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Abstract: Tubulointerstitial nephritis and uveitis (TINU) syndrome is a rare autoimmune disease with unclear pathogenesis but 
probably related to a combination of genetic predisposition and environmental triggers. Diagnosis is challenging due to the 
asynchronous onset of renal and ocular symptoms, and it is necessary to exclude other causes of nephritis and uveitis. It affects 
both sexes, with an overall predominance of females and a median age of onset of 15 years. TINU syndrome is characterized by 
bilateral, non-granulomatous anterior uveitis and tubulointerstitial nephritis, which can cause acute renal failure in severe cases. 
Several triggers have been identified including concurrent infections, medications, or endocrine diseases. The diagnosis of TINU is 
mainly based on clinical and analytical findings, and although urinary β2-microglobulin is a useful parameter no specific diagnostic 
test is available. Current perspectives intend to facilitate its diagnosis identifying susceptibility HLA genotypes, serologic markers and 
imaging tools to avoid renal biopsy. Treatment options for TINU syndrome include corticosteroids, immunosuppressive agents, and 
intravenous immunoglobulins, but relapses are frequent, and management can be challenging. The purpose of this review is to provide 
an updated summary of the diagnostic and treatment strategies of TINU syndrome, helping clinicians recognize and manage this rare 
autoimmune disorder. 
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Introduction
The tubulointerstitial nephritis and uveitis (TINU) syndrome is an uncommon disorder characterized by acute tubuloin
terstitial nephritis and uveitis. It was described in 1975 by Dobrin et al in two patients with acute eosinophilic interstitial 
nephritis, anterior uveitis, and bone marrow granulomas.1 TINU syndrome is probably underrecognized because its 
diagnosis can be challenging. Management is difficult as relapses are very common. The purpose of this article is to offer 
clinicians an updated summary of the diagnostic and treatment strategies in TINU syndrome.

Epidemiology
Its incidence is unknown, although over the past 40 years case reports and series about TINU syndrome have steadily 
increased because of its growing recognition among clinicians.2,3 No geographical or ethnic differences have been 
reported.4,5 The median age of onset is 15 years old with patient’s ages ranging from 9 to 74.6–10 It affects both sexes, 
with an overall predominance of females but a trend towards a male predominance in younger age groups.4
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Etiology
TINU syndrome is probably developed after a confluence of genetic susceptibility and environmental triggers.

HLA Susceptibility
Many studies have recently shown diverse HLA (human leukocyte antigen) typing associations with TINU syndrome, 
probably according to regional variation in predisposing alleles. The first was described by Mandeville et al in Japanese 
patients,4 where correlation was found with HLA-A2 and HLA-A24. Other Japanese series added HLA-DR4.11 In the 
United States, HLA-DQA1*01, HLA-DQB1*05 and HLA-DRB1*01 were correlated with TINU,12 and Mackensen et al 
correlated the allele HLA-DRB1*0102 with TINU but not interstitial nephritis alone in a European cohort.13 Our group 
described a strong presence of HLA-DQB1*05 among TINU patients in Spain and Portugal.14

Triggers
Several triggering factors, such as infections or medications, have been postulated. Although in some cases an infectious 
agent could not be identified in the literature, others were classically associated with one of the following risk factors:

Concurrent infections with Chlamydia trachomatis, Epstein–Barr virus, Mycobacterium tuberculosis, Toxoplasma 
gondii or Varicella zoster; taking non-steroidal anti-inflammatory drugs (NSAIDs), antibiotics or Chinese herbs; and 
endocrine diseases such as hypoparathyroidism, hyperthyroidism or systemic autoimmune diseases such as IgG4-related 
disease and rheumatoid arthritis.13–24

Recently, some triggers such as dietary supplements25 or COVID-19 disease26 have been described.

Pathophysiology
The specific pathophysiology is unclear but probably involves both humoral and cell-mediated immunity.

The presence of autoantibodies against modified C-reactive protein (mCRP) in renal and ocular tissue suggests the 
participation of the humoral immunity component in TINU syndrome.8 According to the literature, these could be 
a target autoantigen in TINU and predict the onset of uveitis in a patient with acute interstitial nephritis.27 The reported 
recurrence of TINU in a patient following kidney transplantation supports this humoral immunity component theory.28

The role of cell-mediated immunity implies the different genotypes of HLA-class II, which would make the subject 
susceptible to a harmless antigen which is common or similar in both the kidney and the eye.29 In addition, histologic 
findings in kidney biopsy of TINU patients show predominantly lymphocytic and monocytic interstitial infiltrate which is 
coherent with this cellular immunity implication and is believed to be the main pathogenic mechanism.30,31

Clinical Features
Ocular and renal symptoms are usually asynchronous, nephritis manifesting first in two-thirds of patients. However, 
uveitis can appear two months before, concurrently, or up to 14 months after renal involvement.4 Nephritis is usually due 
to infiltration of the renal interstice by inflammatory cells that, in severe cases, may cause acute renal failure. It is 
generally mild, resolving sometimes spontaneously and may be asymptomatic or produce nonspecific flu-like 
symptoms.32–34 Eye disease may be masked by high dose of corticosteroids initiated for renal disease and occur with 
systemic corticosteroid withdrawal. Uveitis is usually anterior, acute, non-granulomatous and unilateral at the beginning, 
progressing to chronic and bilateral. Up to 20% can present vitreous and retinal inflammation. Intraocular complications 
include posterior synechiae, macular edema, chorioretinal scar, cataracts, and glaucoma.35,36

Diagnosis
Diagnosis of TINU syndrome is usually made after excluding other causes of uveitis and nephritis in patients presenting either 
flu-like symptoms or uveitis. Asynchrony of eye and kidney involvement may preclude prompt recognition of the syndrome; 
hence, TINU should be suspected in any young patient presenting with either uveitis or TIN, and a detailed clinical history 
searching for typical symptoms and exposure to triggers should be conducted. Mandeville et al4 described in 2001 a diagnostic 
strategy as an attempt to encourage precision in the recognition of TINU based on clinical and analytic findings. Recently the 
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Standardization of Uveitis Nomencature (SUN) Working Group has proposed the classification criteria for TINU syndrome. 
They propose that the presence of anterior uveitis and tubulointerstitial nephritis (either confirmed by renal biopsy or abnormal 
kidney function tests) can be classified as TINU syndrome if syphilis and sarcoidosis have been excluded.37

Serologic Tests
At the moment, there are not noninvasive tests of high diagnostic value in TINU. Peripheral blood abnormalities such as 
normochromic, normocytic anemia, elevated erythrocyte sedimentation rate, hypergammaglobulinemia and elevated CRP 
are described in TINU.38 In patients with unexplained acute kidney injury (AKI) (elevated blood urea nitrogen and/or 
serum creatinine (SCr)) or progressive reduction in glomerular filtration rate (GFR), TIN should be suspected.39,40 

Mucoprotein Krebs von den Lunge-6 (KL-6; encoded by MUC1) was suggested as a serologic marker for TINU,41 

although it was later found elevated in other forms of tubulointerstitial lesions. HLA-DR, DQ class II DNA typing may 
be useful in cases of relapsing or atypical uveitis where no renal impairment has been studied or identified.13,42 Having 
alleles related with TINU syndrome could support the diagnosis in suspected individuals; nevertheless, no genotype– 
phenotype correlation has been described at the moment.

Urinary Tests
Urinalysis findings are usually non-specific. Tubular dysfunction signs are common, such as glycosuria, aminoaciduria, 
acidosis (Fanconi Syndrome), and biomarkers of tubular damage such as N-acetylglucosaminidase (NAG) and β2- 
microglobulin (B2M).43 The latter has been proposed as a screening measure to investigate for underlying TINU 
syndrome in patients with uveitis; and a positive correlation between urinary B2M levels and the histological grade of 
TIN in pediatric patients was reported.44

Histologic Confirmation
Diagnosis can be secured only through renal biopsy. Histologic analysis shows interstitial oedema with infiltration of 
inflammatory cells (T lymphocytes, neutrophils and plasmocytes) and tubular damage with tubule oedema, epithelial degenera
tion and focal necrosis.45,46 Glomerular matrix structure, blood vessels and the number of mesangial cells are preserved.47

Others
Kawai et al described the diagnostic utility of diffusion-weighted magnetic resonance imaging (DW-MRI) in early stages 
of renal involvement. It is also a non-invasive tool without exposure to ionizing radiation.48

Differential Diagnosis
Ocular involvement and interstitial nephritis can be seen in other diseases which must be considered in the differential 
diagnosis of TINU syndrome. The most relevant is Sarcoidosis, the differentiation of which can become complicated in 
the absence of other organs involvement.15,40 Sarcoid-like noncaseating granulomas have been identified in the eye, 
kidney and bone marrow of patients with TINU.49 In addition, up to 10% of sarcoid cases may present without evidence 
of pulmonary disease and converting enzyme activity may be normal.50,51 Elevated urinary B2M has been proposed as 
a differentiative trait in these patients.52

Differential diagnosis should also be considered with Sjögren’s syndrome, systemic lupus erythematosus, Wegener’s 
granulomatosis, Behçet’s syndrome, Juvenile idiopathic arthritis in children and some infectious diseases such as 
syphilis, tuberculosis, brucellosis, toxoplasmosis and histoplasmosis.5,53

Treatment
Although both renal function and uveitis respond to corticosteroid therapy, ocular inflammation tends to be more 
resistant, chronic and relapsing than renal inflammation.39
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Uveitis Treatment
Despite topical therapies such as corticosteroids and cycloplegic drops are the first-line treatment for anterior uveitis, it 
has been shown that up to 80% of TINU patients will need systemic corticosteroid treatment. Moreover, despite the 
usefulness of systemic corticosteroids at the beginning of the treatment, this therapy is insufficient in the long term in up 
to 70% of patients with anterior uveitis in the setting of TINU.34

The greater severity of recurrences in these patients, as well as the sequelae resulting from such inflammation, often 
make necessary to start immunomodulation therapy (IMT).44

IMT with mycophenolate mofetil (MMF), azathioprine (AZA) or methotrexate (MTX) is used for patients with 
refractory or insufficient response to corticosteroids, with MTX being the most commonly used.54 Given the good 
response and tolerability to IMT, the need for biologics such as adalimumab is rare.55

Only after a remission period of at least 12–24 months would it be indicated to withdraw this treatment.53

Despite the difficult control of uveitis in TINU syndrome, this disease generally leads to good visual outcomes and 
few complications (up to 20%) with appropriate management.4,32

Renal Treatment
Although the management of renal involvement in TINU is simpler than ocular involvement, complete recovery does not 
always occur.46,56

This makes early treatment with corticosteroid therapy a key predictor of long-term renal function.7,57

First-line therapy is oral steroids thought IMT is frequent due to uncontrolled disease; as shown by Legendre et al at 
1-year follow-up, in whose study up to 70% of patients progressed to chronic kidney disease and 30% of patients 
progressed from moderate-to-severe kidney disease despite corticosteroid treatment.58

AZA and MMF are the preferred IMT in kidney involvement, but its use is limited to cases of advanced renal 
involvement or resistance to corticosteroid therapy.6,44

Prognosis and Follow-Up
Urine B2M (UB2M) has been shown to be an important parameter in the follow-up and prognosis of TINU, both for its 
good correlation with uveitis and nephritis, being useful even in subclinical inflammation. As showed by Provencher 
et al, UB2M may be elevated during periods of uveitis and nephritis activity even when serum creatinine is normal.59

It is considered that quarterly ophthalmological screening up to 1 year after the diagnosis of tubulointerstitial nephritis 
would be useful for the early detection of uveitis and early treatment of TINU, which is key to the prognosis and 
management of this disease.7

Discussion and Conclusion
Diagnosis of TINU syndrome is challenging and requires high level of suspicion because of asynchrony and lack of 
specificity of eye and kidney disease. Multidisciplinary protocols should be considered in order to increase recognition 
rates, as urinary B2M quantification in cases of relapsing or bilateral anterior uveitis. Regarding the lack of diagnostic 
noninvasive tests, recent studies have been identifying serologic markers and susceptibility HLA genotypes which could 
have a role in the routinary diagnosis in the future. However, further description of HLA genotyping is necessary to 
understand its regional patterns and improve diagnostic rates.

Funding
No funding received.

Disclosure
Dr Ester Carreño reports DSMB chair from Eyevensis, speaker fees from Allimera, consultancy from Active Biotech and 
GSK, personal expenses from Novartis, outside the submitted work. The authors declare that there are no other conflicts 
of interest to disclose.

https://doi.org/10.2147/OPTH.S404644                                                                                                                                                                                                                               

DovePress                                                                                                                                                                 

Clinical Ophthalmology 2023:17 2628

Sanchez-Quiros et al                                                                                                                                                Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


References
1. Dobrin RS, Vernier RL, Fish AJ. Acute eosinophilic interstitial nephritis and renal failure with bone marrow-lymph node granulomas and anterior 

uveitis. A new syndrome. Am J Med. 1975;59(3):325–333. doi:10.1016/0002-9343(75)90390-3
2. Thomassen VH, Ring T, Thaarup J, Baggesen K. Tubulointerstitial nephritis and uveitis ({TINU}) syndrome: a case report and review of the 

literature. Acta Ophthalmol. 2009;87(6):676–679. doi:10.1111/j.1755-3768.2008.01302.x
3. Regusci A, Lava SAG, Milani GP, Bianchetti MG, Simonetti GD, Vanoni F. Tubulointerstitial nephritis and uveitis syndrome: a systematic review. 

Nephrol Dial Transplant. 2022;37(5):876–886. doi:10.1093/ndt/gfab030
4. Mandeville JTH, Levinson RD, Holland GN. The tubulointerstitial nephritis and uveitis syndrome. Surv Ophthalmol. 2001;46(3):195–208. 

doi:10.1016/S0039-6257(01)00261-2
5. Ulinski T, Sellier-Leclerc AL, Tudorache E, Bensman A, Aoun B. Acute tubulointerstitial nephritis. Pediatr Nephrol. 2012;27(7):1051–1057. 

doi:10.1007/s00467-011-1915-9
6. Jahnukainen T, Saarela V, Arikoski P, et al. Prednisone in the treatment of tubulointerstitial nephritis in children. Pediatr Nephrol. 2013;28 

(8):1253–1260. doi:10.1007/s00467-013-2476-x
7. Saarela V, Nuutinen M, Ala-Houhala M, Arikoski P, Rönnholm K, Jahnukainen T. Tubulointerstitial nephritis and uveitis syndrome in children: 

a prospective multicenter study. Ophthalmology. 2013;120(7):1476–1481. doi:10.1016/j.ophtha.2012.12.039
8. Li C, Su T, Chu R, Li X, Yang L. Tubulointerstitial nephritis with uveitis in Chinese adults. Clin J Am Soc Nephrol. 2014;9(1):21–28. doi:10.2215/ 

CJN.02540313
9. Salu P, Stempels N, Vanden Houte K, Verbeelen D. Acute tubulointerstitial nephritis and uveitis syndrome in the elderly. Br J Ophthalmol. 1990;74 

(1):53–55. doi:10.1136/bjo.74.1.53
10. Lei WH, Xin J, Yu XP, et al. Tubulointerstitial nephritis and uveitis syndrome in an elderly man case report and literature review. Medicine. 

2015;94:56. doi:10.1097/MD.0000000000002101
11. Matsumoto K, Fukunari K, Ikeda Y, et al. A report of an adult case of tubulointerstitial nephritis and uveitis (TINU) syndrome, with a review of 102 

Japanese cases. Am J Case Rep. 2015;16:119. doi:10.12659/AJCR.892788
12. Levinson RD, Park MS, Rikkers SM, et al. Strong associations between specific HLA-DQ and HLA-DR alleles and the tubulointerstitial nephritis 

and uveitis syndrome. Investig Ophthalmol Vis Sci. 2003;44(2):653. doi:10.1167/iovs.02-0376
13. Mackensen F, David F, Schwenger V, et al. HLA-DRB1*0102 is associated with TINU syndrome and bilateral, sudden-onset anterior uveitis but not 

with interstitial nephritis alone. Br J Ophthalmol. 2011;95(7):971–975. doi:10.1136/bjo.2010.187955
14. Giralt L, Pérez-Fernández S, Adan A, Figueira LFA; IBERTINU Study Group. Clinical Features and Outcomes of Tubulointerstitial Nephritis and 

Uveitis Syndrome in Spain and Portugal: the IBERTINU Project. Ocul Immunol Inflamm. 2022:1–6. doi:10.1080/09273948.2022.2134038
15. Cigni A, Soro G, Faedda R, et al. A case of adult-onset tubulointerstitial nephritis and uveitis (“TINU syndrome”) associated with sacroileitis and 

Epstein-Barr virus infection with good spontaneous outcome. Am J Kidney Dis. 2003;42(3):e11.1–e11.7. doi:10.1016/s0272-6386(03)00795-9
16. Stupp R, Mihatsch MJ, Matter L, Streuli RA. Acute tubulo-interstitial nephritis with uveitis (TINU Syndrome) in a patient with serologic evidence 

for Chlamydia infection. Klin Wochenschr. 1990;68(19):971–975. doi:10.1007/BF01646656
17. Dursun I, Yikilmaz A, Poyrazoglu H, Soyuer I, Gunduz Z. Radiological findings of isolated hepatic tuberculosis in a child with tubulointerstitial 

nephritis-uveitis syndrome. Pediatr Radiol. 2009;39(3):302–305. doi:10.1007/s00247-008-1097-1
18. Guignard JP, Torrado A. Interstitial nephritis and toxoplasmosis in a 10-year-old child. J Pediatr. 1974;85(3):381–382. doi:10.1016/S0022- 

3476(74)80123-X
19. Ljutic D, Glavina M. Tubulointerstitial nephritis with uveitis syndrome following Varicella zoster reactivation [12]. Nephron. 1995:57. doi:10.1159/ 

000188782
20. Grefer J, Santer R, Ankermann T, Faul S, Nölle B, Eggert P. Tubulointerstitial nephritis and uveitis in association with Epstein-Barr virus infection. 

Pediatr Nephrol. 1999;13(4):336–339. doi:10.1007/s004670050621
21. Moorthy RS, Valluri S, Jampol LM. Drug-induced uveitis. Surv Ophthalmol. 1998;42(6):557–570. doi:10.1016/S0039-6257(97)00130-6
22. Catalano C, Harris PE, Enia G, Pastorino M, Martorano C, Maggiore Q. Acute Interstitial Nephritis Associated With Uveitis and Primary 

Hypoparathyroidism. Am J Kidney Dis. 1989;14(4):317–318. doi:10.1016/S0272-6386(89)80212-4
23. Paul E, Van Why S, Carpenter TO. Hyperthyroidism: a novel feature of the tubulointerstitial nephritis and uveitis syndrome. Pediatrics. 1999;104 

(2):314–317. doi:10.1542/peds.104.2.314
24. Yoneda K, Murata K, Katayama K, et al. Tubulointerstitial Nephritis Associated With IgG4-Related Autoimmune Disease. Am J Kidney Dis. 

2007;50(3):455–462. doi:10.1053/j.ajkd.2007.05.018
25. Vidal C, Robles I, Carreño E. Tubulointerstitial Nephritis and Uveitis Syndrome (TINU) after Intake of Dietary Supplement. Ocul Immunol 

Inflamm. 2023;1–2.
26. Bilak VM, Ilko AV, Ignatko YY, Ignatko LV. RARE COMPLICATION OF COVID −19 DISEASE TINU SYNDROME IN A 11-YEAR-OLD 

BOY, FEATURES AND MANAGMENT. Wiad Lek. 2022;75(10):2541–2543. doi:10.36740/WLek202210142
27. Tan Y, Yu F, Qu Z, et al. Modified C-reactive protein might be a target autoantigen of TINU syndrome. Clin J Am Soc Nephrol. 2011;6(1):93–100. 

doi:10.2215/CJN.09051209
28. Onyekpe I, Shenoy M, Denley H, Riad H, Webb NJA. Recurrent tubulointerstitial nephritis and uveitis syndrome in a renal transplant recipient. 

Nephrol Dial Transplant. 2011;26(9):3060–3062. doi:10.1093/ndt/gfr352
29. Kobayashi Y, Honda M, Yoshikawa N, Ito H. Immunohistological study in sixteen children with acute tubulointerstitial nephritis. Clin Nephrol. 

1998;50(1):14–20.
30. Yoshioka K, Takemura T, Kanasaki M, Akano N, Maki S. Acute interstitial nephritis and uveitis syndrome: activated immune cell infiltration in the 

kidney. Pediatr Nephrol. 1991;5(2):232–234. doi:10.1007/BF01095961
31. Rytkönen SH, Kulmala P, Autio-Harmainen H, et al. FOXP3+ T cells are present in kidney biopsy samples in children with tubulointerstitial 

nephritis and uveitis syndrome. Pediatr Nephrol. 2018;33(2):287–293. doi:10.1007/s00467-017-3796-z
32. Joyce E, Glasner P, Ranganathan S, Swiatecka-Urban A. Tubulointerstitial nephritis: diagnosis, treatment, and monitoring. Pediatr Nephrol. 

2017;32(4):577–587. doi:10.1007/s00467-016-3394-5

Clinical Ophthalmology 2023:17                                                                                                   https://doi.org/10.2147/OPTH.S404644                                                                                                                                                                                                                       

DovePress                                                                                                                       
2629

Dovepress                                                                                                                                               Sanchez-Quiros et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/0002-9343(75)90390-3
https://doi.org/10.1111/j.1755-3768.2008.01302.x
https://doi.org/10.1093/ndt/gfab030
https://doi.org/10.1016/S0039-6257(01)00261-2
https://doi.org/10.1007/s00467-011-1915-9
https://doi.org/10.1007/s00467-013-2476-x
https://doi.org/10.1016/j.ophtha.2012.12.039
https://doi.org/10.2215/CJN.02540313
https://doi.org/10.2215/CJN.02540313
https://doi.org/10.1136/bjo.74.1.53
https://doi.org/10.1097/MD.0000000000002101
https://doi.org/10.12659/AJCR.892788
https://doi.org/10.1167/iovs.02-0376
https://doi.org/10.1136/bjo.2010.187955
https://doi.org/10.1080/09273948.2022.2134038
https://doi.org/10.1016/s0272-6386(03)00795-9
https://doi.org/10.1007/BF01646656
https://doi.org/10.1007/s00247-008-1097-1
https://doi.org/10.1016/S0022-3476(74)80123-X
https://doi.org/10.1016/S0022-3476(74)80123-X
https://doi.org/10.1159/000188782
https://doi.org/10.1159/000188782
https://doi.org/10.1007/s004670050621
https://doi.org/10.1016/S0039-6257(97)00130-6
https://doi.org/10.1016/S0272-6386(89)80212-4
https://doi.org/10.1542/peds.104.2.314
https://doi.org/10.1053/j.ajkd.2007.05.018
https://doi.org/10.36740/WLek202210142
https://doi.org/10.2215/CJN.09051209
https://doi.org/10.1093/ndt/gfr352
https://doi.org/10.1007/BF01095961
https://doi.org/10.1007/s00467-017-3796-z
https://doi.org/10.1007/s00467-016-3394-5
https://www.dovepress.com
https://www.dovepress.com


33. Vohra S, Eddy A, Laxer RM, Levin AV, Taylor G. Tubulointerstitial nephritis and uveitis in children and adolescents. Four new cases and a review 
of the literature. Pediatr Nephrol. 1999;13(5):426–432. doi:10.1007/s004670050634

34. Sobolewska B, Bayyoud T, Deuter C, Doycheva D, Zierhut M. Long-term Follow-up of Patients with Tubulointerstitial Nephritis and Uveitis 
(TINU) Syndrome. Ocul Immunol Inflamm. 2018;26(4):601–607. doi:10.1080/09273948.2016.1247872

35. Levinson RD. Tubulointerstitial nephritis and uveitis syndrome. Int Ophthalmol Clin. 2008;48(3):51–59. doi:10.1097/IIO.0b013e31817d8455
36. Mackensen F, Billing H. Tubulointerstitial nephritis and uveitis syndrome. Curr Opin Ophthalmol. 2009;20(6):525–531. doi:10.1097/ 

icu.0b013e3283318f9a
37. Standardization of Uveitis Nomenclature (SUN) Working Group. Classification Criteria for Tubulointerstitial Nephritis With Uveitis Syndrome. Am 

J Ophthalmol. 2021;228:255–261. doi:10.1016/j.ajo.2021.03.041
38. Okafor LO, Hewins P, Murray PI, Denniston AK. Tubulointerstitial nephritis and uveitis (TINU) syndrome: a systematic review of its 

epidemiology, demographics and risk factors. Orphanet J Rare Dis. 2017;12(1). doi:10.1186/s13023-017-0677-2
39. Mackensen F, Smith JR, Rosenbaum JT. Enhanced Recognition, Treatment, and Prognosis of Tubulointerstitial Nephritis and Uveitis Syndrome. 

Ophthalmology. 2007;114(5):995–999.e1. doi:10.1016/j.ophtha.2007.01.002
40. Amaro D, Carreño E, Steeples LR, Oliveira-Ramos F, Marques-Neves C, Leal I. Tubulointerstitial nephritis and uveitis ({TINU}) syndrome: a 

review. Br J Ophthalmol. 2019;104(6):742–747. doi:10.1136/bjophthalmol-2019-314926
41. Kase S, Kitaichi N, Namba K, et al. Elevation of Serum Krebs von den Lunge-6 Levels in Patients With Tubulointerstitial Nephritis and Uveitis 

Syndrome. Am J Kidney Dis. 2006;48(6):935–941. doi:10.1053/j.ajkd.2006.09.013
42. Reddy AK, Hwang YS, Mandelcorn ED, Davis JL. HLA-DR, DQ class II DNA typing in pediatric panuveitis and tubulointerstitial nephritis and 

uveitis. Am J Ophthalmol. 2014;157(3):678–686.e2. doi:10.1016/j.ajo.2013.12.006
43. Hettinga YM, Scheerlinck LME, Lilien MR, Rothova A, De Boer JH. The value of measuring urinary β2 microglobulin and serum creatinine for 

detecting tubulointerstitial nephritis and uveitis syndrome in young patients with uveitis. JAMA Ophthalmol. 2015;133(2):140. doi:10.1001/ 
jamaophthalmol.2014.4301

44. Takemura T, Okada M, Hino S, et al. Course and outcome of tubulointerstitial nephritis and uveitis syndrome. Am J Kidney Dis. 1999;34 
(6):1016–1021. doi:10.1016/S0272-6386(99)70006-5

45. Goda C, Kotake S, Ichiishi A, Namba K, Kitaichi N, Ohno S. Clinical features in tubulointerstitial nephritis and uveitis (TINU) syndrome. Am 
J Ophthalmol. 2005;140(4):637–641. doi:10.1016/j.ajo.2005.04.019

46. Tanaka H, Suzuki K, Nakahata T, Tateyama T, Waga S, Ito E. Repeat renal biopsy in a girl with tubulointerstitial nephritis and uveitis syndrome. 
Pediatr Nephrol. 2001;16(11):885–887. doi:10.1007/s004670100697

47. Nagashima T, Ishihara M, Shibuya E, Nakamura S, Mizuki N. Three cases of tubulointerstitial nephritis and uveitis syndrome with different clinical 
manifestations. Int Ophthalmol. 2017;37(3):753–759. doi:10.1007/s10792-016-0321-5

48. Kawai H, Suzuki Y, Shiojiri T. Usefulness of renal diffusion-weighted magnetic resonance imaging for early diagnosis of tubulointerstitial nephritis 
and uveitis (TINU) syndrome. BMJ Case Rep. 2022;15(2):e246434. doi:10.1136/bcr-2021-246434

49. Iida H, Terada Y, Nishino A, et al. Acute interstitial nephritis with bone marrow granulomas and uveitis. Nephron. 1985;40(1):108–110. 
doi:10.1159/000183440

50. Iannuzzi MC, Rybicki BATA, Teirstein AS. Sarcoidosis. N Engl J Med. 2007;357(21):2153–2165. doi:10.1056/NEJMra071714
51. Rømer FK, Schmidt P, Geday H. Angiotensin-Converting Enzyme In Uveitis And Sarcoidosis. Acta Ophthalmol. 1980;58:243. doi:10.1111/j.1755- 

3768.1980.tb05717.x
52. Pepple KL, Lam DL, Finn LS, Van Gelder R. Urinary β2-microglobulin testing in pediatric uveitis: a case report of a 9-year-old boy with renal and 

ocular sarcoidosis. Case Rep Ophthalmol. 2015;6(1):101–105. doi:10.1159/000381092
53. Pakzad-Vaezi K, Pepple KL. Tubulointerstitial nephritis and uveitis. Curr Opin Ophthalmol. 2017;28(6):629–635. doi:10.1097/ICU.0000000000000421
54. Gion N, Stavrou P, Foster CS. Immunomodulatory therapy for chronic tubulointerstitial nephritis-associated uveitis. Am J Ophthalmol. 2000;129 

(6):764–768. doi:10.1016/S0002-9394(00)00482-7
55. Suzuki K, Tanaka H, Ito E, Waga S. Repeat renal biopsy in children with severe idiopathic tubulointerstitial nephritis. Pediatr Nephrol. 2004;19 

(2):240–243. doi:10.1007/s00467-003-1362-3
56. Yanagihara T, Kitamura H, Aki K, Kuroda N, Fukunaga Y. Serial renal biopsies in three girls with tubulointerstitial nephritis and uveitis syndrome. 

Pediatr Nephrol. 2009;24(6):1159–1164. doi:10.1007/s00467-009-1142-9
57. Lopes BO, Brízido MS, Costa AC, Raimundo M, Miranda MM, Pina SM. Tubulointerstitial Nephritis and Uveitis Syndrome: case Series and 

Literature Review. Case Rep Ophthalmol Med. 2021;2021. doi:10.1155/2021/1812271
58. Legendre M, Devilliers H, Perard L, et al. Clinicopathologic characteristics, treatment, and outcomes of tubulointerstitial nephritis and uveitis 

syndrome in adults. Medicine. 2016;95:576. doi:10.1097/MD.0000000000003964
59. Provencher LM, Fairbanks AM, Abramoff MD, Syed NA. Urinary β2-microglobulin and disease activity in patients with tubulointerstitial nephritis 

and uveitis syndrome. J Ophthalmic Inflamm Infect. 2018;8(1). doi:10.1186/s12348-018-0166-3

Clinical Ophthalmology                                                                                                                    Dovepress 

Publish your work in this journal 
Clinical Ophthalmology is an international, peer-reviewed journal covering all subspecialties within ophthalmology. Key topics include: Optometry; 
Visual science; Pharmacology and drug therapy in eye diseases; Basic Sciences; Primary and Secondary eye care; Patient Safety and Quality of Care 
Improvements. This journal is indexed on PubMed Central and CAS, and is the official journal of The Society of Clinical Ophthalmology (SCO). The 
manuscript management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www. 
dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/clinical-ophthalmology-journal

DovePress                                                                                                                               Clinical Ophthalmology 2023:17 2630

Sanchez-Quiros et al                                                                                                                                                Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1007/s004670050634
https://doi.org/10.1080/09273948.2016.1247872
https://doi.org/10.1097/IIO.0b013e31817d8455
https://doi.org/10.1097/icu.0b013e3283318f9a
https://doi.org/10.1097/icu.0b013e3283318f9a
https://doi.org/10.1016/j.ajo.2021.03.041
https://doi.org/10.1186/s13023-017-0677-2
https://doi.org/10.1016/j.ophtha.2007.01.002
https://doi.org/10.1136/bjophthalmol-2019-314926
https://doi.org/10.1053/j.ajkd.2006.09.013
https://doi.org/10.1016/j.ajo.2013.12.006
https://doi.org/10.1001/jamaophthalmol.2014.4301
https://doi.org/10.1001/jamaophthalmol.2014.4301
https://doi.org/10.1016/S0272-6386(99)70006-5
https://doi.org/10.1016/j.ajo.2005.04.019
https://doi.org/10.1007/s004670100697
https://doi.org/10.1007/s10792-016-0321-5
https://doi.org/10.1136/bcr-2021-246434
https://doi.org/10.1159/000183440
https://doi.org/10.1056/NEJMra071714
https://doi.org/10.1111/j.1755-3768.1980.tb05717.x
https://doi.org/10.1111/j.1755-3768.1980.tb05717.x
https://doi.org/10.1159/000381092
https://doi.org/10.1097/ICU.0000000000000421
https://doi.org/10.1016/S0002-9394(00)00482-7
https://doi.org/10.1007/s00467-003-1362-3
https://doi.org/10.1007/s00467-009-1142-9
https://doi.org/10.1155/2021/1812271
https://doi.org/10.1097/MD.0000000000003964
https://doi.org/10.1186/s12348-018-0166-3
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Epidemiology
	Etiology
	HLA Susceptibility
	Triggers

	Pathophysiology
	Clinical Features
	Diagnosis
	Serologic Tests
	Urinary Tests
	Histologic Confirmation
	Others
	Differential Diagnosis

	Treatment
	Uveitis Treatment
	Renal Treatment

	Prognosis and Follow-Up
	Discussion and Conclusion
	Funding
	Disclosure

