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Abstract: While most viral infections cause mild symptoms and a spontaneous favorable resolution,
some can lead to severe or protracted manifestations, specifically in immunocompromised hosts.
Kidney injuries related to viral infections may have multiple causes related to the infection severity,
drug toxicity or direct or indirect viral-associated nephropathy. We review here the described
virus-associated nephropathies in order to guide diagnosis strategies and treatments in cases of
acute kidney injury (AKI) occurring concomitantly with a viral infection. The occurrence of virus-
associated nephropathy depends on multiple factors: the local epidemiology of the virus, its ability
to infect renal cells and the patient’s underlying immune response, which varies with the state of
immunosuppression. Clear comprehension of pathophysiological mechanisms associated with a
summary of described direct and indirect injuries should help physicians to diagnose and treat viral
associated nephropathies.

Keywords: viral infection; nephropathy; acute kidney injury; glomerulopathy

1. Introduction

Viruses are among the most common pathogens involved in infectious diseases and
have a global distribution [1]. While most viral infections cause mild symptoms and
spontaneously resolve, some can lead to severe or protracted manifestations, specifically in
immunocompromised hosts, underlying the usefulness of antiviral therapies and the need
for specific vaccines [2,3].

Viral infections represent an important consideration for healthcare workers in charge
of renal diseases. First, patients with kidney diseases are often immunocompromised (treat-
ments of autoimmune diseases, patients with end-stage renal disease requiring dialysis,
kidney transplant recipients—KTRs) and may be confronted with opportunistic infections,
including those caused by viruses [4,5]. Second, viral infections may be difficult to man-
age in these patients due to poorer responses to vaccination and possible nephrotoxicity
induced by antiviral drugs [6]. Finally, viruses can directly or indirectly affect the kidneys,
resulting in a wide range of kidney diseases mediated by various mechanisms, the most
common being either a direct tropism of the virus for the kidney tissue or the development
of immune complexes triggered by the pathogen [7–9].

The literature on kidney injuries related to viral infections is broad due to the multi-
plicity of potentially involved viruses and the numerous causes: hypovolemia secondary
to infection severity, direct or indirect viral-associated nephropathy and drug toxicity
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being the major ones. The aim of this review is to provide physicians with broad but
clear information about virus-associated nephropathies in order to guide diagnosis strate-
gies and treatments in cases of acute kidney injury (AKI) occurring concomitantly with a
viral infection.

2. Human Immunodeficiency Virus (HIV)

The HIV/AIDS pandemic remains a worldwide health issue. There have been about
33 million deaths in the past 40 years, and there are 38 million people living with HIV [10].
Numerous HIV-related renal diseases have been described, and these are linked either to
the direct action of the virus or to an inappropriate immune response. It should be noted
that impaired renal function in these patients may be related to opportunistic infections or
antiretroviral therapy side-effects, which have been reviewed extensively elsewhere [11].
Glomerular disease is the predominant representation of HIV-related renal injury, partic-
ularly through HIV-associated nephropathy (HIVAN), which occurs at high viral loads
and low CD4+ T-cell counts [12]. Its incidence has largely decreased with the efficacy and
standardization of combination antiretroviral therapy (cART) [13]. Glomerular involve-
ment classically associates a collapsed focal segmental glomerulosclerosis (FSGS) pattern
with microcystic dilatation of the renal tubules and interstitial inflammation [14]. The
pathogenicity of HIVAN has been extensively studied and includes both direct and indirect
pathways [15]. In vitro models established that infection mechanisms of renal cells by HIV
differ from those usually described in CD4+ T cells. Indeed, DC-SIGN (CD 209) was a pref-
erential receptor for podocyte infection by HIV, and DEC-205 was the main one for tubular
epithelial cells [16]. Additionally, entry of HIV proteins (notably Tat and Vpr) in podocytes
can occur through heparan sulfate and lipids rafts, which seems to induce further evolution
toward podocytes’ apoptosis [17]. Thus, HIV can directly impact podocytes (and also tubu-
lar cells), resulting in dedifferentiation, cell proliferation and finally apoptosis mediated
by expression of HIV transgenes [18]; see Figure 1a. HIV-induced interferon expression
may be responsible for additional podocyte toxicity, especially in patients carrying APOL-1
at-risk alleles [19]. For this reason, African American and sub-Saharan populations are at
particular risk for HIVAN because they harbor specific APOL-1 genotype variations [20].

HIV immune-complex renal disease (HIVICD) is nowadays the leading glomerulopa-
thy in the era of cART [13]. Indeed, HIVICD is an umbrella term that encompasses a large
complex of renal injuries due to the anti-HIV immune response, promoted by the immune
reconstitution induced by cART [21]. Once again, glomerular damage is the most frequently
observed pattern. HIV-specific immune complexes are deposited in the glomerular tuft,
resulting in endothelial damage, complement activation and immune cell infiltration and
proliferation [21]. Nevertheless, whilst HIV antigens (p24 and gp120) within immune
complexes isolated from kidney biopsies of patients suffering from IgA nephropathy have
been observed, the direct relation between HIV infection and glomerulonephritis remains
debated. In addition, membranous nephropathy and membranoproliferative glomeru-
lonephritis often occur in the setting in of coinfection with hepatitis B and/or C, or even
following a bacterial infection [22]. Finally, the reversibility of kidney impairment with
HIV treatment in these nephropathies is inconsistent, and the place for anti-inflammatory
agents remains debated [23].

Diffuse infiltrative lymphocytosis syndrome (DILS) is another presentation of HIV-
related nephropathies, represented by a tubulointerstitial infiltrate of polyclonal reactive
cells [24]. Finally, although rare, local HIV infection of endothelial cells can result in damage
that increases the risk of thrombotic microangiopathy (TMA), especially if patients carry
other risk factors [25,26].
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Figure 1. Main representative direct (a and d) and indirect (b and c) mechanisms observed in viral 
nephropathies. (a) Podocyte infection by HIV leads to expression of HIV transgenes which promote 
dedifferentiation and vacuolization of podocytes. Abnormal podocytes detach from the glomerular 
basement membrane, leading to collapse of the capillary coves and flocculus. (b) The B cell-
mediated reaction to viral infection, especially during HCV, can lead to the production of immune 
complexes consisting of specific IgG and IgM that fix viral particles, possibly with a 
cryoglobulinemic property. These complexes will further disseminate through the whole organism, 
and notably throughout the glomerular capillaries where they induce neutrophil and T cell 
recruitment, leading to the MPGN pattern. (c) Patients with the APOL-1 at-risk polymorphism carry 
a risk of collapsing glomerulopathy, especially if a “second” hit occurs involving the interferon 
pathway. The APOL-1 variant transcript is thus increased, leading to podocyte differentiation and 
progression to collapsing glomerulopathy. (d) Epithelial renal tubular cells are infected with 
BKPyV, leading to intranuclear viral inclusions (Stage 1), further evolving towards cytoplasmic 
modifications with a local immune reaction (Stage 2) and finally cell apoptosis and fibrosis (Stage 
3). 
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Figure 1. Main representative direct (a,d) and indirect (b,c) mechanisms observed in viral
nephropathies. (a) Podocyte infection by HIV leads to expression of HIV transgenes which promote
dedifferentiation and vacuolization of podocytes. Abnormal podocytes detach from the glomerular
basement membrane, leading to collapse of the capillary coves and flocculus. (b) The B cell-mediated
reaction to viral infection, especially during HCV, can lead to the production of immune complexes
consisting of specific IgG and IgM that fix viral particles, possibly with a cryoglobulinemic property.
These complexes will further disseminate through the whole organism, and notably throughout the
glomerular capillaries where they induce neutrophil and T cell recruitment, leading to the MPGN
pattern. (c) Patients with the APOL-1 at-risk polymorphism carry a risk of collapsing glomerulopathy,
especially if a “second” hit occurs involving the interferon pathway. The APOL-1 variant transcript is
thus increased, leading to podocyte differentiation and progression to collapsing glomerulopathy.
(d) Epithelial renal tubular cells are infected with BKPyV, leading to intranuclear viral inclusions
(Stage 1), further evolving towards cytoplasmic modifications with a local immune reaction (Stage 2)
and finally cell apoptosis and fibrosis (Stage 3).

3. Hepatitis Viruses
3.1. Hepatitis A Virus (HAV)

HAV is a nonenveloped single-stranded RNA virus belonging to the Picornaviridae
family that approximately infects 1.5 million people each year [27]. HAV-induced hep-
atocellular apoptosis and inflammation have been associated with the innate immune
response [28]. Acute HAV infection usually presents as a self-limited illness, indistinguish-
able from other types of acute viral hepatitis. Extra-hepatic manifestations rarely occur, but
AKI may be present in 5% of patients [29,30]. AKI may also be present in patients with
non-fulminant hepatitis A [29,31]. Reported renal injuries are mostly acute tubular necrosis
(ATN) [29], but cases of acute tubulo-interstitial nephritis (AITN) [31,32] and glomeru-
lar nephritis [33,34] have been described. To penetrate host cells, HAV mainly binds to
TIM1 [35,36] (T cell immunoglobulin mucin domain 1), also known as KIM1 (kidney injury
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molecule 1), which can be highly expressed by kidney cells. However, HAV has not been
detected in renal tissue to directly cause renal damages. The outcomes are mostly good,
even for severe AKI [31]. A higher risk of severe disease in renal transplant recipients has
been suggested by some authors, but the data remain too scarce to be conclusive [37]. No
anti-HAV specific therapy exists. Hepatitis A vaccination is highly effective [38], and the
usual two-doses scheme is effective in kidney transplant recipients [39].

3.2. Hepatitis B Virus (HBV)

HBV is a small, enveloped, partially single-stranded, circular DNA virus belonging to
the Hepadnaviridae family. WHO estimates that 296 million people were living with a chronic
HBV infection in 2019 [40]. Symptoms of acute HBV infection range from asymptomatic to
fulminant hepatitis with cases of ATN [41,42]. Progression to chronic infection is common in
infants (95%) and uncommon in adults (5%) [43] except in dialyzed patients (80%) [44], for
whom acute infection may be asymptomatic (normal serum transaminase levels). During
chronic HBV infection, renal disease will develop in up to 6% of patients [45], sometimes
without apparent liver disease. Membranous nephropathy (MN) is the most frequent renal
disease and has a poor nephrologic prognosis [46]. Pre-existing immune complexes can
deposit on the glomerular basement membrane (GBM) or can assemble within the GBM.
Renal improvement has been reported after HBeAg clearance in children with MN, empha-
sizing its role in pathogenesis [47]. HBV-induced MN may also coexist with anti-PLA2R
nephropathy, but the frequency of this co-occurrence remains debated [48]. Compared to
patients with idiopathic MN, lower levels of circulating complement and more frequent
segmental glomerular damage, mesangial cell proliferation and tubulointerstitial damage
on histology were observed in HBV patients [49]. Membranoproliferative glomerulonephri-
tis (MPGN) is frequently reported and is induced by HBsAg-related immune-complex
deposits [50]. Patients may also present with a protracted course of HBV-related mixed
cryoglobulinemia (MC)—mainly type II—often with severe renal manifestations involving
nephrotic-range proteinuria and AKI [51]. Polyarteritis nodosa was historically associated
with HBV, but this has dramatically changed due to HBV vaccination over the last several
decades [52]. Some authors have suggested that IgA nephropathy [53] and minimal change
disease (MCD) [54] may be associated with HBV. Finally, an atypical case of HBV-associated
lupus-like glomerulonephritis has been recently reported [55]. HBV binds to highly sulfated
HSPGs (heparan sulfate proteoglycans), and glypician 5 mostly presents on the surfaces of
hepatocytes and uses sodium taurocholate cotransporting polypeptide (NTCP) to penetrate
human cells via endocytosis [56]. This explains the high level of the virus’s hepatocyte
tropism and the lack of directly HBV-induced damage observed in the kidney.

Antiviral agent nucleot(s)ide analogues (NAs) with limited nephrotoxicity should be
used in cases of renal disease [57]. Adding immunosuppressive drugs, including corticos-
teroids, may be necessary [58]. Interferon is contraindicated in patients with HBV-associated
immune disorders [59]. Finally, HBV vaccination is recommended in at-risk populations,
sometimes with reinforced schemes and periodical serological assessments [60,61].

3.3. Hepatitis C Virus (HCV)

HCV is an enveloped, single-stranded RNA virus belonging to the Flaviviridae family
with both hepatotropic and lymphotropic properties [62]. Around 58 million people were
infected with it worldwide in 2019 [63]. Acute infection symptoms are similar to those
of acute HAV or HBV hepatitis. Chronic HCV infection establishes in ~80–85% of cases
following acute infection [64] and is associated with frequent extrahepatic manifestations,
notably renal type II and III MC [65] in about 15 to 20% of cases [66]. HCV infection is
associated with an increased risk of developing end stage renal disease, especially with
HCV genotype 1 [67]. Briefly, HCV also binds to the highly sulfated HSPG present on
hepatocytes, followed by a complex process of attachment and internalization involv-
ing TIM1, lipoproteins, cluster of differentiation 81 (CD81), scavenger receptor class B
type I (SR-BI), claudin 1 (CLDN1) and occludin (OCLN), which prevent penetration and
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subsequent direct damage in renal cells [68]. The glomerular disease most commonly
associated with HCV is MPGN with type-II MC, which was first described in 1993 [9];
see Figure 1b. Johnson et al. reported patients with hypocomplementemia and detectable
rheumatoid factors such as cryoglobulins and circulating immune complexes in almost
all. MN [69], FSGS [69,70], fibrillary and immunotactoid glomerulopathy [71–73] have also
been associated with HCV, and to a lesser extent IgA nephropathy [74]. HCV infection in
KTRs is an independent risk factor for allograft loss [75] and is associated with proteinuria,
chronic rejection, transplant glomerulopathy [76], post-transplant diabetes mellitus [77] and
immune-complex glomerulonephritis [78]. However, the recent availability of new potent
and well tolerated directly acting antiviral (DAA) treatments against HCV may change
renal prognosis [79], as they lead to a very high level of sustained virological control [80,81].
Immunosuppressive therapies, such as steroids, alkylating agents and plasma exchanges,
remain potentially necessary when severe or refractory-after-DAA HCV-associated renal
disease occurs [79]. Although DAAs have a clear benefit in HCV-associated renal disease,
post-treatment monitoring may be useful [82].

3.4. Hepatitis E Virus (HEV)

HEV is a nonenveloped single-stranded RNA virus belonging to the Hepeviridae family [83].
Four major genotypes (HEV 1-4) with differential geographic repartitions are described:
HEVs 1 and 2 are mainly in developing countries due to poor sanitation conditions, and
HEVs 3 and 4 are mainly in developed countries as zoonotic diseases [83,84]. Acute HEV,
mainly presenting in self-limited, mild, acute hepatitis but fulminant forms, may occur,
especially in pregnant women infected with genotype 1 [83]. Extra-hepatic manifestations
are common, including as neurological, renal, hematological and autoimmune diseases [85].
HEV infection has been associated with immune-mediated kidney diseases [86] even in
immunocompetent patients [87], and AKI occurred in 8.6% in a cohort study [88]. Renal
disease in acute HEV infection cases was slightly worse than in HAV infection cases [89].
HEV genotype 1, and HEV genotype 3 especially, have been strongly associated with renal
disease [83,90]. A recent study emphasized the roles of immune cells, renal epithelium
and the signal axis IFN-/chemokines and IL-18 in renal disease during HEV [91]. The
receptor for HEV attachment remains unknown, and candidate receptors are still being
identified [92]. Many host factors have been associated with cell penetration by naked and
quasi-enveloped HEV, which are both infective virions that can only affect hepatocytes
in vivo [93]. To date, there is no evidence of direct nephrotoxicity by the HEV, despite
urinary excretion [94].

Glomerulonephritis is the most frequent described disease [85,87] with MPGN with or
without cryoglobulinemia [95,96] and MN [97]. IgA nephropathy has also been reported in
solid-organ transplant recipients [96]. A higher risk of allograft rejection has been reported
following post-transplant HEV infection [86,98]. Ribavirin has antiviral activity on HEV
and has been associated with good outcomes [97]. Above all, in recipients of solid-organ
transplants, reduction in immunosuppressive therapy appears necessary to obtain viral
clearance and may be sufficient in some cases [99].

4. Respiratory Viruses
4.1. Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2)

SARS-CoV-2 is an enveloped, single-stranded RNA virus belonging to the Coronaviridae
family. It recently emerged as a major threat to KTRs and hemodialysis patients, espe-
cially during the first waves of the Coronavirus disease 2019 (COVID-19) pandemic [100].
Moreover, immunosuppressive drugs being prescribed to solid-organ transplant recipients
worsens the clinical course [101] and are associated with their poorer post-vaccination
humoral responses, despite multiple booster injections [102].

In the specific setting of renal injury related to SARS-CoV-2 infection, several presenta-
tions have been described. The frequency of acute kidney injury (AKI) varies among published
series, ranging from 5% to 50%, depending primarily on the severity of infection [100,103,104].
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In published cohorts, the main cause of AKI was acute tubular necrosis (ATN) [105–108],
which was present in approximately 50% of cases and coincided with multiple factors
(hemodynamic changes, rhabdomyolysis, nephrotoxic drugs, etc.) but was possibly a direct
viral injury [109]. Evidence of SARS-CoV-2 in the kidney tissue as a direct pathogenic
factor has been debated [110]. In a recent review, Hassler et al. found that SARS-CoV-2
was identifiable in up to 50% of kidney biopsies using different techniques [111]. Indeed,
angiotensin-converting enzyme 2 (ACE2) is the major cellular receptor for SARS-CoV-2
spike protein, and its expression on proximal tubular cells and podocytes has been demon-
strated [112]. Moreover, blockading of ACE2 interaction with SARS-CoV-2 prevented
cell infection in an in vitro model of kidney organoids [113]. Thus, SARS-CoV-2 infection
may locally promote the production of molecules associated with hypoxic damage and
inflammatory pathways, including expression of interferon and complement activation,
explaining the histological lesions observed during AKI [114–116].

The other major cause of AKI is the development of collapsing FSGS in 25 to 40% of
cases of so-called COVID-19 associated nephropathy (COVAN) [117–120]. The develop-
ment of COVAN, similarly to HIVAN, appears to be particularly related to the APOL-1
genotype rather than disease severity, according to the “two-hits” theory [121–124]; see
Figure 1c. Although rare, other histological findings have been described, among which,
acute interstitial nephritis [125] and thrombotic microangiopathy [126,127] are the main
ones. Finally, allograft rejection lesions have been observed in 50% of for-cause biopsies in
KTRs presenting an AKI during or after a SARS-CoV-2 infection [118,119,126,128]. How-
ever, the exact causality may be difficult to assess if immunosuppressive drugs have been
used previously [129].

4.2. Influenza Virus

Influenza virus is an enveloped, single-stranded, fragmented RNA virus belonging
to the Orthomyxoviridae family. An impact of influenza infection on the kidneys, mostly
studied during the H1N1 pandemic, is uncommon but can contribute to a deterioration in
the patient’s condition. AKI was observed in approximately 50% of patients hospitalized in
intensive care units and was associated with significantly worse outcomes [130]. However,
few studies investigated histological injuries in these patients. ATN was the major finding
in postmortem renal biopsies of patients infected with influenza A virus [131,132], whereas
it may be absent in patients with less severe presentations of the disease [133]. The causes
are likely multiple, involving a variety of factors, such as infection-related hypovolemia,
drug toxicities and possible aggressive fluid accumulation [134]. In most cases, the devel-
opment of rhabdomyolysis has been reported as an additional risk factor for AKI in these
patients [135,136]. In addition, a few cases of glomerulonephritis [137–139] or thrombotic
microangiopathy [140] have been described. However, none of these have evidenced in-
fluenza’s presence in kidney epithelial and/or glomerular cells. This is probably linked to
the virus-specific tropism for respiratory epithelial cells, mainly through fixation of sialic
acid by the viral protein HA [141,142].

5. The Herpesviridae Family

Eight members of the family Herpesviridae strictly infect humans. They are enveloped,
double stranded DNA viruses and are characterized by their ability to persist lifelong in a
latent state after primary infection. Mechanisms of herpesviruses’ entry into the cell share
the use of a conserved core fusion complex (gH/gL and gB) and some specificities that
depend on the herpesvirus involved [143].

5.1. Herpes Simplex Viruses (HSV) 1 and 2

Primary HSV infection is very common and usually occurs during childhood; possible
recurrences throughout life that may be triggered by several known factors [144]. In
immunocompromised patients, HSV infection may result in severe clinical presentations.
In addition to the common fusion complex of all herpesviruses, the viral protein gD helps
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with HSV’s entry into cells. Three receptors of gD have been described: herpes virus entry
mediator (HVEM), which is a TNF receptor; nectin-1; and a modified form of heparan
sulfate. The expression of these specific gD receptors in human cells explains the tropism
of HSV: HVEM is expressed primarily in immune cells, and nectin-1 is mainly found in
neurons [145,146]. Treatment with acyclovir is often required in these patients, which can
lead to nephrotoxicity, by far the most common cause of AKI in HSV infections. Of note,
HSV-related nephropathy by direct or indirect mechanisms appears to be very rare, and
only a few case reports of HSV nephritis [147–150] and glomerulonephritis [151,152] have
been reported so far.

5.2. Varicella-Zoster Virus (VZV)

VZV’s involvement in nephrology is quite similar to that of HSV: primary infection and
recurrence can be more frequent and severe in immunocompromised patients, and specific
treatment (also acyclovir) is a source of nephrotoxicity. VZV infection involves the same
complex of fusion proteins as other herpesviruses; however, it is more oriented toward
cell-to-cell fusion than virus-to-cell fusion [153]. As for HSV, few cases have described the
occurrence of nephropathy triggered by VZV infection; they mainly presented as glomeru-
lonephritis [154–157], but also possibly as nephrotic syndrome [158,159] or thrombotic
microangiopathy [160]. It should be noted that none of these studies demonstrated viral
antigens in renal biopsies.

5.3. Epstein Barr Virus (EBV)

EBV, also known as human herpesvirus 4 (HHV4), infects up to 90% of the popula-
tion, primarily in childhood, and then establishes a lifelong latent infection in memory B
cells [161]. Ephrin receptor A2 is involved in cell infection by EBV through fixation of the
gH/gL complex [162]. Moreover, gp42 is a specific EBV protein which recognizes HLA class
II, which is mainly expressed by B cells [163]. This particular tropism may explain some
aspects of EBV-induced nephropathies, particularly regarding idiopathic nephrotic syn-
drome (INS) [164]. Indeed, a large French pediatric cohort study recently identified that the
detection of EBV DNA in peripheral blood was significantly more frequent in INS children
compared to matched controls [165]. One explanatory hypothesis is that B lymphocytes
could be self-reactive and produce anti-EBNA-A antibodies that cross-react with certain
podocyte proteins [166]. Although this mechanism needs to be proven experimentally,
the recent recognition of the B cells’ involvement in INS supports this hypothesis [167].
Another nephropathy induced by abnormal EBV B-cell reactivity is the monoclonal cell
infiltrate that may be observed during post-transplant EBV lymphomatous disease, which
can lead to AKI [168,169].

Tubulointerstitial nephritis with polyclonal immune infiltrate has also been described
repeatedly in the literature as a cause of AKI during EBV infection [170,171]. Few have
investigated whether or not the virus is present locally, but those who did failed to prove
the presence of direct EBV damage. Thus, the mechanism seems rather related to a dispro-
portionate immune response to EBV infection than to direct toxicity of the virus against
tubular cells. In addition, rhabdomyolysis is recurrently associated with EBV-induced AKI
and should be identified in these situations [171]. Hemophagocytic syndrome is a rare but
dramatic complication of EBV infection caused by a cytokine storm that can lead to severe
AKI [172,173]. Finally, some cases of glomerulonephritis and thrombotic microangiopathy
have also been reported in the setting of primary EBV infection [171,174,175].

5.4. Cytomegalovirus (CMV)

CMV’s seroprevalence among the adult population exceeds 80%, and it has a high geo-
graphic variability (>90% in low outcome countries and <50% in some other regions) [176].
It often leads to mild, nonspecific symptoms in immunocompetent patients, but remains
a major problem in immunocompromised hosts because CMV primoinfection and/or
reactivation can lead to severe organ dysfunction. CMV has a tropism for all cells, but
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especially epithelial and endothelial cells, for which the entry requires the formation of a
viral tetramer (gH/gL with gO) or pentamer (gH/gL with UL128-UL130-UL131A) [177].
The tetramer structure further complexes with PDGFRα, whereas the pentamer structure
will complex with neuropilin 2 (NRP2) to permit CMV entry into cells [178,179].

One of the first suspected associations between CMV infection and kidney pathology
was the controversial description of CMV-related IgA nephropathy [180]. However, these
initial observations were quickly challenged by subsequent studies that found no specific
CMV staining using monoclonal antibodies, suggesting that polyclonal antibodies induced
non-specific cellular staining [181,182]. This has been recently supported by the absence of
CMV DNA in biopsies of patients with IgA nephropathy [183–186].

Whilst AKI may be frequently associated with CMV replication in KTRs, its causes may
be multiple and often not related with a virus-associated nephropathy. Digestive symptoms
can be severe in cases of CMV disease and lead to ATN, particularly in KTRs with frail
allograft function. Foscarnet, an antiviral drug used in cases of resistance mutations to
(val)ganciclovir, is a major source of nephrotoxicity [187].

Besides the virus’s tropism for epithelial cells of the kidney/urinary tract and the
virus’s excretion in urine in large quantities for years upon CMV infection, kidney disease
is not part of the clinical spectrum of CMV infection, and renal function impairment has
only very rarely been reported in neonates and infants. The best-described specific lesion
induced by CMV is tubulointerstitial nephritis [188–190], which is concordant with the
virus’s epithelial urinary tropism [191]. In an Indian cohort, only 10 allograft biopsies out
of 2,900 demonstrated CMV nephropathy (including seven for tubulointerstitial nephritis)
and the majority of these evolved favorably after antiviral therapy [192]. A more recent
American cohort study reported CMV nephritis prevalence of 0.2% and poorer allograft
outcomes [193]. Typical cytomegalic inclusion bodies (owl’s eye looking) are rarely ob-
served and are usually very focal; they are most often seen in tubular epithelial cells or
endothelial cells and rarely in mononuclear inflammatory cells [194–197]. Diagnosis can
easily be confirmed by immunochemistry or in situ hybridization.

On the contrary, acute glomerulonephritis following CMV infection has been reported,
mainly in immunocompromised patients [198], and is supported by in vitro murine models
of CMV-induced glomerulonephritis [199]. In kidney transplantation, distinction from
allograft rejection may be challenging (due to the rarity of visible cytopathic changes),
especially before the occurrence of standardized rejection definitions [200]. Of note, some
cases of nephrotic syndrome have also been reported following CMV infection [201,202].

5.5. Human Herpesvirus 6 (HHV6)

HHV6 primary infection usually occurs during the first two years of life, leading to
non-specific symptoms such as fever and cutaneous rash [203]. CD46 is a major receptor of
the HHV6 complex fusion protein and is mainly expressed by T cells [204]. Whilst CD4+

T cells are the main target of HHV6, a latent tropism toward kidney epithelial cells has
been demonstrated [205]. Reactivation of HHV6 can be observed in immunocompromised
patients, remaining predominantly asymptomatic, though some cases of severe encephalitis
and colitis have also been described [206,207]. In kidney transplantation, HHV6 reactivation
has been associated with CMV reactivation [208], and possibly allograft rejection [209]. To
the best of our knowledge, no cases of HHV6 related nephropathy has been reported in the
literature to date.

5.6. Human Herpesvirus 8 (HHV8)

As for EBV, with which it is closely related, HHV8 is a pro-oncogenic virus known for
its involvement in Kaposi sarcoma’s occurrence in HIV patients [210]. Its seroprevalence
varies upon geographical localization and is rather low in Europe and North American
countries [211]. HHV8 enters into cells through the fixation with the ephrin receptor
tyrosine kinase A2 or A4 [212]. Rare cases of HHV8 donor-derived primary infection
have been demonstrated following kidney transplantation [213]. Consecutively, in cases
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of HHV8 replication in the setting of immunosuppression, the risk of Kaposi sarcoma
is increased [214,215]. Besides its pro-oncogenic risk, HHV8 replication carries a risk of
cytokine storm and hemophagocytic syndrome, which can lead to AKI and may require im-
munomodulation therapy [216,217]. To date, no case of specific HHV8-related nephropathy
has been reported.

6. Polyomaviruses
6.1. BK Polyomavirus (BKPyV)

BKPyV, similarly to JC virus, is a nonenveloped, double-stranded DNA virus belong-
ing to the Polyomaviridae family. The four classified BKPyV genotypes all lead to mostly
asymptomatic infections during childhood. It has a seroprevalence of around 80–90% [218].
BKPyV has a selective tropism for kidney tubular epithelial cells and the urothelium, in
which it persists long-life. Caveolar endocytosis of the virus seems to be the main mech-
anism involved in the entry of BKPyV into kidney tubular epithelial cells [219]. BKPyV
infection has become of increasing interest in the last few decades, mainly because of
the BKPyV-associated nephropathy (BKPyVAN) occurring as a consequence of a deeply
immunocompromised state. BKPyVAN is mainly observed in the setting of kidney trans-
plantation [220,221], even though it has also been described in native kidneys of deeply
immunocompromised patients [222]. Following hematopoietic stem cell transplantation
(HSCT), urinary BKPyV replication mainly led to hemorrhagic cystitis. Viral reactivation
occurs particularly in an immunocompromised state involving T-cell responses [223], but
whether the BKPyV source is derived from the recipient or the donor is unclear, even
if the donor transmission hypothesis is currently favored. BKPyV is spread cell-to-cell
in an ascending way until reaching the tubular epithelial cells. Characteristic cytopathic
changes and/or evidence of viral replication by immunochemistry or in situ hybridization
in epithelial tubular cells’ nuclei (sometimes restricted to the collecting ducts of the medulla
in early cases) comprise the first observable histological pattern of BKPyVAN. These further
evolve through tubular-cell necrosis and inflammation, then tubular atrophy and interstitial
fibrosis, which have major impacts on allograft function and survival [224,225]. The use of
a morphologic BKPyVAN classification into three prognostic classes proposed by the Banff
working group is recommended to improve therapeutic management and comparative
data analysis [226]; see Figure 1d. Of note, infection of glomerular parietal epithelial cells
can also be noticed, and seems to be associated with a worse renal prognosis [7]. Reactional
tubular and interstitial local inflammation can also occur, which may challenge the differ-
ential diagnosis with acute allograft rejection, especially if viral inclusions are not foreseen.
Indeed, even if multiple specific therapies have been evaluated, the reduction of the im-
munosuppression burden based on the monitoring of viral loads in urine and/or blood is
the best treatment to date in order to stabilize the BKPyVAN, which can unfortunately lead
to allograft rejection [227–229].

Finally, rare glomerular proliferative focal lesions have also been reported, but their
significance and correlation with BKPyV are uncertain due to the absence of viral inclusions
and their significant impact on allograft function [230].

6.2. JC Virus

The JC virus was described the same year as BKPyV in an immunocompromised
patient that presented with progressive multifocal leukoencephalopathy [231]. Similarly,
it has a tropism for urothelial epithelial cells and can reactivate during an immunocom-
promised state [232,233]. Lactoseries tetrasaccharide c (LSTc) are the main receptors of the
viral protein VP1 permitting JC virus entry into the cell, and type-2 serotonin receptors are
required to facilitate entry of the virus [234,235]. Interestingly, LSTc and serotonin receptors
are both expressed by kidney cells and in the neurological choroid plexus, concordantly
with the clinical described tropism of JC virus [236].

However, contrary to BKPyV, JC virus reactivation usually does not coincide with
viral nephropathy, and almost never affects kidney allograft function [237,238]. Of note,



Int. J. Mol. Sci. 2022, 23, 12014 10 of 25

some have reported the possibility of JC-virus-related nephropathy; the incidence is es-
timated to be between 0.2 and 0.4% in allograft biopsies. JC-virus-related nephropathy
can occur both early and late following transplantation, unlike BKPyVAN, which typically
occurs in the early post-transplant period [239–241]. All cases presented polyomavirus
cytopathic changes and/or SV40 positive staining with JC virus blood replication, in the
absence of BKPyV viremia. Associated histological lesions were mainly represented by
non-specific tubulo-interstitial chronic changes and glomerulosclerosis, and casualty with
JC virus may be debated due to the late post-transplant time of the biopsies. However, in
about 50% of JC-virus-related nephropathies, allograft function seemed to be impacted,
and moderate to severe tubulitis was noted. Evolution was globally favorable following
immunosuppression reduction.

Surprisingly, a nephroprotective effect of JC viraemia has recently been suggested [242].
The proposed hypothesis is a possible effect on APOL-1 inhibition (opposite effect to the
HIVAN mechanism), but these results may also simply reflect a lower global inflammatory
state, which is well known to accelerate chronic kidney disease progression [243,244]. Fur-
ther studies are required in this field to clarify the precise pathophysiological mechanisms.

7. Others
7.1. Dengue Virus (DENV)

DENV is an arthropod-borne, enveloped, single-stranded RNA virus (arbovirus) be-
longing to the Flaviviridae family with four known serotypes (DENV-1, -2, -3, -4) [245].
DENV infection may manifest as dengue fever or occasionally as severe dengue: dengue
hemorrhagic fever (DHF) and dengue shock syndrome (DSS). Dengue-associated AKI
(DAKI) occurs especially through ATN during DHF and DSS and is mainly caused by hypo-
volemia secondary to bleeding, hyperpermeability and insufficient fluid intake [246–248].
Several cases of rhabdomyolysis with AKI have been reported [249–251]. DENV entry
pathways into host cells are complex. Briefly, glycosaminoglycans and DC-specific in-
tercellular adhesion molecule 3-grabbing nonintegrin (DC-SIGN) are the main routes for
DENV attachment and receptor factors [252]. Direct renal injuries by DENV have been
suggested considering studies which detect viral antigens in tubular epithelial cells [253].
However, there are no current data to suggest DENV replicates in renal cells [253], and viral
particles may rely on deposition of DENV antigen complexed to antibodies or primarily de-
graded and/or phagocyted virus [254]. Glomerular injuries have been described in animal
models [255] and human studies [256], notably with FSGS [257,258] and MPGN [259], with-
out correlation with the APOL-1 risk allele but with demonstrated infection in the kidney
tissues. Finally, thrombotic microangiopathy has also been reported [260,261]. No antiviral
is currently available, but some DENV inhibitors are in the development pipeline [245]. Of
note, other arbovirus infections have also been associated with renal damage, mainly ATN
and thrombotic microangiopathy [257,262,263].

7.2. Hantaviruses

Hantaviruses are enveloped, tri-segmented, single-stranded RNA viruses belonging to
the Hantaviridae family. Two distinct clinical syndromes are classically defined—although
overlap may exist: hemorrhagic fever with renal syndrome (HFRS) caused by old-world
(Europe and Asia) hantaviruses and the more severe hantavirus cardiopulmonary syn-
drome (HCPS)—with no specific renal disease—caused by new-world (North and South
America) hantaviruses [264]. Both diseases present as a sudden-onset flu-like syndrome,
followed by rapid clinical and biological deterioration [265]. Humans get infected through
exposure to infected rodents or their excreta, especially contaminated dust particles [264].
HFRS caused by hantavirus ranges from subclinical to severe renal and hemorrhagic dis-
ease with a classical five-phase evolution [264]. A milder form of HFRS called nephropathia
epidemica due to Puumala virus classically provokes initial oliguria followed by marked
polyuria [266]. Shortly, hantavirus Gn/Gc glycoproteins allow virus attachment and entry
through interaction with β-integrins (β1–3) [264]. A constrained interaction between a
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hantavirus clade and certain host factor has recently been reported, which may contribute
to deciphering the hantaviruses’ specifications [267]. Specific impairment of podocytes,
endothelial cells and epithelial cells can be observed via direct diffuse viral infection of
glomeruli and tubules [8]. Endothelial cell dysfunction with capillary leakage associated
with cytokine storm and CD8+ lymphocyte infiltrate leads to hypovolemia and ATN [268].
These pathological processes are, however, rather more functional than lesional, as glomeru-
lar histological findings are mostly normal and pathological patterns are mainly represented
by interstitial nephritis with dominant lymphocytic inflammation associated with inter-
stitial hemorrhage and acute tubular necrosis [269]. Less often, hantaviruses can provoke
nephrotic and nephritic syndrome due to proliferative glomerulonephritis [270]; and may
lead to transplant rejection [271], possibly through T-cell activation and the oversized
immune response. The treatment is primarily supportive and often requires intensive care
unit admission with special attention to fluid balance and an occasional need for dialysis.
Some antivirals may provide beneficial effects; however, their impact should be further
studied [272]. Rodent control and worldwide epidemiological surveillance are essential to
detect emerging cases [273].

7.3. Parvovirus B19 (B19V)

B19V is a nonenveloped, single-stranded DNA virus belonging to the Parvoviridae
family. B19V is a ubiquitous, strictly human pathogenic virus. Its transmission route
relies on respiratory droplet projections. B19V is characterized by a tropism for erythroid
progenitor cells, but it can persist in many non-erythroid tissues as well [274,275]. Three cell
receptors/coreceptors have been identified: the glycosphingolipid globoside (globotetrao-
sylceramide (b4Cer)) that is expressed mainly in the human erythroid progenitor cells and
the main virus receptor; the Ku80 autoantigen conferring attachment in different cells; the
α5β1 integrin acting as a coreceptor [276]. Most symptoms occur secondarily to immune
complex formation [277], explaining partly the differences between immunocompetent and
immunocompromised patients. B19V is responsible for an acute febrile cutaneous eruption
in children, known as fifth “disease”; and fever, arthralgia and eruption in adults. The main
reported complications are erythroblastopenia in patients with hemoglobinopathies, and
chronic anemia in immunosuppressed patients—including patients on hemodialysis and re-
nal transplant recipients [278]—with prolonged infection. Renal disease may occur through
cytopathic effects or immune complex deposits. MPGN or MCD have been rarely described
in patients with B19V infection; there is not clear recognition of a causal link [279,280]. In
KTR, clinical symptoms are often mild or absent, low-grade fever being the only common
one. There is no specific renal involvement described in transplant recipients. The con-
sequences of B19V infection on kidney allograft rejection risk are still controversial [278].
There is no antiviral therapy for B19V, and polyvalent immunoglobulins are recommended
in cases of erythroblastopenia in immunocompromised patients [281], which is associated
with reduction of immunosuppression [282].

7.4. Human Adenovirus (HAdV)

HAdV are non-enveloped, double-stranded DNA viruses belonging to the Adenoviri-
dae family. They are ubiquitous and easily transmitted through inhalation of aerosolized
droplets or the fecal–oral route [283]. More than sixty types divided into seven species from
A to G have been described; these have specific characteristics, such as host cell tropism
or attachment and entry receptors [284]. HADV-B2 has kidney and urinary-tract tropism
and uses CD46 (also called membrane cofactor protein) and desmoglein-2 as attachment
receptors to bind the distal knob domain of its fiber protein [285]. HAdV disease usually
manifests as self-limited and particularly affects young children. Organ-specific or dissem-
inated disease may be seen in immunocompromised patients, sometimes in severe and
lethal forms, especially in HSCT recipients [283,286]. In KTR, HAdV viremia mainly occurs
during the first year, especially the first 3 months [287,288], and sometimes presents in
asymptomatic forms. Hemorrhagic cystitis is the most frequent disease in KTR, followed
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by renal allograft dysfunction caused by tubulointerstitial nephritis [289,290], sometimes
necrotizing. Although HAdV infection is common, interstitial nephritis is rare; only a
few biopsy proven cases have been reported in the literature [291]. A case of interstitial
nephritis with a granulomatous compound has also been reported [289]. The differential
diagnosis with allograft rejection may thus be challenging, relying on cytopathic modifi-
cations [287] (which can overlap BKVPyN) and immunostaining for adenovirus antigens.
Reduction of immunosuppression is a mainstay of treatment. Various molecules (cidofovir,
brincidofovir, ganciclovir, valganciclovir) exert an antiviral effect on HAdV. However, there
is no consensus antiviral therapeutic approach, and strategies are mainly based on case
reports [289,292].

7.5. Measles Virus (MeV)

MeV is an enveloped, single-stranded RNA virus belonging to the Paramyxoviridae
family [293] that affects only humans [294]. MeV is easily transmitted by air and is re-
sponsible for high morbidity and mortality, especially in children [295], leading to major
costs for health systems [296]. MeV uses the signaling lymphocyte activation molecule
(SLAM), CD46 and nectin-4 as cellular receptors which interact with two MeV envelope
glycoproteins, hemagglutinin and the fusion protein, to attach and enter human cells [297].
MeV provokes a febrile disease with upper respiratory symptoms and maculopapular
exanthema [298]. Kidney injury during measles infection has been rarely reported. In
a small series of 38 patients hospitalized for measles, almost half had clearance of less
than 90 mL/min, and only one had acute renal failure with proteinuria [299]. No specific
MeV antiviral therapy exists. Potent live attenuated vaccines exist and are highly efficient,
but the eradication of the disease is challenged by vaccine hesitancy and immunization
program failures [300].

8. Conclusions

The occurrence of virus-associated nephropathy depends on multiple factors: the local
epidemiology of the virus, and its ability to infect renal cells or to lead to immune-mediated
renal damage influenced by the patient’s underlying immune response (Table 1). Current
knowledge provides the physician with important guidelines for diagnosing episodes
of AKI associated with a viral infection and may help inform the decision of whether a
renal biopsy should be done. Even if no clear consensus exists for the majority of cases,
the therapeutic decision may be supported by the underlying mechanism of the viral
nephropathy (mainly direct viral toxicity or indirect, immune-mediated).

Table 1. General overview of histological patterns depicted in viral nephropathies. “+/−“ refers to
several cases reported, “+” refers to a rarely described association and “++” refers to a commonly
observed association.

Tubulo-Interstitial Vascular Glomerular

ATIN ATN Myoglobin tubulopathy TMA MPGN MN MCD cFSGS

HIV + +/− ++ ++

HAV +/− + +/−

HBV +/− ++ ++ +/−

HCV ++ +

HEV + +

SARS-CoV-2 +/− ++ +/− +/− ++

Influenza virus ++ + +/− +/−

HSV +/− +/−

VZV +/− +/− +/−

EBV + + +/− +/− ++
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Table 1. Cont.

Tubulo-Interstitial Vascular Glomerular

ATIN ATN Myoglobin tubulopathy TMA MPGN MN MCD cFSGS

CMV + ++ +/−

HHV6

HHV8

BKV ++ +/−

JCV +/−

DENV ++ + +/− +/− +/−

Hantavirus ++

B19V +/− +/−

HAdV +

MeV

ATIN: acute tubulo interstitial nephritis. ATN: acute tubular necrosis. TMA: thrombotic microangiopathy. MPGN:
membranoproliferative glomerulonephritis. MN: membranous nephropathy. MCD: minimal change disease.
cFSGS: collapsing focal segmental glomerulosclerosis.
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Measles virus (MeV).

References
1. Pybus, O.G.; Rambaut, A. Evolutionary Analysis of the Dynamics of Viral Infectious Disease. Nat. Rev. Genet. 2009, 10, 540–550.

[CrossRef] [PubMed]
2. Spallone, A.; Ariza-Heredia, E.J.; Chemaly, R.F. Acute and Latent Viral Infections in Immunocompromised Patients: A Tale of

Brave Battles and Menacing Foes. Clin. Microbiol. Infect. 2022, 28, 1319–1320. [CrossRef] [PubMed]
3. Rouse, B.T.; Sehrawat, S. Immunity and Immunopathology to Viruses: What Decides the Outcome? Nat. Rev. Immunol. 2010,

10, 514–526. [CrossRef] [PubMed]
4. Ong, C.Y.; Low, S.G.; Vasanwala, F.F.; Baikunje, S.; Low, L.L. Varicella Infections in Patients with End Stage Renal Disease: A

Systematic Review. BMC Nephrol. 2018, 19, 185. [CrossRef] [PubMed]
5. Agrawal, A.; Ison, M.G.; Danziger-Isakov, L. Long-Term Infectious Complications of Kidney Transplantation. Clin. J. Am. Soc.

Nephrol. 2022, 17, 286–295. [CrossRef]

http://doi.org/10.1038/nrg2583
http://www.ncbi.nlm.nih.gov/pubmed/19564871
http://doi.org/10.1016/j.cmi.2022.06.010
http://www.ncbi.nlm.nih.gov/pubmed/35724870
http://doi.org/10.1038/nri2802
http://www.ncbi.nlm.nih.gov/pubmed/20577268
http://doi.org/10.1186/s12882-018-0976-4
http://www.ncbi.nlm.nih.gov/pubmed/30041621
http://doi.org/10.2215/CJN.15971020


Int. J. Mol. Sci. 2022, 23, 12014 14 of 25

6. Beam, E.; Dioverti, V.; Razonable, R.R. Emerging Cytomegalovirus Management Strategies After Solid Organ Transplantation:
Challenges and Opportunities. Curr. Infect. Dis. Rep. 2014, 16, 419. [CrossRef]

7. Chen, X.-T.; Yang, S.-C.; Chen, W.-F.; Li, J.; Deng, S.-X.; Qiu, J.; Fei, J.-G.; Deng, R.-H.; Chen, Y.-Y.; Chen, P.-S.; et al. Glomerular
Parietal Epithelial Cells Infection Is Associated With Poor Graft Outcome in Kidney Transplant Recipients With BK Polyomavirus–
Associated Nephropathy. J. Infect. Dis. 2019, 219, 1879–1886. [CrossRef]

8. Krautkrämer, E.; Grouls, S.; Stein, N.; Reiser, J.; Zeier, M. Pathogenic Old World Hantaviruses Infect Renal Glomerular and
Tubular Cells and Induce Disassembling of Cell-to-Cell Contacts. J. Virol. 2011, 85, 9811–9823. [CrossRef]

9. Johnson, R.J.; Gretch, D.R.; Yamabe, H.; Hart, J.; Bacchi, C.E.; Hartwell, P.; Couser, W.G.; Corey, L.; Wener, M.H.; Alpers, C.E.
Membranoproliferative Glomerulonephritis Associated with Hepatitis C Virus Infection. N. Engl. J. Med. 1993, 328, 465–470.
[CrossRef]

10. Four Decades of HIV/AIDS—Where Do We Stand? EClinicalMedicine 2021, 35, 100943. [CrossRef]
11. Cohen, S.D.; Kopp, J.B.; Kimmel, P.L. Kidney Diseases Associated with Human Immunodeficiency Virus Infection. N. Engl. J.

Med. 2017, 377, 2363–2374. [CrossRef] [PubMed]
12. Rao, T.K.S.; Filippone, E.J.; Nicastri, A.D.; Landesman, S.H.; Frank, E.; Chen, C.K.; Friedman, E.A. Associated Focal and Segmental

Glomerulosclerosis in the Acquired Immunodeficiency Syndrome. N. Engl. J. Med. 1984, 310, 669–673. [CrossRef] [PubMed]
13. Lescure, F.-X.; Flateau, C.; Pacanowski, J.; Brocheriou, I.; Rondeau, E.; Girard, P.-M.; Ronco, P.; Pialoux, G.; Plaisier, E. HIV-

Associated Kidney Glomerular Diseases: Changes with Time and HAART. Nephrol. Dial. Transpl. 2012, 27, 2349–2355. [CrossRef]
[PubMed]

14. Pardo, V.; Aldana, M.; Colton, R.M.; Fischl, M.A.; Jaffe, D.; Moskowitz, L.; Hensley, G.T.; Bourgoignie, J.J. Glomerular Lesions in
the Acquired Immunodeficiency Syndrome. Ann. Intern. Med. 1984, 101, 429–434. [CrossRef] [PubMed]

15. Rosenberg, A.Z.; Naicker, S.; Winkler, C.A.; Kopp, J.B. HIV-Associated Nephropathies: Epidemiology, Pathology, Mechanisms
and Treatment. Nat. Rev. Nephrol. 2015, 11, 150–160. [CrossRef]

16. Hatsukari, I.; Singh, P.; Hitosugi, N.; Messmer, D.; Valderrama, E.; Teichberg, S.; Chaung, W.; Gross, E.; Schmidtmayerova, H.;
Singhal, P.C. DEC-205-Mediated Internalization of HIV-1 Results in the Establishment of Silent Infection in Renal Tubular Cells.
J. Am. Soc. Nephrol. JASN 2007, 18, 780–787. [CrossRef]

17. Xie, X.; Colberg-Poley, A.M.; Das, J.R.; Li, J.; Zhang, A.; Tang, P.; Jerebtsova, M.; Gutkind, J.S.; Ray, P.E. The Basic Domain of
HIV-Tat Transactivating Protein Is Essential for Its Targeting to Lipid Rafts and Regulating Fibroblast Growth Factor-2 Signaling in
Podocytes Isolated from Children with HIV-1-Associated Nephropathy. J. Am. Soc. Nephrol. JASN 2014, 25, 1800–1813. [CrossRef]

18. Zhong, J.; Zuo, Y.; Ma, J.; Fogo, A.B.; Jolicoeur, P.; Ichikawa, I.; Matsusaka, T. Expression of HIV-1 Genes in Podocytes Alone Can
Lead to the Full Spectrum of HIV-1-Associated Nephropathy. Kidney Int. 2005, 68, 1048–1060. [CrossRef]

19. Nichols, B.; Jog, P.; Lee, J.H.; Blackler, D.; Wilmot, M.; D’Agati, V.; Markowitz, G.; Kopp, J.B.; Alper, S.L.; Pollak, M.R.; et al. Innate
Immunity Pathways Regulate the Nephropathy Gene Apolipoprotein L1. Kidney Int. 2015, 87, 332–342. [CrossRef]

20. Kopp, J.B.; Nelson, G.W.; Sampath, K.; Johnson, R.C.; Genovese, G.; An, P.; Friedman, D.; Briggs, W.; Dart, R.; Korbet, S.; et al.
APOL1 Genetic Variants in Focal Segmental Glomerulosclerosis and HIV-Associated Nephropathy. J. Am. Soc. Nephrol. 2011,
22, 2129–2137. [CrossRef]

21. Nobakht, E.; Cohen, S.D.; Rosenberg, A.Z.; Kimmel, P.L. HIV-Associated Immune Complex Kidney Disease. Nat. Rev. Nephrol.
2016, 12, 291–300. [CrossRef] [PubMed]

22. Wyatt, C.M.; Morgello, S.; Katz-Malamed, R.; Wei, C.; Klotman, M.E.; Klotman, P.E.; D’Agati, V.D. The Spectrum of Kidney
Disease in Patients with AIDS in the Era of Antiretroviral Therapy. Kidney Int. 2009, 75, 428–434. [CrossRef] [PubMed]

23. Haas, M.; Kaul, S.; Eustace, J.A. HIV-Associated Immune Complex Glomerulonephritis with “Lupus-like” Features: A Clinico-
pathologic Study of 14 Cases. Kidney Int. 2005, 67, 1381–1390. [CrossRef] [PubMed]

24. Ghrenassia, E.; Martis, N.; Boyer, J.; Burel-Vandenbos, F.; Mekinian, A.; Coppo, P. The Diffuse Infiltrative Lymphocytosis
Syndrome (DILS). A Comprehensive Review. J. Autoimmun. 2015, 59, 19–25. [CrossRef]

25. Becker, S.; Fusco, G.; Fusco, J.; Balu, R.; Gangjee, S.; Brennan, C.; Feinberg, J.; Collaborations in HIV Outcomes Research/US
Cohort. HIV-Associated Thrombotic Microangiopathy in the Era of Highly Active Antiretroviral Therapy: An Observational
Study. Clin. Infect. Dis. 2004, 39, S267–S275. [CrossRef]

26. del Arco, A.; Martinez, M.A.; Pena, J.M.; Gamallo, C.; Gonzalez, J.J.; Barbado, F.J.; Vazquez, J.J. Thrombotic Thrombocytopenic
Purpura Associated with Human Immunodeficiency Virus Infection: Demonstration of P24 Antigen in Endothelial Cells. Clin.
Infect. Dis. 1993, 17, 360–363. [CrossRef]

27. Wasley, A.; Fiore, A.; Bell, B.P. Hepatitis A in the Era of Vaccination. Epidemiol. Rev. 2006, 28, 101–111. [CrossRef]
28. Hirai-Yuki, A.; Whitmire, J.K.; Joyce, M.; Tyrrell, D.L.; Lemon, S.M. Murine Models of Hepatitis A Virus Infection. Cold Spring

Harb. Perspect. Med. 2019, 9, a031674. [CrossRef]
29. Kim, S.H.; Yoon, H.E.; Kim, Y.K.; Kim, J.Y.; Choi, B.S.; Choi, Y.J.; Kim, Y.O.; Kim, Y.S.; Bang, B.K.; Yang, C.W. Acute Hepatitis

A-Associated Acute Renal Failure in Adults. Nephron Clin. Pract. 2008, 109, c127–c132. [CrossRef]
30. Shin, S.J.; Kim, J.H. The Characteristics of Acute Kidney Injury Complicated in Acute Hepatitis A. Scand. J. Infect. Dis. 2009,

41, 869–872. [CrossRef]
31. Andrievskaya, M.; Lenhart, A.; Uduman, J. Emerging Threat: Changing Epidemiology of Hepatitis A and Acute Kidney Injury.

Adv. Chronic Kidney Dis. 2019, 26, 171–178. [CrossRef] [PubMed]

http://doi.org/10.1007/s11908-014-0419-8
http://doi.org/10.1093/infdis/jiz022
http://doi.org/10.1128/JVI.00568-11
http://doi.org/10.1056/NEJM199302183280703
http://doi.org/10.1016/j.eclinm.2021.100943
http://doi.org/10.1056/NEJMra1508467
http://www.ncbi.nlm.nih.gov/pubmed/29236630
http://doi.org/10.1056/NEJM198403153101101
http://www.ncbi.nlm.nih.gov/pubmed/6700641
http://doi.org/10.1093/ndt/gfr676
http://www.ncbi.nlm.nih.gov/pubmed/22248510
http://doi.org/10.7326/0003-4819-101-4-429
http://www.ncbi.nlm.nih.gov/pubmed/6476632
http://doi.org/10.1038/nrneph.2015.9
http://doi.org/10.1681/ASN.2006121307
http://doi.org/10.1681/ASN.2013070710
http://doi.org/10.1111/j.1523-1755.2005.00497.x
http://doi.org/10.1038/ki.2014.270
http://doi.org/10.1681/ASN.2011040388
http://doi.org/10.1038/nrneph.2015.216
http://www.ncbi.nlm.nih.gov/pubmed/26782145
http://doi.org/10.1038/ki.2008.604
http://www.ncbi.nlm.nih.gov/pubmed/19052538
http://doi.org/10.1111/j.1523-1755.2005.00215.x
http://www.ncbi.nlm.nih.gov/pubmed/15780090
http://doi.org/10.1016/j.jaut.2015.01.010
http://doi.org/10.1086/422363
http://doi.org/10.1093/clinids/17.3.360
http://doi.org/10.1093/epirev/mxj012
http://doi.org/10.1101/cshperspect.a031674
http://doi.org/10.1159/000145455
http://doi.org/10.3109/00365540903177735
http://doi.org/10.1053/j.ackd.2019.03.020
http://www.ncbi.nlm.nih.gov/pubmed/31202389


Int. J. Mol. Sci. 2022, 23, 12014 15 of 25

32. Sarawgi, S.; Gupta, A.K.; Arora, D.S.; Jasuja, S. Acute Renal Failure Associated with Nonfulminant Acute Viral Hepatitis A. Indian
J. Nephrol. 2008, 18, 77–79. [CrossRef] [PubMed]

33. Oe, S. Hepatitis A Complicated with Acute Renal Failure and High Hepatocyte Growth Factor: A Case Report. World J.
Gastroenterol. 2015, 21, 9671. [CrossRef] [PubMed]

34. Pal, R.B.; Saha, P.; Das, I.; Sinha, M.K. Fulminant Hepatitis and Glomerulonephritis-a Rare Presentation of Hepatitis A Virus
Infection. Acta Paediatr. 2011, 100, e132–e134. [CrossRef]

35. Freeman, G.J.; Casasnovas, J.M.; Umetsu, D.T.; DeKruyff, R.H. TIM Genes: A Family of Cell Surface Phosphatidylserine Receptors
That Regulate Innate and Adaptive Immunity. Immunol. Rev. 2010, 235, 172–189. [CrossRef]

36. Han, W.K.; Bailly, V.; Abichandani, R.; Thadhani, R.; Bonventre, J.V. Kidney Injury Molecule-1 (KIM-1): A Novel Biomarker for
Human Renal Proximal Tubule Injury. Kidney Int. 2002, 62, 237–244. [CrossRef]

37. Cheungpasitporn, W.; Thongprayoon, C.; Ungprasert, P.; Wijarnpreecha, K.; Mao, M.A.; Aeddula, N.R.; Kaewput, W.; Bathini, T.;
Kroner, P.T. Hepatitis A Hospitalizations among Kidney Transplant Recipients in the United States: Nationwide Inpatient Sample
2005-2014. Eur. J. Gastroenterol. Hepatol. 2020, 32, 650–655. [CrossRef]

38. Demicheli, V.; Tiberti, D. The Effectiveness and Safety of Hepatitis A Vaccine: A Systematic Review. Vaccine 2003, 21, 2242–2245.
[CrossRef]

39. Prasoppokakorn, T.; Vanichanan, J.; Chaiteerakij, R.; Jutivorakool, K.; Udomkarnjananun, S.; Pongpirul, K.; Taesombat, W.;
Wattanatorn, S.; Avihingsanon, Y.; Tungsanga, K.; et al. A Randomized Controlled Trial of Comparative Effectiveness between the
2 Dose and 3 Dose Regimens of Hepatitis a Vaccine in Kidney Transplant Recipients. Sci. Rep. 2021, 11, 50. [CrossRef]

40. Global Progress Report on HIV, Viral Hepatitis and Sexually Transmitted Infections. 2021. Available online: https://www.who.
int/publications-detail-redirect/9789240027077 (accessed on 29 July 2022).

41. Liang, T.J. Hepatitis B: The Virus and Disease. Hepatol. Baltim. Md 2009, 49 (Suppl. S5), S13–S21. [CrossRef]
42. Kishi, T.; Ikeda, Y.; Takashima, T.; Rikitake, S.; Miyazono, M.; Aoki, S.; Sakemi, T.; Mizuta, T.; Fujimoto, K. Acute Renal Failure

Associated with Acute Non-Fulminant Hepatitis B. World J. Hepatol. 2013, 5, 82–85. [CrossRef] [PubMed]
43. Tang, L.S.Y.; Covert, E.; Wilson, E.; Kottilil, S. Chronic Hepatitis B Infection: A Review. JAMA 2018, 319, 1802–1813. [CrossRef]

[PubMed]
44. Harnett, J.D.; Parfrey, P.S.; Kennedy, M.; Zeldis, J.B.; Steinman, T.I.; Guttmann, R.D. The Long-Term Outcome of Hepatitis B

Infection in Hemodialysis Patients. Am. J. Kidney Dis. Off. J. Natl. Kidney Found. 1988, 11, 210–213. [CrossRef]
45. Gupta, A.; Quigg, R.J. Glomerular Diseases Associated With Hepatitis B and C. Adv. Chronic Kidney Dis. 2015, 22, 343–351.

[CrossRef]
46. Lai, K.N.; Li, P.K.; Lui, S.F.; Au, T.C.; Tam, J.S.; Tong, K.L.; Lai, F.M. Membranous Nephropathy Related to Hepatitis B Virus in

Adults. N. Engl. J. Med. 1991, 324, 1457–1463. [CrossRef]
47. Hsu, H.-C.; Wu, C.-Y.; Lin, C.-Y.; Lin, G.-J.; Chen, C.-H.; Huang, F.-Y. Membranous Nephropathy in 52 Hepatitis B Surface Antigen

(HBsAg) Carrier Children in Taiwan. Kidney Int. 1989, 36, 1103–1107. [CrossRef]
48. Xie, Q.; Li, Y.; Xue, J.; Xiong, Z.; Wang, L.; Sun, Z.; Ren, Y.; Zhu, X.; Hao, C.-M. Renal Phospholipase A2 Receptor in Hepatitis B

Virus-Associated Membranous Nephropathy. Am. J. Nephrol. 2015, 41, 345–353. [CrossRef]
49. Li, P.; Wei, R.; Tang, L.; Wu, J.; Zhang, X.; Chen, X. Clinical and Pathological Analysis of Hepatitis B Virus-Related Membranous

Nephropathy and Idiopathic Membranous Nephropathy. Clin. Nephrol. 2012, 78, 456–464. [CrossRef]
50. Iida, H.; Izumino, K.; Asaka, M.; Kameyama, T.; Takata, M.; Mizumura, Y.; Sasayama, S. Membranoproliferative Glomeru-

lonephritis Associated with Chronic Hepatitis B in Adults: Pathogenetic Role of HBsAg. Am. J. Nephrol. 1987, 7, 319–324.
[CrossRef]

51. Mazzaro, C.; Dal Maso, L.; Urraro, T.; Mauro, E.; Castelnovo, L.; Casarin, P.; Monti, G.; Gattei, V.; Zignego, A.L.; Pozzato, G.
Hepatitis B Virus Related Cryoglobulinemic Vasculitis: A Multicentre Open Label Study from the Gruppo Italiano Di Studio
Delle Crioglobulinemie—GISC. Dig. Liver Dis. Off. J. Ital. Soc. Gastroenterol. Ital. Assoc. Study Liver 2016, 48, 780–784. [CrossRef]

52. Guillevin, L.; Mahr, A.; Callard, P.; Godmer, P.; Pagnoux, C.; Leray, E.; Cohen, P.; French Vasculitis Study Group. Hepatitis B
Virus-Associated Polyarteritis Nodosa: Clinical Characteristics, Outcome, and Impact of Treatment in 115 Patients. Medicine 2005,
84, 313–322. [CrossRef] [PubMed]

53. Sun, I.O.; Hong, Y.A.; Park, H.S.; Choi, S.R.; Chung, B.H.; Park, C.W.; Yang, C.W.; Kim, Y.S.; Choi, B.S. Clinical Characteristics and
Treatment of Patients with IgA Nephropathy and Hepatitis B Surface Antigen. Ren. Fail. 2013, 35, 446–451. [CrossRef]

54. Zhou, T.-B.; Jiang, Z.-P. Is There an Association of Hepatitis B Virus Infection with Minimal Change Disease of Nephrotic
Syndrome? A Clinical Observational Report. Ren. Fail. 2015, 37, 459–461. [CrossRef] [PubMed]

55. Roy, S.; Gupta, R.; Adapa, S.; Bose, S.; Garcha, A. Hepatitis B–Associated Lupus-Like Glomerulonephritis Successfully Treated
With Antiretroviral Drugs and Prednisone: A Case Report and Literature Review. J. Investig. Med. High Impact Case Rep. 2022,
10, 23247096221086452. [CrossRef] [PubMed]

56. Herrscher, C.; Roingeard, P.; Blanchard, E. Hepatitis B Virus Entry into Cells. Cells 2020, 9, 1486. [CrossRef]
57. Mazzaro, C.; Dal Maso, L.; Visentini, M.; Gitto, S.; Andreone, P.; Toffolutti, F.; Gattei, V. Hepatitis B Virus-Related Cryogobulinemic

Vasculitis. The Role of Antiviral Nucleot(s)Ide Analogues: A Review. J. Intern. Med. 2019, 286, 290–298. [CrossRef]
58. European Association for the Study of the Liver. EASL 2017 Clinical Practice Guidelines on the Management of Hepatitis B Virus

Infection. J. Hepatol. 2017, 67, 370–398. [CrossRef]
59. Tsai, M.-C. Hepatitis B Virus Infection and Renal Transplantation. World J. Gastroenterol. 2010, 16, 3878. [CrossRef]

http://doi.org/10.4103/0971-4065.42344
http://www.ncbi.nlm.nih.gov/pubmed/20142908
http://doi.org/10.3748/wjg.v21.i32.9671
http://www.ncbi.nlm.nih.gov/pubmed/26327776
http://doi.org/10.1111/j.1651-2227.2011.02231.x
http://doi.org/10.1111/j.0105-2896.2010.00903.x
http://doi.org/10.1046/j.1523-1755.2002.00433.x
http://doi.org/10.1097/MEG.0000000000001598
http://doi.org/10.1016/S0264-410X(03)00135-X
http://doi.org/10.1038/s41598-020-80052-3
https://www.who.int/publications-detail-redirect/9789240027077
https://www.who.int/publications-detail-redirect/9789240027077
http://doi.org/10.1002/hep.22881
http://doi.org/10.4254/wjh.v5.i2.82
http://www.ncbi.nlm.nih.gov/pubmed/23646233
http://doi.org/10.1001/jama.2018.3795
http://www.ncbi.nlm.nih.gov/pubmed/29715359
http://doi.org/10.1016/S0272-6386(88)80151-3
http://doi.org/10.1053/j.ackd.2015.06.003
http://doi.org/10.1056/NEJM199105233242103
http://doi.org/10.1038/ki.1989.307
http://doi.org/10.1159/000431331
http://doi.org/10.5414/CN107615
http://doi.org/10.1159/000167494
http://doi.org/10.1016/j.dld.2016.03.018
http://doi.org/10.1097/01.md.0000180792.80212.5e
http://www.ncbi.nlm.nih.gov/pubmed/16148731
http://doi.org/10.3109/0886022X.2013.775659
http://doi.org/10.3109/0886022X.2014.1001711
http://www.ncbi.nlm.nih.gov/pubmed/25585950
http://doi.org/10.1177/23247096221086451
http://www.ncbi.nlm.nih.gov/pubmed/35491847
http://doi.org/10.3390/cells9061486
http://doi.org/10.1111/joim.12913
http://doi.org/10.1016/j.jhep.2017.03.021
http://doi.org/10.3748/wjg.v16.i31.3878


Int. J. Mol. Sci. 2022, 23, 12014 16 of 25

60. Yang, S.; Tian, G.; Cui, Y.; Ding, C.; Deng, M.; Yu, C.; Xu, K.; Ren, J.; Yao, J.; Li, Y.; et al. Factors Influencing Immunologic Response
to Hepatitis B Vaccine in Adults. Sci. Rep. 2016, 6, 251. [CrossRef]

61. Ayub1, M.A.; Bacci, M.R.; Fonseca, F.L.A.; Chehter, E.Z. Hemodialysis and Hepatitis B Vaccination: A Challenge to Physicians.
Int. J. Gen. Med. 2014, 7, 109–114. [CrossRef]

62. Michalak, T.I. HCV Lymphotropism and Its Pathogenic Significance. In Hepatitis C-From Infection to Cure; IntechOpen: London,
UK, 2018. [CrossRef]

63. WHO. Hepatitis C—WHO. Available online: https://www.who.int/news-room/fact-sheets/detail/hepatitis-c (accessed on
16 August 2022).

64. Chen, S.L.; Morgan, T.R. The Natural History of Hepatitis C Virus (HCV) Infection. Int. J. Med. Sci. 2006, 3, 47–52. [CrossRef]
[PubMed]

65. Santer, D.M.; Ma, M.M.; Hockman, D.; Landi, A.; Tyrrell, D.L.J.; Houghton, M. Enhanced Activation of Memory, but Not Naïve,
B Cells in Chronic Hepatitis C Virus-Infected Patients with Cryoglobulinemia and Advanced Liver Fibrosis. PLoS ONE 2013,
8, e68308. [CrossRef] [PubMed]

66. Cacoub, P.; Si Ahmed, S.N.; Ferfar, Y.; Pol, S.; Thabut, D.; Hezode, C.; Alric, L.; Comarmond, C.; Ragab, G.; Quartuccio, L.; et al.
Long-Term Efficacy of Interferon-Free Antiviral Treatment Regimens in Patients With Hepatitis C Virus–Associated Cryoglobu-
linemia Vasculitis. Clin. Gastroenterol. Hepatol. 2019, 17, 518–526. [CrossRef]

67. Lai, T.-S.; Lee, M.-H.; Yang, H.-I.; You, S.-L.; Lu, S.-N.; Wang, L.-Y.; Yuan, Y.; L’Italien, G.; Chien, K.-L.; Chen, C.-J.; et al. Hepatitis
C Viral Load, Genotype, and Increased Risk of Developing End-Stage Renal Disease: REVEAL-HCV Study. Hepatol. Baltim. Md
2017, 66, 784–793. [CrossRef] [PubMed]

68. Colpitts, C.; Tsai, P.-L.; Zeisel, M. Hepatitis C Virus Entry: An Intriguingly Complex and Highly Regulated Process. Int. J. Mol.
Sci. 2020, 21, 2091. [CrossRef]

69. Sabry, A.; El-Agroudy, A.; Sheashaa, H.; El-husseini, A.; Taha, N.M.; Elbaz, M.; El-Shahat, F.; Sobh, M. Histological Characterization
of HCV-Associated Glomerulopathy in Egyptian Patients. Int. Urol. Nephrol. 2005, 37, 355–361. [CrossRef]

70. Stehman-Breen, C.; Alpers, C.E.; Fleet, W.P.; Johnson, R.J. Focal Segmental Glomerular Sclerosis among Patients Infected with
Hepatitis C Virus. Nephron 1999, 81, 37–40. [CrossRef]

71. Markowitz, G.S.; Cheng, J.T.; Colvin, R.B.; Trebbin, W.M.; D’Agati, V.D. Hepatitis C Viral Infection Is Associated with Fibrillary
Glomerulonephritis and Immunotactoid Glomerulopathy. J. Am. Soc. Nephrol. JASN 1998, 9, 2244–2252. [CrossRef]

72. Coroneos, E.; Truong, L.; Olivero, J. Fibrillary Glomerulonephritis Associated with Hepatitis C Viral Infection. Am. J. Kidney Dis.
1997, 29, 132–135. [CrossRef]

73. Guerra, G.; Narayan, G.; Rennke, H.G.; Jaber, B.L. Crescentic Fibrillary Glomerulonephritis Associated with Hepatitis C Viral
Infection. Clin. Nephrol. 2003, 60, 364–368. [CrossRef]

74. Gonzalo, A.; Navarro, J.; Bárcena, R.; Quereda, C.; Ortuño, J. IgA Nephropathy Associated with Hepatitis C Virus Infection.
Nephron 1995, 69, 354. [CrossRef] [PubMed]

75. Morales, J.M.; Fabrizi, F. Hepatitis C and Its Impact on Renal Transplantation. Nat. Rev. Nephrol. 2015, 11, 172–182. [CrossRef]
[PubMed]

76. Fabrizi, F.; Martin, P.; Dixit, V.; Bunnapradist, S.; Dulai, G. Hepatitis C Virus Antibody Status and Survival after Renal Transplan-
tation: Meta-Analysis of Observational Studies. Am. J. Transpl. 2005, 5, 1452–1461. [CrossRef] [PubMed]

77. Abbott, K.C.; Lentine, K.L.; Bucci, J.R.; Agodoa, L.Y.; Koff, J.M.; Holtzmuller, K.C.; Schnitzler, M.A. Impact of Diabetes and
Hepatitis after Kidney Transplantation on Patients Who Are Affected by Hepatitis C Virus. J. Am. Soc. Nephrol. 2004, 15, 3166–3174.
[CrossRef]

78. Martin, P.; Fabrizi, F. Hepatitis C Virus and Kidney Disease. J. Hepatol. 2008, 49, 613–624. [CrossRef]
79. Pawlotsky, J.-M.; Negro, F.; Aghemo, A.; Berenguer, M.; Dalgard, O.; Dusheiko, G.; Marra, F.; Puoti, M.; Wedemeyer, H. EASL

Recommendations on Treatment of Hepatitis C: Final Update of the Series

Int. J. Mol. Sci. 2022, 23, x FOR PEER REVIEW 17 of 26 
 

 

63. WHO. Hepatitis C—WHO. Available online: https://www.who.int/news-room/fact-sheets/detail/hepatitis-c (accessed on 16 
August 2022). 

64. Chen, S.L.; Morgan, T.R. The Natural History of Hepatitis C Virus (HCV) Infection. Int. J. Med. Sci. 2006, 3, 47–52. 
65. Santer, D.M.; Ma, M.M.; Hockman, D.; Landi, A.; Tyrrell, D.L.J.; Houghton, M. Enhanced Activation of Memory, but Not Naïve, 

B Cells in Chronic Hepatitis C Virus-Infected Patients with Cryoglobulinemia and Advanced Liver Fibrosis. PLoS ONE 2013, 8, 
e68308. https://doi.org/10.1371/journal.pone.0068308. 

66. Cacoub, P.; Si Ahmed, S.N.; Ferfar, Y.; Pol, S.; Thabut, D.; Hezode, C.; Alric, L.; Comarmond, C.; Ragab, G.; Quartuccio, L.; et al. 
Long-Term Efficacy of Interferon-Free Antiviral Treatment Regimens in Patients With Hepatitis C Virus–Associated 
Cryoglobulinemia Vasculitis. Clin. Gastroenterol. Hepatol. 2019, 17, 518–526. https://doi.org/10.1016/j.cgh.2018.05.021. 

67. Lai, T.-S.; Lee, M.-H.; Yang, H.-I.; You, S.-L.; Lu, S.-N.; Wang, L.-Y.; Yuan, Y.; L’Italien, G.; Chien, K.-L.; Chen, C.-J.; REVEAL-
HCV Study Group. Hepatitis C Viral Load, Genotype, and Increased Risk of Developing End-Stage Renal Disease: REVEAL-
HCV Study. Hepatol. Baltim. Md 2017, 66, 784–793. https://doi.org/10.1002/hep.29192. 

68. Colpitts, C.; Tsai, P.-L.; Zeisel, M. Hepatitis C Virus Entry: An Intriguingly Complex and Highly Regulated Process. Int. J. Mol. 
Sci. 2020, 21, 2091. https://doi.org/10.3390/ijms21062091. 

69. Sabry, A.; El-Agroudy, A.; Sheashaa, H.; El-husseini, A.; Taha, N.M.; Elbaz, M.; El-Shahat, F.; Sobh, M. Histological 
Characterization of HCV-Associated Glomerulopathy in Egyptian Patients. Int. Urol. Nephrol. 2005, 37, 355–361. 
https://doi.org/10.1007/s11255-004-4096-7. 

70. Stehman-Breen, C.; Alpers, C.E.; Fleet, W.P.; Johnson, R.J. Focal Segmental Glomerular Sclerosis among Patients Infected with 
Hepatitis C Virus. Nephron 1999, 81, 37–40. https://doi.org/10.1159/000045243. 

71. Markowitz, G.S.; Cheng, J.T.; Colvin, R.B.; Trebbin, W.M.; D’Agati, V.D. Hepatitis C Viral Infection Is Associated with Fibrillary 
Glomerulonephritis and Immunotactoid Glomerulopathy. J. Am. Soc. Nephrol. JASN 1998, 9, 2244–2252. 
https://doi.org/10.1681/ASN.V9122244. 

72. Coroneos, E.; Truong, L.; Olivero, J. Fibrillary Glomerulonephritis Associated with Hepatitis C Viral Infection. Am. J. Kidney Dis. 
1997, 29, 132–135. https://doi.org/10.1016/S0272-6386(97)90020-2. 

73. Guerra, G.; Narayan, G.; Rennke, H.G.; Jaber, B.L. Crescentic Fibrillary Glomerulonephritis Associated with Hepatitis C Viral 
Infection. Clin. Nephrol. 2003, 60, 364–368. https://doi.org/10.5414/CNP60364. 

74. Gonzalo, A.; Navarro, J.; Bárcena, R.; Quereda, C.; Ortuño, J. IgA Nephropathy Associated with Hepatitis C Virus Infection. 
Nephron 1995, 69, 354–354. https://doi.org/10.1159/000188494. 

75. Morales, J.M. Hepatitis C and Its Impact on Renal Transplantation. 11. 
76. Fabrizi, F.; Martin, P.; Dixit, V.; Bunnapradist, S.; Dulai, G. Hepatitis C Virus Antibody Status and Survival after Renal 

Transplantation: Meta-Analysis of Observational Studies. Am. J. Transpl. 2005, 5, 1452–1461. https://doi.org/10.1111/j.1600-
6143.2005.00864.x. 

77. Abbott, K.C.; Lentine, K.L.; Bucci, J.R.; Agodoa, L.Y.; Koff, J.M.; Holtzmuller, K.C.; Schnitzler, M.A. Impact of Diabetes and 
Hepatitis after Kidney Transplantation on Patients Who Are Affected by Hepatitis C Virus. J. Am. Soc. Nephrol. 2004, 15, 3166–
3174. https://doi.org/10.1097/01.ASN.0000145439.48387.BF. 

78. Martin, P.; Fabrizi, F. Hepatitis C Virus and Kidney Disease. J. Hepatol. 2008, 49, 613–624. 
https://doi.org/10.1016/j.jhep.2008.06.003. 

79. Pawlotsky, J.-M.; Negro, F.; Aghemo, A.; Berenguer, M.; Dalgard, O.; Dusheiko, G.; Marra, F.; Puoti, M.; Wedemeyer, H. EASL 
Recommendations on Treatment of Hepatitis C: Final Update of the Series ☆ . J. Hepatol. 2020, 73, 1170–1218. 
https://doi.org/10.1016/j.jhep.2020.08.018. 

80. Miyasaka, A.; Yoshida, Y.; Murakami, A.; Hoshino, T.; Sawara, K.; Numao, H.; Takikawa, Y. Safety and Efficacy of Glecaprevir 
and Pibrentasvir in North Tohoku Japanese Patients with Genotype 1/2 Hepatitis C Virus Infection. Health Sci. Rep. 2022, 5, e458. 
https://doi.org/10.1002/hsr2.458. 

81. Belperio, P.S.; Shahoumian, T.A.; Loomis, T.P.; Mole, L.A.; Backus, L.I. Real-World Effectiveness of Daclatasvir plus Sofosbuvir 
and Velpatasvir/Sofosbuvir in Hepatitis C Genotype 2 and 3. J. Hepatol. 2019, 70, 15–23. https://doi.org/10.1016/j.jhep.2018.09.018. 

82. Danishwar, M.; Jamil, Z.; Khan, S.; Nakhla, M.; Ahmad, I.; Ali, M.A.; Lau, D.T.Y. Persistence of Cryoglobulinemic Vasculitis 
after DAA Induced HCV Cure. J. Clin. Med. 2022, 11, 984. https://doi.org/10.3390/jcm11040984. 

83. Kamar, N.; Dalton, H.R.; Abravanel, F.; Izopet, J. Hepatitis E Virus Infection. Clin. Microbiol. Rev. 2014, 27, 116–138. 
https://doi.org/10.1128/CMR.00057-13. 

84. Pavio, N.; Meng, X.-J.; Renou, C. Zoonotic Hepatitis E: Animal Reservoirs and Emerging Risks. Vet. Res. 2010, 41, 46. 
https://doi.org/10.1051/vetres/2010018. 

85. Wu, J.; Xiang, Z.; Zhu, C.; Yao, Y.; Bortolanza, M.; Cao, H.; Li, L. Extrahepatic Manifestations Related to Hepatitis E Virus 
Infection and Their Triggering Mechanisms. J. Infect. 2021, 83, 298–305. https://doi.org/10.1016/j.jinf.2021.07.021. 

86. Wasuwanich, P.; Sirisreetreerux, P.; Ingviya, T.; Kraus, E.S.; Brennan, D.C.; Sue, P.K.; Jackson, A.M.; Oshima, K.; Philosophe, B.; 
Montgomery, R.A.; et al. Hepatitis E Virus Infection and Rejection in Kidney Transplant Recipients. Transpl. Immunol. 2022, 70, 
101517. https://doi.org/10.1016/j.trim.2021.101517. 

87. Guinault, D.; Ribes, D.; Delas, A.; Milongo, D.; Abravanel, F.; Puissant-Lubrano, B.; Izopet, J.; Kamar, N. Hepatitis E Virus–
Induced Cryoglobulinemic Glomerulonephritis in a Nonimmunocompromised Person. Am. J. Kidney Dis. 2016, 67, 660–663. 
https://doi.org/10.1053/j.ajkd.2015.10.022. 

. J. Hepatol. 2020, 73, 1170–1218. [CrossRef]
80. Miyasaka, A.; Yoshida, Y.; Murakami, A.; Hoshino, T.; Sawara, K.; Numao, H.; Takikawa, Y. Safety and Efficacy of Glecaprevir

and Pibrentasvir in North Tohoku Japanese Patients with Genotype 1/2 Hepatitis C Virus Infection. Health Sci. Rep. 2022, 5, e458.
[CrossRef]

81. Belperio, P.S.; Shahoumian, T.A.; Loomis, T.P.; Mole, L.A.; Backus, L.I. Real-World Effectiveness of Daclatasvir plus Sofosbuvir
and Velpatasvir/Sofosbuvir in Hepatitis C Genotype 2 and 3. J. Hepatol. 2019, 70, 15–23. [CrossRef]

82. Danishwar, M.; Jamil, Z.; Khan, S.; Nakhla, M.; Ahmad, I.; Ali, M.A.; Lau, D.T.Y. Persistence of Cryoglobulinemic Vasculitis after
DAA Induced HCV Cure. J. Clin. Med. 2022, 11, 984. [CrossRef]

83. Kamar, N.; Dalton, H.R.; Abravanel, F.; Izopet, J. Hepatitis E Virus Infection. Clin. Microbiol. Rev. 2014, 27, 116–138. [CrossRef]
84. Pavio, N.; Meng, X.-J.; Renou, C. Zoonotic Hepatitis E: Animal Reservoirs and Emerging Risks. Vet. Res. 2010, 41, 46. [CrossRef]

[PubMed]
85. Wu, J.; Xiang, Z.; Zhu, C.; Yao, Y.; Bortolanza, M.; Cao, H.; Li, L. Extrahepatic Manifestations Related to Hepatitis E Virus Infection

and Their Triggering Mechanisms. J. Infect. 2021, 83, 298–305. [CrossRef] [PubMed]
86. Wasuwanich, P.; Sirisreetreerux, P.; Ingviya, T.; Kraus, E.S.; Brennan, D.C.; Sue, P.K.; Jackson, A.M.; Oshima, K.; Philosophe, B.;

Montgomery, R.A.; et al. Hepatitis E Virus Infection and Rejection in Kidney Transplant Recipients. Transpl. Immunol. 2022,
70, 101517. [CrossRef]

http://doi.org/10.1038/srep27251
http://doi.org/10.2147/IJGM.S57254
http://doi.org/10.5772/intechopen.76030
https://www.who.int/news-room/fact-sheets/detail/hepatitis-c
http://doi.org/10.7150/ijms.3.47
http://www.ncbi.nlm.nih.gov/pubmed/16614742
http://doi.org/10.1371/journal.pone.0068308
http://www.ncbi.nlm.nih.gov/pubmed/23840845
http://doi.org/10.1016/j.cgh.2018.05.021
http://doi.org/10.1002/hep.29192
http://www.ncbi.nlm.nih.gov/pubmed/28370058
http://doi.org/10.3390/ijms21062091
http://doi.org/10.1007/s11255-004-4096-7
http://doi.org/10.1159/000045243
http://doi.org/10.1681/ASN.V9122244
http://doi.org/10.1016/S0272-6386(97)90020-2
http://doi.org/10.5414/CNP60364
http://doi.org/10.1159/000188494
http://www.ncbi.nlm.nih.gov/pubmed/7753282
http://doi.org/10.1038/nrneph.2015.5
http://www.ncbi.nlm.nih.gov/pubmed/25643666
http://doi.org/10.1111/j.1600-6143.2005.00864.x
http://www.ncbi.nlm.nih.gov/pubmed/15888054
http://doi.org/10.1097/01.ASN.0000145439.48387.BF
http://doi.org/10.1016/j.jhep.2008.06.003
http://doi.org/10.1016/j.jhep.2020.08.018
http://doi.org/10.1002/hsr2.458
http://doi.org/10.1016/j.jhep.2018.09.018
http://doi.org/10.3390/jcm11040984
http://doi.org/10.1128/CMR.00057-13
http://doi.org/10.1051/vetres/2010018
http://www.ncbi.nlm.nih.gov/pubmed/20359452
http://doi.org/10.1016/j.jinf.2021.07.021
http://www.ncbi.nlm.nih.gov/pubmed/34324940
http://doi.org/10.1016/j.trim.2021.101517


Int. J. Mol. Sci. 2022, 23, 12014 17 of 25

87. Guinault, D.; Ribes, D.; Delas, A.; Milongo, D.; Abravanel, F.; Puissant-Lubrano, B.; Izopet, J.; Kamar, N. Hepatitis E Virus–Induced
Cryoglobulinemic Glomerulonephritis in a Nonimmunocompromised Person. Am. J. Kidney Dis. 2016, 67, 660–663. [CrossRef]
[PubMed]

88. Wallace, S.J.; Swann, R.; Donnelly, M.; Kemp, L.; Guaci, J.; Murray, A.; Spoor, J.; Lin, N.; Miller, M.; Dalton, H.R.; et al. Mortality
and Morbidity of Locally Acquired Hepatitis E in the National Scottish Cohort: A Multicentre Retrospective Study. Aliment.
Pharmacol. Ther. 2020, 51, 974–986. [CrossRef] [PubMed]

89. Brehm, T.T.; Mazaheri, O.; Horvatits, T.; Lütgehetmann, M.; Schulze Zur Wiesch, J.; Lohse, A.W.; Polywka, S.; Pischke, S. Lower
Levels of Transaminases but Higher Levels of Serum Creatinine in Patients with Acute Hepatitis E in Comparison to Patients
with Hepatitis A. Pathog. Basel Switz. 2021, 10, 60. [CrossRef]

90. Kamar, N.; Marion, O.; Abravanel, F.; Izopet, J.; Dalton, H.R. Extrahepatic Manifestations of Hepatitis E Virus. Liver Int. Off. J. Int.
Assoc. Study Liver 2016, 36, 467–472. [CrossRef]

91. El-Mokhtar, M.A.; Seddik, M.I.; Osman, A.; Adel, S.; Abdel Aziz, E.M.; Mandour, S.A.; Mohammed, N.; Zarzour, M.A.; Abdel-
Wahid, L.; Radwan, E.; et al. Hepatitis E Virus Mediates Renal Injury via the Interaction between the Immune Cells and Renal
Epithelium. Vaccines 2020, 8, 454. [CrossRef]

92. Shiota, T.; Li, T.-C.; Nishimura, Y.; Yoshizaki, S.; Sugiyama, R.; Shimojima, M.; Saijo, M.; Shimizu, H.; Suzuki, R.; Wakita, T.; et al.
Integrin A3 Is Involved in Non-Enveloped Hepatitis E Virus Infection. Virology 2019, 536, 119–124. [CrossRef]

93. Yin, X.; Feng, Z. Hepatitis E Virus Entry. Viruses 2019, 11, 883. [CrossRef]
94. Geng, Y.; Zhao, C.; Huang, W.; Harrison, T.J.; Zhang, H.; Geng, K.; Wang, Y. Detection and Assessment of Infectivity of Hepatitis

E Virus in Urine. J. Hepatol. 2016, 64, 37–43. [CrossRef] [PubMed]
95. Del Bello, A.; Guilbeau-Frugier, C.; Josse, A.-G.; Rostaing, L.; Izopet, J.; Kamar, N. Successful Treatment of Hepatitis E Virus-

Associated Cryoglobulinemic Membranoproliferative Glomerulonephritis with Ribavirin. Transpl. Infect. Dis. 2015, 17, 279–283.
[CrossRef] [PubMed]

96. Kamar, N.; Weclawiak, H.; Guilbeau-Frugier, C.; Legrand-Abravanel, F.; Cointault, O.; Ribes, D.; Esposito, L.; Cardeau-Desangles,
I.; Guitard, J.; Sallusto, F.; et al. Hepatitis E Virus and the Kidney in Solid-Organ Transplant Patients. Transplantation 2012,
93, 617–623. [CrossRef] [PubMed]

97. Taton, B.; Moreau, K.; Lepreux, S.; Bachelet, T.; Trimoulet, P.; De Ledinghen, V.; Pommereau, A.; Ronco, P.; Kamar, N.; Merville, P.;
et al. Hepatitis E Virus Infection as a New Probable Cause of de Novo Membranous Nephropathy after Kidney Transplantation.
Transpl. Infect. Dis. 2013, 15, E211–E215. [CrossRef] [PubMed]

98. Sue, P.K.; Pisanic, N.; Heaney, C.D.; Forman, M.; Valsamakis, A.; Jackson, A.M.; Ticehurst, J.R.; Montgomery, R.A.; Schwarz, K.B.;
Nelson, K.E.; et al. Hepatitis E Virus Infection Among Solid Organ Transplant Recipients at a North American Transplant Center.
Open Forum Infect. Dis. 2016, 3, ofw006. [CrossRef]

99. Kamar, N.; Abravanel, F.; Selves, J.; Garrouste, C.; Esposito, L.; Lavayssière, L.; Cointault, O.; Ribes, D.; Cardeau, I.; Nogier, M.B.;
et al. Influence of Immunosuppressive Therapy on the Natural History of Genotype 3 Hepatitis-E Virus Infection after Organ
Transplantation. Transplantation 2010, 89, 353–360. [CrossRef]

100. Caillard, S.; Anglicheau, D.; Matignon, M.; Durrbach, A.; Greze, C.; Frimat, L.; Thaunat, O.; Legris, T.; Moal, V.; Westeel, P.F.; et al.
An Initial Report from the French SOT COVID Registry Suggests High Mortality Due to COVID-19 in Recipients of Kidney
Transplants. Kidney Int. 2020, 2020, S0085253820309613. [CrossRef]

101. Caillard, S.; Chavarot, N.; Francois, H.; Matignon, M.; Greze, C.; Kamar, N.; Gatault, P.; Thaunat, O.; Legris, T.; Frimat, L.; et al. Is
COVID-19 Infection More Severe in Kidney Transplant Recipients? Am. J. Transpl. 2020, 21, 1295–1303. [CrossRef]

102. Masset, C.; Kerleau, C.; Garandeau, C.; Ville, S.; Cantarovich, D.; Hourmant, M.; Kervella, D.; Meurette, A.; Guillot-Gueguen, C.;
Guihard, I.; et al. A Third Injection of the BNT162b2 MRNA COVID-19 Vaccine in Kidney Transplant Recipients Improves the
Humoral Immune Response. Kidney Int. 2021, S0085253821008097. [CrossRef]

103. Cheng, Y.; Luo, R.; Wang, K.; Zhang, M.; Wang, Z.; Dong, L.; Li, J.; Yao, Y.; Ge, S.; Xu, G. Kidney Disease Is Associated with
In-Hospital Death of Patients with COVID-19. Kidney Int. 2020, S0085253820302556. [CrossRef]

104. Hirsch, J.S.; Ng, J.H.; Ross, D.W.; Sharma, P.; Shah, H.H.; Barnett, R.L.; Hazzan, A.D.; Fishbane, S.; Jhaveri, K.D.; Abate, M.; et al.
Acute Kidney Injury in Patients Hospitalized with COVID-19. Kidney Int. 2020, 98, 209–218. [CrossRef] [PubMed]

105. Su, H.; Yang, M.; Wan, C.; Yi, L.-X.; Tang, F.; Zhu, H.-Y.; Yi, F.; Yang, H.-C.; Fogo, A.B.; Nie, X.; et al. Renal Histopathological
Analysis of 26 Postmortem Findings of Patients with COVID-19 in China. Kidney Int. 2020, 98, 219–227. [CrossRef] [PubMed]

106. Santoriello, D.; Khairallah, P.; Bomback, A.S.; Xu, K.; Kudose, S.; Batal, I.; Barasch, J.; Radhakrishnan, J.; D’Agati, V.; Markowitz,
G. Postmortem Kidney Pathology Findings in Patients with COVID-19. J. Am. Soc. Nephrol. 2020, 31, 2158–2167. [CrossRef]

107. Ferlicot, S.; Jamme, M.; Gaillard, F.; Oniszczuk, J.; Couturier, A.; May, O.; Grünenwald, A.; Sannier, A.; Moktefi, A.;
Le Monnier, O.; et al. The Spectrum of Kidney Biopsies in Hospitalized Patients with COVID-19, Acute Kidney Injury, and/or
Proteinuria. Nephrol. Dial. Transpl. 2021, gfab042. [CrossRef] [PubMed]

108. Sharma, P.; Uppal, N.N.; Wanchoo, R.; Shah, H.H.; Yang, Y.; Parikh, R.; Khanin, Y.; Madireddy, V.; Larsen, C.P.; Jhaveri, K.D.; et al.
COVID-19–Associated Kidney Injury: A Case Series of Kidney Biopsy Findings. J. Am. Soc. Nephrol. 2020, 31, 1948–1958.
[CrossRef]

109. Ronco, C.; Reis, T. Kidney Involvement in COVID-19 and Rationale for Extracorporeal Therapies. Nat. Rev. Nephrol. 2020,
16, 308–310. [CrossRef]

110. Miller, S.E.; Brealey, J.K. Visualization of Putative Coronavirus in Kidney. Kidney Int. 2020, 98, 231–232. [CrossRef]

http://doi.org/10.1053/j.ajkd.2015.10.022
http://www.ncbi.nlm.nih.gov/pubmed/26682764
http://doi.org/10.1111/apt.15704
http://www.ncbi.nlm.nih.gov/pubmed/32285976
http://doi.org/10.3390/pathogens10010060
http://doi.org/10.1111/liv.13037
http://doi.org/10.3390/vaccines8030454
http://doi.org/10.1016/j.virol.2019.07.025
http://doi.org/10.3390/v11100883
http://doi.org/10.1016/j.jhep.2015.08.034
http://www.ncbi.nlm.nih.gov/pubmed/26362822
http://doi.org/10.1111/tid.12353
http://www.ncbi.nlm.nih.gov/pubmed/25708383
http://doi.org/10.1097/TP.0b013e318245f14c
http://www.ncbi.nlm.nih.gov/pubmed/22298032
http://doi.org/10.1111/tid.12143
http://www.ncbi.nlm.nih.gov/pubmed/24103101
http://doi.org/10.1093/ofid/ofw006
http://doi.org/10.1097/TP.0b013e3181c4096c
http://doi.org/10.1016/j.kint.2020.08.005
http://doi.org/10.1111/ajt.16424
http://doi.org/10.1016/j.kint.2021.08.017
http://doi.org/10.1016/j.kint.2020.03.005
http://doi.org/10.1016/j.kint.2020.05.006
http://www.ncbi.nlm.nih.gov/pubmed/32416116
http://doi.org/10.1016/j.kint.2020.04.003
http://www.ncbi.nlm.nih.gov/pubmed/32327202
http://doi.org/10.1681/ASN.2020050744
http://doi.org/10.1093/ndt/gfab042
http://www.ncbi.nlm.nih.gov/pubmed/33576823
http://doi.org/10.1681/ASN.2020050699
http://doi.org/10.1038/s41581-020-0284-7
http://doi.org/10.1016/j.kint.2020.05.004


Int. J. Mol. Sci. 2022, 23, 12014 18 of 25

111. Hassler, L.; Reyes, F.; Sparks, M.A.; Welling, P.; Batlle, D. Evidence For and Against Direct Kidney Infection by SARS-CoV-2 in
Patients with COVID-19. Clin. J. Am. Soc. Nephrol. 2021, 16, 1755–1765. [CrossRef]

112. Pan, X.; Xu, D.; Zhang, H.; Zhou, W.; Wang, L.; Cui, X. Identification of a Potential Mechanism of Acute Kidney Injury during the
COVID-19 Outbreak: A Study Based on Single-Cell Transcriptome Analysis. Intensive Care Med. 2020, 46, 1114–1116. [CrossRef]

113. Monteil, V.; Kwon, H.; Prado, P.; Hagelkrüys, A.; Wimmer, R.A.; Stahl, M.; Leopoldi, A.; Garreta, E.; Hurtado Del Pozo, C.;
Prosper, F.; et al. Inhibition of SARS-CoV-2 Infections in Engineered Human Tissues Using Clinical-Grade Soluble Human ACE2.
Cell 2020, 181, 905–913.e7. [CrossRef]

114. Diao, B.; Wang, C.; Wang, R.; Feng, Z.; Zhang, J.; Yang, H.; Tan, Y.; Wang, H.; Wang, C.; Liu, L.; et al. Human Kidney Is a Target
for Novel Severe Acute Respiratory Syndrome Coronavirus 2 Infection. Nat. Commun. 2021, 12, 2506. [CrossRef] [PubMed]

115. Helms, L.; Marchiano, S.; Stanaway, I.B.; Hsiang, T.-Y.; Juliar, B.A.; Saini, S.; Zhao, Y.T.; Khanna, A.; Menon, R.; Alakwaa, F.; et al.
Cross-Validation of SARS-CoV-2 Responses in Kidney Organoids and Clinical Populations. JCI Insight 2021. [CrossRef] [PubMed]

116. Teixeira, J.P.; Barone, S.; Zahedi, K.; Soleimani, M. Kidney Injury in COVID-19: Epidemiology, Molecular Mechanisms and
Potential Therapeutic Targets. Int. J. Mol. Sci. 2022, 23, 2242. [CrossRef] [PubMed]

117. Kissling, S.; Rotman, S.; Gerber, C.; Halfon, M.; Lamoth, F.; Comte, D.; Lhopitallier, L.; Sadallah, S.; Fakhouri, F. Collapsing
Glomerulopathy in a COVID-19 Patient. Kidney Int. 2020, 98, 228–231. [CrossRef]

118. May, R.M.; Cassol, C.; Hannoudi, A.; Larsen, C.P.; Lerma, E.V.; Haun, R.S.; Braga, J.R.; Hassen, S.I.; Wilson, J.; VanBeek, C.; et al. A
Multi-Center Retrospective Cohort Study Defines the Spectrum of Kidney Pathology in Coronavirus 2019 Disease (COVID-19).
Kidney Int. 2021, 100, 1303–1315. [CrossRef]

119. Kudose, S.; Batal, I.; Santoriello, D.; Xu, K.; Barasch, J.; Peleg, Y.; Canetta, P.; Ratner, L.E.; Marasa, M.; Gharavi, A.G.; et al. Kidney
Biopsy Findings in Patients with COVID-19. J. Am. Soc. Nephrol. 2020, 31, 1959–1968. [CrossRef]

120. Rivero, J.; Merino-López, M.; Olmedo, R.; Garrido-Roldan, R.; Moguel, B.; Rojas, G.; Chavez-Morales, A.; Alvarez-Maldonado, P.;
Duarte-Molina, P.; Castaño-Guerra, R.; et al. Association between Postmortem Kidney Biopsy Findings and Acute Kidney Injury
from Patients with SARS-CoV-2 (COVID-19). Clin. J. Am. Soc. Nephrol. 2021, 16, 685–693. [CrossRef]

121. Masset, C.; Renaudin, K.; Kervella, D.; Chapelet, A.; Deltombe, C.; Ville, S. Collapsing Glomerulopathy in a Patient with APOL1
Intermediate-Risk Genotype Triggered by Lupus Nephritis and SARS-CoV-2 Infection: Lessons for the Clinical Nephrologist. J.
Nephrol. 2021. [CrossRef]

122. Nasr, S.H.; Alexander, M.P.; Cornell, L.D.; Herrera, L.H.; Fidler, M.E.; Said, S.M.; Zhang, P.; Larsen, C.P.; Sethi, S. Kidney Biopsy
Findings in Patients With COVID-19, Kidney Injury, and Proteinuria. Am. J. Kidney Dis. 2021, 77, 465–468. [CrossRef]

123. Shetty, A.A.; Tawhari, I.; Safar-Boueri, L.; Seif, N.; Alahmadi, A.; Gargiulo, R.; Aggarwal, V.; Usman, I.; Kisselev, S.;
Gharavi, A.G.; et al. COVID-19–Associated Glomerular Disease. J. Am. Soc. Nephrol. 2021, 32, 33–40. [CrossRef]

124. Wu, H.; Larsen, C.P.; Hernandez-Arroyo, C.F.; Mohamed, M.M.B.; Caza, T.; Sharshir, M.; Chughtai, A.; Xie, L.; Gimenez, J.M.;
Sandow, T.A.; et al. AKI and Collapsing Glomerulopathy Associated with COVID-19 and APOL 1 High-Risk Genotype. J. Am.
Soc. Nephrol. 2020, 31, 1688–1695. [CrossRef] [PubMed]

125. Storrar, J.; Kudose, S.; Woywodt, A. Acute Interstitial Nephritis in SARS-CoV-2 Infection and Vaccination. BMJ Case Rep. 2022,
15, e246841.

126. Akilesh, S.; Nast, C.C.; Yamashita, M.; Henriksen, K.; Charu, V.; Troxell, M.L.; Kambham, N.; Bracamonte, E.; Houghton, D.;
Ahmed, N.I.; et al. Multicenter Clinicopathologic Correlation of Kidney Biopsies Performed in COVID-19 Patients Presenting
With Acute Kidney Injury or Proteinuria. Am. J. Kidney Dis. 2020, S0272638620310143. [CrossRef] [PubMed]

127. Ville, S.; Le Bot, S.; Chapelet-Debout, A.; Blancho, G.; Fremeaux-Bacchi, V.; Deltombe, C.; Fakhouri, F. Atypical HUS Relapse
Triggered by COVID-19. Kidney Int. 2021, 99, 267–268. [CrossRef] [PubMed]

128. Daniel, E.; Sekulic, M.; Kudose, S.; Kubin, C.; Ye, X.; Shayan, K.; Patel, A.; Cohen, D.J.; Ratner, L.; Santoriello, D.; et al. Kidney
Allograft Biopsy Findings after COVID-19. Am. J. Transpl. 2021, 21, 4032–4042. [CrossRef] [PubMed]

129. Meena, P.; Crew, R.J. Understanding the Risks of Immunosuppression Reduction for Active COVID-19 Infection. Kidney Int. Rep.
2022, 7, 937–938. [CrossRef]

130. Sood, M.M.; Rigatto, C.; Zarychanski, R.; Komenda, P.; Sood, A.R.; Bueti, J.; Reslerova, M.; Roberts, D.; Mojica, J.; Kumar, A. Acute
Kidney Injury in Critically Ill Patients Infected With 2009 Pandemic Influenza A(H1N1): Report From a Canadian Province. Am.
J. Kidney Dis. 2010, 55, 848–855. [CrossRef]

131. Nin, N.; Lorente, J.A.; Sánchez-Rodríguez, C.; Granados, R.; Ver, L.S.; Soto, L.; Hidalgo, J.; Fernández-Segoviano, P.; Ortín, J.;
Esteban, A. Kidney Histopathological Findings in Fatal Pandemic 2009 Influenza A (H1N1). Intensive Care Med. 2011, 37, 880–881.
[CrossRef]

132. Carmona, F.; Carlotti, A.P.C.P.; Ramalho, L.N.Z.; Costa, R.S.; Ramalho, F.S. Evidence of Renal Infection in Fatal Cases of 2009
Pandemic Influenza A (H1N1). Am. J. Clin. Pathol. 2011, 136, 416–423. [CrossRef]

133. Sevignani, G.; Soares, M.F.; Marques, G.L.; Freitas, A.K.E.d.; Gentili, A.; Chula, D.C.; Nascimento, M.M.d. Acute Kidney Injury in
Patients Infected by H1N1—Clinical Histological Correlation in a Series of Cases. J. Bras. Nefrol. 2013, 35, 185–190. [CrossRef]

134. Casas-Aparicio, G.A.; León-Rodríguez, I.; Hernández-Zenteno, R. de J.; Castillejos-López, M.; Alvarado-de la Barrera, C.; Ormsby,
C.E.; Reyes-Terán, G. Aggressive Fluid Accumulation Is Associated with Acute Kidney Injury and Mortality in a Cohort of
Patients with Severe Pneumonia Caused by Influenza A H1N1 Virus. PLoS ONE 2018, 13, e0192592. [CrossRef] [PubMed]

135. Lai, C.-C.; Wang, C.-Y.; Lin, H.-I. Rhabdomyolysis and Acute Kidney Injury Associated With 2009 Pandemic Influenza A(H1N1).
Am. J. Kidney Dis. 2010, 55, 615. [CrossRef] [PubMed]

http://doi.org/10.2215/CJN.04560421
http://doi.org/10.1007/s00134-020-06026-1
http://doi.org/10.1016/j.cell.2020.04.004
http://doi.org/10.1038/s41467-021-22781-1
http://www.ncbi.nlm.nih.gov/pubmed/33947851
http://doi.org/10.1172/jci.insight.154882
http://www.ncbi.nlm.nih.gov/pubmed/34767537
http://doi.org/10.3390/ijms23042242
http://www.ncbi.nlm.nih.gov/pubmed/35216358
http://doi.org/10.1016/j.kint.2020.04.006
http://doi.org/10.1016/j.kint.2021.07.015
http://doi.org/10.1681/ASN.2020060802
http://doi.org/10.2215/CJN.16281020
http://doi.org/10.1007/s40620-021-01144-5
http://doi.org/10.1053/j.ajkd.2020.11.002
http://doi.org/10.1681/ASN.2020060804
http://doi.org/10.1681/ASN.2020050558
http://www.ncbi.nlm.nih.gov/pubmed/32561682
http://doi.org/10.1053/j.ajkd.2020.10.001
http://www.ncbi.nlm.nih.gov/pubmed/33045255
http://doi.org/10.1016/j.kint.2020.10.030
http://www.ncbi.nlm.nih.gov/pubmed/33188793
http://doi.org/10.1111/ajt.16804
http://www.ncbi.nlm.nih.gov/pubmed/34403563
http://doi.org/10.1016/j.ekir.2022.03.005
http://doi.org/10.1053/j.ajkd.2010.01.011
http://doi.org/10.1007/s00134-011-2183-7
http://doi.org/10.1309/AJCP1Y6LLHWSKYHW
http://doi.org/10.5935/0101-2800.20130030
http://doi.org/10.1371/journal.pone.0192592
http://www.ncbi.nlm.nih.gov/pubmed/29447205
http://doi.org/10.1053/j.ajkd.2010.01.002
http://www.ncbi.nlm.nih.gov/pubmed/20189052


Int. J. Mol. Sci. 2022, 23, 12014 19 of 25

136. Ishibuchi, K.; Fukasawa, H.; Kaneko, M.; Yasuda, H.; Furuya, R. Elevation of Creatine Kinase Is Associated with Acute Kidney
Injury in Hospitalized Patients Infected with Seasonal Influenza Virus. Clin. Exp. Nephrol. 2021, 25, 394–400. [CrossRef] [PubMed]

137. Bodard, Q.; Rullier, P.; Perrochia, H.; Le Quintrec, M.; Alamé, M.; Hermine, O.; Guilpain, P.; Maria, A. Glomérulonéphrite
Membrano-Proliférative Post-Grippale Chez Un Patient Atteint de Mastocytose Systémique Agressive: Observation Commentée
et Revue de La Littérature. Néphrologie Thérapeutique 2022, 18, 140–143. [CrossRef]

138. Kute, V.; Vanikar, A.; Shah, P.; Gumber, M.; Patel, H.; Trivedi, H. Mesangial Proliferative Glomerulonephritis with Acute Tubule
Interstitial Nephritis Leading to Acute Kidney Injury in Influenza A (H1N1) Infection. Indian J. Nephrol. 2014, 24, 114. [CrossRef]

139. Sturdivant, R.L.; Self, S.; Bilic, M. Membranoproliferative Glomerulonephritis Associated with Influenza A Infection. Am. J. Med.
Sci. 2012, 344, 234–236. [CrossRef]

140. Silecchia, V.; D’Onofrio, G.; Valerio, E.; Rubin, G.; Vidal, E.; Murer, L. Influenza-Associated Hemolytic Uremic Syndrome: The
Pathogenic Role of the Virus. Clin. Nephrol.—Case Stud. 2021, 9, 45–48. [CrossRef]

141. Edinger, T.O.; Pohl, M.O.; Stertz, S. Entry of Influenza A Virus: Host Factors and Antiviral Targets. J. Gen. Virol. 2014,
95 Pt 2, 263–277. [CrossRef]

142. Ibricevic, A.; Pekosz, A.; Walter, M.J.; Newby, C.; Battaile, J.T.; Brown, E.G.; Holtzman, M.J.; Brody, S.L. Influenza Virus Receptor
Specificity and Cell Tropism in Mouse and Human Airway Epithelial Cells. J. Virol. 2006, 80, 7469–7480. [CrossRef]

143. Connolly, S.A.; Jardetzky, T.S.; Longnecker, R. The Structural Basis of Herpesvirus Entry. Nat. Rev. Microbiol. 2021, 19, 110–121.
[CrossRef]

144. Spruance, S.L.; Overall, J.C.; Kern, E.R.; Krueger, G.G.; Pliam, V.; Miller, W. The Natural History of Recurrent Herpes Simplex
Labialis. N. Engl. J. Med. 1977, 297, 69–75. [CrossRef] [PubMed]

145. Geraghty, R.J.; Krummenacher, C.; Cohen, G.H.; Eisenberg, R.J.; Spear, P.G. Entry of Alphaherpesviruses Mediated by Poliovirus
Receptor-Related Protein 1 and Poliovirus Receptor. Science 1998, 280, 1618–1620. [CrossRef] [PubMed]

146. Montgomery, R.I.; Warner, M.S.; Lum, B.J.; Spear, P.G. Herpes Simplex Virus-1 Entry into Cells Mediated by a Novel Member of
the TNF/NGF Receptor Family. Cell 1996, 87, 427–436. [CrossRef]

147. Arditi, M.; Shulman, S.T.; Langman, C.B.; Christensen, M.; Unti, S. Probable Herpes Simplex Virus Type 1-Related Acute Parotitis,
Nephritis and Erythema Multiforme. Pediatr. Infect. Dis. J. 1988, 7, 427–429. [PubMed]

148. Silbert, P.L.; Matz, L.R.; Christiansen, K.; Saker, B.M.; Richardson, M. Herpes Simplex Virus Interstitial Nephritis in a Renal
Allograft. Clin. Nephrol. 1990, 33, 264–268.

149. Hemmersbach-Miller, M.; Duronville, J.; Sethi, S.; Miller, S.E.; Howell, D.N.; Henshaw, N.; Alexander, B.D.; Roberts, J.K.
Hemorrhagic Herpes Simplex Virus Type 1 Nephritis: An Unusual Cause of Acute Allograft Dysfunction. Am. J. Transpl. 2017,
17, 287–291. [CrossRef]

150. White, W.; Tran, D.; Garovic, V.; Brost, B. Acute Interstitial Nephritis Proteinuria and Herpes Simplex Virus Hepatitis in Pregnancy
Mimic HELLP Syndrome (Hemolysis, Elevated Liver Enzymes, Low Platelets). Am. J. Perinatol. Rep. 2011, 1, 115–118. [CrossRef]

151. Filimonova, R.G.; Nevraeva, E.G.; Posevaia, T.A. Herpes simplex virus and glomerulonephritis. Ter. Arkh. 1988, 60, 88–91.
152. Ma, K.W.; Golbus, S.M.; Kaufman, R.; Staley, N.; Londer, H.; Brown, D.C. Glomerulonephritis with Hodgkin’s Disease and Herpes

Zoster. Arch. Pathol. Lab. Med. 1978, 102, 527–529.
153. Cole, N.L.; Grose, C. Membrane Fusion Mediated by Herpesvirus Glycoproteins: The Paradigm of Varicella-Zoster Virus. Rev.

Med. Virol. 2003, 13, 207–222. [CrossRef]
154. Dass, R.; Singh, S.; Kumar, V.; Vaiphei, K.; Agrawal, S.; Saeed, T.; Minz, R.W. Varicella Glomerulonephritis Mimicking Microscopic

Polyangiitis. Rheumatol. Int. 2004, 24, 362–364. [CrossRef] [PubMed]
155. Os, I.; Ström, E.H.; Stenehjem, A.; Gudmun, H. Varicella Infection in a Renal Transplant Recipient Associated with Abdominal

Pain, Hepatitis, and Glomerulonephritis. Scand. J. Urol. Nephrol. 2001, 35, 330–333. [CrossRef]
156. Majumdar, A.; Atam, V.; Mishra, M. Rare Case of Post-Varicella Membranoproliferative Glomerulonephritis Presenting with

Massive Proteinuria. BMJ Case Rep. 2020, 13, e233084. [CrossRef] [PubMed]
157. Minkowitz, S.; Wenk, R.; Friedman, E.; Yuceoglu, A.; Berkovich, S. Acute Glomerulonephritis Associated with Varicella Infection.

Am. J. Med. 1968, 44, 489–492. [CrossRef]
158. Krebs, R.A.; Burvant, M.U. Nephrotic Syndrome in Association with Varicella. JAMA 1972, 222, 325–326. [CrossRef]
159. Lin, C.Y.; Hsu, H.C.; Hung, H.Y. Nephrotic Syndrome Associated with Varicella Infection. Pediatrics 1985, 75, 1127–1131.

[CrossRef]
160. Condom, P.; Mansuy, J.-M.; Decramer, S.; Izopet, J.; Mengelle, C. Atypical Hemolytic Uremic Syndrome Triggered by Varicella

Infection. IDCases 2017, 9, 89–90. [CrossRef]
161. Babcock, G.J.; Decker, L.L.; Volk, M.; Thorley-Lawson, D.A. EBV Persistence in Memory B Cells In Vivo. Immunity 1998, 9, 395–404.

[CrossRef]
162. Chen, J.; Sathiyamoorthy, K.; Zhang, X.; Schaller, S.; Perez White, B.E.; Jardetzky, T.S.; Longnecker, R. Ephrin Receptor A2 Is a

Functional Entry Receptor for Epstein-Barr Virus. Nat. Microbiol. 2018, 3, 172–180. [CrossRef]
163. Sathiyamoorthy, K.; Hu, Y.X.; Möhl, B.S.; Chen, J.; Longnecker, R.; Jardetzky, T.S. Structural Basis for Epstein-Barr Virus Host Cell

Tropism Mediated by Gp42 and GHgL Entry Glycoproteins. Nat. Commun. 2016, 7, 13557. [CrossRef]
164. Mikhalkova, D.; Khanna, S.; Vaidya, R.; Sethi, S.; Hogan, M.C. Epstein-Barr Virus-Associated Nephrotic Syndrome. Clin. Kidney J.

2012, 5, 50–52. [CrossRef] [PubMed]

http://doi.org/10.1007/s10157-020-02006-3
http://www.ncbi.nlm.nih.gov/pubmed/33398600
http://doi.org/10.1016/j.nephro.2021.08.002
http://doi.org/10.4103/0971-4065.127902
http://doi.org/10.1097/MAJ.0b013e31825466e3
http://doi.org/10.5414/CNCS110219
http://doi.org/10.1099/vir.0.059477-0
http://doi.org/10.1128/JVI.02677-05
http://doi.org/10.1038/s41579-020-00448-w
http://doi.org/10.1056/NEJM197707142970201
http://www.ncbi.nlm.nih.gov/pubmed/194157
http://doi.org/10.1126/science.280.5369.1618
http://www.ncbi.nlm.nih.gov/pubmed/9616127
http://doi.org/10.1016/S0092-8674(00)81363-X
http://www.ncbi.nlm.nih.gov/pubmed/2839815
http://doi.org/10.1111/ajt.14022
http://doi.org/10.1055/s-0031-1293513
http://doi.org/10.1002/rmv.377
http://doi.org/10.1007/s00296-003-0429-6
http://www.ncbi.nlm.nih.gov/pubmed/14740169
http://doi.org/10.1080/003655901750425945
http://doi.org/10.1136/bcr-2019-233084
http://www.ncbi.nlm.nih.gov/pubmed/32169983
http://doi.org/10.1016/0002-9343(68)90120-4
http://doi.org/10.1001/jama.1972.03210030047012
http://doi.org/10.1542/peds.75.6.1127
http://doi.org/10.1016/j.idcr.2017.04.004
http://doi.org/10.1016/S1074-7613(00)80622-6
http://doi.org/10.1038/s41564-017-0081-7
http://doi.org/10.1038/ncomms13557
http://doi.org/10.1093/ndtplus/sfr119
http://www.ncbi.nlm.nih.gov/pubmed/26069749


Int. J. Mol. Sci. 2022, 23, 12014 20 of 25

165. Dossier, C.; Sellier-Leclerc, A.-L.; Rousseau, A.; Michel, Y.; Gautheret-Dejean, A.; Englender, M.; Madhi, F.; Charbit, M.; Ulinski, T.;
Simon, T.; et al. Prevalence of Herpesviruses at Onset of Idiopathic Nephrotic Syndrome. Pediatr. Nephrol. 2014, 29, 2325–2331.
[CrossRef] [PubMed]

166. Dossier, C.; Jamin, A.; Deschênes, G. Idiopathic Nephrotic Syndrome: The EBV Hypothesis. Pediatr. Res. 2017, 81, 233–239.
[CrossRef] [PubMed]

167. Sinha, A.; Bagga, A. Rituximab Therapy in Nephrotic Syndrome: Implications for Patients’ Management. Nat. Rev. Nephrol. 2013,
9, 154–169. [CrossRef] [PubMed]

168. Opelz, G.; Döhler, B. Lymphomas After Solid Organ Transplantation: A Collaborative Transplant Study Report: Lymphomas
After Solid Organ Transplantation. Am. J. Transpl. 2004, 4, 222–230. [CrossRef]

169. Cosio, F.G.; Nuovo, M.; Delgado, L.; Yearsley, M.; Porcu, P.; Caligiuri, M.; Pelletier, R.P.; Nuovo, G.J. EBV Kidney Allograft
Infection: Possible Relationship with a Peri-Graft Localization of PTLD. Am. J. Transpl. 2004, 4, 116–123. [CrossRef]

170. Mayer, H.B.; Wanke, C.A.; Williams, M.; Crosson, A.W.; Federman, M.; Hammer, S.M. Epstein-Barr Virus-Induced Infectious
Mononucleosis Complicated by Acute Renal Failure: Case Report and Review. Clin. Infect. Dis. 1996, 22, 1009–1018. [CrossRef]

171. Moretti, M.; Lava, S.A.G.; Zgraggen, L.; Simonetti, G.D.; Kottanattu, L.; Bianchetti, M.G.; Milani, G.P. Acute Kidney Injury in
Symptomatic Primary Epstein-Barr Virus Infectious Mononucleosis: Systematic Review. J. Clin. Virol. 2017, 91, 12–17. [CrossRef]

172. Romiopoulos, I.; Pyrpasopoulou, A.; Onoufriadis, I.; Massa, E.; Mouloudi, E.; Kydona, C.; Giasnetsova, T.; Gerogianni, N.;
Myserlis, G.; Solonaki, F.; et al. Fulminant Epstein-Barr Virus-Associated Hemophagocytic Syndrome in a Renal Transplant
Patient and Review of the Literature. Transpl. Infect. Dis. 2016, 18, 795–800. [CrossRef]

173. Nagayama, Y.; Yoshimura, A.; Iwasaki, S. Cytokine Nephropathy in a Patient with Fatal Epstein–Barr Virus-Associated
Hemophagocytic Syndrome. Ren. Fail. 2013, 35, 1445–1448. [CrossRef]

174. Karamadoukis, L.; Toth, T.; Tomson, C. Membranoproliferative Glomerulonephritis Associated with an Epstein-Barr Virus
Infection. Clin. Kidney J. 2008, 1, 319–321. [CrossRef] [PubMed]

175. Xu, P.; Lin, S.; Wei, L.; Shang, W. Antineutrophil Cytoplasmic Antibody-Associated Vasculitis Associated with Epstein–Barr Virus
Infection: A Case Report and Review of the Literature. Infection 2014, 42, 591–594. [CrossRef] [PubMed]

176. Zuhair, M.; Smit, G.S.A.; Wallis, G.; Jabbar, F.; Smith, C.; Devleesschauwer, B.; Griffiths, P. Estimation of the Worldwide
Seroprevalence of Cytomegalovirus: A Systematic Review and Meta-Analysis. Rev. Med. Virol. 2019, 29, e2034. [CrossRef]
[PubMed]

177. Ciferri, C.; Chandramouli, S.; Donnarumma, D.; Nikitin, P.A.; Cianfrocco, M.A.; Gerrein, R.; Feire, A.L.; Barnett, S.W.; Lilja, A.E.;
Rappuoli, R.; et al. Structural and Biochemical Studies of HCMV GH/GL/GO and Pentamer Reveal Mutually Exclusive Cell
Entry Complexes. Proc. Natl. Acad. Sci. USA 2015, 112, 1767–1772. [CrossRef] [PubMed]

178. Kabanova, A.; Marcandalli, J.; Zhou, T.; Bianchi, S.; Baxa, U.; Tsybovsky, Y.; Lilleri, D.; Silacci-Fregni, C.; Foglierini, M.; Fernandez-
Rodriguez, B.M.; et al. Platelet-Derived Growth Factor-α Receptor Is the Cellular Receptor for Human Cytomegalovirus GHgLgO
Trimer. Nat. Microbiol. 2016, 1, 16082. [CrossRef]

179. Martinez-Martin, N.; Marcandalli, J.; Huang, C.S.; Arthur, C.P.; Perotti, M.; Foglierini, M.; Ho, H.; Dosey, A.M.; Shriver, S.;
Payandeh, J.; et al. An Unbiased Screen for Human Cytomegalovirus Identifies Neuropilin-2 as a Central Viral Receptor. Cell
2018, 174, 1158–1171.e19. [CrossRef]

180. Gregory, M.C.; Hammond, M.E.; Brewer, E.D. Renal deposition of cytomegalovirus antigen in immunoglobulin—A nephropathy.
Lancet 1988, 331, 11–14. [CrossRef]

181. Bryson Waldo, F.; Tomana, M.; Britt, W.; Julian, B.; Mestecky, J. Non-specific mesangial staining with antibodies against
cytomegalovirus in immunoglobulin—A nephropathy. Lancet 1989, 333, 129–131. [CrossRef]

182. Lai, M.-M.; Tam, J.S.; Lo, S.T.H.; Lai, K.N. Cytomegalovirus Antigens in IgA Nephropathy: Fact or Artefacts? Nephron 1990,
55, 87–88. [CrossRef]

183. Béné, M.C.; Tang, J.; Faure, G.C. Absence of Cytomegalovirus DNA in Kidneys in IgA Nephropathy. Lancet 1990, 335, 868.
[CrossRef]

184. Dodd, S.; Khan, T.N.; Sinniah, R. An in Situ Cytomegalovirus DNA Hybridisation Study in IgA Nephritis. Nephron 1991, 59, 527.
[CrossRef] [PubMed]

185. Kanahara, K.; Taniguchi, Y.; Yorioka, N.; Yamakido, M. In Situ Hybridization Analysis of Cytomegalovirus and Adenovirus DNA
in Immunoglobulin A Nephropathy. Nephron 1992, 62, 166–168. [CrossRef] [PubMed]

186. Park, S.; Hong, D. Is Not Specifically Associated With A Nephropathy1′2. J. Am. Soc. Nephrol. 1994, 4, 4. [CrossRef] [PubMed]
187. Kotton, C.N.; Kumar, D.; Caliendo, A.M.; Huprikar, S.; Chou, S.; Danziger-Isakov, L.; Humar, A. The Third International

Consensus Guidelines on the Management of Cytomegalovirus in Solid-Organ Transplantation. Transplantation 2018, 102, 900–931.
[CrossRef] [PubMed]

188. Posadas Salas, M.A.; Thompson, J.; Kadian, M.; Ngo, T.; Bruner, E.; Self, S. Cytomegalovirus Renal Infection: Rare Manifestation
of a Common Post-transplant Viral Infection—A Case Series. Transpl. Infect. Dis. 2019, 21, e13169. [CrossRef]

189. Platt, J.L.; Sibley, R.K.; Michael, A.F. Interstitial Nephritis Associated with Cytomegalovirus Infection. Kidney Int. 1985, 28, 550–552.
[CrossRef]

190. Morgantetti, G.F.; Balancin, M.L.; de Medeiros, G.A.; Dantas, M.; Silva, G.E.B. Cytomegalovirus Infection in Kidney Allografts: A
Review of Literature. Transl. Androl. Urol. 2019, 8, S192–S197. [CrossRef] [PubMed]

http://doi.org/10.1007/s00467-014-2860-1
http://www.ncbi.nlm.nih.gov/pubmed/24899237
http://doi.org/10.1038/pr.2016.200
http://www.ncbi.nlm.nih.gov/pubmed/27682967
http://doi.org/10.1038/nrneph.2012.289
http://www.ncbi.nlm.nih.gov/pubmed/23338210
http://doi.org/10.1046/j.1600-6143.2003.00325.x
http://doi.org/10.1046/j.1600-6143.2003.00309.x
http://doi.org/10.1093/clinids/22.6.1009
http://doi.org/10.1016/j.jcv.2017.03.016
http://doi.org/10.1111/tid.12586
http://doi.org/10.3109/0886022X.2013.828358
http://doi.org/10.1093/ndtplus/sfn098
http://www.ncbi.nlm.nih.gov/pubmed/25983923
http://doi.org/10.1007/s15010-014-0606-4
http://www.ncbi.nlm.nih.gov/pubmed/24610176
http://doi.org/10.1002/rmv.2034
http://www.ncbi.nlm.nih.gov/pubmed/30706584
http://doi.org/10.1073/pnas.1424818112
http://www.ncbi.nlm.nih.gov/pubmed/25624487
http://doi.org/10.1038/nmicrobiol.2016.82
http://doi.org/10.1016/j.cell.2018.06.028
http://doi.org/10.1016/S0140-6736(88)91000-8
http://doi.org/10.1016/S0140-6736(89)91144-6
http://doi.org/10.1159/000185928
http://doi.org/10.1016/0140-6736(90)90993-F
http://doi.org/10.1159/000186635
http://www.ncbi.nlm.nih.gov/pubmed/1661855
http://doi.org/10.1159/000187027
http://www.ncbi.nlm.nih.gov/pubmed/1331834
http://doi.org/10.1681/ASN.V481623
http://www.ncbi.nlm.nih.gov/pubmed/8025236
http://doi.org/10.1097/TP.0000000000002191
http://www.ncbi.nlm.nih.gov/pubmed/29596116
http://doi.org/10.1111/tid.13169
http://doi.org/10.1038/ki.1985.163
http://doi.org/10.21037/tau.2018.10.14
http://www.ncbi.nlm.nih.gov/pubmed/31236337


Int. J. Mol. Sci. 2022, 23, 12014 21 of 25

191. Twite, N.; Andrei, G.; Kummert, C.; Donner, C.; Perez-Morga, D.; De Vos, R.; Snoeck, R.; Marchant, A. Sequestration of Human
Cytomegalovirus by Human Renal and Mammary Epithelial Cells. Virology 2014, 460–461, 55–65. [CrossRef]

192. Rane, S.; Nada, R.; Minz, M.; Sakhuja, V.; Joshi, K. Spectrum of Cytomegalovirus-Induced Renal Pathology in Renal Allograft
Recipients. Transpl. Proc. 2012, 44, 713–716. [CrossRef]

193. Swanson, K.J.; Djamali, A.; Jorgenson, M.R.; Misch, E.A.; Ghaffar, A.; Zhong, W.; Aziz, F.; Garg, N.; Mohamed, M.;
Mandelbrot, D.; et al. Cytomegalovirus Nephritis in Kidney Transplant Recipients: Epidemiology and Outcomes of an
Uncommon Diagnosis. Transpl. Infect. Dis. 2021, 23, e13702. [CrossRef]

194. Birk, P.E.; Chavers, B.M. Does cytomegalovirus cause glomerular injury in renal allograft recipients? J. Am. Soc. Nephrol. 1997,
8, 1801–1808.

195. Detwiler, R.; Singh, H.; Bolin, P.; Jennette, J. Cytomegalovirus-Induced Necrotizing and Crescentic Glomerulonephritis in a Renal
Transplant Patient. Am. J. Kidney Dis. 1998, 32, 820–824. [CrossRef]

196. Browne, G.; Whitworth, C.; Bellamy, C.; Ogilvie, M.M. Acute Allograft Glomerulopathy Associated with CMV Viraemia. Nephrol.
Dial. Transpl. 2001, 16, 861–862. [CrossRef] [PubMed]

197. Battegay, E.J.; Mihatsch, M.J.; Mazzucchelli, L.; Zollinger, H.U.; Gudat, F.; Thiel, G.; Heitz, P.U. Cytomegalovirus and Kidney. Clin.
Nephrol. 1988, 30, 239–247. [PubMed]

198. Richardson, W.P.; Colvin, R.B.; Cheeseman, S.H.; Tolkoff-Rubin, N.E.; Herrin, J.T.; Cosimi, A.B.; Collins, A.B.; Hirsch, M.S.;
McCluskey, R.T.; Russell, P.S.; et al. Glomerulopathy Associated with Cytomegalovirus Viremia in Renal Allografts. N. Engl. J.
Med. 1981, 305, 57–63. [CrossRef]

199. Smith, R.D.; Wehner, R.W. Acute Cytomegalovirus Glomerulonephritis: An Experimental Model. Lab. Investig. J. Tech. Methods
Pathol. 1980, 43, 278–286.

200. Herrera, G.A.; Alexander, R.W.; Cooley, C.F.; Luke, R.G.; Kelly, D.R.; Curtis, J.J.; Gockerman, J.P. Cytomegalovirus Glomerulopathy:
A Controversial Lesion. Kidney Int. 1986, 29, 725–733. [CrossRef]

201. Grèze, C.; Garrouste, C.; Kemeny, J.-L.; Philipponnet, C.; Aniort, J.; Heng, A.-É. Hyalinose segmentaire et focale collapsante
secondaire au cytomégalovirus: À propos d’un cas. Néphrologie Thérapeutique 2018, 14, 50–53. [CrossRef]

202. Georgaki-Angelaki, H.; Lycopoulou, L.; Stergiou, N.; Lazopoulou, D.; Paraskevakou, H.; Giannaki-Psinaki, M.; Mentis, A.
Membranous Nephritis Associated with Acquired Cytomegalovirus Infection in a 19-Month-Old Baby. Pediatr. Nephrol. 2009,
24, 203–206. [CrossRef]

203. Caserta, M.T.; Mock, D.J.; Dewhurst, S. Human Herpesvirus 6. Clin. Infect. Dis. Off. Publ. Infect. Dis. Soc. Am. 2001, 33, 829–833.
[CrossRef]

204. Clark, D.A. Human Herpesvirus 6. Rev. Med. Virol. 2000, 10, 155–173. [CrossRef]
205. Hoshino, K.; Nishi, T.; Adachi, H.; Ito, H.; Fukuda, Y.; Dohi, K.; Kurata, T. Human Herpesvirus-6 Infection in Renal Allografts:

Retrospective Immunohistochemical Study in Japanese Recipients. Transpl. Int. Off. J. Eur. Soc. Organ Transpl. 1995, 8, 169–173.
[CrossRef]

206. Petit, V.; Bonnafous, P.; Fages, V.; Gautheret-Dejean, A.; Engelmann, I.; Baras, A.; Hober, D.; Gérard, R.; Gibier, J.; Leteurtre, E.; et al.
Donor-to-recipient Transmission and Reactivation in a Kidney Transplant Recipient of an Inherited Chromosomally Integrated
HHV-6A: Evidence and Outcomes. Am. J. Transpl. 2020, 20, 3667–3672. [CrossRef] [PubMed]

207. Benito, N.; Ricart, M.J.; Pumarola, T.; Marcos, M.A.; Oppenheimer, F.; Camacho, A.M. Infection with Human Herpesvirus 6 after
Kidney-Pancreas Transplant. Am. J. Transpl. 2004, 4, 1197–1199. [CrossRef] [PubMed]

208. DesJardin, J.A.; Gibbons, L.; Cho, E.; Supran, S.E.; Falagas, M.E.; Werner, B.G.; Snydman, D.R. Human Herpesvirus 6 Reac-
tivation Is Associated with Cytomegalovirus Infection and Syndromes in Kidney Transplant Recipients at Risk for Primary
Cytomegalovirus Infection. J. Infect. Dis. 1998, 178, 1783–1786. [CrossRef]

209. Deborska-Materkowska, D.; Lewandowski, Z.; Sadowska, A.; Nowacka-Cieciura, E.; Chudziński, W.; Czerwiński, J.; Paczek,
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