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Acute Kidney Injury in Adult Patients
With Hepatocellular Carcinoma After
TACE or Hepatectomy Treatment

Zhixiang Mou, Tianjun Guan and Lan Chen”*

Department of Nephrology, Zhongshan Hospital of Xiamen University, School of Medicine, Xiamen University, Xiamen, China

Background: Acute kidney injury (AKI) is one of the most common complications in
patients with cancer, yet the specific reasons, mechanisms, and the influence of AKI are
not clear in hepatocellular carcinoma (HCC) after treatment. This meta-analysis aimed to
find out the risk factors and the impact on mortality of AKI in adult patients with HCC after
treatment using available published data.

Methods: We performed a systemic literature search using PubMed, Web of Science,
and Embase, encompassing publications up until November 30, 2021 (inclusive), with 17
cohort studies involving 11,865 patients that fulfilled the prespecified criteria for inclusion
in the meta-analysis. The number of AKI/non-AKI patients identified by risk factors, the
number of AKl/non-AKl-related deaths, the incidence rates, the mortality rates, and the
irreversible rates of AKI were derived and analyzed using STATA.

Results: Age, diabetes mellitus (DM), and the number of transarterial chemoembolization
(TACE) sessions are risk factors for AKI in patients with HCC after TACE. On the other
hand, male gender, age, DM, major resection of the liver, and operation-related
transfusion are risk factors for AKI in patients with HCC after hepatectomy. The risk of
mortality in those with renal failure due to AKI was up to 4.74 times higher than in those
without AKI in a short-term observation period after TACE treatment.

Conclusions: Attention should be paid to the risk of AKI in HCC patients with DM. The
occurrence of AKI during TACE treatment is especially dangerous and should be
considered a strong red flag, obviously with regard to the extremely high risk of death
in a short period. Furthermore, studies are needed to detect more associations of AKI in
patients with HCC.

Keywords: AKI, risk, mortality, hepatocellular carcinoma, HCC

1 INTRODUCTION

As a global health problem, hepatocellular carcinoma (HCC) is the sixth most common cancer and
the second leading cause of cancer-related death in men and the sixth in women (1). Although liver
transplantation (LTx) is the most effective among all the therapeutic options, only about 5% of HCC
patients are eligible for this therapy due to the strict indications (2). According to the National
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Comprehensive Cancer Network (NCCN) Guidelines, partial
hepatic resection is the preferred option in patients without
severe liver cirrhosis (excluding patients with Child-Pugh scores
in classes B and C); meanwhile, locoregional therapy is the
preferred option in patients unsuitable for surgery, which
includes ablation, arterially directed therapies, and external
beam radiation therapy (EBRT) (3).

Acute kidney injury (AKI) is one of the most common
complications in cancer patients (4, 5). It refers to a rapid
(hours to days) deterioration of renal function, which results in
the failure to excrete waste and to maintain fluid balance, which
can be severe as to require renal replacement therapy (RRT) (6).
The management of these patients is a significant therapeutic
challenge for physicians, and the chance of receiving optimal
treatment might be less for those with poor kidney function since
mortality from AKI remains high, particularly in critically ill
patients (6). Efforts made to prevent AKI progression may
contribute to survival and reduce the possibility of progressing
to chronic kidney disease (CKD). As a clinical syndrome that
results from severe or persistent events that may act as triggers,
any diagnostic approach to investigating AKI should take into
account the associated epidemiology (6). Although a large cohort
study based on a Danish population reported that the risk of
developing AKI in 1 year was about 33% in patients with liver
cancer (7), there is still a lack of research focused on the
association between AKI and HCC after treatment, especially
regarding locoregional therapy or hepatectomy—the two major
treatment options for HCC patients. The few previous studies
that described AKI had limitations of a small study size,
collection of data from a single medical center, or discussion of
the incidence rates of AKI in newly diagnosed cancer, which
present obvious restrictions regarding the generalizability of the
findings. More comprehensive analyses are urgently needed to
examine their authentic relationship in order to help provide
proper management and to improve the clinical outcomes.

This meta-analysis was conducted based on HCC patients
receiving locoregional therapy and hepatectomy, aiming to
examine the risk factors and the impact on mortality of AKI in
these HCC patients using available published data.

2 MATERIALS AND METHODS
Search Strategy

The protocol for this meta-analysis has been registered in the
International Prospective Register of Systematic Reviews
(PROSPERO no. CRD42020183617). A systematic literature
review was performed by two authors (MZX and LC)
independently through PubMed, Web of Science, and Embase,
employing the search terms “acute kidney injury” OR “acute
renal failure” AND “hepatocellular carcinoma” OR “liver cancer”
OR “hepatoma” and including publications up until November
30, 2021 (inclusive). The search terms “contrast induced
nephropathy” (CIN) AND “hepatocellular carcinoma” were
also used as the previous recognition of renal dysfunction in
HCC to investigate the incidence of AKI among adult patients

with HCC. Each study was evaluated for inclusion or exclusion in
this analysis (see below). No language or date restrictions were
applied. This meta-analysis was conducted and reported
according to the guidelines of the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA; http://
www.prisma-statement.org/).

Study Selection Criteria: Risk Factors,
Outcomes, and Follow-Up

Firstly, potential eligible studies must meet the Population,
Interventions, Comparison and Outcomes (PICO) criteria to
fulfill the purpose of this analysis. The inclusion criteria were as
follows: HCC patients underwent locoregional therapy or liver
resection; the original cohort studies provided data on the AKI
events based on adult patients (age, 218 years) with HCC; the
Child-Pugh score is in Child-Pugh class A or B; the clinical
characteristics/prognosis related to AKI could be clearly
identified by the number of patients; and the definitions of
AKI or RRT were not considered.

The following studies were excluded: those regarding LTx for
HCC; comprising patients who had end-stage renal disease or
were undergoing RRT; AKI cannot be identified by the number
of patients; including other types of hepatobiliary cancers; and
case/case series reports including <10 patients. Research works
from the same hospital were carefully evaluated for exclusion. No
restrictions on language or year were applied in the full text.

Data Extraction and Study Quality

To extract the necessary data from each included study, a
spreadsheet template (Excel, Microsoft Corporation, Redmond,
WA, USA) was established. After a careful review of each
included article, the following data were collected: first author,
publication year, regions, risk factors of AKI, the number of
HCC, AKI, or irreversible renal failure (RF) patients, the number
of AKI/non-AKI-related deaths, AKI definitions, and the
observation period. Studies that did not base AKI on the number
patients required careful calculation to maintain the accuracy. Some
original data unpublished online were obtained from authors after
communication (8, 9).

Quality assessment for the included studies was conducted
using the Newcastle-Ottawa Quality Assessment Scale (NOS),
which comprises three aspects (selection, comparability, and
outcomes) and eight items (10). This scale enables the
researchers to score studies from 0 to 9, whereby those with a
score 26 were considered of high methodological quality.

Definitions of AKI, Risk Factors,
Locoregional Therapy, and

Observation Period

Although they have been validated in numerous patients and
seem to work similarly (6), there are still over 30 AKI definitions
used in the literature (11). RIFLE (Risk of renal failure, Injury to
the kidney, Failure of kidney function, Loss of kidney function,
and End-stage kidney disease), AKIN (Acute Kidney Injury
Network), and KDIGO (Kidney Disease Improving Global
Outcomes) are the three widely accepted criteria for the
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definition of AKI (12, 13). In this meta-analysis, AKI was
accepted in the case of the original study having identified its
occurrence regardless of any definition.

According to the NCCN Guidelines, locoregional therapy
comprises the following: 1) ablation, including radiofrequency,
cryoablation, percutaneous alcohol injection, and microwave
ablation; 2) arterially directed therapies, including bland
transarterial embolization (TAE), transarterial chemoembolization
(TACE), TACE with drug-eluting beads (DEB-TACE), and
radioembolization (RE) with yttrium-90 (Y-90) microspheres (3).

All potential risk factors that possibly affect the renal function
of patients with HCC after treatment should be identified
and screened.

Long-term refers to prognosis being observed after 1 year
from AKI, whereas short-term indicates observation being
conducted within 3 months from AKI.

Statistical Analysis

STATA statistical software (version 16.0; StataCorp LLC, College
Station, TX, USA) was utilized for statistical analysis. In the analysis,
random effects models and the DerSimonian-Laird method
were applied to analyze dichotomous variables (the number of
AKI/non-AKI patients identified by risk factors and the number of
AKI/non-AKI-related deaths), continuous variables, and
proportion variables (the incidence rates, mortality rates, and the
irreversible rates of RF). Double arcsine transformation was applied
for the meta-analysis of low proportion variables to ensure
normality. The I test was used to assess heterogeneity. Pooled
risk ratios (RRs), the weighted mean difference (WMD), and their
corresponding 95% confidence intervals (Cls) were used to evaluate
the risk factors of developing or the risk of mortality with AKI. The
Z-test was used to assess the significance of the pooled RRs/WMDs,
and a forest plot was drawn to graphically display the results of all
statistical analyses. Statistically significant heterogeneity among
studies is defined as y°-value <0.05 or I° test >50%. Subgroup
analyses were performed to investigate the original source of
significant heterogeneity, and a Z-test p-value <0.05 was
considered a statistically significant difference.

3 RESULTS

Literature Search and Study
Characteristics

The flow diagram showing the selection process and the reasons for
the exclusion of a systematic review is presented in detail in Figure 1.
Three databases provided a total of records (PubMed, n = 117; Web
of Science, n = 320; Embase, n = 260). After the exclusion of
duplicates (262 records), the titles and abstracts of 435 articles were
manually screened for eligibility. Then, studies on in vitro/animal,
machine learning, transplantation, or pediatric/neonatal populations;
case reports; conference abstracts; and review articles were excluded.
Thereafter, the full texts of the 48 remaining articles were reviewed for
eligibility. The remaining studies that included only <10 patients, not
enough papers using the same treatment method, studies from the
same cohort, and national reports (duplicated representative
population) were also excluded after careful review.

Potentially articles identified through database
searching
(n=697)

Pubmeds= 117, Web of Science= 320, Embase= 260

[ Identification ]

Duplicates were removed

(n=262)

Articles after duplicates removed

(n=435) Studies were excluded:

In studies

Screening

Machine learning studies
J Transplantation studies
Pediatric or neonatal studies
Case reports

Conference abstracts

Review
Relevant articles for full-text review
(n=387)

Eligibility

(n=48)

Containing = 10 patients

[

Few studies basing on same treatment
Studies from the same data cohort
National reports

Not met inclusive/exclusive criteria

(n=31)

Studies included in this meta-analysis

Included

(n=17)

FIGURE 1 | Flow diagram for this meta-analysis.

Finally, 17 cohort studies involving a total of 11,865 patients that
fulfilled the prespecified criteria were included in the meta-analysis
(Tables 1, 2). Among them, 10 studies were based on TACE, 1 study
was based on TACE and TAE (these 11 studies would be analyzed
together, hereinafter as “TACE”), and 6 studies were based on liver
resection. Nine studies (52.9%) with a score =6 were considered of
high quality according to the NOS criteria (Table 3). Sixteen studies
(94.1%) reported the outcomes with clearly defined AKI, 14 studies
(82.4%) reported at least one risk factor for developing AKI, while 10
studies (58.8%) reported AKI-related death.

Patient Characteristics

In this study, 11,865 adult patients with HCC between July 1996
and December 2019 were identified as being eligible for analysis.
Of these patients, 30.2% (n = 3,581) received TACE treatment
and 69.8% (n = 8,284) received hepatectomy.

For the analysis of HCC-AKI patients receiving TACE, eight
studies reported on 2,377 men and 651 women suffering from
HCQC, four studies recorded the ages of 1,429 patients with HCC,
five studies reported on 373 HCC patients with multiple tumor,
six studies reported diabetes mellitus (DM) as a comorbidity for
216 patients with HCC, five studies reported on 517 HCC
patients with HBsAg(+), three studies reported on 1,362
patients receiving non-steroidal anti-inflammatory drug
(NSAID) treatment, four studies provided the number of
TACE sessions on 707 patients, and three studies described the
amount of contrast on 1,289 patients. In this series analysis,
patients with a history of renal insufficiency were excluded.

For the analysis of HCC-AKI after hepatectomy, 6,197
(74.8%) men and 2,087 (25.2%) women with HCC were
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TABLE 1 | Characteristics of the studies about transarterial chemoembolization (TACE).

Study Year Region Risk factors for AKI No. of No. of Death AKI Observation Irreversible RF (inclu-
HCC AKI with definitions period sive of death with RF)
patients patients RF
Huo etal. 2004 Taiwan Gender, age, multiple tumor, DM, HBsAg, 140 12 1 KDIGO 11 weeks 4
(14) TACE sessions
Huo etal. 2004 Taiwan Gender, age, multiple tumor, DM, HBsAg, 235 56 25 KDIGO Long term 27
(15) TACE sessions, amount of contrast
Park et al. 2008 Korea  Gender, age, multiple tumor, DM, HBsAg, 236 24 Short- AKIN Short-term Short-term 6
(16) TACE sessions, amount of contrast, NSAID term®: 1 Long-term Long-term 4
Long-
term®:
19
Hsuetal. 2009 Taiwan Gender, multiple tumor, DM, HBsAg 87 11 Short- KDIGO Short-term Short-term: 4
(17) term: 2 Long-term
Long-
term: 9
Choetal. 2011 South N/A 91 18 5 Scr >25% In-hospital N/A
(11) Korea within 2—4
days
Hayakawa 2014 Japan  N/A 115 8 1 Scr >25% N/A N/A
etal. (9) within 2-3
days
Leeetal. 2017 Taiwan NSAID 1,132 72 N/A N/A N/A N/A
(18)
Zhou et al. 2018 China Gender, age, DM, amount of contrast, 818 38 3 KDIGO 1 month 4
(19) NSAID
Lin et al. 2019 Taiwan Gender, multiple tumor, DM, HBsAg, TACE 96 17 1 KDIGO 1 month N/A
8) sessions
Sohnetal. 2020 South  N/A 347 37 N/A ICA-AKI Short-term N/A
(20) Korea
Siet al. 2021 China  Gender 284 28 N/A Scr >25% 4 days N/A
21) within 2-3
days

HCC, hepatocellular carcinoma; AKI, acute kidney injury; RF, renal failure; DM, diabetes mellitus; TACE, transarterial chemoembolization; NSAID, non-steroidal anti-inflammatory drug; N/A,
not applicable; AKIN, Acute Kidney Injury Network; KDIGO, Kidney Disease Improving Global Outcomes; ICA, International Club of Ascites.
@Short-term: the results were observed within 3 months.
bLong-term: the results were observed after 1 year.

TABLE 2 | Characteristics of the studies about hepatectomy.

Study Year
Tsai et al. 2014
(22)

Lim et al. 2016
(23

Ishikawa 2017
et al. (24)

Moon et al. 2017
(25)

Bressan 2018
et al. (26)

Xu et al. 2018
@7

Region

Taiwan

France

Japan
Korea
Canada

China

Risk factors for AKI No. of HCC  No. of AKI
patients patients

DM, major resection 5,924 62
Gender, age, DM, cirrhosis, major 457 67
resection, transfusion

Gender, age, DM, cirrhosis, major 228 27
resection, transfusion

Gender, DM, transfusion 1,173 77
Gender, DM, cirrhosis, major 80 16
resection

Gender, age, DM, cirrhosis, major 422 48

resection

Death AKI Observation
with RF  definitions period
N/A ICD-9-CM N/A

584
Short- KDIGO Short-term
term®: 25 Long-term
Long-
term®: 46
N/A AKIN 3 years
N/A AKIN 1 year
2 AKIN 1 month
N/A KDIGO 3 months

Irreversible RF (inclusive

of death with RF)

N/A

32

N/A
42
N/A

N/A

HCC, hepatocellular carcinoma; AKI, acute kidney injury; RF, renal failure; DM, diabetes mellitus; N/A, not applicable; HRS, hepatorenal syndrome; KDIGO, Kidney Disease Improving
Global Outcomes; AKIN, Acute Kidney Injury Network.
AShort-term: the results were observed within 3 months.
bLong-term: the results were observed after 1 year.
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TABLE 3 | Newcastle-Ottawa Scale for assessing the quality of cohort studies.

Study Representativeness Selection Ascertainment Demonstration Comparability Outcomes Was Adequacy Score
of the exposed Selection of exposure  of the outcome Comparability Assessment follow-up of follow-
cohort of the of interest of cohorts on  of outcome long up of
non- being not the basis of enough cohorts
exposed present at the the design or for out-
cohort start of study analysis comes to
occur?
Huo et al., 2004 * * * * * * 6
Huo et al., 2004 * * * * * * 6
Park et al., 2008 * * * * * * 6
Hsu et al., 2009 * * * * * 5
Cho et al., (2011) * * * * * 6
Hayakawa et al., (2014) * * * * * 7
Tsai et al., (2014) * * * * 4
Lim et al., (2016) * * * * * * * 7
Lee et al., 2017 * * * * 4
Moon et al., 2017 * * * * * 5
Ishikawa et al., 2017 * * * * * * 6
Zhou et al., 2018 * * * * * 5
Bressan et al., 2018 * * * * * * 6
Xu et al., 2018 * * * * * 5
Lin et al., 2019 * * * * * * 6
Sohn et al., 2020 * * * * * 5
Si et al., 2021 * * * * 4

The Newcastle-Ottawa Scale quality instrument is scored by awarding a point for each answer that is marked with a star below. Total points are 4 points for Selection, 2 points for

Comparability, and 3 points for Outcomes.

recorded in six studies (three studies recorded the ages of 1,107
patients), with 3,236 of them undergoing DM simultaneously.
Five studies reported on 1,564 patients who underwent major
resection of the liver and 5,547 patients who had minor resection,
while 226 patients who needed transfusion due to surgery were
recorded in three studies. In this series analysis, patients with a
history of end-stage renal disease were excluded.

Analysis of the Risk Factors for AKIl in
HCC Patients Receiving TACE Treatment
Overall, 249 patients with HCC developed AKI during TACE
treatment. The incidence rate of AKI in these HCC patients was
about 11.9% (95% CI = 8.3-15.5, p < 0.001, I* = 87.9%, x°p <
0.001) (see Figure 2A). Subgroup analyses were performed
according to the number of enrolled HCC patients to examine
the original source of significant heterogeneity. We found that
there was no significant heterogeneity observed in the <100
patient subgroup (I’ = 0, x°p = 0.39); however, the significant
heterogeneity was still high in the >100 patient subgroup (I* =
89.5%, x’p < 0.001), which indicated that the significant
heterogeneity may have come from the sample size.

Subsequently, we carried out a series meta-analysis to detect
the risk factors for AKI. When male gender was taken as a risk
factor for AKI, the results showed no significant difference
(pooled RR = 1.22, 95% CI = 0.72-2.06, p = 0.47) (Figure 2B)
and significant heterogeneity (I* = 43.3%, x’p = 0.1), indicating
that male gender is not a risk factor for developing AKI in
patients with HCC receiving TACE.

Subsequent analysis indicated that multiple tumors (inclusive
of diffuse tumor; pooled RR = 1.25, 95% CI = 0.90-1.72, p = 0.187,

P =0, ¥’p=0.701) (Figure 2C), positive HBsAg (pooled RR = 0.72,
95% CI = 0.47-1.11, p = 0.14, I* = 34%, ¥’p = 0.195) (Figure 2E),
the amount of contrast (WMD = —1.71, 95% CI = —5.99 to 2.56, p =
043, I* = 9.96%, x°p = 0.33) (Figure 2G), and NSAID use (pooled
RR = 0.89, 95% CI = 0.58-1.37, p = 0.606, I = 0, ’p = 0.58)
(Figure 2H) were also not risk factors for AKI. Significant
heterogeneity was not observed.

On the other hand, when the meta-analysis was conducted
taking DM as a risk factor, the results showed that the risk of AKI
in patients with DM was 1.69 times higher than in those without
DM (pooled RR = 1.69, 95% CI = 1.24-2.3, p = 0.001)
(Figure 2D), but no significant heterogeneity was observed
(P =0, Yp = 0.692).

In addition, having more TACE sessions (pooled WMD =
0.63, 95% CI = 0.20-1.06, p = 0.004, I* = 0, x°p = 0.499)
(Figure 2F) or older age (pooled WMD = 2.03, 95% CI =
0.12-3.94 years, p = 0.04, I’ = 0, °p = 0) (Figure 2I) would
contribute to developing AKI more easily. These results
demonstrated that age, DM, and the number of TACE sessions
may act as risk factors for AKI.

3.3 Dangers of AKI in HCC Patients
Receiving TACE Treatment
In total, 14 died out of 128 HCC patients with AKI in the short-
term observation (within 3 months). The mortality rate of AKI in
HCC patients receiving TACE was about 10.0% (95% CI = 4-16,
p < 0.001, I’ = 0.49%, x°p = 0.42) (see Figure 3A) during
this period.

Although there was no difference in the mortality risk with AKI
and without AKI (pooled RR = 1.17, 95% CI = 0.95-1.43, p = 0.13,
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A E Risk of AKI
The incidence rate of AKI HBsAg(+)
Effect Size Weight Treatment  Control Risk Ratio Weight
Study with 95% CI (%) Study Yes No Yes No with 95% CI (%)
<100 patients HuoT-12004 8 98 4 30 —-— 064 021,200 11.84
Hsu 2009 — 0.13[ 0.06, 0.20] 850 Huo 2004 30 112 26 67 . 0.76[ 048, 1.19) 36.24
Cho 2011 —#—— 020[ 0.12,028] 760 Park 2008 14 168 10 44 —8— 0.42[ 020, 0.88) 21.54
Lin 2019 —— 0.18[ 0.10, 0.25]  8.00 Hsu 2009 6 25 5 51 ———&———217[ 0.72, 6.53] 1242
Heterogeneity: 1° = 0.00, I = 0.00%, H = 1.00 — 0.16[ 0.12, 021) Lin 2019 8 48 9 3 —. 063 027, 1.50) 17.96
Testof 8 =6; Q(2) = 1.88,p = 0.39 Overall - 0.72( 047, 1.1)
Heterogeneity: 1° = 0.08, I’ = 33.90%, H' = 1.51
>100 patients Testof 8.2 6: O¢) =605, p = 020
Huo T-1 2004 - » 0.09( 0.04, 0.13) 1033 Testof 8= 0:2=-148,p=0.14
Huo 2004 —— 024[ 0.18,029] 970 o2 1 2 4
Park 2008 - 0.10( 0.06, 0.14] 10.90
Hayakawa 2014 B e 0.07[ 002, 0.12] 1032
Zhou 2018 - 0.05( 0.03, 0.06] 12.20 Risk of AKI
Sohn 2020 - onfoor o no 1o numbor of TAGE sossions
Si2021 —— 0.10( 0.0, 0.13) 11.16 Treatment Control MeanDiff.  Weight
Heterogeneity: 1° = 0.00, I’ = 89.48%, H' = 9.50 <= 0.10( 0.08, 0.14) Study N Mean SD N Mean SD with 95% CI (%)
Tostof 8 = 8;: Q(6) = 57.03, p = 0.00 HuoT-12004 12 23 14 128 13 16 ————— 100 006, 1.94] 2162
Huo2004 56 4 27179 35 22 —— 050( -0.20, 1.20) 38.97
Overall - 0.12[ 0.08, 0.16) Park 2008 24 34 22212 25 22 ~————— 090 -0.03, 1.83) 2205
Heterogeneity: 1 = 0.00, I’ = 87.87%, H' = 8.24 Lin 2019 17 2765 1678 79 2646 2057 - 0.12[ -0.93, 1.17) 17.36
Tostof 8 = 8;: Q(9) = 74.19, p = 0.00 Overall - 063 0.19, 1.07)
Tost of group difforonces: Qu(1) = 395, p = 0.05 Heterogenaly: = 0.0, I = 0.00%, ' = 1.00
0 1 2 3 Testof 8 = 0: Q(3) = 1.97.p = 0.58
B Risk of AKI Testof 0= 0:z =283, p =000
— T T
Troatment _Gontol RikRato  Waight
Study Yes No Yes No with 95% CI (%)
WoTiZd 12 101 0 27 6141 037, 10060 325
Hio20d 44 s 12 3t - om2iose 142 59 G JRukdag
Park 2008 20 174 4 38 —-— 1.08( 039, 3.00] 1535 Treatment Control Mean Dif, Weight
Hsu 2009 7 61 4 15 e=fj= 049[ 0.16, 1.50] 1376 Study N _Mean SD N _Mean SD ‘with 95% CI (%)
pams 2w 6w TR R RS ko am ows a0l oo 4 s1e
- . 17 8 &l 355' - 37‘ %00 Park2008 24 139 31 212 134 28 ————&———— 500 -6.95, 1695 1226
201 B8 122 - 14 1:87) 4 Zhou2018 38 9465 2507 780 9967 2026 —M— -5.02[ -11.70, 1.66] 36.05
Overall - 1221 072, 208 Oversll - A7) 69, 256
Hotarogeneiy: =020, ' = 43.30%,H' = 176 e ety = 158, = 0% = 1.1
Testol,=6; 06)= 1058, p =010 Tosto16,8; Q@)= 222,p =033
Tostof 020:2.20.73, p =047 e b
D R I S
Risk of AKI
Cc mulle tumor
Treatment Control RiskRato  Weight H Risk of AKI
Study Yes No Yes No With95% Cl (%) NSAID
WoTi2 6 4 6 79 e 1ss[ 083,455 010 Troatmont _Control RekRato  Woight
Huo 2004 3 8 26 o1 —— 1.14( 072, 1.81) 50.39 Study Yes No Yes No with 95% C1 (%)
Pak2o0s 13 s 11 14 — 133(062,285 183  pakzos 3 40 21 172 e om0 209 1se
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FIGURE 2 | Forest plots of the included studies assessing the risk factors for AKI in patients with HCC who received TACE treatment. The solid vertical line indicates no effect.
The horizontal lines represent the 95% confidence intervals (Cls). (A) Incidence rates of AKI in these patients. (B~l) Supposing male gender (B), multiple tumor (C), DM (D),
HBsAg(+) (E), the number of TACE sessions (F), amount of contrast (G), NSAID use (H), and age (1) as risk factors. AKI, acute kidney injury; HCC, hepatocellular carcinoma;
TACE, transarterial chemoembolization; DM, diabetes meliitus; NSAID, nonsteroidal anti-inflammatory drug.

= 41.29%, x°p = 0.16) (Figure 3D) after long-term observation
(after 1 year), the mortality risk with AKI reached up to 4.74 times
higher than in those without AKI in the short-term period (pooled
RR = 4.74, 95% CI = 1.44-15.58, p = 0.01, I’ = 47.38%, x’p = 0.13)
(Figure 3B). In addition, 18 HCC patients with AKI progressed to
irreversible kidney injury during the short-term period, with the
irreversible rate of AKI being about 22% (95% CI = 4-16, p < 0.001,
I =0.49%, ){2 p = 0.42) (see Figure 3C). These results indicated that
TACE-related AKI is not only a dangerous signal related to death
but also presents a high possibility of progressing to CKD in these
patients within a short period.

Analysis of the Risk Factors for AKIl in
HCC Patients After Hepatectomy

In total, 235 patients with HCC progressed to AKI after
hepatectomy. The incidence rate of AKI in these HCC patients

was about 12% (95% CI = 8-16, p = 0.04, I = 87.94%, x°p <
0.001) (see Figure 4A). Subgroup analyses were performed
according to the different ethnicities to examine the original
source of the significant heterogeneity. We observed no
significant heterogeneity in the non-Asian subgroup (I* =
20.24%, x°p = 0.26); however, the significant heterogeneity was
still high in the Asian subgroup (I = 83.1%, x’p < 0.001),
indicating that the significant heterogeneity may have come
from the ethnicity difference.

Subsequently, a series meta-analysis was also carried out to
examine the risk factors for AKI in these patients. Men presented
1.83 times higher risk than women (pooled RR = 1.83, 95% CI =
1.23-2.74, p < 0.001, =0, Zzp = 0.8) (Figure 4B), having DM
was 1.64 times higher than that without DM (pooled RR = 1.64,
95% CI = 1.24-2.16, p < 0.001, I’ = 9.9%, ’p = 0.35) (Figure 4C),
after major resection of the liver showed 2.43 times higher risk
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FIGURE 3 | Forest plots of the included studies assessing the risk of acute kidney injury (AKI) in patients with hepatocellular carcinoma (HCC) who received transarterial
chemoembolization (TACE) treatment. The solid vertical line indicates no effect. The horizontal lines represent the 95% confidence intervals (Cls). (A) Mortality rates of AKI
in these patients. (B) Mortality risk with AKI during the short term. (C) Irreversible rates of AKI in these patients. (D) Mortality risk with AKI after long-term observation.

than after minor resection (pooled RR = 2.43, 95% CI = 1.82-
3.23,p <0.001, I* = 16.71%, x’p = 0.31) (Figure 4D), and having
received transfusion during hepatectomy had 2.34 times higher
risk than without a need for transfusion (pooled RR = 2.34, 95%
CI=1.71-3.22, p < 0.001, I* = 0, ¥°p = 0.78) (Figure 4E). Finally,
older patients would also develop AKI (pooled WMD = 3.81,
95% CI = 1.37-6.26, p = 0, I’ = 0, x’p = 0.39) (Figure 2F)
more frequently.

In a word, male gender, age, DM, major resection, and
transfusion may act as risk factors for AKI during hepatectomy
for HCC.

Due to the limited data available, the risk of AKI in patients
with HCC after hepatectomy was not analyzed.

4 DISCUSSION

The major findings of these published data based on the meta-
analyses were as follows: firstly, DM is a risk factor for AKI in
patients with HCC either receiving TACE or hepatectomy, which
means that close attention should be paid to HCC patients with
DM for risk of AKI during these treatments. Secondly, the
number of TACE sessions is another risk factor for AKI in
patients with HCC receiving TACE treatment. Moreover, male
gender, major resection of the liver, and transfusion due to
hepatectomy are other risk factors for AKI in HCC patients
after hepatectomy. Lastly, the incidence of AKI during TACE
treatment is especially dangerous: the risk of mortality with AKI
was up to 4.74 times higher than in those without AKI in the
short-term period.

A lot of advanced HCC patients require locoregional treatment
due to inadequate hepatic reserve, liver-confined disease, being
inoperable by performance status, comorbidity, or having
uncertain extrahepatic diseases (3). The efficiency and safety of

the TACE procedure have been improved for several decades; it is
also considered the main treatment option for patients who had
four or more HCCs and with liver function assessed as Child-
Pugh class A or B (28). Previously recognized as CIN, TACE
treatment of patients with HCC is the third leading cause of
hospital-acquired AKI, which contributes to prolonged hospital
stay and readmission rates (11). The specific reasons, mechanisms,
and the influence of AKI in these patients are still unclear. HCC
often develops from chronic liver disease that has already
progressed to advanced cirrhosis, which may contribute to the
development process of AKL. Abnormal systemic hemodynamics,
splanchnic arterial vasodilatation, and extrahepatic
vasoconstriction are possibly involved in cirrhosis-related AKI
(29). The application of iodinated radiocontrast agents potentially
is an acute event further exaggerating the already disturbed
hemodynamics and/or renal vasoconstriction in advanced
cirrhosis, finally leading to renal dysfunction. In addition,
nephrotoxic drugs such as iodinated radiocontrast agents,
adriamycin, and lipiodol can lead to renal microcirculatory
dysfunction, cell apoptosis, or endothelial injury independently
(6). On the other hand, renal endothelial cells would be impaired
even at quite early exposure to a hyperglycemic milieu, whereas
prolonged hyperglycemia would promote the mesenchymal
transition and fibrosis of endothelial cells (30), resulting not
only in endothelial dysfunction and aggravating kidney fibrosis
but also in being vulnerable to nephrotoxicity by radiocontrast
agents. Once DM is a comorbidity, the nephrotoxicity of
radiocontrast agents will obviously be strengthened due to either
transient or persistent hyperglycemic conditions. These theories
were further demonstrated in our research, where the incidence of
AKI during TACE treatment is not radiocontrast agent dose-
dependent, and a small dose is strong enough to cause AKI in
HCC-DM patients. The age-related susceptibility of AKI in older
individuals has been reported both in TACE and hepatectomy,
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and the reason may be that older age enhances renal vulnerability
as well (9, 26).

The hemodynamic alterations following liver resection are
similar to advanced cirrhosis (31). In addition, AKI in patients
with HCC ensues from hepatectomy probably more related to
transient/prolong renal hypoperfusion or ischemia, while major
resection of the liver or preoperative/postoperative transfusion
could significantly aggravate this course due to the persistence of
extensive blood loss and reduction of oxygen delivery. Firstly,
ischemia would induce a significant functional impairment or
structural damage of small renal tubular and vascular malfunction
(30), which serves as the initiation of systemic inflammatory
response activation and leads to renal inflammation injury and
microcirculation dysfunction (32). In addition, microvascular
damage could obviously affect endothelial cell expansion,
apoptosis, or necrosis, in turn leading to microvascular
obstruction, further inhibiting post-ischemic reperfusion and
delaying kidney regeneration. Furthermore, ischemia would
diminish the total surface intrarenal vascular area, along with
endothelial-mesenchymal transition, together leading to the loss
of important intrinsic physiological defense mechanisms and finally
increasing the vulnerability of nephrons to oxygen-free radicals (30,
32). Therefore, even a minor or a laparoscopic liver resection should
not be considered a less harmless operation and the prevention of
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FIGURE 4 | Forest plots of the included studies assessing the risk factors for acute kidney injury (AKI) in patients with hepatocellular carcinoma (HCC) after
hepatectomy. The solid vertical line indicates no effect. The horizontal lines represent the 95% confidence intervals (Cls). (A) Incidence rates of AKI in these patients.
(B-F) Supposing male gender (B), diabetes mellitus (DM) (C), major resection of the liver (D), receiving transfusion (E), and age (F) as risk factors.

intraoperative hemorrhage should also be paid the same attention,
and vice versa.

Different from the hypothesis of ischemia-reperfusion injury,
investigation of the association between diabetes-induced
endothelial dysfunction and ischemia leading to the vulnerability
of the kidney is rare. However, this relationship has been found
based on several animal research works: a diabetic mouse model
showed a higher vulnerability to ischemia than did non-diabetic
controls, and ischemia was even induced quite early (33). On the
other hand, non-diabetic rats completely recovered from functional
impairment and tissue damage caused by renal ischemia, while
diabetic rats failed within about 2 months observation (34). Tumor
protein 53 (TP53) is the most frequently mutated tumor-suppressor
gene in HCC. Inactivating mutations of TP53 possibly present in
20% of HCCs in western countries, while they present in >50% of
HCC:s in aflatoxin B1 (AFB1)-exposed regions (35-38). Peng and
colleagues demonstrated that P53 played a protective role against
AKI in diabetic animal models, either in diabetic mice inducing
P53-specific siRNAs or in proximal tubule-specific P53-knockout
mice inducing diabetes (33). This may be one explanation for the
different incidence rates of AKI consistently observed between the
different ethnicities in this study.

Despite ischemia-reperfusion injury or the hemodynamic
instability of renal perfusion, transfusion of red blood cells
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may be an independent risk factor for postoperative AKI:
impaired oxygen unloading of hemoglobin due to
2,3diphosphoglycerate deficiency, less deformability of stored
red blood cells leading to the obstruction of smaller capillaries,
increase in circulating free iron from stored red blood cell
hemolysis, release of procoagulant phospholipids, and the
accumulation of pro-inflammatory phospholipids together
exaggerate the existing inflammatory response and lead to
sepsis-associated AKI (39-41). Hepatorenal syndrome (HRS)
describes a reversible AKI in patients with advanced hepatic
failure, including advanced cirrhosis. Its varied performance
depends on the volume and quality of the remnant liver after
hepatectomy (steatosis/cirrhosis). Hepatic microcirculation is
already impaired by steatosis or cirrhosis, and the liver presents
more mitochondrial dysfunction and is less resistant to ischemia-
reperfusion injury. TACE or hepatectomy intervention is a probable
acute incident prompting the sudden decrease in the glomerular
filtration rate (GFR) and renal perfusion. The potential
pathophysiological mechanisms comprise significant splanchnic
vasodilation and elevated abdominal pressure accompanied by
ascites, causing overactivity of the renin-angiotensin-aldosterone
system (RAAS) and sympathetic nervous system (SNS), followed by
vasoconstriction/structural damage of the kidney and intravascular
hypovolemia, accompanied by necrosis/apoptosis of tubular cells,
which would drop off and obstruct the lumen, together causing
complete deterioration of the GFR (31-41).

The study has several limitations. Firstly, analyses of the
influence and the potential for publication bias could not be
effectively performed due to the limited number of original
studies (<10) for every meta-analysis. Secondly, statistical
heterogeneity was always observed in the meta-analysis. One
potential origin of the heterogeneity may be the ethnicity. When
a subgroup analysis was performed according to the different
ethnicities, the results showed no heterogeneity in the incidence
rates of AKI in the non-Asian subgroup, but the statistical
heterogeneity existing in the Asian group needs further
exploration. As previously mentioned, P53 plays important
roles both in HCC and AKI during DM; future studies could
probably focus on HCC-AKI in diverse ethnicities. The accurate
moment of earlier diagnosis of AKI by any definition is indeed
difficult to establish in these patients due to the varied efficacy-
efficiency balance of biomarker measurements, which is one of
the reasons the International Club of Ascites (ICA) spent several
years developing the new expert consensus on the diagnosis and
treatment of AKI in patients with liver cirrhosis. This contention
may be another source of the heterogeneity. Finally, since the
clinical data are from publications and have limitations in terms
of availability, not only could further sub-analyses not be
performed (TNM stage, duration of hepatectomy, and tumor

REFERENCES

1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global
Cancer Statistics 2018: GLOBOCAN Estimates of Incidence and Mortality
Worldwide for 36 Cancers in 185 Countries. CA Cancer J Clin (2018) 68
(6):394-424. doi: 10.3322/caac.21492

size, among others), but AKI in patients with HCC receiving
other treatments (radiofrequency, microwave ablation, or
systemic therapy) could also not be analyzed. Incidentally,
further studies are still needed to support the conclusions and
demonstrate more associations of AKI in HCC patients.

In conclusion, age, DM, and the number of TACE sessions are
risk factors for AKI in patients with HCC receiving TACE, while
age, male gender, DM, major resection of the liver, and
operation-related transfusion are risk factors for AKI in
patients with HCC after hepatectomy. Finally, the occurrence
of AKI during TACE treatment is especially dangerous and
should be considered a strong red flag, obviously with regard
to the extremely high risk of death in a short period.
Furthermore, studies are needed to detect more associations of
AKI in patients with HCC (especially in patients receiving
other treatments).

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included in
the article/supplementary material. Further inquiries can be
directed to the corresponding author.

AUTHOR CONTRIBUTIONS

CL had the idea for the study and formulated its design, having
had full access to all data in the study, and takes responsibility for
the integrity of the data and the accuracy of the data analysis. ZM
and TG contributed to data acquisition and the writing of the
report. ZM contributed to critical revisions of the report and to
the statistical analysis. All authors commented on previous
versions of the manuscript. All authors contributed to the
article and approved the submitted version.

FUNDING

This research was supported by the Xiamen Municipal Bureau of
Science and Technology (grant no. 3502Z20199173).

ACKNOWLEDGMENTS

We appreciate Dr. Lin and Dr. Hayakawa for providing
original data.

2. Mazzaferro V, Regalia E, Doci R, Andreola S, Pulvirenti A, Bozzetti F, et al.
Liver Transplantion for the Treatment of Small Hepatocellular Carcinomas in
Patients With Cirrhosis. N Engl ] Med (1996) 334:693-9. doi: 10.1056/
NEJM199603143341104

3. NCCN. Clinical Practice Guidelines in Oncology Version 5.2021. Available at:
https://www.ncen.org/guidelines/category_1.

Frontiers in Oncology | www.frontiersin.org

May 2022 | Volume 12 | Article 627895


https://doi.org/10.3322/caac.21492
https://doi.org/10.1056/NEJM199603143341104
https://doi.org/10.1056/NEJM199603143341104
https://www.nccn.org/guidelines/category_1
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

Mou et al.

AKl'in HCC

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

. Lameire NH, Flombaum CD, Moreau D, Ronco C. Acute Renal Failure in

Cancer Patients. Ann Med (2005) 37:13-25. doi: 10.1080/07853890510007205

. Campbell GA, Hu D, Okusa MD. Acute Kidney Injury in the Cancer Patient.

Ady Chronic Kidney Dis (2014) 21:64-71. doi: 10.1053/j.ackd.2013.08.002

. Bellomo R, Kellum JA, Ronco C. Acute Kidney Injury. Lancet (2012) 380

(9843):756-66. doi: 10.1016/S0140-6736(11)61454-2

. Christiansen CF, Johansen MB, Langeberg W], Fryzek JP, Serensen HT.

Incidence of Acute Kidney Injury in Cancer Patients: A Danish Population-
Based Cohort Study. Eur ] Intern Med (2011) 22(4):399-406. doi: 10.1016/
j.€jim.2011.05.005

. Lin WC, Chang CW, Chang CW, Wang TE, Chen MJ, Wang HY. Challenges

of Transarterial Therapy for Hepatocellular Carcinoma in Patients With
Chronic Kidney Disease. Med (Baltimore) (2019) 98(35):¢17007. doi: 10.1097/
MD.0000000000017007

. Hayakawa K, Tanikake M, Kirishima T, Yoshinami N, Shintani H, Yamamoto

E, et al. The Incidence of Contrast-Induced Nephropathy (CIN) Following
Transarterial Chemoembolisation (TACE) in Patients With Hepatocellular
Carcinoma (HCC). Eur Radiol (2014) 24(5):1105-11. doi: 10.1007/s00330-
014-3099-8

Luchini C, Stubbs B, Solmi M, Veronese N. Assessing the Quality of Studies in
Meta-Analyses: Advantages and Limitations of the Newcastle Ottawa Scale.
World ] Meta-Anal (2017) 5:80-4. doi: 10.13105/wjma.v5.i4.80

Cho HS, Seo JW, Kang Y, Bae EJ, Kim HJ, Chang SH, et al. Incidence and Risk
Factors for Radiocontrast-Induced Nephropathy in Patients With
Hepatocellular Carcinoma Undergoing Transcatheter Arterial
Chemoembolization. Clin Exp Nephrol (2011) 15(5):714-19. doi: 10.1007/
s10157-011-0470-9

Bellomo R, Ronco C, Kellum JA, Mehta RL, Palevsky PADQI workgroup. .
Acute Renal Failure E Definition, Outcome Measures, Animal Models, Fluid
Therapy and Information Technology Needs: The Second International
Consensus Conference of the Acute Dialysis Quality Initiative (ADQI)
Group. Crit Care (2004) 8(4):R204-12. doi: 10.1186/cc2872

Mehta RL, Kellum JA, Shah SV, Molitoris BA, Ronco C, Warnock DG, et al.
Acute Kidney Injury Network: Report of an Initiative to Improve Outcomes
in Acute Kidney Injury. Crit Care (2007) 11(2):R31. doi: 10.1186/cc5713
Huo TI, Wu JC, Lee PC, Chang FY, Lee SD. Incidence and Risk Factors for
Acute Renal Failure in Patients With Hepatocellular Carcinoma Undergoing
Transarterial Chemoembolization: A Prospective Study. Liver Int (2004) 24
(3):210-5. doi: 10.1111/j.1478-3231.2004.00911.x

Huo TI, Wu JC, Huang YH, Chiang JH, Lee PC, Chang FY, et al. Acute Renal
Failure After Transarterial Chemoembolization for Hepatocellular
Carcinoma: A Retrospective Study of the Incidence, Risk Factors, Clinical
Course and Long-Term Outcome. Aliment Pharmacol Ther (2004) 19(9):999-
1007. doi: 10.1111/j.1365-2036.2004.01936.x

Park J, Chung CH, Lee JS, Lee BM, Kim DM, Hwang JC, et al. Acute Kidney
Injury After Transarterial Chemoembolization for Hepatocellular Carcinoma:
A Retrospective Analysis. Blood Purif (2008) 26(5):454-9. doi: 10.1159/
000157322

Hsu CY, Huang YH, Su CW, Lin HC, Chiang JH, Lee PC, et al. Renal Failure
in Patients With Hepatocellular Carcinoma and Ascites Undergoing
Transarterial Chemoembolization. Liver Int (2010) 30(1):77-84.
doi: 10.1111/§.1478-3231.2009.02128.x

Lee BC, Liu KL, Lin CL, Kao CH. Risk of Acute Kidney Injury After
Transarterial Chemoembolisation in Hepatocellular Carcinoma Patients: A
Nationwide Population-Based Cohort Study. Eur Radiol (2017) 27(11):4482—
9. doi: 10.1007/s00330-017-4893-x

Zhou CZ, Hou CL, Wang RF, Du LA, Li WF. Analysis of Risk Factors for
Acute Kidney Injury Following Hepatic Arterial Chemoembolization
Inpatients With Hepatocellular Carcinoma of Child Class a. Chin ] Radiol
(2018) 52(3):213-7. doi: 10.3760/cma.j.issn.1005-1201.2018.03.011

Sohn W, Ham CB, Kim NH, Kim HJ, Cho YK, Jeon WK, et al. Effect of Acute
Kidney Injury on the Patients With Hepatocellular Carcinoma Undergoing
Transarterial Chemoembolization. PloS One (2020) 15(12):e0243780.
doi: 10.1371/journal.pone.0243780

Si Y, Sun W, Zhao K, Liu X, Ren K. Impact of Low Serum Hemoglobin on
Development of Contrast-Induced Nephropathy (CIN) in Patients With
Hepatocellular Carcinoma (HCC) Following Transarterial Chemoembolisation

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

38.

39.

(TACE). Int Urol Nephrol (2021) 53(6):1189-95. doi: 10.1007/s11255-020-
02712-7

Tsai MS, Lin CL, Chang SN, Lee PH, Kao CH. Diabetes Mellitus and Increased
Postoperative Risk of Acute Renal Failure After Hepatectomy for
Hepatocellular Carcinoma: A Nationwide Population-Based Study. Ann
Surg Oncol (2014) 21(12):3810-6. doi: 10.1245/s10434-014-3777-4

Lim C, Audureau E, Salloum C, Levesque E, Lahat E, Merle JC, et al. Acute
Kidney Injury Following Hepatectomy for Hepatocellular Carcinoma:
Incidence, Risk Factors and Prognostic Value. HPB (Oxf) (2016) 18(6):540—
8. doi: 10.1016/j.hpb.2016.04.004

Ishikawa S, Tanaka M, Maruyama F, Fukagawa A, Shiota N, Matsumura S,
et al. Effects of Acute Kidney Injury After Liver Resection on Long-Term
Outcomes. Korean ] Anesthesiol (2017) 70(5):527-34. doi: 10.4097/
kjae.2017.70.5.527

Moon Y], Jun IG, Kim KH, Kim SO, Song JG, Hwang GS. Comparison of
Acute Kidney Injury Between Open and Laparoscopic Liver Resection:
Propensity Score Analysis. PloS One (2017) 12(10):¢0186336. doi: 10.1371/
journal.pone.0186336

Bressan AK, James MT, Dixon E, Bathe OF, Sutherland FR, Ball CG. Acute
Kidney Injury Following Resection of Hepatocellular Carcinoma: Prognostic
Value of the Acute Kidney Injury Network Criteria. Can J Surg (2018) 61(5):
E11-6. doi: 10.1503/cjs.002518

XuJ, Xia Y, Li S, Cheng X, Hu S, Gao Y, et al. A Retrospective Pilot Study to
Examine the Potential of Aspartate Aminotransferase to Alanine
Aminotransferase Ratio as a Predictor of Postoperative Acute Kidney Injury
in Patients With Hepatocellular Carcinoma. Ann Clin Biochem (2019) 56
(3):357-66. doi: 10.1177/0004563218817797

Huang YH, Chen CH, Chang TT, Chen SC, Wang SY, Lee PC, et al. The Role
of Transcatheter Arterial Embolization in Patients With Resectable
Hepatocellular Carcinoma: A Nation-Wide, Multicenter Study. Liver Int
(2004) 24:419-24. doi: 10.1111/j.1478-3231.2004.0941.x

Wong F. Acute Kidney Injury in Liver Cirrhosis: New Definition and Application.
Clin Mol Hepatol (2016) 22(4):415-22. doi: 10.3350/cmh.2016.0056

Patschan D, Miiller GA. Acute Kidney Injury in Diabetes Mellitus. Int J
Nephrol (2016) 2016:6232909. doi: 10.1155/2016/6232909

Saner F. Kidney Failure Following Liver Resection. Transplant Proc (2008) 40
(4):1221-4. doi: 10.1016/j.transproceed.2008.03.068

Kilburn DJ, Shekar K, Fraser JF. The Complex Relationship of
Extracorporeal Membrane Oxygenation and Acute Kidney Injury:
Causation or Association? BioMed Res Int (2016) 2016:1094296. doi: 10.
1155/2016/1094296

Peng J, Li X, Zhang D, Chen JK, Su Y, Smith SB, et al. Hyperglycemia, P53,
and Mitochondrial Pathway of Apoptosis are Involved in The Susceptibility of
Diabetic Models to Ischemic Acute Kidney Injury. Kidney Int (2015) 87
(1):137-50. doi: 10.1038/ki.2014.226

Melin J, Hellberg O, Akyiirek LM, Killskog O, Larsson E, Fellstrom BC.
Ischemia Causes Rapidly Progressive Nephropathy in the Diabetic Rat. Kidney
Int (1997) 52(4):985-91. doi: 10.1038/ki.1997.420

Fujimoto A, Furuta M, Totoki Y, Tsunoda T, Kato M, Shiraishi Y, et al.
Whole-Genome Sequencing of Liver Cancers Identifies Etiological Influences
on Mutation Patterns and Recurrent Mutations in Chromatin Regulators. Nat
Genet (2012) 44(7):760-4. doi: 10.1038/ng.2291

. Guichard C, Amaddeo G, Imbeaud S, Ladeiro Y, Pelletier L, Maad IB, et al.

Integrated Analysis of Somatic Mutations and Focal Copy-Number Changes
Identifies Key Genes and Pathways in Hepatocellular Carcinoma. Nat Genet
(2012) 44(6):694-8. doi: 10.1038/ng.2256

. Laurent-Puig P, Legoix P, Bluteau O, Belghiti ], Franco D, Binot F, et al.

Genetic Alterations Associated With Hepatocellular Carcinomas Define
Distinct Pathways of Hepatocarcinogenesis. Gastroenterology (2001)
120:1763-73. doi: 10.1053/gast.2001.24798

Tanase A, Marchio A, Dumitrascu T, Dima S, Herlea V, Oprisan G, et al.
Mutation Spectrum of Hepatocellular Carcinoma From Eastern-European
Patients Betrays the Impact of a Complex Exposome. | Exp Sci Environ
Epidemiol (2014) 25:256-63. doi: 10.1038/jes.2014.16

Tinmouth A, Fergusson D, Yee IC, Héebert PC. Clinical Consequences of Red
Cell Storage in the Critically Ill. Transfusion (2006) 46:2014-27. doi: 10.1111/
j.1537-2995.2006.01026.x

Frontiers in Oncology | www.frontiersin.org

May 2022 | Volume 12 | Article 627895


https://doi.org/10.1080/07853890510007205
https://doi.org/10.1053/j.ackd.2013.08.002
https://doi.org/10.1016/S0140-6736(11)61454-2
https://doi.org/10.1016/j.ejim.2011.05.005
https://doi.org/10.1016/j.ejim.2011.05.005
https://doi.org/10.1097/MD.0000000000017007
https://doi.org/10.1097/MD.0000000000017007
https://doi.org/10.1007/s00330-014-3099-8
https://doi.org/10.1007/s00330-014-3099-8
https://doi.org/10.13105/wjma.v5.i4.80
https://doi.org/10.1007/s10157-011-0470-9
https://doi.org/10.1007/s10157-011-0470-9
https://doi.org/10.1186/cc2872
https://doi.org/10.1186/cc5713
https://doi.org/10.1111/j.1478-3231.2004.00911.x
https://doi.org/10.1111/j.1365-2036.2004.01936.x
https://doi.org/10.1159/000157322
https://doi.org/10.1159/000157322
https://doi.org/10.1111/j.1478-3231.2009.02128.x
https://doi.org/10.1007/s00330-017-4893-x
https://doi.org/10.3760/cma.j.issn.1005-1201.2018.03.011
https://doi.org/10.1371/journal.pone.0243780
https://doi.org/10.1007/s11255-020-02712-7
https://doi.org/10.1007/s11255-020-02712-7
https://doi.org/10.1245/s10434-014-3777-4
https://doi.org/10.1016/j.hpb.2016.04.004
https://doi.org/10.4097/kjae.2017.70.5.527
https://doi.org/10.4097/kjae.2017.70.5.527
https://doi.org/10.1371/journal.pone.0186336
https://doi.org/10.1371/journal.pone.0186336
https://doi.org/10.1503/cjs.002518
https://doi.org/10.1177/0004563218817797
https://doi.org/10.1111/j.1478-3231.2004.0941.x
https://doi.org/10.3350/cmh.2016.0056
https://doi.org/10.1155/2016/6232909
https://doi.org/10.1016/j.transproceed.2008.03.068
https://doi.org/10.1155/2016/1094296
https://doi.org/10.1155/2016/1094296
https://doi.org/10.1038/ki.2014.226
https://doi.org/10.1038/ki.1997.420
https://doi.org/10.1038/ng.2291
https://doi.org/10.1038/ng.2256
https://doi.org/10.1053/gast.2001.24798
https://doi.org/10.1038/jes.2014.16
https://doi.org/10.1111/j.1537-2995.2006.01026.x
https://doi.org/10.1111/j.1537-2995.2006.01026.x
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

Mou et al.

AKl'in HCC

40. Karkouti K, Wijeysundera DN, Yau TM, McCluskey SA, Chan CT, Wong
PY, et al. Advance Targeted Transfusion in Anemic Cardiac Surgical
Patients for Kidney Protection: An Unblinded Randomized Pilot Clinical
Trial. Anesthesiology (2012) 116:613-21. doi: 10.1097/ALN.0b013e
3182475e39

Peres LA, Bredt LC, Cipriani RF. Acute Renal Injury After Partial
Hepatectomy. World ] Hepatol (2016) 8:891-901. doi: 10.4254/wjh.v8.
i21.891

41.

Conlflict 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 © 2022 Mou, Guan and Chen. 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 Oncology | www.frontiersin.org

May 2022 | Volume 12 | Article 627895


https://doi.org/10.1097/ALN.0b013e3182475e39
https://doi.org/10.1097/ALN.0b013e3182475e39
https://doi.org/10.4254/wjh.v8.i21.891
https://doi.org/10.4254/wjh.v8.i21.891
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

	Acute Kidney Injury in Adult Patients With Hepatocellular Carcinoma After TACE or Hepatectomy Treatment
	1 Introduction
	2 Materials and Methods
	Search Strategy
	Study Selection Criteria: Risk Factors, Outcomes, and Follow-Up
	Data Extraction and Study Quality
	Definitions of AKI, Risk Factors, Locoregional Therapy, and Observation Period
	Statistical Analysis

	3 Results
	Literature Search and Study Characteristics
	Patient Characteristics
	Analysis of the Risk Factors for AKI in HCC Patients Receiving TACE Treatment
	3.3 Dangers of AKI in HCC Patients Receiving TACE Treatment
	Analysis of the Risk Factors for AKI in HCC Patients After Hepatectomy

	4 Discussion
	Data Availability Statement
	Author Contributions
	Funding
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


