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Abstract
Background Tubulointerstitial nephritis and uveitis (TINU) syndrome is a rare disease, especially in children. Owing to the short-
term observational period and the small number of patients analyzed in previous reports, the long-term clinical and laboratory
characteristics and renal prognosis of children with TINU syndrome remain unclear.
Methods In this retrospective observational study, we enrolled 29 children with TINU syndrome from February 1990 to
February 2019.
Results During the median follow-up duration of 38 months, the kidney function, urinary β2 microglobulin-creatinine ratio
(U-β2MG/Cr), and uveitis in the patients had significantly improved at 24, 6, and 36months after diagnosis. Higher U-β2MG/Cr
was associated with longer duration of kidney function normalization. Half of the patients required uveitis treatment for 5 years
after the diagnosis.
Conclusions Patients with severe low-molecular weight proteinuria at diagnosis needed a longer duration to achieve improve-
ments in kidney function. Uveitis has a much longer treatment period than tubulointerstitial nephritis. This study demonstrates the
good prognosis of children with TINU syndrome in terms of their long-term clinical and laboratory characteristics.
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Introduction

Tubulointerstitial nephritis and uveitis (TINU) syndrome is a
rare disease, presenting as a combination of unidentified inter-
stitial nephritis and bilateral/anterior uveitis. Since first noted
by Dobrin in 1975 [1], more than 200 patients have been
reported [2]. TINU syndrome is frequently accompanied by
general symptoms such as fever, weight loss, fatigue, and
abdominal pain and ocular symptoms such as eye redness,
eye pain, and photophobia [3]. Although the pathogenesis of
this syndrome remains unclear, an autoimmune mechanism
involving a common antigen in the kidney and ocular tissue
seems to play a significant role [2, 4].

The renal prognosis of TINU syndrome has been reported
as generally good [5, 6], despite the fact that persistent low-
molecular weight proteinuria was also reported in pediatric
TINU patients [7, 8]. In addition, the observational period of
previous studies was insufficient to clarify the long-term renal
prognosis, especially in children with TINU syndrome. Thus,
in this retrospective observational study, we aim to clarify the
long-term clinical and laboratory characteristics and renal
prognosis of 29 pediatric patients with TINU syndrome.

Methods

Patients

In this retrospective observational study, we enrolled patients
with TINU admitted in our hospital (Division of Pediatric
Nephrology, Department of Pediatrics, Hokkaido University
Hospital) between February 1990 and February 2019. The
number of pediatric patients and the number of pediatric ne-
phrology consultations were 37,074 and 1000, respectively.
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All enrolled patients met the diagnostic criteria for a definite
or probable diagnosis of TINU syndrome as described by
Mandeville et al. [3] and were younger than 18 years at diag-
nosis. From the 37 identified patients, three and five patients
were excluded because they were lost to follow-up and were
followed up for < 6 months, respectively. We included 29
children with TINU syndrome in this study.We obtained their
clinical and laboratory characteristics from their medical
records.

Evaluation of clinical and laboratory characteristics

Data regarding history, physical examinations, laboratory
blood and urinary investigations, and ophthalmological clini-
cal findings were collected for all patients. Laboratory studies
included themeasurement of plasma creatinine, estimated glo-
merular filtration rate (eGFR), erythrocyte sedimentation rate,
blood hemoglobin, sialylated carbohydrate antigen KL-6, py-
uria, proteinuria, glucosuria, and urinary β2 microglobulin-
creatinine ratio (U-β2MG/Cr, μg/gCr). We calculated the
eGFR of patients aged 2 to 18 years using the method de-
scribed by Hibi et al. [9] and the eGFR of patients aged > 18
years (during follow-up) using the method described by
Matsuo et al. [10]. Regarding the follow-up data, we assessed
the patients’ clinical examinations, laboratory findings
(eGFR, U-β2MG/Cr) and ophthalmological examination
findings, as well as treatments (oral/topical corticosteroids,
immunosuppressants).

Pathological analysis

We performed kidney biopsy in patients with general symp-
toms and/or persistent kidney dysfunction for over 6 months.
Four out of seven patients that underwent kidney biopsy had
both general symptoms and persistent kidney function, and
the other three patients showed persistent kidney function.
Kidney biopsy specimens were obtained from seven patients
with TINU syndrome. Specifically, the biopsy specimens
were perfused with 4% paraformaldehyde and embedded in
paraffin. Subsequently, they were sliced into 2-μm sections
for light microscopy using the Periodic acid-Schiff stain. To
investigate the tubulointerstitial changes, we used semi-
quantitative scoring of at least ten cortical fields of Masson
Trichrome-stained tissues (× 100 magnification). We used the
evaluation score according to the tubulointerstitial score (TI
score) [11–13]. The scoring system is as follows: factor 1:
acute score, percentage involvement with interstitial mononu-
clear infiltrate; factor 2: acute score, percentage lesion with
interstitial edema; factor 3: acute score, damage; and factor
4: chronicity score, interstitial fibrosis and tubular atrophy.
Absence of the above features was assigned a score of 0, <
50% lesion involvement was assigned a score of 1, and > 50%

involvement was assigned a score of 2. Thus, the total score
ranged from 0 to 8.

Statistical analyses

Statistical analysis was performed using JMP® Pro 12 (SAS
Institute Inc., Cary, NC, USA). As all data had a non-normal
distribution, they were described as median (quartile), and a
two-tailed, unpaired Student’s t test was applied to compare
the means between the two groups (P = 0.05).

Results

Baseline clinical and laboratory characteristics
(Supplementary Table 1)

For the baseline clinical characteristics of 29 enrolled patients
with TINU syndrome, the median age at diagnosis and follow-
up duration were 13.2 (11.6–14.6) years and 38 (24–69)
months, respectively. Seven and 22 patients were diagnosed
with “definite” or “probable” TINU syndromes, respectively.
Seven patients showed general symptoms, such as fever (five
patients, 17.2%), weight loss (two patients, 6.9%), rash (two
patients, 6.9%), and fatigue (one patient, 3.4%), and 22 pa-
tients showed ocular symptoms, such as blurred vision or eye
redness (19 patients, 65.5%) and loss of visual acuity (three
patients, 10.3%). General symptoms preceded the ocular
symptoms in four patients (13.8%) (median 1.4 months), oc-
ular symptoms preceded the general symptoms in 24 patients
(82.8%; median 3.2 months), and one patient (3.4%) had con-
comitant ocular and general symptoms.

For the baseline laboratory characteristics, the median
eGFR was 98.1 (77.2–108.8) mL/min/1.73 m2, and nine pa-
tients (32.1 %) demonstrated kidney dysfunction (eGFR < 90
mL/min/1.73 m2). The erythrocyte sedimentation rate was el-
evated in 16 patients (59.3%). The median blood hemoglobin
and serum KL-6 levels were 12.8 (12.1–13.5) g/dL and 291.0
(228.5–374.0) U/mL. The serum KL-6 level was elevated in
three patients (11.1%). For the urinary findings, pyuria, pro-
teinuria, and glucosuria were observed in 4 (14.8%), 2 (7.4%),
and 11 (40.7%) patients, respectively. The median U-β2MG/
Cr was 1255.0 (307.0–4037.5) μg/g Cr, and 27 patients
(96.4%) showed elevated U-β2MG/Cr [9].

Pathological findings of kidney biopsy

Kidney biopsy was performed at an average of four (1–12)
months after diagnosis in seven patients (24%) with persistent
kidney dysfunction; of these, five patients received oral corti-
costeroid therapy for a median of 2.3 (0–7) months. Acute
tubulointerstitial nephritis was seen in all patients. Regarding
interstitial fibrosis and tubular atrophy, factor 4 score 1 was
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seen in five patients (71%), and score 2 was seen in two
patients (29%). Immunofluorescent staining showed no spe-
cific deposition of IgG, IgA, IgM, C1q, C3, and C4 in all
patients.

Outcomes at follow-up

The median duration of follow-up after the diagnosis was 38
(24–69) months. The observed changes in median eGFR over
the follow-up period were as follows: 98.1 (77.2–108.8) mL/
min/1.73 m2 at diagnosis (n = 28), 99.4 (88.6–113.3) mL/min/
1.73 m2 at 6 months (n = 25), 106.0 (94.3–115.5) mL/min/
1.73 m2 at 1 year (n = 24), 106.0 (100.7–119.8) mL/min/1.73
m2 at 2 years (n = 21), 113.4 (103.8–118.1) mL/min/1.73 m2

at 3 years (n = 15), and 103.7 (91.8–126.6) mL/min/1.73m2 at
5 years (n = 10) (Fig. 1). The kidney function of the patients
had significantly improved at 24 and 36 months after the di-
agnosis compared to that at diagnosis (p < 0.05). None of the
patients required kidney replacement therapy.

The observed changes in the median U-β2MG/Cr over the
follow-up period were as follows: 1255 (307–4037.5) μg/g Cr
at diagnosis (n = 28), 240 (142.5–580) μg/g Cr at 6 months (n
= 26), 155 (87.5–304.8) μg/g Cr at 1 year (n = 12), 140 (85–
200) μg/g Cr at 2 years (n = 23), 129 (106–214.5) μg/g Cr at 3
years (n = 11), and 140 (72.5–227.5) μg/g Cr at 5 years (n =
10) (Fig. 2). The U-β2MG/Cr at 6 months and 1, 2, 3, and 5
years had significantly improved compared to that at diagno-
sis. On the other hand, 16 patients (72.7%) needed a long
period for normalization of U-β2MG/Cr, as these patients still
had elevated U-β2MG/Cr at 2 years after diagnosis.

Regarding the clinical course of uveitis, the proportions of
patients receiving treatment with topical/oral corticosteroid or
oral methotrexate were 100% (n = 27) at diagnosis, 96.3% at 6
months (n = 27), 92.3% at 1 year (n = 26), 90.0% at 2 years (n
= 20), 71.4% at 3 years (n = 14), and 50.0% at 5 years (n = 10).
Statistically, the number of patients requiring treatment for
uveitis was significantly lower at 36 months than at the time
of diagnosis. The treatments administered were as follows:
topical corticosteroid only (96.3% at diagnosis, 59.3% at 6
months, 61.5% at 1 year, 65.0% at 2 years, 57.2% at 3 years,
50.0% at 5 years), topical and oral corticosteroids (3.7% at
diagnosis, 29.6% at 6 months, 26.9% at 1 year, 20.0% at 2
years, 7.1% at 3 years, 0% at 5 years), and topical and oral
corticosteroids as well as oral methotrexate (0% at diagnosis,
7.4% at 6 months, 3.9% at 1 year, 5.0% at 2 years, 7.1% at 3
years, 0% at 5 years) (Fig. 3). At the time of diagnosis, the
visual acuity of each patient was examined, and three patients
had decreased visual acuity. The other patients had normal
visual acuity during the follow-up period. One of the three
patients with decreased visual acuity at the time of diagnosis
had adhesions and cataracts that did not improve during the
follow-up period. The other two patients with decreased visual
acuity at the time of diagnosis showed improvement within 6
months.

Based on the U-β2MG/Cr at the time of diagnosis, we
classified 28 patients into the following two groups: group A
(n = 10) comprised patients with higher U-β2MG/Cr (> 2000
μg/g Cr), and group B (n = 18) comprised patients with lower
U-β2MG/Cr (<2000 μg/g Cr) (Table 1). The eGFR level at
diagnosis and at 12 months after diagnosis was significantly
lower in group A than in group B; however, no significant
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Fig. 1 Restoration of kidney
function in patients with
tubulointerstitial nephritis and
uveitis. Improvement in kidney
function as indicated by the
estimated glomerular filtration
rate (eGFR) from the time of di-
agnosis. *P < 0.05 (vs. at
diagnosis)
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difference in kidney function between groups A and B was
observed at 24 months after diagnosis. The recovery period
for normalization of kidney function, which is the time re-
quired for eGFR to reach > 90 mL/min/1.73 m2, was signifi-
cantly longer in group A [21.4 (0–70) months] than in group B
[1.6 (0–24) months] (P = 0.0009). The treatment period for
uveitis was not significantly different between the two groups
[group A: 37.5 (26.5–52) months; group B: 26 (16–46)
months, P = 0.5352]. In this study, there was no significant
difference in the duration of treatment of uveitis between pa-
tients with eGFR of > 90 mL/min/1.73 m2 and eGFR of < 90
mL/min/1.73 m2 at the time of diagnosis (P = 0.725) and
between those with urinary β2MG/Cr of > 2000 μg/g Cr
and β2MG/Cr of < 2000 μg/g Cr at diagnosis (P = 0.5352).
Furthermore, there was also no difference in the severity of
nephritis between patients in which the duration of treatment
for uveitis was > 36months and those that were treated in < 36
months (P = 0.253). Therefore, in this study, we could not find
any correlation between the severity of nephritis, such as

elevated urinary β2MG/Cr and decreased eGFR, and the se-
verity of uveitis, such as the duration of treatment for uveitis.

Discussion

This long-term study highlights several significant points.
First, our patients were diagnosed with TINU syndromemost-
ly due to their ocular symptoms (24 patients, 82.8%) rather
than due to their systemic symptoms (four patients, 14.3%). In
addition, they demonstrated elevated U-β2MG/Cr compared
to the median value of age-matched U-β2MG/Cr [10], which
has been reported as a sensitive diagnostic marker for TINU
syndrome [7, 14]. These clinical and laboratory features at
diagnosis suggest the importance of considering TINU syn-
drome as a differential diagnosis when low-molecular weight
proteinuria is observed in children with uveitis, even if there
were no systemic symptoms as previously reported [7].
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β2MG/Cr) during the follow-up
period in pediatric patients with
tubulointerstitial nephritis and
uveitis syndrome. U-β2MG/Cr
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Second, our study clarified that kidney function was finally
normalized in all patients during the median observation peri-
od of 38 months. Some recent reports of adult TINU patients
describe that approximately 80% of patients experienced kid-
ney dysfunction (chronic kidney disease stages G3–G4) at 12
months after diagnosis [4, 15]. However, our study demon-
strates that a long period of kidney function normalization (25
months) was needed compared to previous reports [5, 6, 14],
which may be due to differences in the number of patients
analyzed and the relatively worse kidney function at diagnosis
in our study patients than in the patients of a previous study
[14]. Our study suggests that pediatric patients with TINU
syndrome have a good kidney prognosis and that it is neces-
sary to perform long-term follow-up, especially in patients
with kidney dysfunction at the time of diagnosis.

Third, we observed the association between higher
U-β2MG/Cr (> 2000 μg/g Cr) at diagnosis and longer dura-
tion for normalization of kidney function. These results were
comparable to those of previous reports showing that the ele-
vation of U-β2MG/Cr suggests continuous inflammation of
the proximal tubules [16]. Therefore, especially in patients
with high U-β2MG/Cr, we should recognize the necessity of
long-term observation of kidney function normalization.

Finally, the improvement in ocular symptoms required a
longer duration to achieve than that of systemic symptoms or
kidney function. Most patients exhibited ocular symptoms in
this study, and half of these patients needed to continue uveitis
treatment for 5 years after the diagnosis. These results were
consistent with previous reports demonstrating that uveitis in
TINU has a prolonged disease course [2, 3, 14, 17]. Although
not statistically significant, we observed the association be-
tween higher Uβ2MG/Cr at diagnosis and longer treatment
period for uveitis. One patient who had decreased visual acu-
ity at the time of diagnosis had adhesions and cataracts that did
not improve during the follow-up period. Therefore, we
should consider the possibility of uveitis and consult an oph-
thalmologist as soon as possible when considering the differ-
ential diagnosis of tubulointerstitial nephritis.

This study has some limitations. Given that the present
investigation is a retrospective study, some patients could
not be included due to the unavailability of some data or
unexpected interruptions in patient follow-up. Moreover, the
treatment indications, as well as the selection and dose of the
therapeutic drugs, were not unified. In addition, the character-
istics of our patients may be influenced by selection bias be-
cause our facility has been treating patients with this disease
for many years [18, 19]. We carefully perform medical exam-
inations to investigate ocular symptoms; hence, in our facility,
many patients with TINU syndrome have been diagnosed.

In conclusion, this long-term study of children with TINU
syndrome revealed that (1) most patients exhibited ocular
symptomswith low-molecular weight proteinuria, but without
systemic symptoms; (2) children with TINU syndrome

demonstrated a good prognosis in terms of long-term clinical
and laboratory characteristics; (3) severe low-molecular
weight proteinuria at diagnosis was associated with longer
duration of kidney function improvement; and (4) uveitis
has a much longer treatment period than tubulointerstitial
nephritis.

Supplementary Information The online version contains supplementary
material available at https://doi.org/10.1007/s00467-021-04956-6.
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