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Background: Acute pancreatitis (AP) is characterized by pancreatic/peripancreatic

inflammation. Involvement of renal capsule refers to peripancreatic inflammation

extending beyond the Gerota fascia and disappearance of renal rim sign (+) on CT

images. However, its association with acute kidney injury (AKI), an important complication

of AP, was rarely studied.

Aim: This study aimed to assess the relationship between the involvement of renal

capsule and AKI in a cohort of patients with AP.

Methods: We retrospectively screened all the patients admitted for AP from January

2018 to December 2019. The involvement of renal capsule was judged by experienced

radiologists according to the CT imaging. Propensity score matching (PSM) was used to

control for biases in group sizes and baseline characteristics. The primary outcome was

the development of AKI during the index admission. We also categorized the pararenal

inflammation with the renal rim grade (RRG) and compared the incidence of AKI among

different grades.

Results: Involvement of renal capsule was identified in 71 of 503 patients (14.1%).

The incidence of AKI was significantly higher in these patients when compared with the

matched controls (43/71, 60.6% vs. 12/71, 16.9%, p < 0.001). Moreover, mortality also

differed between groups (12.7% vs. 1.4%, p = 0.017). Multivariable logistic regression

showed that renal capsule involvement is an independent risk factor of AKI (odds ratio,

4.355; 95% confidence interval, 1.434, 13.230, p = 0.009). Patients with RRG grade III

had a significantly higher incidence of AKI than the other two grades (60.6% for Grade

III, 17.1% for Grade II, and 3.8% for Grade I, p < 0.001).

Conclusion: Involvement of renal capsule is associated with higher AKI incidence

and mortality.
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INTRODUCTION

Acute pancreatitis (AP), an inflammatory disease of the pancreas,
has varying clinical courses (1). Acute kidney injury (AKI) is
common during AP and is associated with the severity of AP (1,
2). Devani et al. found that the mortality among patients with AP
who developed AKI was significantly higher than those without
(8.8% vs. 0.7%; p < 0.01) in a propensity-matched analysis (3).

Mechanisms for the development of AKI in AP are
multifactorial, such as increased vascular permeability and
hypovolemia, local inflammation, renal vasoconstriction,
intravascular coagulation, and drug-related nephrotoxic effects
(2). During AP, enzyme-rich collections of inflammatory fluid
could involve retroperitoneal and peritoneal spaces extensively
(4). Anatomically, the hilum of the right kidney lies posterior to
the head of the pancreas, and the upper pole of the left kidney is
posterior to the tail of the pancreas. Thus, pancreatic effusions
could easily extend to pararenal and perirenal spaces, potentially
leading to inflammation-related renal injury (1, 2, 5).

As previously described by Imamura et al. (6), the involvement
of the kidney and surrounding tissues can be categorized by
the renal rim grade (RRG) based on imaging features. Grade
I is defined as no increase in CT attenuation of the anterior
pararenal spaces and perirenal spaces, while Grade II refers to an
increase in the CT attenuation of the pararenal space (pancreatic
side of the Gerota fascia) but without change in the perirenal
space. Grade III is defined when the peripancreatic inflammation
extends beyond the Gerota fascia, namely, the renal capsule
gets involved. Furthermore, Imamura et al. demonstrated that
the RRG was useful to assess the severity of AP. However, the
association between the involvement of renal capsules and the
evolution of kidney dysfunction was not assessed.

In the present study, we aimed to assess the association
between renal capsule involvement and the development of AKI
in a cohort of patients with AP.

METHODS

Study Design
This is a retrospective, single-center study. Patients admitted
to the Center of Severe Acute Pancreatitis (CSAP), Jinling
Hospital, from January 1, 2018 to December 31, 2019, were
screened for eligibility. All the data were extracted from an
electronic database (Acute Pancreatitis Database, AP Database),
which prospectively collected clinical data of the study patients.
Informed consent for data collection and academic use was
obtained from the patients during hospitalization. This study was
approved by the management committee of the APDatabase (no:
2020 JLAPDMC-007).

Participants
Acute pancreatitis was diagnosed according to the Revised
Atlanta Classification (RAC) (7) when meeting at least two of
the following three criteria: (1) characteristic abdominal pain of
AP; (2) serum amylase and/or lipase >3 times the upper limit of
normal; and (3) characteristic imaging findings of AP.

Inclusion criteria are as follows: (1) admission within 14
days from onset of abdominal pain and (2) age ≥ 18 years,
and exclusion criteria are as follows: (1) infected pancreatic
necrosis confirmed before admission; (2) CT data unavailable;
(3) chronic pancreatitis; (4) pancreatic tumors; (5) recurrent
AP within 1 year; (6) a history of chronic kidney disease
(abnormalities of kidney structure or function for at least 3
months regardless of the underlying cause, such as markers of
kidney damage (albuminuria, urinary sediment abnormalities,
electrolyte and other abnormalities due to tubular disorders,
abnormalities detected by histology or imaging, or history of
kidney transplantation) or decreased glomerular filtration rate
[GFR, less than 60 ml/min per 1.73 m2) (8)] before AP onset; and
(7) pregnancy.

CT Imaging and Definitions
All the imaging data (plain scan and enhanced scan) of
the study patients were obtained using Siemens Somatom
Definition dual-source CT. The parameters were as follows:
tube voltage, 120 kV; tube current, 230mA; section thickness,
1/1.5mm; rotation time, 0.5 s, and pitch, 1.2. After a plain scan,
contrast-enhanced imaging was performed with an iodinated
contrast agent (ioversol) administered intravenously using a
high-pressure syringe (1.5 ml/kg, 3–4 ml/s). The arterial and
portal phases were conducted with a post-injection delay of 30
and 60 s, respectively. The delay scan was obtained at 180 s after
injection of contrast agent if necessary. CT images were reviewed
by two independent radiologists who were blinded to the clinical
information of the patients. According to CT imaging findings,
patients were categorized by the RRG (6). All disagreements were
solved through discussion until consensus was reached. Patients
with RRG III were deemed to have renal capsule involvement.

Acute kidney injury was defined by an abrupt decrease
in kidney function based on the Kidney Disease Improving
Global Outcomes (KDIGO) consensus criteria (9) and staged by
increased serum creatinine and decreased urine output.

Major adverse kidney events within 30 days (MAKE30) are
a composition of in-hospital mortality, receipt of new renal
replacement therapy (RRT), or persistent renal dysfunction
within 30 days of admission or before the index discharge, as
reported by Semler et al. (10).

Data Collection
All the demographic characteristics, laboratory data, and
imaging data were extracted from the AP Database. Baseline
characteristics included age, gender, body mass index (BMI),
etiology, comorbidity, time from onset of symptoms to
admission, and sequential organ failure assessment (SOFA) score
at admission. Laboratory data included consecutive blood urea
nitrogen (BUN) and blood creatinine levels after admission. The
arterial phase was used for assessing the computed tomography
severity index (CTSI) (11), which could describe the degree of
pancreatic/peripancreatic damage, including inflammation and
necrosis, and define the RRG.Moreover, we also collected clinical
outcomes, including the development of AKI, mortality, other
major complications (bleeding and infected pancreatic necrosis),
and interventions.
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Study Outcomes
The primary outcome of the study is the incidence of AKI
during the index admission. Readmission within 3 days after
the index discharge will be counted as the same admission.
All the secondary outcomes were also registered within the
index admission, including mortality, length of intensive care
unit (ICU) stay, organ failure, abdominal bleeding, infected
pancreatic necrosis, and interventions. Data for MAKE30 were
collected before the index discharge or 30 days after admission,
whichever happened first.

Statistical Analysis
Propensity score generation and matching were performed using
the R package Match It (R Foundation for Statistical Computing,
Vienna, Austria). Briefly, the propensity score was generated
separately for patients with or without the involvement of
renal capsules using a logistic regression model derived from
four clinical variables (gender, age, etiology, and time from
onset of symptoms to admission). Following propensity score
generation, the two groups were matched using 1:1 nearest
neighbor (Greedy-type) matching and a caliper width of 0.1
SD of the propensity score logit. Matching was performed
without replacement, and non-matched results were discarded.
Improvement in covariate balance following matching was
measured using conditional logistic regression and conditioned
on the specific pair identification assigned to each match.
Continuous data were expressed as mean ± SD or median
± interquartile range (IQR), depending on its distribution.
Categorical variables were described as frequency (percentage).
As for analysis, paired-samples t-test and Wilcoxon rank-sum
test were applied for continuous variables, while a chi-square test
and Fisher’s exact test were used in categorical variables. Apart
from age, gender, and etiology of AP, variables were included in
the multivariable logistic analysis if p < 0.1 in univariable logistic
regression. The results were presented as odds ratio (OR) and
95% confidence interval (CI). All the analyses were completed by
SPSS 22.0. Significance was defined as p < 0.05 (2-sided).

RESULTS

Demographic and Clinical Characteristics
of Patients
Among 1,013 patients screened, 503 were included for analysis
(Figure 1). A total of 71 patients had renal capsule involvement
(typical CT features are shown in Figure 2). Of these, 25.4%
(18/71) presented with involvement of the left renal capsule
alone, 45.1% (32/71) presented with involvement of the right
capsule alone, and 29.6% (21/71) presented with involvement of
both the left and right capsules (Table 1). After propensity score
matching (PSM), we got 71 control patients in pairs with the
study patients (Figure 1 and Supplementary Figure S1).

Demographic and baseline clinical characteristics are
presented in Table 1. There were no significant differences in
age (42.70 ± 10.176 vs. 42.44 ± 9.711 years, p = 0.730), gender
(male%, 60.6% vs. 62.0%, p= 0.863), BMI (26.00± 3.28 vs. 27.25
± 5.12 kg/m2, p = 0.293), and time from onset of symptoms

to admission (median 4 (IQR: 2, 7) vs. 5 days (IQR: 3, 10),
p= 0.134) between the two groups.

The median levels of BUN (7.1 vs. 4.0 mmol/L, p < 0.001)
and creatinine (86.0 vs. 52.8 µmol/L, p < 0.001) at admission
were significantly higher in the patients with renal capsule
involvement. Moreover, they had a higher CTSI score [6 (IQR:
4, 8) vs. 4 (IQR: 3, 6), p < 0.001]. However, the two groups were
comparable in terms of the SOFA score at admission (Table 1).

Primary and Secondary Outcomes
The primary and secondary outcomes are shown in Table 2. The
incidence of AKI in patients with renal capsule involvement
(RRG III) was 60.6% (43/71), which was significantly higher
than those without renal capsule involvement (12/71, 16.9%;
Table 2 and Figure 3). For MAKE30, patients with renal capsule
involvement had significantly more adverse events than the
controls (57.7% vs. 16.9%, p < 0.001) within 30 days, including
in-hospital mortality (9.9% vs. 1.4%, p = 0.069), receipt of
new RRT (57.7% vs. 16.9%, p < 0.001), and persistent renal
dysfunction (8.5% vs. 0, p= 0.037).

During the index admission,mortality was significantly higher
in patients with renal capsule involvement (12.7% vs. 1.4%,
p = 0.017). Among the deceased patients, nine patients died
of septic shock-related multiple organ failure, and one died of
hepatic or septic encephalopathy. Besides, the ICU duration was
significantly longer in patients with involvement of renal capsule
when compared to the control group [14 (IQR: 7, 30) vs. 5 days
(IQR: 3, 11), p < 0.001]. Moreover, patients with renal capsule
involvement had a higher incidence of multiple complications,
such as acute respiratory distress syndrome (ARDS), sepsis, septic
shock, and infected pancreatic necrosis.

Risk factors for AKI in univariate and multivariate logistic
regression are shown in Table 3. Renal capsule involvement was
associated with AKI in univariate logistic regression (OR, 7.551;
95% CI, 3.454, 16.507; p < 0.001). After adjusting for age, gender,
etiology, CTSI, BUN, and neutrophils, renal capsule involvement
was found to be an independent risk factor for AKI (OR, 4.355;
95% CI, 1.434, 13.230; p= 0.009).

The results of an additional subgroup analysis
(patients with renal capsule involvement) are shown in
Supplementary Table S1. Among them, patients who developed
AKI had a higher SOFA score [6 (3, 9) vs. 2 (2, 3.75), p <

0.001] at baseline when compared with those who did not.
Apart from that, some other common laboratory markers,
such as lymphocytes, procalcitonin (PCT), and blood glucose,
also differed between groups (p = 0.025, p < 0.001, and
p= 0.003, respectively).

DISCUSSION

In this study, we found that renal capsule involvement was
common and associated with the development of AKI and
poor clinical outcomes in patients with AP. The association
remained tenable after adjustment for demographic and
disease characteristics.

The integrity of the renal structure and its surrounding
tissues is essential for multiple functions, such as forming an
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FIGURE 1 | Flow chart of patients with AP in the study. AP, acute pancreatitis; CT, computed tomography.

FIGURE 2 | Abdominal CT imaging (arterial phase) of patients with AP included in our study. (A) A patient admitted to hospital in December 2019 with no involvement

of renal capsule (RRG II); (B) a patient admitted to hospital in October 2018 with partial involvement of renal capsule (RRG III); (C) a patient admitted to hospital in

June 2018 with full involvement of renal capsule (RRG III). Red arrow: pancreatic collections, green arrow: renal capsule. RRG, renal rim grade.
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TABLE 1 | Differences in demographic and baseline clinical characteristics between the two AP groups.

Variable Control group

(n = 71)

Involvement of renal capsule

(n = 71)

p-value

Age, yr, mean ± SD 42.70 ± 10.176 42.44 ± 9.711 p = 0.730

Gender (male), n (%) 43 (60.6%) 44 (62.0%) p = 0.863

BMI, kg/m2, mean ± SD 26.00 ± 3.28 27.25 ± 5.12 p = 0.293

Etiology, n (%) p = 0.714

Biliary 18 (25.4%) 19 (26.8)

Hyperlipidemia 50 (70.4%) 50 (70.4%)

Alcoholic 1 (1.5%) 2 (2.8%)

Idiopathic 2 (2.8%) 0 (0.0%)

Comorbidities, n (%)

Hypertension 13 (18.3%) 15 (21.1%) p = 0.673

Fatty liver 23 (32.4%) 16 (22.5%) p = 0.188

Diabetes 17 (23.9%) 18 (25.4%) p = 0.846

Time from onset of symptoms to admission, d, median (IQR) 4 (2, 7) 5 (3, 10) p = 0.134

Time to CT imaging, d, median (IQR) 1 (1, 2) 1 (1, 2) p = 0.932

SOFA, median (IQR) 3 (2, 5) 4 (2, 7) p = 0.230

CTSI, median (IQR) 4 (3, 6) 6 (4, 8) p < 0.001

Types of involvement

Only left, n (%) — 18 (25.4%)

Only right, n (%) — 32 (45.1%)

Both sides, n (%) — 21 (29.6%)

SOFA, sequential organ failure assessment; CTSI, computed tomography severity index.

TABLE 2 | Differences in primary and secondary outcomes between the two AP groups.

End point Control group

(n = 71)

Involvement of renal capsule

(n = 71)

p-value

Primary outcome

AKI occurrence, n (%) 12 (16.9%) 43 (60.6%) p < 0.001

Secondary outcome

MAKE30, n (%) 12 (16.9%) 41 (57.7%) p < 0.001

Persistent kidney dysfunction plus

death, n (%)

1 (1.4%) 15 (21.2%) p < 0.001

ICU mortality, n (%) 1 (1.4%) 9 (12.7%) p = 0.017

ICU duration, d, median (IQR) 5 (3, 11) 14 (7, 30) p < 0.001

Organ failure

ARDS, n (%) 15 (21.1%) 45 (63.4%) p < 0.001

Sepsis, n (%) 2 (2.8%) 15 (21.1%) p = 0.001

Septic shock, n (%) 2 (2.8%) 13 (18.3%) p = 0.003

Other complications

IPN, n (%) 3 (4.2%) 16 (22.5%) p = 0.001

Abdominal bleeding, n (%) 0 (0) 9 (12.7%) p = 0.006

Interventions

PCD, n (%) 3 (4.2%) 12 (16.9%) p = 0.014

Endoscopic necrosectomy, n (%) 0 (0) 3 (4.2%) p = 0.243

Surgery, n (%) 1 (1.4%) 6 (8.5%) p = 0.121

AKI, acute kidney injury; MAKE30, major adverse kidney events within 30 days; ICU, intensive care unit; ARDS, acute respiratory distress syndrome; IPN, infected pancreatic necrosis;

PCD, percutaneous catheter drainage.

effective filtration barrier, maintaining fluid and ion homeostasis
(12–14). A variety of diseases are marked by the involvement
of the renal structure and its surrounding tissues (6, 15–17).

McCort et al. reported a sign of the infiltration of perirenal
fat by hemorrhage on abdominal CT imaging during renal
parenchyma laceration (16). Fritzsche et al. (17) reported six
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FIGURE 3 | AKI incidence with different RRG grades of the kidney (RRG I–III). A total of 503 patients with AP were divided into three grades based on CT images:

RRG I (N = 52), RRG II (N = 380), and RRG III (N = 71). AKI, acute kidney injury; AP, Acute pancreatitis; RRG, renal rim grade.

TABLE 3 | Risk factor analysis for AKI in univariate and multivariable logistic regression.

Univariate Multivariate

OR 95% CI p-value OR 95% CI p-value

Age, yr 1.024 0.989, 1.060 0.185 1.010 0.961, 1.062 0.696

Gender (male) 1.337 0.664, 2.695 0.416 0.728 0.232, 2.292 0.588

Etiology 0.454 0.040

Biliary 0.320 0.047, 2.176 0.244 0.037 0.003, 0.516 0.014

Hyperlipidemia 0.444 0.071, 2.780 0.386 0.144 0.014, 1.429 0.098

Renal capsule involvement 7.551 3.454, 16.507 <0.001 4.355 1.434, 13.230 0.009

CTSI 1.423 1.195, 1.694 <0.001 1.270 0.971, 1.662 0.081

BUN, mmol/L 1.542 1.316, 1.808 <0.001 1.462 1.226, 1.742 <0.001

Neutrophils (%) 1.052 0.993, 1.115 0.086 1.041 0.950, 1.141 0.385

AKI, acute kidney injury; OR, odds ratio; CI, confidence interval, CTSI, computed tomography severity index; BUN, blood urea nitrogen.

cases, such as inflammatory diseases or different tumors, in
which perirenal fat was infiltrated by inflammatory fluid and
tumor when violated. Anatomically, the renal capsule refers to
a thin membranous sheath covering the external surface of the
kidney (18), surrounded by perirenal adipose tissue. It has been
demonstrated that pancreatic inflammation could cause lipolysis
when it leaks into visceral adipose tissue in AP mice, worsening
organ failure (19). Thus, the inflammatory involvement of the
renal capsule always involved the adipose tissue around the
capsule, thereby resulting in lipolysis. In view of this, our results
support the idea that involvement of renal capsule in AP could
lead to or aggravate renal dysfunction, and the mechanism
might be complex (2, 20). Inflammatory effusions could damage

renal or vascular epithelial cells, thereby leading to an increase
in oxidative stress, mitochondrial injury, and production of
reactive oxygen species (ROS) as a result of exposure to
damage-associated and pathogen-associated molecular patterns
it contained (21). Inflammation-triggered lipolysis of the adipose
tissue could further cause renal injury by leading to the elevation
of acute non-esterified fatty acid (NEFA), which could inhibit
mitochondrial function (22, 23).

Involvement of renal capsule in AP was reported first by
Dembner (24), and since then, there have been several reports
regarding its clinical implications (4, 5, 25). Imamura et al.
(6) established the RRG score to categorize this phenomenon
based on CT imaging and deemed renal capsule involvement
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as the most severe grade. In addition, Li et al. (26) found that
extrapancreatic inflammation on CT score (EPIC) correlated
with poor prognosis in AP, which is consistent with Wang
et al.’s (15, 27) findings in more severe cases of AP. Different
from the previous studies that took the three-category RRG
score or more extensive EPIC score as severity predictors,
we mainly focus on the clinical implication of renal capsule
involvement, namely, RRG III. Accordingly, we design the
study methodology, dividing patients based on the presence of
renal capsule involvement. To compensate for demographic and
clinical imbalances between groups, we adopted PSM,making the
two groups more comparable. Our results indicated that renal
capsule involvement is of great clinical significance, suggesting
approximately four times higher rates of AKI and a higher risk
of death. Moreover, to make the results more comparable with
studies conducted in other populations like critically ill patients
(28), we added the MAKE30 (10) as a secondary endpoint. We
found that the renal capsule involvement was also associated with
renal recovery (more persistent renal dysfunction), which may
guide future studies focusing on the recovery of AKI.

Computed tomographic imaging is an important tool for
diagnosing and managing AP, which is convenient and able
to provide insight into pancreatic inflammation and necrosis
(29). Since renal capsule involvement is easy to recognize on
CT imaging, it is of potential use in identifying AP patients at
high risk of developing AKI and facilitating timely treatment.
Moreover, within patients with renal capsule involvement,
there were significant differences (30) in laboratory biomarkers
between patients who developed AKI and those who did not,
such as lymphocytes, PCT, and glucose. It indicates that CT
imaging of renal capsule involvement in combination with
clinical markers may help identify patients with AKI with better
accuracy. However, due to the observational nature of this study,
we could not test that in the present study. A future prospective
study is worth testing this possibility.

There are several limitations to our study. First of all, due to its
retrospective design, the only association could be demonstrated
from our results. Moreover, as AKI could occur very early
during the disease course, it is hard to determine whether the
involvement of renal capsule contributed to AKI, which is whywe
include a more objective and easy-to-measure outcome measure,
MAKE30. The strengths of this study include its matched
design and accurate assessment by radiologists blinded to the
severity of AP.

In conclusion, the involvement of renal capsules is common
in AP and associated with the development of AKI. It may
help identify patients at high risk of AKI, thereby facilitating
appropriate treatment. Prospective studies are needed to assess
the causal relationship between renal capsule involvement and
kidney dysfunction.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by themanagement committee of the APDatabase (No:
2020 JLAPDMC-007). The patients/participants provided their
written informed consent to participate in this study. Written
informed consent was obtained from the individual(s) for the
publication of any potentially identifiable images or data included
in this article.

AUTHOR CONTRIBUTIONS

MW and JZ contributed to design, data collection, data
analysis, and manuscript drafting. CQ and YL contributed to
data collection and analysis. KG and JZ contributed to data
analysis and presentation. LK and ZT contributed to design
and manuscript drafting. WL and JL contributed to the study
design and revision. All the authors have read and approved the
final manuscript.

FUNDING

This study was supported by the National Natural Science
Foundation of China (no. 81900592) and Key Research and
Development Program Foundation of Jiangsu Province of China
(no. BE2016749).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fmed.
2021.724184/full#supplementary-material

REFERENCES

1. Boxhoorn L, Voermans RP, Bouwense SA, Bruno MJ, Verdonk RC,

Boermeester MA, et al. Acute pancreatitis. Lancet. (2020) 396:726–

34. doi: 10.1016/S0140-6736(20)31310-6

2. NassarTI, Qunibi WY. AKI associated with acute pancreatitis. Clin J Am Soc

Nephrol. (2019) 14:1106–15. doi: 10.2215/CJN.13191118

3. Devani K, Charilaou P, Radadiya D, Brahmbhatt B, Young M, Reddy C.

Acute pancreatitis: trends in outcomes and the role of acute kidney injury

in mortality- A propensity-matched analysis. Pancreatology. (2018) 18:870–

7. doi: 10.1016/j.pan.2018.10.002

4. Liu Z, Yan Z, Min P, Liang C, Wang Y. Gastric bare area and left

adrenal gland involvement on abdominal computed tomography and

their prognostic value in acute pancreatitis. Eur Radiol. (2008) 18:1611–

6. doi: 10.1007/s00330-008-0935-8

5. Farman J, Morehouse H, Amis ES Jr., Newhouse JH. CT of pancreatitis

with renal and juxtarenal manifestations. Clin Imaging. (1997) 21:183–

8. doi: 10.1016/S0899-7071(96)00017-4

6. Imamura Y, Hirota M, Ida S, Hayashi N, Watanabe M, Takamori

H, et al. Significance of renal rim grade on computed tomography

in severity evaluation of acute pancreatitis. Pancreas. (2010) 39:41–

6. doi: 10.1097/MPA.0b013e3181b9b4e9

Frontiers in Medicine | www.frontiersin.org 7 October 2021 | Volume 8 | Article 724184

https://www.frontiersin.org/articles/10.3389/fmed.2021.724184/full#supplementary-material
https://doi.org/10.1016/S0140-6736(20)31310-6
https://doi.org/10.2215/CJN.13191118
https://doi.org/10.1016/j.pan.2018.10.002
https://doi.org/10.1007/s00330-008-0935-8
https://doi.org/10.1016/S0899-7071(96)00017-4
https://doi.org/10.1097/MPA.0b013e3181b9b4e9
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/medicine#articles


Wei et al. Renal Capsule Involvement and Acute Pancreatitis

7. Lankisch PG, Apte M, Banks PA. Acute pancreatitis. Lancet. (2015) 386:85–

96. doi: 10.1016/S0140-6736(14)60649-8

8. Stevens PE, Levin A. Evaluation and management of chronic

kidney disease: synopsis of the kidney disease: improving global

outcomes 2012 clinical practice guideline. Ann Intern Med. (2013)

158:825–30. doi: 10.7326/0003-4819-158-11-201306040-00007

9. Kellum JA, Lameire N. Diagnosis, evaluation, and management of

acute kidney injury: a KDIGO summary (Part 1). Crit Care. (2013)

17:204. doi: 10.1186/cc11454

10. Semler MW, Rice TW, Shaw AD, Siew ED, Self WH, Kumar AB, et al.

Identification of major adverse kidney events within the electronic health

record. J Med Syst. (2016) 40:167. doi: 10.1007/s10916-016-0528-z

11. Balthazar EJ, Robinson DL, Megibow AJ, Ranson JH. Acute

pancreatitis: value of CT in establishing prognosis. Radiology. (1990)

174:331–6. doi: 10.1148/radiology.174.2.2296641

12. Jourde-Chiche N, Fakhouri F, Dou L, Bellien J, Burtey S, Frimat M, et al.

Endothelium structure and function in kidney health and disease. Nat Rev.

Nephrol. (2019) 15:87–108. doi: 10.1038/s41581-018-0098-z

13. Szaszi K, Amoozadeh Y. New insights into functions, regulation, and

pathological roles of tight junctions in kidney tubular epithelium. Int Rev Cell

Mol Biol. (2014) 308:205–71. doi: 10.1016/B978-0-12-800097-7.00006-3

14. Weil EJ, Lemley KV, Mason CC, Yee B, Jones LI, Blouch K, et al. Podocyte

detachment and reduced glomerular capillary endothelial fenestration

promote kidney disease in type 2 diabetic nephropathy. Kidney Int. (2012)

82:1010–7. doi: 10.1038/ki.2012.234

15. Wang Y, Cao LK, Wei Y, Song B. The value of modified renal rim grade in

predicting acute kidney injury following severe acute pancreatitis. J Comput

Assist Tomogr. (2018) 42:680–87. doi: 10.1097/RCT.0000000000000749

16. McCort JJ. Perirenal fat infiltration by hemorrhage: radiographic

recognition and CT confirmation. Radiology. (1983) 149:665–

7. doi: 10.1148/radiology.149.3.6647842

17. Fritzsche P, Toomey FB, TaHN. Alteration of perirenal fat secondary to diffuse

retroperitoneal infiltration. Radiology. (1979) 131:27–9. doi: 10.1148/131.1.27

18. Hebert LA, Stuart KA, Stemper JA. Whole kidney volume/pressure

relationships. Kidney Int. (1975) 7:45–54. doi: 10.1038/ki.1975.6

19. de Oliveira C, Khatua B, Noel P, Kostenko S, Bag A, Balakrishnan B, et al.

Pancreatic triglyceride lipase mediates lipotoxic systemic inflammation. J Clin

Invest. (2020) 130:1931–47. doi: 10.1172/JCI132767

20. Martos-Rus C, Katz-Greenberg G, Lin Z, Serrano E, Whitaker-Menezes

D, Domingo-Vidal M, et al. Macrophage and adipocyte interaction

as a source of inflammation in kidney disease. Sci Rep. (2021)

11:2974. doi: 10.1038/s41598-021-82685-4

21. Peerapornratana S, Manrique-Caballero CL, Gomez H, Kellum JA.

Acute kidney injury from sepsis: current concepts, epidemiology,

pathophysiology, prevention and treatment. Kidney Int. (2019)

96:1083–99. doi: 10.1016/j.kint.2019.05.026

22. Navina S, Acharya C, DeLany JP, Orlichenko LS, Baty CJ, Shiva

SS, et al. Lipotoxicity causes multisystem organ failure and

exacerbates acute pancreatitis in obesity. Sci Transl Med. (2011)

3:107ra110. doi: 10.1126/scitranslmed.3002573

23. Wu RP, Liang XB, Guo H, Zhou XS, Zhao L, Wang C, et al. Protective effect

of low potassium dextran solution on acute kidney injury following acute

lung injury induced by oleic acid in piglets. Chin Med J. (2012) 125:3093–7.

doi: 10.3760/cma.j.issn.0366-6999.2012.17.023

24. Dembner AG, Jaffe CC, Simeone J, Walsh J. A new computed

tomographic sign of pancreatitis. Am J Roentgenol. (1979)

133:477–9. doi: 10.2214/ajr.133.3.477

25. Feuerstein IM, Zeman RK, Jaffe MH, Clark LR, David CL. Perirenal

cobwebs: the expanding CT differential diagnosis. J Comput Assist

Tomogr. (1984) 8:1128–30. doi: 10.1097/00004728-198412000-

00016

26. Li Z, Zhang L, Huang Z, Yuan F, Zhang W, Song B. Correlation analysis

of computed tomography imaging score with the presence of acute kidney

injury in severe acute pancreatitis. Abdominal Imaging. (2014) 40:1241–

7. doi: 10.1007/s00261-014-0289-4

27. Wang Y, Liu K, Xie X, Song B. Potential role of imaging for assessing

acute pancreatitis-induced acute kidney injury. Br J Radiol. (2021)

94:20200802. doi: 10.1259/bjr.20200802

28. Semler MW, Self WH, Wanderer JP, Ehrenfeld JM, Wang L, Byrne DW, et al.

Balanced crystalloids versus saline in critically ill adults. N Engl J Med. (2018)

378:829–39. doi: 10.1056/NEJMoa1711584

29. Thoeni RF. The revised Atlanta classification of acute pancreatitis: its

importance for the radiologist and its effect on treatment. Radiology. (2012)

262:751–64. doi: 10.1148/radiol.11110947

30. Schetz M, De Jong A, Deane AM, Druml W, Hemelaar P, Pelosi P, et al.

Obesity in the critically ill: a narrative review. Intens Care Med. (2019)

45:757–9. doi: 10.1007/s00134-019-05594-1

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Wei, Zhang, Qu, Liu, Gao, Zhou, Ke, Tong, Li and Li. This is an

open-access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Medicine | www.frontiersin.org 8 October 2021 | Volume 8 | Article 724184

https://doi.org/10.1016/S0140-6736(14)60649-8
https://doi.org/10.7326/0003-4819-158-11-201306040-00007
https://doi.org/10.1186/cc11454
https://doi.org/10.1007/s10916-016-0528-z
https://doi.org/10.1148/radiology.174.2.2296641
https://doi.org/10.1038/s41581-018-0098-z
https://doi.org/10.1016/B978-0-12-800097-7.00006-3
https://doi.org/10.1038/ki.2012.234
https://doi.org/10.1097/RCT.0000000000000749
https://doi.org/10.1148/radiology.149.3.6647842
https://doi.org/10.1148/131.1.27
https://doi.org/10.1038/ki.1975.6
https://doi.org/10.1172/JCI132767
https://doi.org/10.1038/s41598-021-82685-4
https://doi.org/10.1016/j.kint.2019.05.026
https://doi.org/10.1126/scitranslmed.3002573
https://doi.org/10.3760/cma.j.issn.0366-6999.2012.17.023
https://doi.org/10.2214/ajr.133.3.477
https://doi.org/10.1097/00004728-198412000-00016
https://doi.org/10.1007/s00261-014-0289-4
https://doi.org/10.1259/bjr.20200802
https://doi.org/10.1056/NEJMoa1711584
https://doi.org/10.1148/radiol.11110947
https://doi.org/10.1007/s00134-019-05594-1
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/medicine#articles

	The Involvement of Renal Capsule Is Associated With Acute Kidney Injury in Patients With Acute Pancreatitis
	Introduction
	Methods
	Study Design
	Participants
	CT Imaging and Definitions
	Data Collection
	Study Outcomes
	Statistical Analysis

	Results
	Demographic and Clinical Characteristics of Patients
	Primary and Secondary Outcomes

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Supplementary Material
	References


