there may have been substantial variation in the hospital settings, physician level, follow-up
time and other factors, which might have contributed to heterogeneity. Further hetero-
geneity was difficult to assess in our study because some of the associated factors were
not reported in the original articles. With an increasing appearance of new studies [51–53],
our understanding of ICI-kidney IRAEs will be deepened gradually. Further studies are
needed to explore the related mechanism and help better manage the disease.

5. Conclusions

In conclusion, we provide the first systematic review data for biopsy-proven ICI-
kidney IRAEs of interest to clinicians, including a comprehensive description of the patho-
logical spectrum of the various patterns, risk factors for the development of different
pathologies, and risk factors associated with prognosis. Oncologists and nephrologists
should be aware that different pathologies affect different kidney and tumor outcomes and
should consider obtaining a kidney biopsy when it is clinically indicated.

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/jcm12041349/s1: Table S1: PubMed search strate; Table S2: Defi-
nition of kidney outcomes of AKD and non-AKD patients; Table S3: Summary of study characteristics,
safety and efficacy of all included case report and case series; Table S4: Summary of cohort stud-
ies; Table S5: The Newcastle-Ottawa scale (NOS) quality assessment of the enrolled studies; Table
S6: Quality assessment of case/case; Table S7: Risk factors for ICI-associated kidney IRAEs with
ATIN/AIN; Table S8: Risk factors for ICI-associated kidney IRAEs with glomerular disease and
systematic disease; Table S9: Univariate and multivariable logistic analysis of factors with kidney
function recovery in AKD patients; Table S10: Univariate and multivariable logistic analysis of factors
with tumor progression and death.

Author Contributions: Conceptualization, X.-J.Y. and L.Y.; methodology, X.-J.Y. and L.Y.; formal
analysis, L.-Y.X. and H.-Y.Z.; investigation, X.-J.Y.; data curation, L.-Y.X., H.-Y.Z. and J.-W.W.; writing—
original draft preparation, L.-Y.X. and H.-Y.Z.; writing—review and editing, X.-Z.Z., L.J., S.-X.W., G.L.
and L.Y. All authors have read and agreed to the published version of the manuscript.

Funding: This research was supported by the National Key R&D Program of China (2022YFC2502500,
2022YFC2502502), the National Natural Science Foundation of China (No. 82130021), the Beijing
Young Scientist Program (BJJWZYJH01201910001006), Capital’s Funds for Health Improvement and
Research (CFH2022-1-4071), PKU-Baidu Fund (2020BD026, 2020BD044), and the CAMS innovation
Fund for Medical Sciences (2019-I2M-5-046).

Data Availability Statement: The data presented in this study are available in the Supplementary
Materials.

Acknowledgments: Ling-Yi Xu and Hai-Ya Zhao contributed equally as first authors. Li Yang and
Xiao-Juan Yu conceived and designed the study; Ling-Yi Xu, Hai-Ya Zhao, and Xiao-Juan Yu screened
studies, collected data, and assessed the quality of studies; Ling-Yi Xu, Hai-Ya Zhao, and Jin-Wei
Wang processed statistical data; Ling-Yi Xu and Hai-Ya Zhao drafted the manuscript; Xi-Zi Zheng,
Lei Jiang, Su-Xia Wang, Gang Liu, and Li Yang revised the final manuscript. All authors approved
the final manuscript for submission.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

https://www.mdpi.com/article/10.3390/jcm12041349/s1
https://www.mdpi.com/article/10.3390/jcm12041349/s1


J. Clin. Med. 2023, 12, 1349 12 of 14

References
1. Ansell, S.M.; Lesokhin, A.M.; Borrello, I.; Halwani, A.; Scott, E.C.; Gutierrez, M.; Schuster, S.J.; Millenson, M.M.; Cattry, D.; Freeman,

G.J.; et al. PD-1 blockade with nivolumab in relapsed or refractory Hodgkin’s lymphoma. N. Engl. J. Med. 2015, 372, 311–319.
[CrossRef] [PubMed]

2. Borghaei, H.; Paz-Ares, L.; Horn, L.; Spigel, D.R.; Steins, M.; Ready, N.E.; Chow, L.Q.; Vokes, E.E.; Felip, E.; Holgado, E.; et al.
Nivolumab versus Docetaxel in Advanced Nonsquamous Non-Small-Cell Lung Cancer. N. Engl. J. Med. 2015, 373, 1627–1639.
[CrossRef] [PubMed]

3. Larkin, J.; Chiarion-Sileni, V.; Gonzalez, R.; Grob, J.J.; Cowey, C.L.; Lao, C.D.; Schadendorf, D.; Dummer, R.; Smylie, M.; Rutkowski,
P.; et al. Combined Nivolumab and Ipilimumab or Monotherapy in Untreated Melanoma. N. Engl. J. Med. 2015, 373, 23–34.
[CrossRef] [PubMed]

4. Aslan, K.; Turco, V.; Blobner, J.; Sonner, J.K.; Liuzzi, A.R.; Nunez, N.G.; De Feo, D.; Kickingereder, P.; Fischer, M.; Green, E.; et al.
Heterogeneity of response to immune checkpoint blockade in hypermutated experimental gliomas. Nat. Commun. 2020, 11, 931.
[CrossRef]

5. Pardoll, D.M. The blockade of immune checkpoints in cancer immunotherapy. Nat. Rev. Cancer 2012, 12, 252–264. [CrossRef]
6. Spain, L.; Diem, S.; Larkin, J. Management of toxicities of immune checkpoint inhibitors. Cancer Treat Rev. 2016, 44, 51–60.

[CrossRef]
7. Cortazar, F.B.; Marrone, K.A.; Troxell, M.L.; Ralto, K.M.; Hoenig, M.P.; Brahmer, J.R.; Le, D.T.; Lipson, E.J.; Glezerman, I.G.;

Wolchok, J.; et al. Clinicopathological features of acute kidney injury associated with immune checkpoint inhibitors. Kidney Int.
2016, 90, 638–647. [CrossRef] [PubMed]

8. Koks, M.S.; Ocak, G.; Suelmann, B.B.M.; Hulsbergen-Veelken, C.A.R.; Haitjema, S.; Vianen, M.E.; Verhaar, M.C.; Kaasjager, K.A.H.;
Khairoun, M. Immune checkpoint inhibitor-associated acute kidney injury and mortality: An observational study. PLoS ONE
2021, 16, e0252978. [CrossRef]

9. Manohar, S.; Kompotiatis, P.; Thongprayoon, C.; Cheungpasitporn, W.; Herrmann, J.; Herrmann, S.M. Programmed cell death
protein 1 inhibitor treatment is associated with acute kidney injury and hypocalcemia: Meta-analysis. Nephrol. Dial. Transpl. 2019,
34, 108–117. [CrossRef]

10. Seethapathy, H.; Zhao, S.; Chute, D.F.; Zubiri, L.; Oppong, Y.; Strohbehn, I.; Cortazar, F.B.; Leaf, D.E.; Mooradian, M.J.; Villani,
A.C.; et al. The Incidence, Causes, and Risk Factors of Acute Kidney Injury in Patients Receiving Immune Checkpoint Inhibitors.
Clin. J. Am. Soc. Nephrol. 2019, 14, 1692–1700. [CrossRef]

11. Moher, D.; Shamseer, L.; Clarke, M.; Ghersi, D.; Liberati, A.; Petticrew, M.; Shekelle, P.; Stewart, L.A. Preferred reporting items for
systematic review and meta-analysis protocols (PRISMA-P) 2015 statement. Syst. Rev. 2015, 4, 1–9. [CrossRef] [PubMed]

12. Chawla, L.S.; Bellomo, R.; Bihorac, A.; Goldstein, S.L.; Siew, E.D.; Bagshaw, S.M.; Bittleman, D.; Cruz, D.; Endre, Z.; Fitzgerald,
R.L.; et al. Acute kidney disease and renal recovery: Consensus report of the Acute Disease Quality Initiative (ADQI) 16
Workgroup. Nat. Rev. Nephrol. 2017, 13, 241–257. [CrossRef] [PubMed]

13. Murad, M.H.; Sultan, S.; Haffar, S.; Bazerbachi, F. Methodological quality and synthesis of case series and case reports. BMJ Evid.
Based Med. 2018, 23, 60–63. [CrossRef]

14. The Ottawa Hospital Researh Institute Website; Wells, G.A.; Shea, B.; O’Connell, D.; Peterson, J.; Welch, V.; Losos, M.; Tugwell, P.
The Newcastle-Ottawa Scale (NOS) for Assessing the Quality of Nonrandomized Studies in Meta-Analysis. Available online:
www.ohri.ca/programs/clinical_epidemiology/oxford.asp (accessed on 20 February 2022).

15. Uchida, A.; Watanabe, M.; Nawata, A.; Ikari, Y.; Sasaki, M.; Shigemoto, K.; Hisano, S.; Nakashima, H. Tubulointerstitial nephritis as
adverse effect of programmed cell death 1 inhibitor, nivolumab, showed distinct histological findings. CEN Case Rep. 2017, 6, 169–174.
[CrossRef] [PubMed]

16. Vakil, V.; Birkenbach, M.; Woerner, K.; Bu, L. Tubulitis in a patient treated with nivolumab: Case report and literature review. J.
Onco-Nephrol. 2018, 2, 107–112. [CrossRef]

17. Tabei, A.; Watanabe, M.; Ikeuchi, H.; Nakasatomi, M.; Sakairi, T.; Kaneko, Y.; Maeshima, A.; Kaira, K.; Hirato, J.; Nojima, Y.; et al.
The Analysis of Renal Infiltrating Cells in Acute Tubulointerstitial Nephritis Induced by Anti-PD-1 Antibodies: A Case Report
and Review of the Literature. Intern. Med. 2018, 57, 3135–3139. [CrossRef]

18. Okawa, S.; Fujiwara, K.; Shimonishi, A.; Matsuura, H.; Ozeki, T.; Nishimura, J.; Kayatani, H.; Minami, D.; Shinno, Y.; Sato, K.; et al.
Rapidly Progressive Acute Kidney Injury Associated with Nivolumab Treatment. Case Rep. Oncol. 2020, 13, 85–90. [CrossRef]

19. Nakatani, Y.; Kawakami, H.; Ichikawa, M.; Yamamoto, S.; Otsuka, Y.; Mashiko, A.; Takashima, Y.; Ito, A.; Nakagawa, K.; Arima, S.
Nivolumab-induced acute granulomatous tubulointerstitial nephritis in a patient with gastric cancer. Investig. New Drugs 2018,
36, 726–731. [CrossRef]

20. Ai, L.; Gao, J.; Zhao, S.; Li, Q.; Cui, Y.-H.; Liu, Q.; Wu, D.; Wang, Y.; Jin, X.; Ji, Y.; et al. Nivolumab-associated DRESS in a genetic
susceptible individual. J. Immunother. Cancer 2021, 9. [CrossRef]

21. Messias, A.; Calado, J.; Viana, H.; Nolasco, F. Nephrotic syndrome in a patient with metastatic melanoma: Beyond the obvious.
Port. J. Nephrol. Hypertens. 2019, 33, 252–255. [CrossRef]

22. Koda, R.; Watanabe, H.; Tsuchida, M.; Iino, N.; Suzuki, K.; Hasegawa, G.; Imai, N.; Narita, I. Immune checkpoint inhibitor
(nivolumab)-associated kidney injury and the importance of recognizing concomitant medications known to cause acute
tubulointerstitial nephritis: A case report. BMC Nephrol. 2018, 19, 48. [CrossRef]

http://doi.org/10.1056/NEJMoa1411087
http://www.ncbi.nlm.nih.gov/pubmed/25482239
http://doi.org/10.1056/NEJMoa1507643
http://www.ncbi.nlm.nih.gov/pubmed/26412456
http://doi.org/10.1056/NEJMoa1504030
http://www.ncbi.nlm.nih.gov/pubmed/26027431
http://doi.org/10.1038/s41467-020-14642-0
http://doi.org/10.1038/nrc3239
http://doi.org/10.1016/j.ctrv.2016.02.001
http://doi.org/10.1016/j.kint.2016.04.008
http://www.ncbi.nlm.nih.gov/pubmed/27282937
http://doi.org/10.1371/journal.pone.0252978
http://doi.org/10.1093/ndt/gfy105
http://doi.org/10.2215/CJN.00990119
http://doi.org/10.1186/2046-4053-4-1
http://www.ncbi.nlm.nih.gov/pubmed/25554246
http://doi.org/10.1038/nrneph.2017.2
http://www.ncbi.nlm.nih.gov/pubmed/28239173
http://doi.org/10.1136/bmjebm-2017-110853
www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://doi.org/10.1007/s13730-017-0269-y
http://www.ncbi.nlm.nih.gov/pubmed/28849361
http://doi.org/10.1177/2399369318812969
http://doi.org/10.2169/internalmedicine.0444-17
http://doi.org/10.1159/000505235
http://doi.org/10.1007/s10637-018-0596-7
http://doi.org/10.1136/jitc-2021-002879
http://doi.org/10.32932/pjnh.2020.01.053
http://doi.org/10.1186/s12882-018-0848-y


J. Clin. Med. 2023, 12, 1349 13 of 14

23. Tawhari, I.; Fenton, S.E.; Sosman, J.A.; Sustento-Reodica, N.; Kanwar, Y.S.; Aggarwal, V. Hyperacute Onset of Immune Checkpoint
Inhibitor–Related Acute Interstitial Nephritis. Kidney Int. Rep. 2020, 5, 2084–2088. [CrossRef]

24. Gebauer, E.; Bechtel-Walz, W.; Schell, C.; Erbel, M.; Walz, G.; Hermle, T. Development of Nivolumab/Ipilimumab-Associated
Autoimmune Nephritis during Steroid Therapy. Case Rep. Nephrol. Dial. 2021, 11, 270–274. [CrossRef]

25. Jolly, E.C.; Clatworthy, M.R.; Lawrence, C.; Nathan, P.D.; Farrington, K. Anti-CTLA-4 (CD 152) monoclonal antibody-induced
autoimmune interstitial nephritis. NDT Plus 2009, 2, 300–302. [CrossRef]

26. Xipell, M.; Victoria, I.; Hoffmann, V.; Villarreal, J.; Garcia-Herrera, A.; Reig, O.; Rodas, L.; Blasco, M.; Poch, E.; Mellado, B.; et al.
Acute tubulointerstitial nephritis associated with atezolizumab, an anti-programmed death-ligand 1 (pd-l1) antibody therapy.
Oncoimmunology 2018, 7, e1445952. [CrossRef]

27. Irifuku, T.; Satoh, A.; Tani, H.; Mandai, K.; Masaki, T. Acute tubulointerstitial nephritis and IgM deposits on glomerular capillary
walls after immunotherapy with nivolumab for metastatic renal cell carcinoma. CEN Case Rep. 2020, 9, 48–54. [CrossRef]

28. Gordon, L.; Dokouhaki, P.; Hagel, K.; Prasad, B. Acute kidney injury from immune checkpoint inhibitor use. BMJ Case Rep. 2019,
12, e231211. [CrossRef]

29. Mulroy, M.; Ghafouri, S.; Sisk, A.; Ribas, A.; Goshtaseb, R.; Cherry, G.; Shen, J. Acute interstitial nephritis and PR3-ANCA
following reintroduction of pembrolizumab: A case report. Immunotherapy 2021, 13, 283–288. [CrossRef]

30. Charmetant, X.; Teuma, C.; Lake, J.; Dijoud, F.; Frochot, V.; Deeb, A. A new expression of immune checkpoint inhibitors’ renal
toxicity: When distal tubular acidosis precedes creatinine elevation. Clin. Kidney J. 2019, 13, 42–45. [CrossRef]

31. Tanaka, A.; Ikinaga, K.; Kiyohara, E.; Tanemura, A.; Wataya-Kaneda, M.; Fujimura, R.; Mizui, M.; Isaka, Y.; Katayama, I. Critical
renal adverse event induced by nivolumab therapy in a stage IV melanoma patient. J. Dermatol. 2017, 44, 727–728. [CrossRef]

32. Escandon, J.; Peacock, S.; Trabolsi, A.; Thomas, D.B.; Layka, A.; Lutzky, J. Interstitial nephritis in melanoma patients secondary to
PD-1 checkpoint inhibitor. J. Immunother. Cancer 2017, 5, 3. [CrossRef]

33. Ryuzaki, M.; Tokuyama, H.; Uchiyama, K.; Nakaya, H.; Hasegawa, K.; Miyashita, K.; Konishi, K.; Hashiguchi, A.; Wakino, S.;
Itoh, H. Acute Interstitial Nephritis With Karyomegalic Epithelial Cells After Nivolumab Treatment—Two Case Reports. Clin.
Med. Insights Case Rep. 2019, 12, 1179547619853647. [CrossRef]

34. Belliere, J.; Meyer, N.; Mazieres, J.; Ollier, S.; Boulinguez, S.; Delas, A.; Ribes, D.; Faguer, S. Acute interstitial nephritis related to
immune checkpoint inhibitors. Br. J. Cancer 2016, 115, 1457–1461. [CrossRef] [PubMed]

35. Cassol, C.; Satoskar, A.; Lozanski, G.; Rovin, B.; Hebert, L.; Nadasdy, T.; Brodsky, S.V. Anti-PD-1 Immunotherapy May Induce
Interstitial Nephritis With Increased Tubular Epithelial Expression of PD-L1. Kidney Int. Rep. 2019, 4, 1152–1160. [CrossRef]
[PubMed]

36. Duma, N.; Abdel-Ghani, A.; Yadav, S.; Hoversten, K.P.; Reed, C.T.; Sitek, A.N.; Enninga, E.A.L.; Paludo, J.; Aguilera, J.V.;
Leventakos, K.; et al. Sex Differences in Tolerability to Anti-Programmed Cell Death Protein 1 Therapy in Patients with Metastatic
Melanoma and Non-Small Cell Lung Cancer: Are We All Equal? Oncologist 2019, 24, e1148–e1155. [CrossRef]

37. Bui, A.N.; Bougrine, A.; Buchbinder, E.I.; Giobbie-Hurder, A.; LeBoeuf, N.R. Female sex is associated with higher rates of
dermatologic adverse events among patients with melanoma receiving immune checkpoint inhibitor therapy: A retrospective
cohort study. J. Am. Acad. Dermatol. 2022, 87, 403–406. [CrossRef] [PubMed]

38. Muir, C.A.; Clifton-Bligh, R.J.; Long, G.V.; Scolyer, R.A.; Lo, S.N.; Carlino, M.S.; Tsang, V.H.M.; Menzies, A.M. Thyroid Immune-
related Adverse Events Following Immune Checkpoint Inhibitor Treatment. J. Clin. Endocrinol. Metab. 2021, 106, e3704–e3713.
[CrossRef]

39. Shah, K.P.; Song, H.; Ye, F.; Moslehi, J.J.; Balko, J.M.; Salem, J.E.; Johnson, D.B. Demographic Factors Associated with Toxicity in
Patients Treated with Anti-Programmed Cell Death-1 Therapy. Cancer Immunol. Res. 2020, 8, 851–855. [CrossRef]

40. Baldini, C.; Martin Romano, P.; Voisin, A.L.; Danlos, F.X.; Champiat, S.; Laghouati, S.; Kfoury, M.; Vincent, H.; Postel-Vinay,
S.; Varga, A.; et al. Impact of aging on immune-related adverse events generated by anti-programmed death (ligand)PD-(L)1
therapies. Eur. J. Cancer 2020, 129, 71–79. [CrossRef]

41. López-Otín, C.; Blasco, M.A.; Partridge, L.; Serrano, M.; Kroemer, G. The hallmarks of aging. Cell 2013, 153, 1194–1217. [CrossRef]
42. Elias, R.; Hartshorn, K.; Rahma, O.; Lin, N.; Snyder-Cappione, J.E. Aging, immune senescence, and immunotherapy: A

comprehensive review. Semin. Oncol. 2018, 45, 187–200. [CrossRef]
43. Brahmer, J.R.; Lacchetti, C.; Schneider, B.J.; Atkins, M.B.; Brassil, K.J.; Caterino, J.M.; Chau, I.; Ernstoff, M.S.; Gardner, J.M.; Ginex,

P.; et al. Management of Immune-Related Adverse Events in Patients Treated With Immune Checkpoint Inhibitor Therapy:
American Society of Clinical Oncology Clinical Practice Guideline. J. Clin. Oncol. 2018, 36, 1714–1768. [CrossRef]

44. Cortazar, F.B.; Kibbelaar, Z.A.; Glezerman, I.G.; Abudayyeh, A.; Mamlouk, O.; Motwani, S.S.; Murakami, N.; Herrmann, S.M.;
Manohar, S.; Shirali, A.C.; et al. Clinical Features and Outcomes of Immune Checkpoint Inhibitor-Associated AKI: A Multicenter
Study. J. Am. Soc. Nephrol. 2020, 31, 435–446. [CrossRef]

45. Gupta, S.; Short, S.A.P.; Sise, M.E.; Prosek, J.M.; Madhavan, S.M.; Soler, M.J.; Ostermann, M.; Herrmann, S.M.; Abudayyeh,
A.; Anand, S.; et al. Acute kidney injury in patients treated with immune checkpoint inhibitors. J. Immunother. Cancer 2021, 9.
[CrossRef]

46. Gupta, S.; Strohbehn, I.A.; Wang, Q.; Hanna, P.E.; Seethapathy, R.; Prosek, J.M.; Herrmann, S.M.; Abudayyeh, A.; Malik,
A.B.; Loew, S.; et al. Acute kidney injury in patients receiving pembrolizumab combination therapy versus pembrolizumab
monotherapy for advanced lung cancer. Kidney Int. 2022, 102, 930–935. [CrossRef]

http://doi.org/10.1016/j.ekir.2020.08.002
http://doi.org/10.1159/000517502
http://doi.org/10.1093/ndtplus/sfp048
http://doi.org/10.1080/2162402X.2018.1445952
http://doi.org/10.1007/s13730-019-00424-1
http://doi.org/10.1136/bcr-2019-231211
http://doi.org/10.2217/imt-2020-0223
http://doi.org/10.1093/ckj/sfz051
http://doi.org/10.1111/1346-8138.13538
http://doi.org/10.1186/s40425-016-0205-2
http://doi.org/10.1177/1179547619853647
http://doi.org/10.1038/bjc.2016.358
http://www.ncbi.nlm.nih.gov/pubmed/27832664
http://doi.org/10.1016/j.ekir.2019.06.001
http://www.ncbi.nlm.nih.gov/pubmed/31440705
http://doi.org/10.1634/theoncologist.2019-0094
http://doi.org/10.1016/j.jaad.2021.06.885
http://www.ncbi.nlm.nih.gov/pubmed/34252467
http://doi.org/10.1210/clinem/dgab263
http://doi.org/10.1158/2326-6066.CIR-19-0986
http://doi.org/10.1016/j.ejca.2020.01.013
http://doi.org/10.1016/j.cell.2013.05.039
http://doi.org/10.1053/j.seminoncol.2018.08.006
http://doi.org/10.1200/JCO.2017.77.6385
http://doi.org/10.1681/ASN.2019070676
http://doi.org/10.1136/jitc-2021-003467
http://doi.org/10.1016/j.kint.2022.07.019


J. Clin. Med. 2023, 12, 1349 14 of 14

47. Franzin, R.; Netti, G.S.; Spadaccino, F.; Porta, C.; Gesualdo, L.; Stallone, G.; Castellano, G.; Ranieri, E. The Use of Immune
Checkpoint Inhibitors in Oncology and the Occurrence of AKI: Where Do We Stand? Front. Immunol. 2020, 11, 574271. [CrossRef]

48. Ramos-Casals, M.; Brahmer, J.R.; Callahan, M.K.; Flores-Chávez, A.; Keegan, N.; Khamashta, M.A.; Lambotte, O.; Mariette,
X.; Prat, A.; Suárez-Almazor, M.E. Immune-related adverse events of checkpoint inhibitors. Nat. Rev. Dis. Primers 2020, 6, 38.
[CrossRef]

49. Shirali, A.C.; Perazella, M.A.; Gettinger, S. Association of Acute Interstitial Nephritis With Programmed Cell Death 1 Inhibitor
Therapy in Lung Cancer Patients. Am. J. Kidney Dis. 2016, 68, 287–291. [CrossRef]

50. Marco, T.; Anna, P.; Annalisa, T.; Francesco, M.; Stefania, S.L.; Stella, D.; Michele, R.; Marco, T.; Loreto, G.; Franco, S. The
mechanisms of acute interstitial nephritis in the era of immune checkpoint inhibitors in melanoma. Ther. Adv. Med. Oncol. 2019,
11, 1758835919875549. [CrossRef]

51. Wakabayashi, K.; Yamamoto, S.; Hara, S.; Okawara, M.; Teramoto, K.; Ikeda, N.; Kusunoki, Y.; Takeji, M. Nivolumab-induced
membranous nephropathy in a patient with stage IV lung adenocarcinoma. CEN Case Rep. 2022, 11, 171–176. [CrossRef]

52. Hino, C.; Nishino, K.; Pham, B.; Jeon, W.J.; Nguyen, M.; Cao, H. Nivolumab plus ipilimumab induced endocrinopathy and acute
interstitial nephritis in metastatic sarcomatoid renal-cell carcinoma: A case report and review of literature. Front. Immunol. 2022,
13, 993622. [CrossRef] [PubMed]

53. Abudayyeh, A.; Suo, L.; Lin, H.; Mamlouk, O.; Abdel-Wahab, N.; Tchakarov, A. Pathologic Predictors of Response to Treatment of
Immune Checkpoint Inhibitor-Induced Kidney Injury. Cancers 2022, 14, 5267. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.3389/fimmu.2020.574271
http://doi.org/10.1038/s41572-020-0160-6
http://doi.org/10.1053/j.ajkd.2016.02.057
http://doi.org/10.1177/1758835919875549
http://doi.org/10.1007/s13730-021-00645-3
http://doi.org/10.3389/fimmu.2022.993622
http://www.ncbi.nlm.nih.gov/pubmed/36052087
http://doi.org/10.3390/cancers14215267
http://www.ncbi.nlm.nih.gov/pubmed/36358686

	Introduction 
	Materials and Methods 
	Search Strategy and Selection Criteria 
	Data Extraction and Quality Assessment 
	Statistical Analyses 

	Results 
	Clinical Characteristics of Patients with ICI-Kidney IRAEs 
	Treatment and Outcome of Patients with ICI-Kidney IRAEs 
	Pooled Individual Analysis of Patients with ICI-Associated Kidney IRAEs 
	Immunohistochemical Staining of Biopsied Kidney Tissues 

	Discussion 
	Conclusions 
	References

