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Objective: To determine the prognostic values of histopathologic classification of
myeloperoxidase-anti-neutrophi l cytoplasmic antibody (ANCA)-associated
glomerulonephritis and other clinical and laboratory features at the time of presentation
on renal and patient survival associated with myeloperoxidase-ANCA-associated
glomerulonephritis (MPO-ANCA-GN).

Methods: A total of 112 patients diagnosed with MPO-ANCA-GN from October 2005 to
December 2018 were enrolled. The baseline clinical characteristics, renal
histopathological data, and risk factors predictive of renal and patient survival were
retrospectively analyzed.

Results: All 112 patients underwent renal biopsy. Disease in 32 patients was classified as
focal, 26 as mixed, 29 as crescentic, and 25 as sclerotic. Over a median follow-up period
of 41.5 months, there were 44 patients dialysis-dependent. The renal survival rate was
significantly higher in the focal group than the other groups (p < 0.001) and significantly
lower in the sclerotic group (p < 0.05). In addition, disease histopathologically classified as
sclerotic (p = 0.044), high serum creatinine level (≥320 mmol/L, p < 0.001), low albumin
(<30 g/L, p = 0.024) and hemoglobin level (<90 g/L, p = 0.044) were associated with a
greater risk of ESRD. After follow-up, 70 (62.5%) of 112 patients survived. Old age (≥60
years, p = 0.018) and low serum albumin (<30 g/L, p = 0.006) was significant risk factor for
patient survival.

Conclusion: Among patients with MPO-ANCA-GN, those with poor renal function,
disease histopathologically classified as sclerotic, and lower albumin and hemoglobin
levels were risk factors for ESRD, while older age and low serum albumin level were
associated with a greater risk for all-cause mortality.

Keywords: myeloperoxidase-anti-neutrophil cytoplasmic antibody-associated glomerulonephritis, vasculitis,
histopathologic classification, renal survival, patient survival
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INTRODUCTION

Anti-neutrophil cytoplasmic antibody (ANCA)-associated
vasculitis (AAV) is associated with substantial morbidity and
mortality, even with the latest treatment strategies (1). The major
clinicopathological variants of AAV include granulomatosis with
polyangii t is , microscopic polyangii t is , eosinophi l ic
granulomatosis with polyangiitis, and renal-limited vasculitis
(2). Renal involvement in the form of pauci-immune
glomerulonephritis is frequently observed in patients with
ANCA-associated vasculitis. Kidney disease in AAV is
frequently associated with a rapid decline in renal function
that persists or continues to worsen without timely and
adequate immunosuppressive treatment (3). Moreover, AAV is
associated with ANCA specific for myeloperoxidase (MPO-
ANCA) or proteinase 3 (PR3-ANCA), depending on
geographic and race/ethnic differences. Microscopic
polyangiitis accounts for the vast majority of AAV cases, and
MPO-ANCA is much more common than PR3-ANCA in China
(4–6). Some studies have confirmed that advanced age, renal
involvement, lower hemoglobin level, and higher Birmingham
Vasculitis Activity Score (BVAS) were predictors of patient
outcomes (7, 8), while others report that predictors of renal
outcome include histopathologic classification, prior
plasmapheresis, and the presence of anemia, as well as serum
creatinine and serum albumin levels. A higher degree of
proteinuria at diagnosis and during follow-up as well as
persistently elevated anti-MPO levels after induction of
remission was also predictive of poor renal outcome (9–12).
However, relatively few studies have investigated the long-term
prognosis of patient and renal survival associated with MPO-
ANCA-associated glomerulonephritis (MPO-ANCA-GN).
Therefore, the aim of the present retrospective study was to
assess the clinical data of MPO-ANCA-GN patients with renal
histopathologic findings in order to identify risk factors
affecting prognosis.
METHODS

Ethics Statement
The study protocol was approved by the Ethics Committee of the
First Affiliated Hospital of Nanjing Medical University (Nanjing,
Jiangsu, China), and all patients signed a consent form prior to
study participation.

Study Design and Patients
The cohort of this retrospective study consisted of 112 MPO-
ANCA-GN patients newly diagnosed from October 2005 to
December 2018 at the First Affiliated Hospital of Nanjing
Medical University. Patients who met the following criteria
were considered for study inclusion: (1) age of 18–75 years; (2)
fulfillment of the Chapel Hill Consensus Conference
nomenclature criteria for AAV (2); (3) MPO-ANCA positivity;
and (4) diagnosis confirmation by renal biopsy. The follow-up
period of the cohort was from October 2006 to December 2019.
The exclusion criteria were as follows: (1) PR3-ANCA positivity;
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(2) secondary vasculitis (i.e., propyl thiouracil-induced AAV,
Henoch–Schonlein purpura, lupus vasculitis, cryoglobulinemia,
and infection); and (3) the presence of a secondary renal disease,
such as anti-glomerular basement membrane disease,
immunoglobulin A nephropathy, and diabetic nephropathy.
The detail for recruitment was shown in Figure 1.

Clinical and Laboratory Parameters
Baseline data included sex, age, duration of renal involvement,
BVAS, urinary levels of red blood cells and 24-h urine protein, as
well as serum levels of hemoglobin, albumin, urea, creatinine,
uric acid, C reactive protein, and rheumatoid factor (RF). Latex-
enhanced turbidimetric immunoassay (Shanghai Ailex
Technology Co Ltd) was used for measuring the serum levels
of RF according to the manufacturer’s instructions. ANCA levels
were measured with antigen-specific enzyme-linked
immunosorben t a s say (ELISA) , accord ing to the
manufacturer’s instructions (EUROIMMUN). Vasculitis
activity was assessed according to the BVAS, and the estimated
glomerular filtration rate (eGFR) was calculated using the
Chronic Kidney Disease Epidemiology Collaboration (CKD-
EPI) equation (13, 14).

Renal Histopathology
Renal specimens were examined by light microscopy,
immunofluorescence, and electron microscopy using standard
procedures. As described by Berden et al., the renal
histopathology of ANCA-GN was classified as focal (>50%
normal glomeruli), crescentic (>50% glomeruli with cellular
crescents), sclerotic (>50% of glomeruli with global sclerosis),
or mixed (not characterized by one predominant glomerular
phenotype) (15). A semi-quantitative method was used to
classify the extent of involvement of tubulointerstitial lesions as
mild (score = 1, <25% tubulointerstitial involvement), moderate
(score = 2, 25–50% tubulointerstitial involvement), or severe
(score = 3, >50% tubulointerstitial involvement). Another
method proposed by Brix et al. to evaluate chronic
tubulointerstitial lesions score was also adopted by us. The
severity of tubular atrophy and interstitial fibrosis (TA/IF) was
estimated as the percentage of the affected cortical area (16). All
of the renal biopsies were reviewed independently by two
experienced renal pathologists blinded to the clinical data.
Disagreements were resolved by discussion and consensus. The
interobserver variation in histopathologic classification was
tested (kappa > 0.8).

Treatment
During induction therapy, the patient received prednisone (0.5–1
mg/kg/day for 6–8 weeks). Then, the dosage of prednisone was
gradually decreased. Induction immunosuppressive agents
included MMF 1–1.5 g/day orally, twice monthly intravenous
cyclophosphamide at 0.75–1.0 g/m2 body surface area. Cases
with severe pulmonary hemorrhage or renal histopathology
suggestive of crescentic nephritis received intravenous
methylprednisolone (500 mg/d for 3 days) or double-filtered
plasmapheresis (DFPP). After reaching complete remission or
stable partial remission, the patients received maintenance
February 2021 | Volume 11 | Article 607261
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therapy. And the duration of maintenance therapy lasted at least
18 months following successful remission induction.
Maintenance therapy included low-dose prednisone combined
with CTX (intravenous bolus injection of 0.4–0.6 g every 2 to 3
weeks) or mycophenolate mofetil (MMF). The choice of
cyclophosphamide or MMF was dictated by patient preference
or cost.

Follow-Up
Patients were followed up until death, progression to ESRD, or
December 31, 2018. ESRD was defined as the requirement of
long-term renal replacement therapy (RRT), for example,
dialysis or renal transplantation.

Meta-Analysis
We performed a systematic review of the published literatures.
Relevant studies were identified by searching MEDLINE, OVID,
SCOPUS, and EMBASE (updated to September 30, 2020) for
articles by combinations of the following terms: “ANCA,”
“antineutrophil cytoplasmic antibody,” “myeloperoxidase,”
“MPO-ANCA,” “vascu l i t i s ,” “g lomeru lonephr i t i s ,”
Frontiers in Immunology | www.frontiersin.org 3
“histopathology,” “histopathological,” “kidney,” and “renal”.
All eligible articles were retrieved and their references were
reviewed to identify additional relevant studies. All studies that
validated the histopathological classification of MPO-ANCA-
GN patients (that is, MPO-positive patients account for more
than 90% of all AAV patients), were eligible for the inclusion.
Study endpoints include ESRD and RRT.

Statistical Analyses
All data were tested for normality. Continuous variable data are
expressed as the mean ± standard deviation or as the median
(25th and 75th percentiles), while categorical variable data are
expressed as the percentage. Non-parametric variables were
compared using the Mann–Whitney U test. Independent risk
factors associated with patient and kidney survival were assessed
using Kaplan–Meier survival analysis and multivariate Cox
regression model. Results are expressed as hazard ratios (HRs)
with 95% confidence intervals (95% CIs). Analyses were
performed using IBM SPSS Statistics for Windows, version
20.0 (IBM Corporation, Armonk, NY, USA). A probability (p)
value of <0.05 was considered statistically significant.
FIGURE 1 | Flow diagram of patients. GBM, glomerular basement membrane.
February 2021 | Volume 11 | Article 607261
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Meta-analysis was performed using Review Manager Software
(RevMan 5.3; The Nordic Cochrane Centre). Hazard ratios (HRs)
with their corresponding 95% CIs were used to assess the strength
of associations between the histopathological classification and
ESRD risk. Heterogeneity across the studies was evaluated by the
chi-square-based Q test and quantified using I2 tested. The fixed-
effects model would be adopted when the studies were found to be
homogeneous. Otherwise, the random-effects model would be
used. Sensitivity analyses were performed to assess the stability of
the results. Publication bias was estimated with Begg's funnel plot
and Egger's linear regression test. The analyses were done with
Stata software (version 15.1; StataCorp LP, College Station, TX,
USA). All p values were obtained by two-sided test.
RESULTS

Demographic and Clinical Data
The baseline characteristics of all 112 patients enrolled in this
study are presented in Table 1. The study cohort consisted of 56
males and 56 females with a median age of 64.0 (53.0, 72.0) years,
median BVAS of 18.0 (17.0, 21.0), median urine protein of 1.21
(0.60, 2.65) g/24 h, median serum creatinine level at diagnosis of
324.95 (170.15, 653.73) mmol/L, and median eGFR (CKD-EPI) of
17.68 (7.35, 38.48) ml/min. There was no correlation between
serum creatinine and urine protein (r = 0.120, p = 0.258).

Among the 112 patients, 47 (42.0%) received initial RRT and 108
(96.4%) were treated with immunosuppressive medications.
However, four patients were not treated with immunosuppression
Frontiers in Immunology | www.frontiersin.org 4
due to contraindications, such as severe infection. Induction therapy
included glucocorticoids (GCs) plus either MMF (n = 23) or
intravenous CTX (n = 80), or GCs alone (n = 5). Seventy-three
patients (65.2%) received pulse intravenous infusion of
methylprednisolone. In addition to conventional induction
therapy (corticosteroids in combination with CTX), 23 (20.5%)
patients received an average of 3.63 DFPP therapies. The cumulative
dose of CTX was 5.32 g (1.76, 8.62).

Clinical and Renal Histopathologic
Characteristics
All 112 patients underwent renal biopsy. Disease in 32 (28.57%)
patients was classified as focal, 26 (23.21%) as mixed, 29 (25.89%) as
crescentic, and 25 (22.32%) as sclerotic. The degree of renal
insufficiency at diagnosis was more severe in the mixed,
crescentic, and sclerotic groups than in the focal group. Anemia
was more severe in the crescentic group than in the focal group.
Moreover, urine red blood cell counts were significantly greater in
the crescentic and sclerotic groups than in the focal group, while
rheumatoid factor levels were greater in the focal group than in the
sclerotic group and in the mixed group as compared with the
crescentic group. The clinical characteristics of the four groups were
compared and shown in Table 2. The score of acute
tubulointerstitial lesions was significantly lower in the focal group
than in the other three groups (p < 0.001), while the chronic
tubulointerstitial score was significantly higher in the sclerotic group
than in the focal group (p = 0.011). Not surprisingly, the percentage
of normal glomeruli was significantly higher in the focal group than
in the other three groups (p < 0.001) (Table 3).

Predictors of Renal Survival in
MPO-ANCA-GN
Of the 47 patients who required initial RRT, only seven (14.9%)
discontinued RRT, while the other 40 (85.1%) continued to
receive maintenance RRT. Over a median follow-up period of
41.5 (17.50, 83.75) months, there were 47 patients dialysis-
dependent at baseline and seven came off dialysis, while four
progressed to ESRD to follow-up. The incidence of ESRD was
lowest in the focal group (4/32, 12.5%) followed by the crescentic
(13/29, 44.8%), mixed (12/26, 46.2%), and sclerotic (15/25,
60.0%) groups (p < 0.001). Another renal risk score in ANCA-
associated glomerulonephritis proposed by Brix et al. showed
that patients with the percentage of normal glomeruli <10%,
tubular atrophy and interstitial fibrosis ≥25% or eGFR≤15 ml/
min were at greater risk of progression to ESRD (Table 4).

Kaplan–Meier survival analysis showed that the renal survival
rate was significantly higher in the focal group as compared with
the other three groups (p < 0.001, log-rank test) and was
significantly lower in the sclerotic group than in the crescentic
and mixed groups (p < 0.05). Patients with the percentage of
normal glomeruli <25% had the highest risk of developing ESRD
compared with the patients with the normal glomeruli 25–50%
and >50% (p = 0.002, log-rank test), and the patients with >50%
normal glomeruli had the better renal survival than <25% (p =
0.001). The renal survival of patients with TA/IF ≤30% was
significantly higher than that with TA/IF >30% (p < 0.001, log-
TABLE 1 | Baseline data of 112 patients with MPO-ANCA-GN.

Variances Value

Male (n, %) 56 (50.0%)
Age (years) 64.0 (53.0, 72.0)
Duration of renal disease (months) 1.5 (1.0, 3.0)
BVAS at diagnosis 18.0 (17.0, 21.0)
Initial RRT (n, %) 47.0 (42.0%)
DFPP (n, %) 23.0 (20.5%)
Serum creatinine (mmol/L) 324.95 (170.15, 653.73)
eGFR (ml/min/1.73m2) 17.68 (7.35, 38.48)
CRP (mg/L) 40.70 (13.30, 98.20)
RF (IU/ml) 11.40 (10.10, 41.05)
Serum Albumin (g/L) 28.50 (25.28, 32.05)
Hemoglobin (g/L) 79.50 (69.75, 95.75)
Urine red blood cell (/mL) 188.80 (57.10, 664.10)
urine protein (g/24 h) 1.21 (0.60, 2.65)
Extrarenal involvement (n, %)
Lung 61 (54.5)
ENT 39 (34.8)
Skin 15 (13.4)
Abdominal 6 (5.4)
Fever 18 (16.1)

Treatment (n, %)
DFPP 23 (20.5)
GC + CTX 80 (71.4)
GC + MMF 23 (20.5)
GC alone 5 (4.5)
No immunosuppressive therapy 4 (3.6)
February 2021 | Volume 11 | Article 607261
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rank test). In terms of clinical indicators, high levels of serum
creatinine (>320 mmol/L, p < 0.001, log-rank test) and urine red
blood cells (>300/ml, p = 0.04, log-rank test), and low levels of
rheumatoid factor (<20 g/L, p = 0.020, log-rank test), serum
albumin (<30 g/L, p = 0.001, log-rank test), and hemoglobin (<90
g/L, p < 0.001, log-rank test) were associated with progression to
ESRD. Another renal risk score in ANCA-associated
glomerulonephritis proposed by Brix et al. showed that the
patients with high renal risk score group were more likely to
progressed to ESRD than the medium and low score group (p <
0.001, log-rank test). In terms of treatment, the renal survival rate
of the GCs plus MMF group was significantly higher than that of
the GC plus CTX and GCs alone groups (p = 0.020, log-rank
test). It was worth noting that 20 (25.0%) patients were focal, 24
(30.0%) were crescentic, 19 (23.8%) were mixed and 17 (21.3%)
were sclerotic according to renal histopathologic characteristics
in CTX group, while patients in the MMF group with nine
(39.1%) focal, four (17.4%) crescentic, six (26.1%) mixed and
four (17.4%) sclerotic. The percentage of normal glomeruli was
29.91% (16.7%, 50.0%) in CTX group and (33.27 ± 23.27%) in
Frontiers in Immunology | www.frontiersin.org 5
the MMF group. There was no significant difference between the
two groups (p = 0.818). We also measured the renal function
after one month of treatment and found that there was no
correlation between the renal function after one month of
treatment and renal prognosis for one month. Renal survival
curves for the different histopathologic classifications, percentage
of normal glomeruli, serum creatinine levels, urine red blood cell
counts, rheumatoid factor levels, albumin levels, hemoglobin
levels, and treatment regimens are shown in Figure 2.

After adjusting for baseline clinical parameters, including age,
hemoglobin, urinary protein, serum albumin, creatinine,
rheumatoid factor, urine red blood cell counts, treatment
regimens, renal histopathological parameters, multivariate Cox
regression analysis revealed that histopathological classification
of sclerotic disease (p = 0.044), serum creatinine levels of ≥320
mmol/L (p < 0.001), albumin levels of <30 g/L (p = 0.024), and
hemoglobin levels of <90 g/L (p = 0.044) were significantly
associated with a greater risk for progression to ESRD (Table 5).

Four studies were enrolled in our meta-analysis, including our
current study. With a total of 637 patients and 197 renal failure
TABLE 3 | Features of different histopathological types of MPO-ANCA-GN.

Focal (n = 32) Mixed (n = 26) Crescentic (n = 29) Sclerotic (n = 66625) p

Total glomeruli 18.9 ± 12.3 17.6 ± 8.6 17.3 ± 7.0 17.0 (11.5, 26.5) 0.877
Normal glomeruli (%) 66.1 (50.0, 76.3) 29.8 ± 12.9a 22.5 ± 11.7a 11.6 (5.6, 21.7)a,b <0.001
Global sclerotic glomeruli (%) 4.2 (0, 12.2) 23.3 ± 14.4a 11.8 (0, 27.5) 74.1 ± 12.8aa,b <0.001
Cellular crescents (%) 9.6 (0, 23.1) 22.8 ± 15.0 58.3 (55.1, 64.7)a,b 16.7 (7.3, 30.2)c <0.001
Acute tubulointerstitial lesions score 2.0 (1.0, 3.0) 3.0 (2.0, 3.0)a 3.0 (3.0, 3.0)a 3.0 (3.0, 3.0)a <0.001
Chronic tubulointerstitial lesions score 1.0 (1.0, 1.0) 1.0 (1.0, 2.0) 1.0 (1.0, 2.0) 2.0 (1.0, 2.0)a 0.011
Tubular atrophy and
Interstitial fibrosis (%)

15.0 (10.0, 20.0) 20.0 (18.8, 25.0) 20.0 (20.0, 25.0)a 42.6 ± 12.0a,b,c <0.001
Febru
ary 2021 | Volume 11 | Article
aFocal versus mixed, crescentic, and sclerotic (p < 0.01).
bMixed versus crescentic and sclerotic (p < 0.01).
cCrescentic versus sclerotic (p < 0.01).
TABLE 2 | Clinical features of different histopathological types of MPO-ANCA-GN.

Focal (n = 32) Mixed (n = 26) Crescentic (n = 29) Sclerotic (n = 25) p

Male (n, %) 17 (53.1%) 12 (46.2%) 15 (51.7%) 12 (48.0%) 0.95
Age(years) 65.0 (49.5, 71.8) 64.3±10.2 64.0 (53.0, 66.5) 66.0 (55.5, 73.5) 0.676
Duration of renal disease (months) 2.0 (1.0, 3.0) 1.0 (0.95, 3.0) 1.0 (1.0, 2.0) 1.0 (1.0, 4.5) 0.508
BVAS at diagnosis 17.7 ± 3.6 18.0 (18.0, 21.3) 19.1 ± 2.8 18.0 (17.0, 19.0) 0.172
Initial RRT (n, %) 4 (12.5%) 13 (50.0%)b 13 (44.8%)b 17 (68.0%)b <0.001
DFPP (n, %) 2 (6.3%) 6 (23.1%) 7 (24.1%) 8 (32.0%) 0.096
Serum Creatinine (mmol/L) 157.2 (85.5, 229.1) 306.1 (185.2, 666.7)b 430.6 (211.3.2, 670.0)a 557.5 ± 306.6a <0.001
eGFR (mL/min/1.73m2) 41.3 (27.8, 94.8) 18.6 (7.2, 34.7)b 12.1 (6.6, 28.7)a 8.9 (5.4, 17.7)a <0.001
CRP (mg/L) 76.4 (16.4, 119.8) 27.9 (14.7, 71.2) 49.9 (14.9, 104.3) 26.8 (5.7, 76.4) 0.098
RF (IU/mL) 29.9 (10.6, 152.5) 12.5 (10.7, 36.7) 11.1 (10.1, 31.9)c 10.1 (9.5, 11.0)a 0.004
Serum Albumin (g/L) 29.7 ± 8.2 29.7 ± 4.3 28.1 ± 4.3 28.3 ± 4.8 0.543
Hemoglobin (g/L) 91.3 ± 19.4 88.0 ± 23.9 76.0 (67.5, 88.0)b 79.0 (68.0, 82.0) 0.034
Urine red blood cell (/mL) 96.3 (27.0, 207.6) 230.0 (107.7, 1087.8) 358.9 (61.7, 929.7)b 297.2 (114.8, 648.7)b 0.014
urine protein (g/24h) 0.92 (0.58, 1.67) 1.18 (0.56, 4.40) 1.63 (1.05, 2.57) 1.55 (0.44, 2.78) 0.312
Extrarenal involvement (n, %)
Lung 16 (50.0) 14 (53.8) 17 (58.6) 14 (56.0) 0.922
ENT 7 (21.9) 12 (46.2) 11 (37.9) 9 (36.0) 0.264
Skin 3 (9.4) 5 (19.2) 4 (13.8) 3 (12.0) 0.740
Abdominal 3 (9.4) 2 (7.7) 0 1 (4.0) 0.387
Fever 4 (12.5) 5 (19.2) 3 (10.3) 6 (24.0) 0.500
aFocal versus mixed, crescentic, and sclerotic (p < 0.01).
bFocal versus mixed, crescentic, and sclerotic (p < 0.05).
cMixed versus crescentic and sclerotic (p < 0.05).
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events, the renal outcome between focal and crescentic classes
showed significant difference in favor of focal class (HR 0.28, 95%
CI 0.12–0.63, p = 0.002), with no evidence of heterogeneity (I2 =
0%, p = 0.769). Renal outcome between crescentic and sclerotic
classes reported the association of sclerotic class with progression
to renal failure (HR 0.30, 95% CI 0.20–0.46, p < 0.001), with no
evidence of heterogeneity (I2 = 0%, p = 0.895). For the renal
outcome of mixed and sclerotic classes, the results showed the
significant difference that was in favor of mixed class (HR 0.33,
95% CI 0.23–0.49, p < 0.001), with no evidence of heterogeneity
(I2 = 20.1%, p = 0.289). However, there was no difference in the
risk of developing ESRD between the mixed and crescentic
classes (HR 0.69, 95% CI 0.35–1.38, p = 0.30), with no
evidence of heterogeneity (I2 = 0%, p = 0.463). Renal survival
Frontiers in Immunology | www.frontiersin.org 6
using Berden histopathologic classification in MPO-ANCA-GN
patients by traditional meta-analysis is shown in Figure 3.

Risk Factors Influencing Survival of
MPO-ANCA-GN Patients
At the end of the follow up, 70 (62.5%) of 112 patients survived
(5-year survival rate = 40.6%). Among the non-survival patients,
19 patients died due to severe secondary infection, which was the
main cause of death; followed by 12 patients who died of active
vasculitis. Deaths in the remaining 11 patients were caused by
other therapy-associated adverse events. The 5-year survival
rates of the focal, mixed, crescentic, and sclerotic groups were
53.1, 48.1, 27.6, and 32%, respectively (p = 0.138). Kaplan–Meier
survival analysis suggests that age <60 years (p = 0.015, log-rank
TABLE 4 | Brix renal risk score and renal survival in patients with MPO-ANCA-GN.

Variable N(%) HR 95% CI P Points

Percentage of normal glomeruli (N)
N0 >25% 60 (53.6%) Reference 0
N1 10–25% 34 (30.4%) 3.007 1.510–5.986 0.002 4
N2 <10% 18 (16.1%) 2.276 1.014–5.105 0.046 6
Tubular atrophy + interstitial fibrosis (T)
T0 ≤25% 77 (68.8%) Reference 0
T1 >25% 34 (30.4%) 3.412 1.846–6.306 <0.001 2
Renal function at time of diagnosis (eGFR)
G0 >15 ml/min 62 (55.4%) Reference 0
G1 ≤15 ml/min 50 (44.6%) 9.630 4.058–22.853 <0.001 3
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FIGURE 2 | Kaplan–Meier renal survival curve for MPO-ANCA-GN and different risk factors. (A) histopathologic classification, (B) the percentage of normal glomeruli,
(C) tubular atrophy and interstitial frosis, (D) serum creatinine (Cr) level, (E) rheumatoid factor (RF) level, (F) serum albumin (Alb) level, (G) hemoglobin (Hb) level, (H)
urine red blood cell count, (I) treatment regimen and (J) Brix Renal Risk Score according to the risk group (low, 0 points; medium, 2–7 points; high, 8–11 points).
CTX, cyclophosphamide; GC, glucocorticoid; MMF, mycophenolate mofetil.
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test) and serum albumin >30 g/L (p = 0.016, log-rank test) were
associated with better survival (Figure 4). After adjusting for
baseline clinical parameters, including hemoglobin, creatinine,
rheumatoid factor, urine red blood cell counts, treatment
regimens, renal histopathological parameters, Cox regression
analyses revealed that serum albumin (<30 g/L, p = 0.006) was
the only significant risk factor for patient survival (Table 6).
DISCUSSION

The incidence of MPO-AAV is much higher than that of other
types of vasculitis in Asian countries, including China and Japan
(6, 17, 18). Unlike previous studies that mostly targeted all
patients with AAV, only MPO-positive ANCA-GN patients
were included in the present study. Hence, the sample size of
this study was larger than that of most previous studies. The
results of the present study showed that renal survival was
highest in the focal group and lowest in the sclerotic group,
suggesting a significant correlation between the classification of
ANCA-GN and renal prognosis. Similar to some previous
studies of ANCA-GN with renal histopathological data, a study
of 250 patients with ANCA-GN conducted by Bjørneklett et al.
confirmed that renal prognosis was significantly poorer in the
sclerotic group than in the focal and combined mixed/crescentic
groups (19). In a prospective study of 104 patients with AAV (49
diagnosed with MPO-AAV), renal outcome was best in the focal
group, poorest in the sclerotic group, and intermediate in the
mixed and crescentic groups. There was no significant difference
in renal outcome between the mixed and crescentic groups (20).
In another study, after analyzing data from 164 consecutive
patients with biopsy-proven renal involvement of ANCA-
associated vasculitis, Hilhorst et al. proved that the AGN
classification was a practical and informative scheme with
which to categorize patients with ANCA-associated vasculitis,
but adding the percentage of normal glomeruli to the system
seems to improve its predictive value (21). Moreover, in many
pathological classification or renal risk scoring tools of ANCA-
related vasculitis, such as Berden histopathologic classification
and Brix renal risk score, the percentage of normal glomeruli was
regarded as one of the key components of the classification.
Similar to most previous studies, our study was also found as the
predictive value of the percentage of normal glomeruli for renal
survival. However, some early or small sample size studies found
that histological classification was not predictive of renal
Frontiers in Immunology | www.frontiersin.org 7
prognosis, most studies have confirmed the predictive value of
AGN classification for renal prognosis (22, 23). The reason for
the differences in the results of the cited studies might be related
to the inclusion of only patients with ANCA-GN, that is, both
MPO-ANCA-GN and PR3-ANCA-GN. However, the pathology
and prognosis of these two types differ. As compared with PR3-
ANCA, Quintana et al. found that MPO-ANCA was associated
with more severe disease, as demonstrated by a lower frequency
of focal disease and a higher frequency of sclerotic disease, as well
as more advanced interstitial fibrotic change, a lower glomerular
filtration rate at diagnosis, and worse renal function at 1 and 2
years (24). These findings were also confirmed in another study
of MPO-ANCA-GN conducted by Chen et al. (9). However, this
is still controversial since several studies could not find a certain
difference in patient survival in these two types, and one study
showed a worse patient survival in PR3-ANCA (25). Moreover,
our current study showed that only 15% recovered of 47 patients
on RRT, and 44 patients (39.3%) received long-term RRT within
24 months. Additionally, the death rate was 37.5% within a
median follow-up of 41.5 months. In contrast, the study by
Hilhorst et al. showed 40% recovered, whereas Slot et al. reported
that 44% recovered. Also, Slot MC et al. showed only 10%
progressed to ESRD (26, 27). The poor renal prognosis of our
patients enrolled might be related to the lower eGFR at diagnosis
and a higher proportion of patients receiving initial RRT. A study
similar to our results reported twenty-three patients (31%) died
during a median observation period of 30.5 months from Asian
populations (18). Another study of 89 MPO-positive ANCA-GN
patients from China showed that 19 (21.3%) patients died on the
sixth month (28).

The results of the present study also showed that anemia,
hypoalbuminemia, high serum creatinine levels, and a greater
concentration of urine red blood cells at diagnosis were related to
poor renal survival. In a study of 50 patients with sclerotic
ANCA-GN, Menez et al. found that entry eGFR and tubular
atrophy were predictors of renal survival (29). Ford et al. also
confirmed that decreased renal function was predictive of poor
renal outcomes, regardless of the pathological factors identified
by renal biopsy (30). Another renal risk score proposed by Brix
et al., based on percentage normal glomeruli, percentage tubular
atrophy and interstitial fibrosis and eGFR, was considered as a
good predictor of renal outcome in ANCA-associated GN. In
this study, we also found that Brix renal risk score in ANCA-
associated glomerulonephritis was correlated with renal survival.
We conducted a meta-analysis of previous studies that included
the Berden score and analyzed the relationship between the score
and renal prognosis of MPO-ANCA-GN patients and included
the current study. We found that our study and most previous
studies had similar conclusions. As a previously reported
predictor (8, 10), hemoglobin level was also identified in the
present study as an important factor influencing renal survival.
Different from some previous studies, the results of the present
study confirmed that the urine red blood cell count was also
predictive of renal survival. Notably, previous studies have rarely
mentioned this correlation. A study of 149 patients with AAV
conducted by Rhee et al. demonstrated that persistent hematuria was
TABLE 5 | Cox proportional HR of ESRD (multivariate analysis).

Variable HR 95% CI p

Albumin, <30 g/L 2.611 1.131– 6.027 0.024
Hemoglobin, <90 g/L 2.958 1.029–8.501 0.044
Creatinine, ≥320 mmol/L 8.644 3.009–24.829 <0.001
Renal histologic class
Focal group 1.0 (Reference)
Crescentic group 1.434 0.437–4.705 0.552
Mixed group 2.860 0.896–9.131 0.076
Sclerotic group 3.267 1.031–10.353 0.044
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associated with a significantly greater risk of renal relapse, but not
persistent proteinuria (31). Similarly, Vandenbussche et al. found
that hematuria at remission was a risk factor for renal relapse (32).
However, few studies have reported a correlation between
hypoalbuminemia and renal survival. For example, Xu et al.
analyzed 117 patients with ANCA-associated vasculitis and found
that the extent of inflammation was greater, and kidney injury was
more severe in patients with hypoalbuminemia than without (33).
Coincidentally, another study conducted in China also found that
patients with hypoalbuminemia were at greater risk for ESRD (9),
whichmay be due to the fact thatMPO-ANCAwas the main type of
Frontiers in Immunology | www.frontiersin.org 8
AAV and that albumin had an inhibitory effect on the binding
between ANCA and its antigen. In this study, patients receiving GCs
plus MMF were at a lower risk of progression to ESRD as compared
with those receiving GCs plus CTX and GCs alone, which is
consistent with the findings of a previous study (34). However,
Tuin et al. found thatMMFwasmore effective than CTX in inducing
remission of relapsed ANCA-associated vasculitis (35). The reason
for this difference might be that most of the participants their study
were PR3-positive and relapsing patients.

In the present study, older age and hypoalbuminemia were
significant risk factors for survival of patients with MPO-ANCA-
FIGURE 3 | Pooled hazard ratios for renal survival using Berden histopathologic classification in MPO-ANCA-GN patients by traditional meta-analysis.
February 2021 | Volume 11 | Article 607261

https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles


Ge et al. Outcome Predictors in MPO-ANCA-GN
GN. As with most previous studies, the results of the present
study also confirmed that age is an important predictor of the
survival of patients with ANCA-GN (7, 28, 36). Although rarely
mentioned in previous studies, our study confirmed that serum
albumin was also a predictor of survival of patients with ANCA-
GN. Ahn et al. found that the prognostic nutritional index, which
is considered to reflect immune-related nutritional status at
diagnosis, might be useful to assess disease severity and predict
the prognosis of AAV patients. The prognostic nutritional index
is calculated based on the serum albumin level and peripheral
blood lymphocyte count (37). In a multicenter retrospective
study of 149 patients presenting with ANCA-associated
vasculitis and renal involvement, Titeca-Beauport et al.
demonstrated that the parameters of disease activity (i.e.,
albumin level, hemoglobin level, and dialysis status) were
significantly associated with 1-year mortality (38). In contrast,
other studies found no correlation between serum albumin and
patient outcomes (7, 39). In a study involving only patients with
MPO-ANCA-GN, the correlation between albumin levels and
patient survival was not investigated (9). Hence, the present
study is one of relatively few to confirm a correlation between
albumin levels and prognosis of patients with MPO-ANCA-GN.

There were several limitations to the present study that
should be addressed. First, this was a retrospective single-
center study, thus selection bias could not be ruled out.
Second, due to the low incidence of PR3-ANCA-GN in Asia,
differences in patient outcomes between MPO-ANCA-GN and
PR3-ANCA-GN were not investigated. Third, GCs plus CTX
treatment was administered to most patients in the present
study, thus the choice of treatment may bias the results of
renal and patient prognosis.

As one of the few studies focused on MPO-ANCA-GN, the
results of the present study confirmed that renal histopathologic
classification of ANCA-GN in combination with serum levels of
Frontiers in Immunology | www.frontiersin.org 9
creatinine, albumin, and hemoglobin is associated with renal
outcomes. In terms of patient outcomes, age and serum albumin
level were confirmed as predictors in this study.
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TABLE 6 | Cox proportional HR of patient survival (multivariate analysis).

Variable HR 95% CI P

Age (≥60 years) 2.818 1.193–6.655 0.018
Albumin, <30 g/L 3.357 1.424–7.915 0.006
February 2021 | Volume 11 | Article 607261

https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles


Ge et al. Outcome Predictors in MPO-ANCA-GN
REFERENCES

1. Jennette JC, Falk RJ. Small-vessel vasculitis. N Engl J Med (1997) 337:1512–23.
doi: 10.1056/NEJM199711203372106

2. Jennette JC, Falk RJ, Bacon PA, Basu N, Cid MC, Ferrario F, et al. 2012 revised
international chapel hill consensus conference nomenclature of vasculitides.
Arthritis Rheum (2013) 65:1–11. doi: 10.1002/art.37715

3. Moiseev S, Novikov P, Jayne D, Mukhin N. End-stage renal disease in anca-
associated vasculitis. Nephrol Dial Transplant (2017) 32:248–53. doi: 10.1093/
ndt/gfw046

4. Scott DGI, Watts RA. Epidemiology and clinical features of systemic vasculitis.
Clin Exp Nephrol (2013) 17:607–10. doi: 10.1007/s10157-013-0830-8

5. Chang DY, Li ZY, Chen M, Zhao MH. Myeloperoxidase-anca-positive
granulomatosis with polyangiitis is a distinct subset of anca-associated vasculitis:
A retrospective analysis of 455 patients from a single center in china. Semin
Arthritis Rheum (2019) 48:701–6. doi: 10.1016/j.semarthrit.2018.05.003

6. Li ZY, Ma TT, Chen M, Zhao MH. The prevalence and management of anti-
neutrophil cytoplasmic antibody-associated vasculitis in china. Kidney Dis
(Basel) (2016) 1:216–23. doi: 10.1159/000441912

7. Solans-Laque R, Fraile G, Rodriguez-Carballeira M, Caminal L, Castillo MJ,
Martinez-Valle F, et al. Clinical characteristics and outcome of spanish
patients with anca-associated vasculitides: Impact of the vasculitis type,
anca specificity, and treatment on mortality and morbidity. Med
(Baltimore) (2017) 96:e6083. doi: 10.1097/MD.0000000000006083

8. Crnogorac M, Horvatic I, Toric L, Galesic Ljubanovic D, Tisljar M, Galesic K.
Clinical, serological and histological determinants of patient and renal
outcome in anca-associated vasculitis with renal involvement: An analysis
from a referral centre. Int Urol Nephrol (2017) 49:1419–31. doi: 10.1007/
s11255-017-1610-2

9. Chen Y, Bao H, Liu Z, Liu X, Gao E, Zeng C, et al. Risk factors for renal
survival in chinese patients with myeloperoxidase-anca-associated gn. Clin J
Am Soc Nephrol (2017) 12:417–25. doi: 10.2215/CJN.06200616

10. Kawamura T, Usui J, Kaneko S, Tsunoda R, Imai E, Kai H, et al. Anaemia is
an essential complication of anca-associated renal vasculitis: A single
center cohort study. BMC Nephrol (2017) 18:337. doi: 10.1186/s12882-
017-0754-8

11. de Luna G, Chauveau D, Aniort J, Carron PL, Gobert P, Karras A, et al. Plasma
exchanges for the treatment of severe systemic necrotizing vasculitides in clinical
daily practice: Data from the french vasculitis study group. J Autoimmun (2015)
65:49–55. doi: 10.1016/j.jaut.2015.08.003

12. Franssen CF, Stegeman CA, Oost-Kort WW, Kallenberg CG, Limburg PC,
Tiebosch A, et al. Determinants of renal outcome in anti-myeloperoxidase-
associated necrotizing crescentic glomerulonephritis. J Am Soc Nephrol (1998)
9:1915–23. doi: 10.1089/end.1998.12.469

13. Luqmani RA, Bacon PA, Moots RJ, Janssen BA, Pall A, Emery P, et al.
Birmingham vasculitis activity score (bvas) in systemic necrotizing vasculitis.
QJM (1994) 87:671–8. doi: 10.1093/oxfordjournals.qjmed.a068882

14. Inker LA, Schmid CH, Tighiouart H, Eckfeldt JH, Feldman HI, Greene T, et al.
Estimating glomerular filtration rate from serum creatinine and cystatin c.
N Engl J Med (2012) 367:20–9. doi: 10.1056/NEJMoa1114248

15. Berden AE, Ferrario F, Hagen EC, Jayne DR, Jennette JC, Joh K, et al.
Histopathologic classification of anca-associated glomerulonephritis. J Am Soc
Nephrol (2010) 21:1628–36. doi: 10.1681/ASN.2010050477

16. Brix SR, Noriega M, Tennstedt P, Vettorazzi E, Busch M, Nitschke M, et al.
Development and validation of a renal risk score in anca-associated
glomerulonephritis.s. Kidney Int (2018) 94:1177–88. doi: 10.1016/j.kint.
2018.07.020

17. Hilhorst M, van Paassen P, Tervaert JW, Limburg Renal R. Proteinase 3-anca
vasculitis versus myeloperoxidase-anca vasculitis. J Am Soc Nephrol (2015)
26:2314–27. doi: 10.1681/ASN.2014090903

18. Watanabe K, Tani Y, Kimura H, Tanaka K, Hayashi Y, Asahi K, et al. Clinical
outcomes of japanese mpo-anca-related nephritis: Significance of initial renal
death for survival. Intern Med (2012) 51:1969–76. doi: 10.2169/
internalmedicine.51.7727

19. Bjorneklett R, Sriskandarajah S, Bostad L. Prognostic value of histologic
classification of anca-associated glomerulonephritis. Clin J Am Soc Nephrol
(2016) 11:2159–67. doi: 10.2215/CJN.04800516
Frontiers in Immunology | www.frontiersin.org 10
20. Tanna A, Guarino L, Tam FW, Rodriquez-Cubillo B, Levy JB, Cairns TD, et al.
Long-term outcome of anti-neutrophil cytoplasm antibody-associated
glomerulonephritis: Evaluation of the international histological classification
and other prognostic factors. Nephrol Dial Transplant (2015) 30:1185–92. doi:
10.1093/ndt/gfu237

21. Hilhorst M, Wilde B, van Breda Vriesman P, van Paassen P, Cohen Tervaert
JW. Estimating renal survival using the anca-associated gn classification. J Am
Soc Nephrol (2013) 24:1371–5. doi: 10.1681/ASN.2012090912

22. Moroni G, Binda V, Leoni A, Raffiotta F, Quaglini S, Banfi G, et al. Predictors
of renal survival in anca-associated vasculitis. Validation of a histopatological
classification schema and review of the literature. Clin Exp Rheumatol (2015)
33:S-56-63.

23. Hogan SL, Nachman PH, Wilkman AS, Jennette JC, Falk RJ. Prognostic
markers in patients with antineutrophil cytoplasmic autoantibody-associated
microscopic polyangiitis and glomerulonephritis. J Am Soc Nephrol (1996)
7:23–32. doi: 10.1046/j.1464-410X.1996.87540.x

24. Quintana LF, Perez NS, De Sousa E, Rodas LM, Griffiths MH, Sole M, et al.
Anca serotype and histopathological classification for the prediction of renal
outcome in anca-associated glomerulonephritis. Nephrol Dial Transplant
(2014) 29:1764–9. doi: 10.1093/ndt/gfu084

25. Hong Y, Shi P, Liu X, Yang L, Li K, Xu F, et al. Distinction between mpo-anca
and pr3-anca-associated glomerulonephritis in chinese patients: A
retrospective single-center study. Clin Rheumatol (2019) 38:1665–73. doi:
10.1007/s10067-019-04458-9

26. Hilhorst M, Wilde B, van Paassen P, Winkens B, van Breda Vriesman P,
Cohen Tervaert JW. Improved outcome in anti-neutrophil cytoplasmic
antibody (anca)-associated glomerulonephritis: A 30-year follow-up study.
Nephrol Dial Transplant (2013) 28:373–9. doi: 10.1093/ndt/gfs428

27. Slot MC, Tervaert JW, Franssen CF, Stegeman CA. Renal survival and prognostic
factors in patients with pr3-anca associated vasculitis with renal involvement.
Kidney Int (2003) 63:670–7. doi: 10.1046/j.1523-1755.2003.00769.x

28. Li ZY, Gou SJ, Chen M, Zhao MH. Predictors for outcomes in patients with
severe anca-associated glomerulonephritis who were dialysis-dependent at
presentation: A study of 89 cases in a single chinese center. Semin Arthritis
Rheum (2013) 42:515–21. doi: 10.1016/j.semarthrit.2012.09.005

29. Menez S, Hruskova Z, Scott J, Cormican S, Chen M, Salama AD, et al.
Predictors of renal outcomes in sclerotic class anti-neutrophil cytoplasmic
antibody glomerulonephritis. Am J Nephrol (2018) 48:465–71. doi: 10.1159/
000494840

30. Ford SL, Polkinghorne KR, Longano A, Dowling J, Dayan S, Kerr PG, et al.
Histopathologic and clinical predictors of kidney outcomes in anca-
associated vasculitis. Am J Kidney Dis (2014) 63:227–35. doi: 10.1053/
j.ajkd.2013.08.025

31. Rhee RL, Davis JC, Ding L, Fervenza FC, Hoffman GS, Kallenberg CGM, et al.
The utility of urinalysis in determining the risk of renal relapse in anca-
associated vasculitis. Clin J Am Soc Nephrol (2018) 13:251–7. doi: 10.2215/
CJN.04160417

32. Vandenbussche C, Bitton L, Bataille P, Glowacki F, Azar R, Hatron PY, et al.
Prognostic value of microscopic hematuria after induction of remission in
antineutrophil cytoplasmic antibodies-associated vasculitis. Am J Nephrol
(2019) 49:479–86. doi: 10.1159/000500352

33. Xu PC, Tong ZY, Chen T, Gao S, Hu SY, Yang XW, et al. Hypoalbuminaemia
in antineutrophil cytoplasmic antibody-associated vasculitis: Incidence and
significance. Clin Exp Rheumatol (2018) 36:603–11.

34. Hu W, Liu C, Xie H, Chen H, Liu Z, Li L. Mycophenolate mofetil versus
cyclophosphamide for inducing remission of anca vasculitis with moderate
renal involvement. Nephrol Dial Transplant (2008) 23:1307–12. doi: 10.1093/
ndt/gfm780

35. Tuin J, Stassen PM, Bogdan DI, Broekroelofs J, van Paassen P, Cohen
Tervaert JW, et al. Mycophenolate mofetil versus cyclophosphamide
for the induction of remission in nonlife-threatening relapses of
antineutrophil cytoplasmic antibody-associated vasculitis: Randomized,
controlled trial. Clin J Am Soc Nephrol (2019) 14:1021–8. doi: 10.2215/
CJN.11801018

36. Booth AD, AlmondMK, Burns A, Ellis P, Gaskin G, Neild GH, et al. Outcome
of anca-associated renal vasculitis: A 5-year retrospective study. Am J Kidney
Dis (2003) 41:776–84. doi: 10.1016/S0272-6386(03)00025-8
February 2021 | Volume 11 | Article 607261

https://doi.org/10.1056/NEJM199711203372106
https://doi.org/10.1002/art.37715
https://doi.org/10.1093/ndt/gfw046
https://doi.org/10.1093/ndt/gfw046
https://doi.org/10.1007/s10157-013-0830-8
https://doi.org/10.1016/j.semarthrit.2018.05.003
https://doi.org/10.1159/000441912
https://doi.org/10.1097/MD.0000000000006083
https://doi.org/10.1007/s11255-017-1610-2
https://doi.org/10.1007/s11255-017-1610-2
https://doi.org/10.2215/CJN.06200616
https://doi.org/10.1186/s12882-017-0754-8
https://doi.org/10.1186/s12882-017-0754-8
https://doi.org/10.1016/j.jaut.2015.08.003
https://doi.org/10.1089/end.1998.12.469
https://doi.org/10.1093/oxfordjournals.qjmed.a068882
https://doi.org/10.1056/NEJMoa1114248
https://doi.org/10.1681/ASN.2010050477
https://doi.org/10.1016/j.kint.2018.07.020
https://doi.org/10.1016/j.kint.2018.07.020
https://doi.org/10.1681/ASN.2014090903
https://doi.org/10.2169/internalmedicine.51.7727
https://doi.org/10.2169/internalmedicine.51.7727
https://doi.org/10.2215/CJN.04800516
https://doi.org/10.1093/ndt/gfu237
https://doi.org/10.1681/ASN.2012090912
https://doi.org/10.1046/j.1464-410X.1996.87540.x
https://doi.org/10.1093/ndt/gfu084
https://doi.org/10.1007/s10067-019-04458-9
https://doi.org/10.1093/ndt/gfs428
https://doi.org/10.1046/j.1523-1755.2003.00769.x
https://doi.org/10.1016/j.semarthrit.2012.09.005
https://doi.org/10.1159/000494840
https://doi.org/10.1159/000494840
https://doi.org/10.1053/j.ajkd.2013.08.025
https://doi.org/10.1053/j.ajkd.2013.08.025
https://doi.org/10.2215/CJN.04160417
https://doi.org/10.2215/CJN.04160417
https://doi.org/10.1159/000500352
https://doi.org/10.1093/ndt/gfm780
https://doi.org/10.1093/ndt/gfm780
https://doi.org/10.2215/CJN.11801018
https://doi.org/10.2215/CJN.11801018
https://doi.org/10.1016/S0272-6386(03)00025-8
https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles


Ge et al. Outcome Predictors in MPO-ANCA-GN
37. Ahn SS, Jung SM, Song JJ, Park YB, Lee SW. Prognostic nutritional index is
associated with disease severity and relapse in anca-associated vasculitis. Int J
Rheum Dis (2019) 22:797–804. doi: 10.1111/1756-185X.13507

38. Titeca-Beauport D, Francois A, Lobbedez T, Guerrot D, Launay D, Vrigneaud L,
et al. Early predictors of one-year mortality in patients over 65 presenting
with anca-associated renal vasculitis: A retrospective, multicentre study. BMC
Nephrol (2018) 19:317. doi: 10.1186/s12882-018-1102-3

39. Salmela A, Tornroth T, Poussa T, Ekstrand A. Prognostic factors for survival
and relapse in anca-associated vasculitis with renal involvement: A clinical
long-term follow-up study. Int J Nephrol (2018) 2018:6369814. doi: 10.1155/
2018/6369814
Frontiers in Immunology | www.frontiersin.org 11
Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2021 Ge, Yang, Yu, Sun, Zhang, Yuan, Zeng, Wang, Mao and Xing. 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.
February 2021 | Volume 11 | Article 607261

https://doi.org/10.1111/1756-185X.13507
https://doi.org/10.1186/s12882-018-1102-3
https://doi.org/10.1155/2018/6369814
https://doi.org/10.1155/2018/6369814
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/immunology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/immunology#articles

	Outcome Predictors of Biopsy-Proven Myeloperoxidase-Anti-Neutrophil Cytoplasmic Antibody-Associated Glomerulonephritis
	Introduction
	Methods
	Ethics Statement 
	Study Design and Patients
	Clinical and Laboratory Parameters
	Renal Histopathology
	Treatment
	Follow-Up
	Meta-Analysis
	Statistical Analyses

	Results
	Demographic and Clinical Data
	Clinical and Renal Histopathologic Characteristics
	Predictors of Renal Survival in MPO-ANCA-GN
	Risk Factors Influencing Survival of MPO-ANCA-GN Patients

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	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 true
  /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 true
  /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 true
  /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


