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Abstract: Chronic kidney disease (CKD) affects > 10% of the global adult population and significantly
increases the risk of cardiovascular disease (CVD), which remains the leading cause of death in this
population. The development and progression of CVD—compared to the general population—is
premature and accelerated, manifesting as coronary artery disease, heart failure, arrhythmias, and
sudden cardiac death. CKD and CV disease combine to cause multimorbid cardiorenal syndrome
(CRS) due to contributions from shared risk factors, including systolic hypertension, diabetes mellitus,
obesity, and dyslipidemia. Additional neurohormonal activation, innate immunity, and inflammation
contribute to progressive cardiac and renal deterioration, reflecting the strong bidirectional interac-
tion between these organ systems. A shared molecular pathophysiology—including inflammation,
oxidative stress, senescence, and hemodynamic fluctuations characterise all types of CRS. This review
highlights the evolving paradigm and recent advances in our understanding of the molecular biology
of CRS, outlining the potential for disease-specific therapies and biomarker disease detection.
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1. Introduction

Chronic kidney disease (CKD) is a major public health concern affecting at least 10%
of the population worldwide (>800 million people), and this prevalence is expected to
increase as a result of growing rates of diabetes mellitus and hypertension [1]. In 2017,
CKD resulted in 1.2 million deaths and incurred a burden of 35 million disability-adjusted
life years internationally [2]. Health resource allocation for CKD treatment has increased
substantially in recent years in some countries; however, patients globally continue to
experience dramatically reduced life expectancy. Morbidity and mortality among patients
with CKD is largely attributable to cardiovascular disease (CVD) [3], with a markedly
increased risk of cardiovascular events in adult and paediatric populations [4]. Cardio-
vascular mortality risk escalates with the severity of CKD, reaching 100× the rate in the
general population [5]. Even mild-to-moderate loss of renal function is strongly associated
with increased cardiovascular mortality [5,6]. Conversely, cardiovascular disease accounts
for the highest annual healthcare expenditure (AUD 5.7 billion in Australia) [7]; mortality
and medical costs increase with CKD severity.
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Kidney and heart function are intrinsically linked, and this interdependent
relationship—where the dysfunction of one organ induces pathological changes in the
other—is known as cardiorenal syndrome (CRS). Despite a consensus definition published
in 2010 [8], there has been minimal progress on our understanding of CRS pathophysiol-
ogy [9], the exclusion of CRS patients from clinical trials [10], no biomarker development
for clinical use [11], and limited therapeutic interventions that improve outcomes. CVD
and CKD share modifiable co-morbidities (smoking, hypertension, and dyslipidaemia),
non-modifiable comorbidities (increased age, genetic predisposition, and diabetes) and
pathophysiology (systemic inflammation, oxidative stress, matrix deposition, and fibro-
sis) that contribute to the development and progression of disease. Understanding the
pathogenesis of CRS requires focus on the molecular links that regulate cross-talk between
the heart and kidney. Accumulated toxins are the cause of uraemia in CKD, and robust
evidence establishes uraemic toxins as central to the deranged molecular pathways in both
CVD and CKD [12]. However, protein-bound uraemic toxins are not removed by dialysis,
and this poses management difficulties and a substantial therapeutic challenge.

2. Clinical Manifestations of CRS

The relationship between renal and cardiac function was first described by Robert
Bright [13], but it took >150 years before a formal cardio-centric definition was formed [14],
followed by bidirectional classifications [15] of clinical syndromes (namely CRS type 1–5)
that recognized the primary contribution of both organs to acute or chronic pathophys-
iology. Although the Acute Dialysis Quality Initiative improved the definition of CRS
phenotypes, the simplification is not necessarily utilitarian in clinical practice, where the
initial insult and subsequent exacerbating events can be difficult to dissect and may not
fundamentally change therapeutic decision making. A subsequent classification that is
based on pathophysiological changes [16]—including hemodynamic, neurohumoral, in-
flammatory, and biochemical changes—broadly identifies causative factors that can direct
the development of specific treatment options.

This review provides a predominantly “renocentric” view of CRS—there are many
excellent reviews of primary cardiac dysfunction leading to renal impairment [11]. CVD
manifestations require the dysregulation of different cell types within the heart (Figure 1).
Ischemic heart disease due to coronary artery atherosclerosis is more prevalent in patients
with CKD [17], demonstrating accelerated progression. Although there is no epidemiologi-
cal relationship between the duration of renal replacement therapy, specifically haemodialy-
sis, and the worsening of coronary artery disease [18], the incidence of myocardial infarction
is high in the first week [19] and year [20] after commencing HD with uniformly poor
outcomes. A recent meta-analysis demonstrated fewer cardiovascular events in patients
undergoing peritoneal dialysis, but mortality was greater [21]. The causality underscoring
these differences is not well understood, although haemodialysis-specific syndromes such
as intradialytic hypotension and myocardial stunning are contributors [22,23]. More recent
data suggest that the aggressive management of traditional CV risk factors has led to a
decline in the incidence of significant coronary artery disease [24].

2.1. Coronary Artery Disease

While the total atheromatous burden is similar in CKD (compared to the general
population), the nature of coronary artery plaque is altered. The most marked difference
is hydroxy-apatite deposition leading to intimal and medial calcification and medial wall
thickening [25,26]. The clinical presentation of CAD is also modified in CKD patients,
often with a paucity of symptoms limited to dyspnoea and fatigue, or arrythmias, and
lacking classical chest/arm pain. The risk of impaired coronary perfusion is exacerbated by
concurrent left ventricular hypertrophy (LVH), which increases myocardial oxygen demand.
Recurrent occult ischemia promotes cardiomyocyte apoptosis and extracellular matrix
(ECM) deposition, leading to fibrosis (which, in turn, promotes capillary rarefaction) [27],
LV stiffness, and diastolic dysfunction. The supply–demand mismatch predisposes patients
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to non-ST-segment elevation myocardial infarction, although presentation with acute ST-
elevation infarction is more common [28]. Coronary artery calcification serves as a robust
marker of CV risk in CKD patients [29], but evidence on modifiability remains limited [30].
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Figure 1. Cellular components of adult human heart. Human adult heart tissue consists of cardio-
myocytes (42.7%), fibroblasts (28.9%), endothelial cells (9.8%), vascular smooth muscle cells (2.0%), 
pericytes (6.4%), adipocytes (3.0%), neuronal cells (0.5%), and various types of immune cells (leuko-
cytes 6.1% and lymphocytes 0.5%). The cells are supported and segregated within a dynamic three-
dimensional network—an extracellular matrix (ECM)—which is involved in regulating intercellular 
communication. 
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diomyocytes (42.7%), fibroblasts (28.9%), endothelial cells (9.8%), vascular smooth muscle cells
(2.0%), pericytes (6.4%), adipocytes (3.0%), neuronal cells (0.5%), and various types of immune
cells (leukocytes 6.1% and lymphocytes 0.5%). The cells are supported and segregated within a dy-
namic three-dimensional network—an extracellular matrix (ECM)—which is involved in regulating
intercellular communication.

2.2. Left Ventricular Hypertrophy (LVH)

The prevalence of LVH is estimated to be 30% in CKD patients, increasing to 80% with
end-stage disease, and remains a strong independent predictor of survival. Increases in
afterload (systolic hypertension and arterial remodelling that promotes stiffness), preload
(intravascular volume expansion), and non-traditional risk factors (discussed below) con-
tribute to initial concentric hypertrophy and heart failure with preserved ejection fraction
(HFpEF). The disproportionate rise in LV diastolic pressure for any increment in volume
leads to retrograde pulmonary venous congestion, eventually impacting right heart func-
tion. An elevated central venous pressure can further impair renal function by limiting the
glomerular perfusion gradient. An ongoing LV overload promotes further maladaptive
changes, including eccentric hypertrophy and dilatation, resulting in HF with reduced EF
(HfrEF). The risk of hospitalization, CV death, and all-cause mortality in patients with
congestive heart failure is increased in CKD [31]. More recent data suggest that CKD
has a greater impact on mortality with an HfrEF phenotype [32], as well as in patients
undergoing percutaneous coronary intervention [33]. The bidirectional impact of HF and
CKD has been seen in the placebo groups of recent notable cardiovascular trials, including
EMPEROR [34], DAPA-HF [35], DAPA-CKD [36,37], and CREDENCE [38].

2.3. Valvular Heart Disease

Valvular heart disease is prevalent in patients with CKD, with a predilection for
aortic and mitral valves that contributes to stenosis and regurgitation phenotypes [39].
Aortic valvular disease is most common, and valve calcification is likely accelerated by
deranged calcium–phosphate balance and metabolic bone disease driven by secondary
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hyperparathyroidism, shear stress endothelial damage, and the accumulation of uremic
toxins. Both native and bioprosthetic valves are susceptible to accelerated structural
deterioration in CKD compared to the general population [40].

2.4. Sudden Cardiac Death

Sudden cardiac death is a common cause of CV death in CKD patients undergoing
dialysis-based renal replacement therapy [5], with an estimated event rate of 59 deaths
per 1000 patient years (compared to 1 death per 1000 patient years in the general popu-
lation). Data from the USRDS demonstrates that the rate of sudden cardiac death is 50%
higher in HD compared to PD in the first 3 months after commencing RRT, although the
difference does not persist beyond 2 years [41]. It is thought that the intermittent nature
of haemodialysis—particularly the electrolyte derangement and volume shifts that are
the most marked in the immediate post-dialysis and dialysis-free intervals—rather than
coronary artery disease per se may be a significant contributor [42,43]. Few studies have
documented causative arrhythmias at the time of sudden cardiac death, with the majority
being ventricular fibrillation/tachycardia [44] in addition to asystole and bradyarrhyth-
mia [45]. The use of implantable cardioverter defibrillator devices is effective in the general
population, but using them in end-stage kidney disease did not reduce the rate of sudden
cardiac death or all-cause mortality [46,47].

3. Molecular Mechanisms Underlying CRS

There are very few pre-clinical or human studies that focus specifically on cardiorenal
syndrome (CRS); therefore, many of the molecular mechanisms identified are extrapolated
from the existing cardiovascular literature in the context of normal renal function. Until
recently, many large cardiovascular trials excluded patients with any degree of impaired
renal function. Despite the robust association between CKD and cardiovascular morbidity
and mortality, CRS patients are excluded from approximately 80% of clinical trials [48] and
insufficiently considered in guidelines, resulting in a paucity of published data. In rodent
studies—regardless of the mechanism of the primary renal insult—cardiovascular mani-
festations (hypertension, LVH, etc.) can vary by genetic background [49] as well as other
factors including microbiome and age. In addition, the traditional 5/6 nephrectomy model,
which is considered an excellent translational model to compare with human disease [50],
is hampered by high mortality [51] and is less frequently used. This highlights the fact that
molecular pathways driving CRS—and potential therapeutic opportunities—remain to be
discovered. Here, we summarise recent advances in the field of cardiorenal syndrome,
including putative mechanisms that worsen the disease, and potential clinical implications.

4. Inflammation in CRS (Figure 2)

The role of inflammation in the progression of kidney diseases has been firmly es-
tablished over the past three decades [52], and in pre-clinical studies, this appears to be
independent of the primary renal insult. Chronic inflammation in patients with CKD,
particularly those undergoing dialysis, is associated with a heightened risk of all-cause and
CV mortality [53]. Individuals with CKD exhibit elevated levels of inflammatory markers,
including C-reactive protein (CRP) [54], interleukin (IL)-1β, IL-6, and tumour necrosis
factor (TNF) [55]. The inflammatory response in CKD is multifactorial, stemming from
uremic toxins that promote oxidative stress [56], a predisposition to infection [57], intestinal
dysbiosis [58], metabolic acidosis [59], and diminished renal clearance of cytokines and
toxins [60].
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Figure 2. Factors involved in cardiorenal inflammation. The kidney and heart functions are inter-
dependently linked, and several common factors have been involved in the chronic inflammation
demonstrated in chronic kidney disease (CKD) and cardiovascular disease (CVD). Abbreviation:
RAAS, renin angiotensin aldosterone systems.

A pro-inflammatory milieu attenuates the stimulatory effects of erythropoietin [61],
elevates resting energy expenditure [62], and suppresses the production of growth hor-
mone, insulin-like growth factor 1, and anabolic hormones (reviewed in [63]), leading to
sarcopenia and malnutrition [64]. Systemic inflammation is associated with both HF [65]
and acute CRS [66] in human studies, and the causal significance of inflammation in CV
disease among patients with CKD is underscored by the Canakinumab Anti-Inflammatory
Thrombosis Outcomes Study (CANTOS) trial [67], and a recent secondary analysis where
only inflammatory biomarkers, and not LDL cholesterol, predicted CV events [68]. Sim-
ilarly, a double-blind, randomized, placebo-controlled phase 2 trial of the IL-6 antibody
ziltivekimab demonstrated reduced inflammatory and thrombotic markers in patients with
stage 3/4 CKD at high risk of atherosclerotic events [69], reduced erythropoietic require-
ments in those with end-stage kidney disease (a recognised risk factor for CV disease), and
promoted inflammatory hyporesponsiveness [70].

Biomarkers of inflammation, such as high-sensitivity CRP (hs-CRP), tumour necrosis
factor-α receptor 2 (TNF-αR), white blood cell count, and IL-6, have been identified as
predictors for the development of CKD [71]. In the Chronic Renal Insufficiency Cohort,
inflammatory metrics, including hs-CRP, IL-1β, IL-1 receptor antagonist, IL-6, TNF-α,
TNF-β, fibrinogen, and serum albumin, predicted faster progression to kidney failure [71]
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and atherosclerotic vascular disease and death, which has been confirmed by more recent
studies [72–74]. However, a meta-analysis investigating the role of hs-CRP in coronary
artery disease, stroke, and death in the general population failed to demonstrate any
predictive relevance of this biomarker [75,76].

4.1. Genetics of Inflammation

In the largest genome-wide association study on CRP in UK Biobank participants
(N = 427,367 people of European descent) and the Cohorts for Heart and Aging Research
in Genomic Epidemiology (CHARGE) Consortium (total N = 575,531, also a predominantly
European population), a weighted genetic risk score of CRP was associated with 27 clinical
outcomes, including coronary heart disease [77]. However, the inverse variance weighting
method failed to confirm the causal nature of this association.

In the general population, a missense variant in the IL-6 receptor gene locus (rs2228145)
has been linked to lower levels of systemic inflammation and a reduced risk for myocardial
infarction and stroke [78]. Similarly, a common intronic variant (rs10754555) of the NLRP3
gene with a 40% minor allele frequency has been associated with evidence of inflammasome
activation, high hs-CRP, and an elevated risk of ischemic heart disease and cardiovascular
mortality [79]. In European (Italian) patients with stage 2–5 CKD, high serum IL-6 was
associated with a history of cardiovascular disease and predicted incident cardiovascular
events, and this relationship was accompanied by the G174C polymorphism in the IL-6
gene [80]. This finding has been corroborated in other ethnicities [81]. Large-scale analyses
from the UK Biobank have shown that genetic differences in IL-6 signalling preferentially
modified the coronary artery disease risk to a greater extent among those with CKD than
without [82].

Genetic studies in patients maintained on RRT also support a key role of inflammation—a
recent study demonstrated that an IL-6 gain-of-function variant was significantly asso-
ciated with the risk of all-cause mortality—although not specifically CV outcomes [83].
Genetic association studies of inflammation in patients with CKD are limited, although the
application and integration of genomics to the diagnosis of CKD may change the current
knowledge base. A small case–control study, including patients undergoing dialysis and
healthy control subjects, found that single nucleotide polymorphisms within the Il1rn, Il1a,
and Il1b genes were associated with a higher risk of end-stage kidney disease [84]. In a
study involving >2000 Japanese individuals, the rs4845625 variant of the IL6 receptor was
significantly associated with CKD [85].

4.2. The Impact of Innate Immune Signalling (Figure 3)

Inflammation is also key in the initiation, progression, and clinical manifestation of
CVD. Recently published data from >30,000 patients undergoing statin therapy suggests
that the residual inflammatory risk is more significantly linked to future CV events than
LDL cholesterol [86]. The recognition of various molecular patterns with shared structural
and physicochemical properties by pattern recognition receptors (PRRs) represents a fun-
damental principle of the innate immune system [87]. These patterns can originate from
exogenous pathogens, such as bacteria, viruses, or fungi [known as pathogen-associated
molecular patterns (PAMPs)], or from endogenous mediators released from damaged cells
(known as damage-associated molecular patterns (DAMPs)) [88]. The activation of PRRs
alters the activity of transcription factors, inducing the expression of pro-inflammatory cy-
tokines (in the case of NF-κB and activator protein-1 (AP1)) or anti-inflammatory pathways
(in the case of Nrf2) [89], reducing oxidative stress, inducing the expression of antioxidative
enzymes such as catalase and superoxide dismutase, and directly regulating the expression
of pro-inflammatory NF-κB target genes.
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Figure 3. Inflammation underlies the molecular mechanisms in cardiorenal syndrome (CRS). The
innate and adaptive immune system are composed of various immune cells that can respond
to pathogen-associated molecular patterns (PAMPs) and damage-associated molecular patterns
(DAMPs) through recognising cytosolic or surface pattern recognition receptors (PPRs). Effector
responses include the release of cytokines, e.g., interleukin (IL)-1β, IL-6, and tumour necrosis factor
(TNF)-α. The excess and/or prolonged existence of these cytokines can lead to the clinical manifes-
tations of left ventricular hypertrophy (LVH), fibrosis, and diastolic dysfunction. With or without
treatment, the disease can typically progress into heart failure (HF), which can be differentiated into
HF with preserved ejection fraction (HFpEF) and/or HF with reduced EF (HFrEF).

Several classes of PRRs exist, including Toll-like receptors (TLRs) and C-type lectin
receptors expressed on the cell surface, as well as NOD-like receptors (NLRs), absent in
melanoma 2 (AIM2), and retinoic acid-inducible gene-I-like receptors (RIG I-like receptors)
located in the cytoplasm. In response to distinct PAMPs and DAMPs, NLRs and AIM2 form
multimeric cytosolic protein complexes, known as inflammasomes. Of these, the NLRP3
inflammasome has been most extensively studied in CRS. Two signals are activated by
DAMPs during stress. The first is through the classical TLR2/4 pathway, releasing IL-1β.
This cytokine is fundamental to maintaining cardiac alterations during CRS type 3 [90]. The
second signal involves the NLRP3 pathway, initiated by the phagocytosis of DAMPs and
activated through lysosomal damage. The activation of the NOD-type intracytoplasmic
receptor (NLR) family leads to the formation of protein complexes called inflammasomes,
including the NLRP3 inflammasome. NLRP3 is formed by three basic structures: NOD-
type receptors, adapter protein (ASC), and pro-caspase 1. These active caspases induce the
proteolytic maturation of IL-1β and IL-18, which are released into the extracellular environ-
ment to stimulate other cells, such as cardiomyocytes and podocytes [91]. Both signalling
pathways have been studied in acute kidney injury [90] (renal ischemia reperfusion injury)
and diabetic mice [92], and in both models, signal 2 demonstrated significant importance
for maintaining cardiac alterations (via macrophages), suggesting it as a potential therapy
tool for CRS.

4.3. Inflammatory Cytokines as Effector Molecules in CRS

The IL-1 family of cytokines consists of 11 cytokines (including IL-1α, IL-1β, and
IL-18) that bind to 10 IL-1 receptors (IL-1Rs) [93] and are relevant as mediators and/or
potential therapeutic targets in CVD [94]. While the maturation of IL-1β is mediated by the
inflammasome, the processing of pro-IL-1α is inflammasome-independent [95]. In contrast
to pro-IL-1β, pro-IL-1α is constitutively expressed by various cell types and is already
biologically active in its proprotein form [96]. It can translocate into the nucleus, acting as a
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transcription factor, but can also be shuttled to the cell membrane, mediating the activation
of other cells via the activation of IL-1R1 in a paracrine manner [97]. Intracellular pro-IL-1α
is cleaved by the calcium-dependent protease calpain, and membrane-associated pro-IL-1α
is cleaved by extracellular proteases, such as granzyme B [97,98]. Membrane-bound pro-IL-
1α can also be processed by thrombin, establishing a link between innate immunity and
coagulation, which is relevant in the context of wound healing, platelet loss, and human
sepsis [99], as well as atherosclerotic plaque rupture and acute myocardial infarction.

Altered innate immunity has emerged as a factor in the pathogenesis of CVD from
atherosclerosis to HF [100]. Every step of atherogenesis, from endothelial dysfunction,
to transforming macrophages into foam cells, to plaque formation and rupture, depends
on inflammatory cytokines and the cellular constituents of the inflammatory response.
In myocardial infarction, hematopoietic stem and progenitor cells are activated with a
shift towards myelopoiesis [101]. Psychological stress, a factor of major relevance for
coronary heart disease [102], induces the remodelling of chromatin and the transcriptomic
reprogramming of monocytes to a primed hyperinflammatory phenotype [103].

Interestingly, lipopolysaccharide injection in mice on a Western diet that are subse-
quently switched back to a normal diet incites a stronger pro-inflammatory response. This
phenomenon—defined as “hematopoietic reprogramming”—is mediated by NLRP3 in the
bone marrow [104]. Somatic mutations in the cells of the hematopoietic system accumulate
during aging and are detected in about 10% of individuals over 65 years of age. These
mutations arise in genes associated with leukemia or lymphoma and are defined as “clonal
haematopoiesis of indeterminate potential” (CHIP) [105]. The risk of these mutations
extends to CVD because carriers are at a higher risk of myocardial ischemia and ischemic
stroke [106]. Further research is required to determine whether these pathways would be
relevant in CKD and the development of CRS.

4.4. Innate Immune Cells in CRS

Cells of the monocyte/macrophage/dendritic cell lineage, as well as T cells, are
crucial effectors of the innate immune response [107] that are pathologically involved in
the development of CRS, although data are sparse. An angiotensin II (Ang II)-induced
model of renal damage demonstrated that renal DC expressed major histocompatibility
complex (MHC) class II and CD86 (markers of maturation), promoting the infiltration of
CD4+ and CD8+ T cells into the kidney [108]. This effect was limited by the administration
of the anti-lymphoproliferative agent mycophenolate mofetil, prednisolone, or the TNFa
decoy receptor etanercept.

The coordination of the immune response following injury leads to sequential immune
cell infiltration into the heart (as it does to the kidney), contributing to cardiac inflammation
and fibrosis. Experimental models of HF suggest a pivotal role for pro-inflammatory
mediators in development, progression, and mortality [109]. However, clinical trials
directly targeting TNF-α in HF have shown no benefit [110,111], although more recent
clinical trials targeting IL-6 [69] and IL-1b [67] have shown greater therapeutic promise.
Thus, immune modulation in HF remains a subject of debate.

A recent study using a two-hit preclinical HF model demonstrates that impaired T cell
IRE1α/XBP1 signalling directs inflammation in HfpEF [112]. Additionally, high sodium
intake can impact systemic immune responses by altering the intestinal microbiome and
immunomodulatory metabolites [113]. High sodium levels promote Th17 cell polarisation
that display a pro-inflammatory phenotype [114] and provoke experimental autoimmune
encephalitis. The potential link with CRS is unknown, but Th17 cells are linked with
hypertension [115]. In mice, a high salt intake also depletes Lactobacillus murinus, which
is known to limit gut dysbiosis and the production of uremic toxins, particularly indoxyl
sulphate [116].
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5. Contributors to Inflammation in CRS

A multitude of endogenous and exogenous mediators induce inflammation in both
the general population and in patients with CKD. These include modified lipoproteins,
alterations in the gut microbiome that facilitate the production of uremic toxins, factors
associated with premature aging, and disturbances in calcium–phosphate metabolism.

5.1. Modified Lipoproteins

CKD amplifies the pro-inflammatory properties of various lipoproteins by induc-
ing alterations in protein composition (proteome), lipid composition (lipidome), post-
translational protein modifications, and the accumulation of small molecules within lipopro-
tein particles [117]. The carbamylation of LDL and HDL is highly prevalent in the lipopro-
teins of patients with CKD, enhancing pro-atherogenic properties by reducing the release
of nitric oxide (NO) from endothelial cells and promoting endothelial dysfunction. The
guanidinylation of triglyceride-rich lipoproteins, particularly apolipoprotein C3 (resulting
in gApoC3), activates the NLRP3 inflammasome in human monocytes [118]. gApoC3 accu-
mulates in the plasma of patients with CKD, demonstrating pro-inflammatory properties
and associations with both kidney parenchymal fibrosis (pre-clinical model) and CV events
(in humans) [119]. CKD also impairs the vasoprotective properties of HDL [120,121].

5.2. Altered Gut Microbiome and Disturbed Intestinal Barrier Function (Figure 4)

CKD is associated with the accumulation of toxins due to increased production, im-
paired intestinal barrier function, and reduced clearance [122]. These substances include
a range of endotoxins and bacterial metabolic products [e.g., indoxyl sulphate, p-cresyl
sulphate, trimethylamine N-oxide (TMAO), and phenylacetylglutamine] that can activate
the innate immune system. For example, endotoxin interacts directly with TLRs on immune
effector cells, leading to the NF-κB- and MAPK-dependent production of pro-inflammatory
cytokines. Indoxyl sulphate and TMAO interfere with reverse cholesterol transport, increas-
ing the accumulation of pro-atherogenic lipoproteins in macrophages [123,124], although
these studies were not performed in a CKD population. Elevated plasma concentrations
of these mediators are associated with endothelial dysfunction, CVD, CV events, and
mortality in patients with [125] or without CKD [126] (and comprehensively reviewed
in [12]). The aryl hydrocarbon receptor is another important intracellular target of ure-
mic toxins (particularly indoxyl sulphate), as demonstrated in a recent study [127]. This
study revealed that in the context of CKD, both indoxyl sulphate and the extracellular
matrix protein thrombospondin-1 (TSP1) promote features of left ventricular hypertro-
phy (LVH) through the activation of the aryl hydrocarbon receptor (AhR). The blockade
of TSP1 signalling by genetic or pharmacological disruption reduced the cardiomyocyte
size, senescence-associated secretory phenotype (SASP—see below), and MAPK signalling
in vitro.

5.3. Premature Cellular Aging

CKD is associated with premature cellular senescence [128], which is characterized
by the persistence of arrested cells by the induction of cyclin-dependent kinase inhibitors
p16ink4a and p21cip1 [129,130]. Senescent cells remain metabolically active and acquire a
secretory phenotype (denoted SASP), characterized by the production of pro-inflammatory
cytokines [131], ligands of the Wnt–β-catenin pathway [132,133], and TGF-β [134]. These
mediators exert broad autocrine and paracrine effects, inducing a cascade of aging [135,136].
The accumulation of senescent cells has been documented in CKD, including IgA nephropa-
thy, membranous nephropathy, focal segmental glomerulosclerosis, and diabetic kidney
disease [128]. SASP is also a feature of cardiomyopathy where cardiomyocyte functional
decline (due to DNA damage, ER stress, and mitochondrial dysfunction) contributes to the
tissue remodelling characteristic of LVH. We recently demonstrated this in a pre-clinical
model of CRS [127]. Cardiac fibroblast senescence has also been shown in areas of fibrotic
myocardium [137,138], but a causal and pathological role remains disputed.
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(TMAO), which are excreted by the kidneys. In CRS, the gut microbiota is altered, resulting in in-
creased toxin production; a “leaky” cellular barrier promotes absorption; and reduced kidney clear-
ance promotes the retention of organic compounds. These act as ligands for the aryl hydrocarbon 
receptor (AhR) in cells. AhR is typically inactivated in the cytoplasm as a part of a complex with 
heat shock protein (HSP) 90, AhR-interacting protein (AIP), p23, and pp60 Src. Ahr can be activated 
by the binding of endogenous or exogenous ligands, translocating to the nucleus to interact with 
the AhR nuclear translocator (ARNT) and binding to dioxin-response elements (DREs), leading to 
the NF-κB- and MAPK-dependent production of pro-inflammatory cytokines. 
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Figure 4. Gut-derived metabolites and the immune response. Dietary proteins, e.g., tryptophan,
tyrosine, and L-carnitine (lysine), are digested by intestinal bacteria into bioactive compounds—such
as indole, p-cresol, and trimethylamine (TMA)—that can either be removed via faeces or (passively)
across the intestinal barrier into the circulation. The remaining precursor molecules are metabolized
by hepatic enzymes into indoxyl sulphate (IS), p-cresol sulphate (pCS), and trimethylamine-N-oxide
(TMAO), which are excreted by the kidneys. In CRS, the gut microbiota is altered, resulting in
increased toxin production; a “leaky” cellular barrier promotes absorption; and reduced kidney
clearance promotes the retention of organic compounds. These act as ligands for the aryl hydrocarbon
receptor (AhR) in cells. AhR is typically inactivated in the cytoplasm as a part of a complex with heat
shock protein (HSP) 90, AhR-interacting protein (AIP), p23, and pp60 Src. Ahr can be activated by
the binding of endogenous or exogenous ligands, translocating to the nucleus to interact with the
AhR nuclear translocator (ARNT) and binding to dioxin-response elements (DREs), leading to the
NF-κB- and MAPK-dependent production of pro-inflammatory cytokines.

5.4. Altered Bone Mineral Metabolism

CKD is a systemic condition impacting bone metabolism, with disruptions in calcium–
phosphate balance, parathyroid hormone (PTH), and vitamin D metabolism, leading to
abnormalities in bone turnover, mineralization, volume, growth, and vascular calcifica-
tion [139]. Higher circulating levels of inorganic phosphate, FGF23, PTH, and calciprotein
particles are recognized as critical components and effectors of CKD-induced bone min-
eral disorders, and they directly induce inflammatory responses, leading to malnutrition,
protein-energy wasting, and CVD [140,141]. As CKD advances, endocrine changes aim to
increase phosphate excretion in surviving nephrons. Elevated plasma fibroblast growth
factor-23 (FGF23) is activated to counteract reduced phosphate excretion, inhibiting vita-
min D synthesis and causing hypocalcaemia [142]. Hypocalcaemia triggers increased PTH
secretion, contributing to enhanced phosphate excretion. FGF23, acting as a myocardial
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growth factor, is associated with an increased LV mass in patients with CKD [143]. PTH
and FGF23 levels are powerful predictors of CV death and disease risk in patients with
CKD, especially those on dialysis [144]. Low vitamin D levels are similarly linked to an
increased CV risk [145].

6. Biomarkers in CRS (Table 1)

While there is no single mechanism responsible that accounts for cardiac and renal
pathobiology, endothelial dysfunction represents a final common pathway that encom-
passes broad molecular dysfunction. Pre-clinical CRS is characterised by endothelial
dysfunction, with limited endothelium-dependent vasodilatation in response to acetyl-
choline [49]. Endothelial integrity and responsiveness rely on the availability of nitric oxide,
the bioactive gas synthesized constitutively by endothelial (eNOS). Indeed, the total NO is
decreased in patients with CKD [146,147], which likely reflects decreased production and
inactivation. Bioavailable NO is required for vasodilatation, anti-thrombotic, anti-adhesive,
and anti-inflammatory effects. Asymmetric dimethyl arginine (ADMA), an amino acid
of intracellular origin that is produced by protein modification, is a potent inhibitor of
all NOS and can uncouple the enzyme, resulting in the production of superoxide rather
than NO. ADMA infusion produces vascular injury in eNOS knockout mice, suggesting a
NOS-independent mechanism of injury [148]. It accumulates in CKD [149] and indepen-
dently predicts vascular [150] and cardiac remodelling [151], cardiovascular outcomes, and
total mortality [152]. The chronic inflammatory nature of CKD (including dialysis) and
CVD—and presumably CRS—leads to upregulated inducible NOS (iNOS) and oxidative
stress, which, in turn, exacerbate endothelial dysfunction through superoxide generation.

Endothelial damage is exacerbated by glycocalyx shedding and leads to the produc-
tion of extracellular vesicles. Glycocalyx is the carbohydrate-rich protective layer lining
the endothelium containing proteoglycans and glycoproteins (endothelial component)
and absorbed soluble proteins, including superoxide dismutase (plasma component). It
determines endothelial permeability and blood vessel–wall interactions, and it senses
shear stress (the disruption of laminar blood flow), but it can be shed through matrix
metalloproteinase activity in the context of vascular disease, in addition to acute insults
such as hyperglycaemia and ischemia reperfusion injury. Glycocalyx damage occurs in
proportion to the stage of CKD [168], with the highest levels associated with dialysis, and
accumulating uremic toxins are directly implicated [169,170]. Disrupted glycocalyx is
implicated following exposure to oxidised low-density lipoproteins (oxLDL) [171] and is
seen in the context of atherosclerosis [172]. The relationship between shed glycocalyx and
acute decompensated or chronic heart failure has not yet been robustly established [173].

Extracellular vesicles are secreted in response to endothelial injury and vary in size
from exosomes (<100 nm) to microvesicles (MVs, 100–1000 nm). They carry select molecular
cargo derived from the cytoplasm (nucleotides, proteins, and hormones), bear surface
receptors that identify their cellular origin, and facilitate cellular cross-talk. MVs are
increased in patients undergoing dialysis (and higher still in patients with diabetes), and
have been shown to independently correlate with mortality [174]. In vitro, endothelial cells
exposed to indoxyl sulphate release MVs that induce the expression of adhesion molecules
and miRNA, increasing p53 and NF-κB expression [175]. miRNA in circulating MVs has
been shown to be altered in stable coronary artery disease [176], and the levels of circulating
CD144+ MVs were predictive of cardiovascular events [177]. miRNAs have been proposed
as crucial signalling moieties in CRS, and phenotypic differences in EV that selectively
package miRNA may enable the identification of the site of origin (well reviewed in [178]).
However, these biomarkers are yet to be robustly studied in suitably sized clinical trials.
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Table 1. Biomarkers and potential treatments for CRS.

Clinical Marker Pathophysiological Significance Healthy Adult Plasma
Range

Relevant Pharmacological Agents
(Clinical or Experimental) References

Asymmetric dimethyl arginine
(ADMA)

Reduces the following:

- NO bioavailability
- Oxygen delivery
- Cardiac blood flow and cardiac output

0.4–1.0 µmol/L

Antioxidants

[148,153,154]

Estrogen
Vitamin A
ACEi
ARBs
HMG-CoA reductase inhibitors (statins)

Endothelin-1 (ET-1)

- Increases mean arterial blood pressure
- Promotes vasoconstriction and

myocardial/vascular fibrosis + hypertrophy
- Increases cytokine + growth factor production

0.1–5 pg/mL

ET receptor antagonists (bosentan and
ambrisentan)—not beneficial in HF

[155–157]

SGLT2i

Syndecan 4 (SDC4)
Part of the endothelial glycocalyx

- Regulates coagulation, cell adhesion, growth,
and inflammation

5.7–16.05 ng/mL Not tested in CV literature [158]

N-terminal prohormone of brain
natriuretic peptide (NT-proBNP)

- Inhibits RAAS, ADH, and endothelin system
- Promotes renal afferent arteriolar dilatation and

efferent arteriolar constriction
- Stimulates natriuresis

<125 pg/mL

Nesiritide (recombinant BNP)—not
beneficial in HF

[159–161]Neprilysin—sacubitril (endopeptidase
degrading ANP/BNP)—beneficial with
ACEi or ARB

High-sensitivity C-reactive protein
(hs-CRP)

- Pro-inflammatory + prothrombotic
effects—promotes vascular dysfunction

- Activates RAAS
- Remodels atherosclerotic plaque
- Induces oxidative stress

<3 mg/L No specific drugs target hs-CRP

Interluekin-6 (IL-6)

Pro-inflammatory, stimulates the following:

- Endothelial activation
- Vascular smooth muscle cell proliferation
- Leukocyte recruitment and contributes to

atherosclerotic plaque growth

<5 pg/mL

Anti-IL-6 antibody (ziltivekimab)
Anti-IL-6R antibody (tocilizumab)
Statins
SGLT2i

[69,70,162,163]
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Table 1. Cont.

Clinical Marker Pathophysiological Significance Healthy Adult Plasma
Range

Relevant Pharmacological Agents
(Clinical or Experimental) References

Tumor necrosis factor alpha (TNF-α)

Pro-inflammatory

- Alters vascular tone and increases microvascular
permeability

<6 pg/mL

TNF-α inhibitors

- Etanercept, infliximab, adalimumab,
certolizumab pegol, golimumab [110,163]

SGLT2i

Monocyte chemotactic protein-1
(MCP-1) (also known as CCR2)

- Promotes monocyte, macrophage, and Treg
recruitment

- Facilitates angiogenesis, involved in
tumour/cancer development, and is associated
with autoimmune, metabolic, and
cardiovascular diseases

<150 pg/mL

MCP-1 antagonist (propagermanium),
anti-CCR2 antibody (MLN1202)
Statins
PPARα activators (fenofibrate)
Most data are from pre-clinical studies

[164,165]

CD47

Cell-surface receptor

- Regulator of phagocytosis and “marker of self”
- Has roles in apoptosis, proliferation, adhesion,

and migration

not measured CD47 monoclonal antibody (magrolimab) [166,167]

Signal regulatory protein alpha
(SIRP-α)

Transmembrane protein, modulates leukocyte immune
responses, e.g., adhesion, migration, and phagocytosis,
CD47/SIRPα axis, “don’t eat me” signal

not measured
CD47-SIRPα/Fc fusion proteins

- All investigational

Abbreviations: ADH—antidiuretic hormone; ANP—atrial natriuretic peptide; ACEi—angiotensin-converting enzyme inhibitor; ARB—angiotensin receptor blocker; CCR2—C-C
chemokine receptor 2; NO—nitric oxide; PPARαperoxisome proliferator activated receptor γ; RAAS—renin–angiotensin–aldosterone system; SGLT2i—sodium-glucose cotransporter
2 inhibitor; Treg—regulatory T lymphocytes.
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7. Therapeutic Prospects for CRS
Recently Established Therapies

In addition to novel approaches targeting innate immunity, several established anti-
inflammatory agents may hold promise in the treatment of CRS. In CKD patients, ator-
vastatin treatment led to reductions in hsCRP, IL-1β, and TNF levels [179]. The observed
changes did not align with a reduction in cholesterol, supporting the previously established
notion that statins exert pleiotropic anti-oxidant and/or anti-inflammatory effects [180].
Sodium-glucose cotransporter 2 (SGLT2) inhibitors, known for conferring both nephro-
protective and CV benefits in patients with CKD, irrespective of diabetic status [181], also
exhibit anti-inflammatory effects. Noteworthy findings include empagliflozin’s signifi-
cant reduction in macrophage IL-1β release, hinting at an inhibitory effect on the NLRP3
inflammasome [182], and canagliflozin’s decrease in the plasma levels of TNF receptor
1, IL-6, and matrix metalloproteinase 7 [163]. Additionally, finerenone [183], a selective
mineralocorticoid receptor antagonist proven to reduce CKD progression and CV events in
the FIDELIO-DKD trial, demonstrate diverse anti-inflammatory effects [183].

Glucagon-like peptide 1 receptor (GLP1R) agonists lower blood glucose by suppress-
ing the secretion of glucagon, stimulating the release of insulin, lowering gastric emptying,
and reducing appetite [184]. A 2021 meta-analysis of eight clinical trials that included
60,080 patients with type 2 DM showed that GLP1R agonists contributed to a 14% lower
risk of major CVD outcomes (myocardial infarction, stroke, or cardiovascular death) com-
pared with the placebo [185]. Of note, the potential benefits of GLP1R agonists in kidney
disease are still under investigation.

Promising effects on hs-CRP have also been documented for lipid-lowering agents,
such as bempedoic acid and ezetimibe, particularly when combined with statin ther-
apy [186]. The strategic combination of potent lipid-lowering agents with robust inflamma-
tion inhibitors represents a pivotal avenue for future drug development with additional
benefit achieved through a synergistic combination of agents or the use of bi-specific
monoclonal antibodies.

8. Novel Treatment Approaches in CRS

Various studies employing small animal models of CVD have indicated that the inhibi-
tion of the NLRP3 inflammasome, either through genetic interventions or pharmacological
approaches, resulted in reduced atherosclerosis and myocardial injury. Consequently, sev-
eral NLRP3 inhibitors, including MCC950, have been developed [187], albeit with variable
effects on CV risk factors and disease manifestation. A recent phase 2 trial of MCC950 in
patients with rheumatoid arthritis was halted due to drug-induced hepatotoxicity [188],
underscoring the challenges in translating findings from mice to humans.

The non-receptor tyrosine kinase Janus Kinase 2 (Jak2) plays a crucial role in IL-6R
signalling, and somatic mutations within Jak2 contribute to CHIP-driven atherosclero-
sis [189]. JAK inhibitors, which are currently used in the treatment of myeloproliferative
diseases, are now under evaluation for other inflammatory conditions, such as rheumatoid
arthritis and inflammatory bowel disease [190]. In a murine model of Jak2V617F-induced
atherosclerosis, the JAK1/JAK2 inhibitor ruxolitinib demonstrated a modest reduction in
atherosclerotic lesion size but induced the formation of a more unstable plaque composition
by promoting lesional necrosis [191]. This suggests that the inhibition of both JAK1 and
JAK2 might impact signalling pathways that are crucial for cell survival. Several other
promising anti-inflammatory treatment strategies including immune checkpoint modula-
tion, the inhibition of NET formation, the modulation of chemokine signalling to influence
leukocyte–endothelial adhesion, and the stimulation or inhibition of efferocytosis pathways
are putative and attractive therapeutic opportunities (well reviewed in [192]).
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9. Emerging Perspectives in CRS
Efferocytosis

Efferocytosis is the effective clearance of dead cells required for the resolution of
tissue damage [193], and defective efferocytosis is implicated in an expanding array of
chronic inflammatory diseases including atherosclerosis and recovery from myocardial
infarction [194]. Macrophage polarization is crucial in cardiac wound healing, as alterna-
tively activated macrophages enhance efferocytosis [195] and contribute to the repair of the
infarcted adult murine heart [196]. The efferocytosis of apoptotic cardiomyocytes requires
Mertk [197] and Legumain [198] to resolve acute inflammation and facilitate cardiac repair
after permanent coronary artery occlusion and clinically relevant myocardial reperfusion.
Combined MerTK and MFG-E8 deficiency in macrophages impairs efferocytosis-linked vas-
cular endothelial growth factor (VEGF)-A secretion, facilitating angiogenesis and cardiac
repair after MI [199].

In a pressure overload-induced HF model, ICAM1-deficient mice exhibited reduced
monocyte recruitment, did not show signs of cardiac fibrosis, and experienced minimal
ventricular dysfunction [200], mediated by an increased expression of IL-10. These data
suggest that enhanced efferocytosis by cardiac resident macrophages contributes to the
protective response in HF.

Defects in signals from apoptotic cells are also identified in atherosclerosis. The interac-
tion of the universal cell-surface receptor CD47 with macrophage-bearing signal inhibitory
regulatory protein (SIRP)-a results in the initiation of the “don’t-eat-me signal” that in-
hibits phagocytosis. Inflammatory signalling leads to inappropriate CD47 expression in
apoptotic cells with atherosclerotic lesions, rendering them resistant to “being eaten”, i.e.,
internalization by efferocytosis [166]. Administering an anti-CD47-blocking antibody to
atheroprone mice results in smaller necrotic cores and improved lesional efferocytosis. A
more recent study demonstrated that the anti-CD47 antibody treatment of Ldlr−/− mice in-
creases resolvin D1—a specialised pro-resolving mediator—in atherosclerotic lesions [201],
which then restores the full macrophage engulfment capacity of necrotic cells. In the
myocardial injury-induced generation of apoptotic cells, anti-CD47 antibody treatment
post-myocardial infarction improves inflammation resolution, reduces infarct size, and
preserves cardiac function [202].

The “don’t eat me signal” regulated through CD47 may be manipulated by other
binding partners aside from SIRP-a. The matrix protein thrombospondin 1 (TSP1) is the
high-affinity soluble ligand that binds CD47, and it is significantly upregulated on apoptotic
cells compared to healthy cells [203]. CD36 on macrophages also recognizes TSP1, leading
to dead cell clearance. Serum TSP1 elevation is observed in patients with CKD compared
to healthy controls [204].

Heterotrimeric G proteins are required for the Kidney Injury Molecule-1 (KIM-1)-
mediated clearance of renal tubular epithelial cells in an acute kidney injury (AKI) model [205],
as is the junctional adhesion molecule-like protein (JAML), which mediates macrophage
polarisation for injury resolution [206]. The role of efferocytosis in AKI-to-CKD transition
remains poorly investigated. The potential link between efferocytosis and development of
CRS may stem from pathological changes within the myocardium that provide feedback
to distant organs (such as the kidney) and manifest as systemic changes. For example,
CRS may present as impaired renal function post-MI, characterized by increased renal
macrophage infiltration and elevated levels of TGF-β and KIM-1 associated with the onset
of renal fibrosis [207,208].

10. Sex Differences in CRS

Female-specific changes in kidney function occur throughout life stages, and the
prevalence of CKD—and its attendant complications—is higher in women [209]. Sex-based
differences in immune cell function affect the development and outcomes of diseases where
the immune response is relevant [210]—although this remains unproven in CRS. Renal
sodium, glucose, and water transporters are effective targets for treating hypertension,
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diabetes, and CVD. Recent comprehensive studies in rodents have detailed sexually di-
morphic patterns in both the expression and abundance of electrolyte, acid–base, water,
and organic solute transporters. This includes renal solute and electrolyte co-transporters,
pumps, channels, claudins, and their regulators [211]. The importance of incorporating
factors related to sex (and gender) in all aspects of research is increasingly recognized.
CKD’s and CVD’s pathophysiology, presentation, response to therapy, and outcomes differ
by sex and gender, but these factors are often not considered in basic and clinical studies.

Reporting of sex-related variables in biomedical research remains poor [212], and a
chronic underrepresentation of women in CKD [213] and CVD [214] trials has been noted.
A greater inclusion of female models and the incorporation of sex as a biological variable
are critical to improve the rigor and reproducibility of biomedical research, including in
nephrology. In the USA, eight of ten drug withdrawals from the market between 1997
and 2000 were due to greater health risks to women than to men (https://www.gao.gov/
assets/gao-01-286r.pdf) (accessed on 3 January 2024), which have been attributed to a lack
of inclusion of female models in the research ecosystem leading to federal drug approval.

The developments of SGLT2 inhibitors, non-steroidal mineralocorticoid agents, and
glucagon-like peptide-1 agonists represent exciting advances in therapeutic options for
patients with CKD and possible CRS. However, post hoc analyses of cardiovascular trials
studying these agents have suggested differing effects related to sex in terms of benefit [215],
as well as a greater risk of adverse events in female participants [216]. To optimize the
generalizability of the results, a participation-to-prevalence ratio (PPR, defined as the
proportion of participants from a particular group in a trial divided by the proportion of
individuals from the same group with the disease state in the general population) of 0.8–1.2
is recommended for target study recruitment.

11. Concluding Remarks

The clinical concept of CRS is well established, but our molecular understanding
of the disease and therapeutic options for patients have been very limited until recently.
Pre-clinical studies have improved our knowledge of the range of pathophysiological
mechanisms that integrate cross-talk between multiple organ systems and contribute to
the disease, particularly immune activation that drives a pro-inflammatory phenotype.
Recent clinical trials that included patients with CKD have revealed the specific benefit of
some pharmacologic agents. However, further studies that expedite the development and
testing of novel therapeutics, as well as larger-scale trials aimed at improving cardiorenal
outcomes based on the severity and type of syndrome, are required.
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Abbreviations

ANP atrial natriuretic peptide
BNP brain natriuretic peptide
CHIP clonal haematopoiesis of indeterminate potential
CKD chronic kidney disease
CRS cardiorenal syndrome
CVD cardiovascular disease
DAMP danger-associated molecular pattern
HDL high-density lipoproteins
HF heart failure
HFpEF heart failure with preserved ejection fraction
HFrEF heart failure with reduced ejection fraction
hs-CRP high-sensitivity C-reactive protein
IL interleukin
LDL low-density lipoproteins
LVH left ventricular hypertrophy
NLRP3 nucleotide-binding oligomerisation domain (NOD), leucine rich repeat (LRR)-containing

protein 3
MV microvesicles
PAMP pathogen-associated molecular pattern
PRR pattern recognition receptors
RRT renal replacement therapy
SASP senescence-associated secretory phenotype
SGLT2 sodium glucose co-transporter 2
TLR Toll-like receptor
TNF tumour necrosis factor

References
1. Xie, Y.; Bowe, B.; Mokdad, A.H.; Xian, H.; Yan, Y.; Li, T.; Maddukuri, G.; Tsai, C.Y.; Floyd, T.; Al-Aly, Z. Analysis of the Global

Burden of Disease study highlights the global, regional, and national trends of chronic kidney disease epidemiology from 1990 to
2016. Kidney Int. 2018, 94, 567–581. [CrossRef]

2. Collaboration, G.B.D.C.K.D. Global, regional, and national burden of chronic kidney disease, 1990–2017: A systematic analysis
for the Global Burden of Disease Study 2017. Lancet 2020, 395, 709–733.

3. Gansevoort, R.T.; Correa-Rotter, R.; Hemmelgarn, B.R.; Jafar, T.H.; Heerspink, H.J.; Mann, J.F.; Matsushita, K.; Wen, C.P. Chronic
kidney disease and cardiovascular risk: Epidemiology, mechanisms, and prevention. Lancet 2013, 382, 339–352. [CrossRef]

4. Charytan, D.M. Introduction: Cardiovascular Disease in Chronic Kidney Disease. Semin. Nephrol. 2018, 38, 541. [CrossRef]
5. Jankowski, J.; Floege, J.; Fliser, D.; Bohm, M.; Marx, N. Cardiovascular Disease in Chronic Kidney Disease: Pathophysiological

Insights and Therapeutic Options. Circulation 2021, 143, 1157–1172. [CrossRef]
6. Henry, R.M.; Kostense, P.J.; Bos, G.; Dekker, J.M.; Nijpels, G.; Heine, R.J.; Bouter, L.M.; Stehouwer, C.D. Mild renal insufficiency is

associated with increased cardiovascular mortality: The Hoorn Study. Kidney Int. 2002, 62, 1402–1407. [CrossRef]
7. Chen, L.; Booley, S.; Keates, A.K.; Stewart, S. A public/private collaboration to reduce the burden of preventable hospitalisations in

patients with heart failure in Tasmania. In Mary MacKillop Institute for Health Research; Australian Catholic University: Melbourne,
Australia, 2017.

8. Ronco, C.; McCullough, P.A.; Anker, S.D.; Anand, I.; Aspromonte, N.; Bagshaw, S.M.; Bellomo, R.; Berl, T.; Bobek, I.; Cruz,
D.N.; et al. Cardiorenal syndromes: An executive summary from the consensus conference of the Acute Dialysis Quality Initiative
(ADQI). In Cardiorenal Syndromes in Critical Care; Ronco, C., Bellomo, R., McCullough, P.A., Eds.; Book Series: Contributions to
Nephrology; Karger Publishers: Basel, Switzerland, 2010; Volume 165, pp. 54–67. [CrossRef]

9. Zannad, F.; Rossignol, P. Cardiorenal Syndrome Revisited. Circulation 2018, 138, 929–944. [CrossRef] [PubMed]
10. Konstantinidis, I.; Nadkarni, G.N.; Yacoub, R.; Saha, A.; Simoes, P.; Parikh, C.R.; Coca, S.G. Representation of Patients With

Kidney Disease in Trials of Cardiovascular Interventions: An Updated Systematic Review. JAMA Intern. Med. 2016, 176, 121–124.
[CrossRef] [PubMed]

11. Rangaswami, J.; Bhalla, V.; Blair, J.E.A.; Chang, T.I.; Costa, S.; Lentine, K.L.; Lerma, E.V.; Mezue, K.; Molitch, M.; Mullens, W.; et al.
Cardiorenal Syndrome: Classification, Pathophysiology, Diagnosis, and Treatment Strategies: A Scientific Statement From the
American Heart Association. Circulation 2019, 139, e840–e878. [CrossRef] [PubMed]

12. Hung, S.C.; Kuo, K.L.; Wu, C.C.; Tarng, D.C. Indoxyl Sulfate: A Novel Cardiovascular Risk Factor in Chronic Kidney Disease.
J. Am. Heart Assoc. 2017, 6, e005022. [CrossRef] [PubMed]

https://doi.org/10.1016/j.kint.2018.04.011
https://doi.org/10.1016/S0140-6736(13)60595-4
https://doi.org/10.1016/j.semnephrol.2018.08.008
https://doi.org/10.1161/CIRCULATIONAHA.120.050686
https://doi.org/10.1111/j.1523-1755.2002.kid571.x
https://doi.org/10.1159/000313745
https://doi.org/10.1161/CIRCULATIONAHA.117.028814
https://www.ncbi.nlm.nih.gov/pubmed/30354446
https://doi.org/10.1001/jamainternmed.2015.6102
https://www.ncbi.nlm.nih.gov/pubmed/26619332
https://doi.org/10.1161/CIR.0000000000000664
https://www.ncbi.nlm.nih.gov/pubmed/30852913
https://doi.org/10.1161/JAHA.116.005022
https://www.ncbi.nlm.nih.gov/pubmed/28174171


Int. J. Mol. Sci. 2024, 25, 2658 18 of 26

13. Bright, R. Cases and observations illustrative of renal disease accompanied by the secretion of albuminous urine. Guys Hosp. Rep.
1836, 1, 338–400.

14. National Heart, Lung, and Blood Institute. NHLBI Working Group: Cardio-Renal Connections in Heart Failure and Cardiovas-
cular Disease. 2004. Available online: https://www.nhlbi.nih.gov/events/2004/cardio-renal-connections-heart-failure-and-
cardiovascular-disease (accessed on 3 January 2024).

15. Ronco, C.; McCullough, P.; Anker, S.D.; Anand, I.; Aspromonte, N.; Bagshaw, S.M.; Bellomo, R.; Berl, T.; Bobek, I.; Cruz, D.N.; et al.
Cardio-renal syndromes: Report from the consensus conference of the acute dialysis quality initiative. Eur. Heart J. 2010, 31,
703–711. [CrossRef] [PubMed]

16. Hatamizadeh, P.; Fonarow, G.C.; Budoff, M.J.; Darabian, S.; Kovesdy, C.P.; Kalantar-Zadeh, K. Cardiorenal syndrome: Pathophysi-
ology and potential targets for clinical management. Nat. Rev. Nephrol. 2013, 9, 99–111. [CrossRef] [PubMed]

17. Ohtake, T.; Kobayashi, S.; Moriya, H.; Negishi, K.; Okamoto, K.; Maesato, K.; Saito, S. High prevalence of occult coronary artery
stenosis in patients with chronic kidney disease at the initiation of renal replacement therapy: An angiographic examination.
J. Am. Soc. Nephrol. 2005, 16, 1141–1148. [CrossRef]

18. Tanaka, Y.; Joki, N.; Hase, H. Ischemic Heart Disease in Patients with End-Stage Kidney Disease. Blood Purif. 2015, 40, 332–336.
[CrossRef] [PubMed]

19. Eckardt, K.U.; Gillespie, I.A.; Kronenberg, F.; Richards, S.; Stenvinkel, P.; Anker, S.D.; Wheeler, D.C.; de Francisco, A.L.; Marcelli,
D.; Froissart, M.; et al. High cardiovascular event rates occur within the first weeks of starting hemodialysis. Kidney Int. 2015, 88,
1117–1125. [CrossRef]

20. Herzog, C.A.; Ma, J.Z.; Collins, A.J. Poor long-term survival after acute myocardial infarction among patients on long-term
dialysis. N. Engl. J. Med. 1998, 339, 799–805. [CrossRef]

21. Ng, C.H.; Ong, Z.H.; Sran, H.K.; Wee, T.B. Comparison of cardiovascular mortality in hemodialysis versus peritoneal dialysis. Int.
Urol. Nephrol. 2021, 53, 1363–1371. [CrossRef]

22. Burton, J.O.; Jefferies, H.J.; Selby, N.M.; McIntyre, C.W. Hemodialysis-induced repetitive myocardial injury results in global and
segmental reduction in systolic cardiac function. Clin. J. Am. Soc. Nephrol. 2009, 4, 1925–1931. [CrossRef]

23. Burton, J.O.; Jefferies, H.J.; Selby, N.M.; McIntyre, C.W. Hemodialysis-induced cardiac injury: Determinants and associated
outcomes. Clin. J. Am. Soc. Nephrol. 2009, 4, 914–920. [CrossRef]

24. Iwasaki, M.; Joki, N.; Tanaka, Y.; Hayashi, T.; Kubo, S.; Asakawa, T.; Matsukane, A.; Takahashi, Y.; Hirahata, K.; Imamura, Y.; et al.
Declining prevalence of coronary artery disease in incident dialysis patients over the past two decades. J. Atheroscler. Thromb.
2014, 21, 593–604. [CrossRef] [PubMed]

25. Gross, M.L.; Meyer, H.P.; Ziebart, H.; Rieger, P.; Wenzel, U.; Amann, K.; Berger, I.; Adamczak, M.; Schirmacher, P.; Ritz, E.
Calcification of coronary intima and media: Immunohistochemistry, backscatter imaging, and x-ray analysis in renal and nonrenal
patients. Clin. J. Am. Soc. Nephrol. 2007, 2, 121–134. [CrossRef] [PubMed]

26. Schwarz, U.; Buzello, M.; Ritz, E.; Stein, G.; Raabe, G.; Wiest, G.; Mall, G.; Amann, K. Morphology of coronary atherosclerotic
lesions in patients with end-stage renal failure. Nephrol. Dial. Transplant. 2000, 15, 218–223. [CrossRef]

27. Amann, K.; Breitbach, M.; Ritz, E.; Mall, G. Myocyte/capillary mismatch in the heart of uremic patients. J. Am. Soc. Nephrol. 1998,
9, 1018–1022. [CrossRef] [PubMed]

28. Go, A.S.; Bansal, N.; Chandra, M.; Lathon, P.V.; Fortmann, S.P.; Iribarren, C.; Hsu, C.Y.; Hlatky, M.A.; Investigators, A.S. Chronic
kidney disease and risk for presenting with acute myocardial infarction versus stable exertional angina in adults with coronary
heart disease. J. Am. Coll. Cardiol. 2011, 58, 1600–1607. [CrossRef] [PubMed]

29. Russo, D.; Corrao, S.; Battaglia, Y.; Andreucci, M.; Caiazza, A.; Carlomagno, A.; Lamberti, M.; Pezone, N.; Pota, A.; Russo, L.; et al.
Progression of coronary artery calcification and cardiac events in patients with chronic renal disease not receiving dialysis. Kidney
Int. 2011, 80, 112–118. [CrossRef]

30. Vervloet, M.; Cozzolino, M. Vascular calcification in chronic kidney disease: Different bricks in the wall? Kidney Int. 2017, 91,
808–817. [CrossRef]

31. Hillege, H.L.; Nitsch, D.; Pfeffer, M.A.; Swedberg, K.; McMurray, J.J.; Yusuf, S.; Granger, C.B.; Michelson, E.L.; Ostergren, J.;
Cornel, J.H.; et al. Renal function as a predictor of outcome in a broad spectrum of patients with heart failure. Circulation 2006,
113, 671–678. [CrossRef]

32. Lofman, I.; Szummer, K.; Dahlstrom, U.; Jernberg, T.; Lund, L.H. Associations with and prognostic impact of chronic kidney
disease in heart failure with preserved, mid-range, and reduced ejection fraction. Eur. J. Heart Fail. 2017, 19, 1606–1614. [CrossRef]

33. Lai, W.; Zhao, X.; Yu, S.; Mai, Z.; Zhou, Y.; Huang, Z.; Li, Q.; Huang, H.; Li, H.; Wei, H.; et al. Chronic Kidney Disease Increases
Risk of Incident HFrEF Following Percutaneous Coronary Intervention. Front. Cardiovasc. Med. 2022, 9, 856602. [CrossRef]

34. Packer, M.; Anker, S.D.; Butler, J.; Filippatos, G.; Pocock, S.J.; Carson, P.; Januzzi, J.; Verma, S.; Tsutsui, H.; Brueckmann, M.; et al.
Cardiovascular and Renal Outcomes with Empagliflozin in Heart Failure. N. Engl. J. Med. 2020, 383, 1413–1424. [CrossRef]
[PubMed]

35. McMurray, J.J.V.; Solomon, S.D.; Inzucchi, S.E.; Kober, L.; Kosiborod, M.N.; Martinez, F.A.; Ponikowski, P.; Sabatine, M.S.; Anand,
I.S.; Belohlavek, J.; et al. Dapagliflozin in Patients with Heart Failure and Reduced Ejection Fraction. N. Engl. J. Med. 2019, 381,
1995–2008. [CrossRef] [PubMed]

https://www.nhlbi.nih.gov/events/2004/cardio-renal-connections-heart-failure-and-cardiovascular-disease
https://www.nhlbi.nih.gov/events/2004/cardio-renal-connections-heart-failure-and-cardiovascular-disease
https://doi.org/10.1093/eurheartj/ehp507
https://www.ncbi.nlm.nih.gov/pubmed/20037146
https://doi.org/10.1038/nrneph.2012.279
https://www.ncbi.nlm.nih.gov/pubmed/23247571
https://doi.org/10.1681/ASN.2004090765
https://doi.org/10.1159/000441582
https://www.ncbi.nlm.nih.gov/pubmed/26657740
https://doi.org/10.1038/ki.2015.117
https://doi.org/10.1056/NEJM199809173391203
https://doi.org/10.1007/s11255-020-02683-9
https://doi.org/10.2215/CJN.04470709
https://doi.org/10.2215/CJN.03900808
https://doi.org/10.5551/jat.21337
https://www.ncbi.nlm.nih.gov/pubmed/24500142
https://doi.org/10.2215/CJN.01760506
https://www.ncbi.nlm.nih.gov/pubmed/17699396
https://doi.org/10.1093/ndt/15.2.218
https://doi.org/10.1681/ASN.V961018
https://www.ncbi.nlm.nih.gov/pubmed/9621284
https://doi.org/10.1016/j.jacc.2011.07.010
https://www.ncbi.nlm.nih.gov/pubmed/21958887
https://doi.org/10.1038/ki.2011.69
https://doi.org/10.1016/j.kint.2016.09.024
https://doi.org/10.1161/CIRCULATIONAHA.105.580506
https://doi.org/10.1002/ejhf.821
https://doi.org/10.3389/fcvm.2022.856602
https://doi.org/10.1056/NEJMoa2022190
https://www.ncbi.nlm.nih.gov/pubmed/32865377
https://doi.org/10.1056/NEJMoa1911303
https://www.ncbi.nlm.nih.gov/pubmed/31535829


Int. J. Mol. Sci. 2024, 25, 2658 19 of 26

36. Heerspink, H.J.L.; Cherney, D.; Postmus, D.; Stefansson, B.V.; Chertow, G.M.; Dwyer, J.P.; Greene, T.; Kosiborod, M.; Langkilde,
A.M.; McMurray, J.J.V.; et al. A pre-specified analysis of the Dapagliflozin and Prevention of Adverse Outcomes in Chronic
Kidney Disease (DAPA-CKD) randomized controlled trial on the incidence of abrupt declines in kidney function. Kidney Int.
2022, 101, 174–184. [CrossRef]

37. Wheeler, D.C.; Stefansson, B.V.; Jongs, N.; Chertow, G.M.; Greene, T.; Hou, F.F.; McMurray, J.J.V.; Correa-Rotter, R.; Rossing,
P.; Toto, R.D.; et al. Effects of dapagliflozin on major adverse kidney and cardiovascular events in patients with diabetic and
non-diabetic chronic kidney disease: A prespecified analysis from the DAPA-CKD trial. Lancet Diabetes Endocrinol. 2021, 9, 22–31.
[CrossRef] [PubMed]

38. Perkovic, V.; Jardine, M.J.; Neal, B.; Bompoint, S.; Heerspink, H.J.L.; Charytan, D.M.; Edwards, R.; Agarwal, R.; Bakris, G.; Bull,
S.; et al. Canagliflozin and Renal Outcomes in Type 2 Diabetes and Nephropathy. N. Engl. J. Med. 2019, 380, 2295–2306. [CrossRef]
[PubMed]

39. Hoevelmann, J.; Mahfoud, F.; Lauder, L.; Scheller, B.; Bohm, M.; Ewen, S. Valvular heart disease in patients with chronic kidney
disease. Herz 2021, 46, 228–233. [CrossRef] [PubMed]

40. Ternacle, J.; Cote, N.; Krapf, L.; Nguyen, A.; Clavel, M.A.; Pibarot, P. Chronic Kidney Disease and the Pathophysiology of Valvular
Heart Disease. Can. J. Cardiol. 2019, 35, 1195–1207. [CrossRef] [PubMed]

41. Saran, R.; Robinson, B.; Abbott, K.C.; Bragg-Gresham, J.; Chen, X.; Gipson, D.; Gu, H.; Hirth, R.A.; Hutton, D.; Jin, Y.; et al. US
Renal Data System 2019 Annual Data Report: Epidemiology of Kidney Disease in the United States. Am. J. Kidney Dis. 2020, 75,
A6–A7. [CrossRef]

42. Bleyer, A.J.; Russell, G.B.; Satko, S.G. Sudden and cardiac death rates in hemodialysis patients. Kidney Int. 1999, 55, 1553–1559.
[CrossRef]

43. Bleyer, A.J.; Hartman, J.; Brannon, P.C.; Reeves-Daniel, A.; Satko, S.G.; Russell, G. Characteristics of sudden death in hemodialysis
patients. Kidney Int. 2006, 69, 2268–2273. [CrossRef]

44. Wan, C.; Herzog, C.A.; Zareba, W.; Szymkiewicz, S.J. Sudden cardiac arrest in hemodialysis patients with wearable cardioverter
defibrillator. Ann. Noninvasive Electrocardiol. 2014, 19, 247–257. [CrossRef]

45. Sacher, F.; Jesel, L.; Borni-Duval, C.; De Precigout, V.; Lavainne, F.; Bourdenx, J.P.; Haddj-Elmrabet, A.; Seigneuric, B.; Keller, A.;
Ott, J.; et al. Cardiac Rhythm Disturbances in Hemodialysis Patients: Early Detection Using an Implantable Loop Recorder and
Correlation With Biological and Dialysis Parameters. JACC Clin. Electrophysiol. 2018, 4, 397–408. [CrossRef]

46. Jukema, J.W.; Timal, R.J.; Rotmans, J.I.; Hensen, L.C.R.; Buiten, M.S.; de Bie, M.K.; Putter, H.; Zwinderman, A.H.; van Erven, L.;
Krol-van Straaten, M.J.; et al. Prophylactic Use of Implantable Cardioverter-Defibrillators in the Prevention of Sudden Cardiac
Death in Dialysis Patients. Circulation 2019, 139, 2628–2638. [CrossRef] [PubMed]

47. Pun, P.H.; Hellkamp, A.S.; Sanders, G.D.; Middleton, J.P.; Hammill, S.C.; Al-Khalidi, H.R.; Curtis, L.H.; Fonarow, G.C.; Al-Khatib,
S.M. Primary prevention implantable cardioverter defibrillators in end-stage kidney disease patients on dialysis: A matched
cohort study. Nephrol. Dial. Transplant. 2015, 30, 829–835. [CrossRef]

48. Zannad, F.; Rossignol, P. Cardiovascular Outcome Trials in Patients With Advanced Kidney Disease: Time for Action. Circulation
2017, 135, 1769–1771. [CrossRef] [PubMed]

49. Hamzaoui, M.; Djerada, Z.; Brunel, V.; Mulder, P.; Richard, V.; Bellien, J.; Guerrot, D. 5/6 nephrectomy induces different renal,
cardiac and vascular consequences in 129/Sv and C57BL/6JRj mice. Sci. Rep. 2020, 10, 1524. [CrossRef]

50. Tan, R.Z.; Zhong, X.; Li, J.C.; Zhang, Y.W.; Yan, Y.; Liao, Y.; Wen, D.; Diao, H.; Wang, L.; Shen, H.C. An optimized 5/6 nephrectomy
mouse model based on unilateral kidney ligation and its application in renal fibrosis research. Ren. Fail. 2019, 41, 555–566.
[CrossRef]

51. Wang, X.; Chaudhry, M.A.; Nie, Y.; Xie, Z.; Shapiro, J.I.; Liu, J. A Mouse 5/6th Nephrectomy Model That Induces Experimental
Uremic Cardiomyopathy. J. Vis. Exp. 2017, 129, e55825.

52. Decleves, A.E.; Sharma, K. Novel targets of antifibrotic and anti-inflammatory treatment in CKD. Nat. Rev. Nephrol. 2014, 10,
257–267. [CrossRef] [PubMed]

53. Li, W.J.; Chen, X.M.; Nie, X.Y.; Zhang, J.; Cheng, Y.J.; Lin, X.X.; Wu, S.H. Cardiac troponin and C-reactive protein for predicting
all-cause and cardiovascular mortality in patients with chronic kidney disease: A meta-analysis. Clinics 2015, 70, 301–311.
[CrossRef]

54. Jager, A.; van Hinsbergh, V.W.; Kostense, P.J.; Emeis, J.J.; Nijpels, G.; Dekker, J.M.; Heine, R.J.; Bouter, L.M.; Stehouwer, C.D.
C-reactive protein and soluble vascular cell adhesion molecule-1 are associated with elevated urinary albumin excretion but do
not explain its link with cardiovascular risk. Arterioscler. Thromb. Vasc. Biol. 2002, 22, 593–598. [CrossRef] [PubMed]

55. Gupta, J.; Mitra, N.; Kanetsky, P.A.; Devaney, J.; Wing, M.R.; Reilly, M.; Shah, V.O.; Balakrishnan, V.S.; Guzman, N.J.; Girndt,
M.; et al. Association between albuminuria, kidney function, and inflammatory biomarker profile in CKD in CRIC. Clin. J. Am.
Soc. Nephrol. 2012, 7, 1938–1946. [CrossRef]

56. Himmelfarb, J. Linking oxidative stress and inflammation in kidney disease: Which is the chicken and which is the egg? Semin.
Dial. 2004, 17, 449–454. [CrossRef] [PubMed]

57. Dalrymple, L.S.; Go, A.S. Epidemiology of acute infections among patients with chronic kidney disease. Clin. J. Am. Soc. Nephrol.
2008, 3, 1487–1493. [CrossRef]

58. Jazani, N.H.; Savoj, J.; Lustgarten, M.; Lau, W.L.; Vaziri, N.D. Impact of Gut Dysbiosis on Neurohormonal Pathways in Chronic
Kidney Disease. Diseases 2019, 7, 21. [CrossRef]

https://doi.org/10.1016/j.kint.2021.09.005
https://doi.org/10.1016/S2213-8587(20)30369-7
https://www.ncbi.nlm.nih.gov/pubmed/33338413
https://doi.org/10.1056/NEJMoa1811744
https://www.ncbi.nlm.nih.gov/pubmed/30990260
https://doi.org/10.1007/s00059-020-05011-0
https://www.ncbi.nlm.nih.gov/pubmed/33394059
https://doi.org/10.1016/j.cjca.2019.05.028
https://www.ncbi.nlm.nih.gov/pubmed/31472817
https://doi.org/10.1053/j.ajkd.2019.09.003
https://doi.org/10.1046/j.1523-1755.1999.00391.x
https://doi.org/10.1038/sj.ki.5000446
https://doi.org/10.1111/anec.12119
https://doi.org/10.1016/j.jacep.2017.08.002
https://doi.org/10.1161/CIRCULATIONAHA.119.039818
https://www.ncbi.nlm.nih.gov/pubmed/30882234
https://doi.org/10.1093/ndt/gfu274
https://doi.org/10.1161/CIRCULATIONAHA.117.027338
https://www.ncbi.nlm.nih.gov/pubmed/28483826
https://doi.org/10.1038/s41598-020-58393-w
https://doi.org/10.1080/0886022X.2019.1627220
https://doi.org/10.1038/nrneph.2014.31
https://www.ncbi.nlm.nih.gov/pubmed/24662433
https://doi.org/10.6061/clinics/2015(04)14
https://doi.org/10.1161/01.ATV.0000013786.80104.D4
https://www.ncbi.nlm.nih.gov/pubmed/11950696
https://doi.org/10.2215/CJN.03500412
https://doi.org/10.1111/j.0894-0959.2004.17605.x
https://www.ncbi.nlm.nih.gov/pubmed/15660575
https://doi.org/10.2215/CJN.01290308
https://doi.org/10.3390/diseases7010021


Int. J. Mol. Sci. 2024, 25, 2658 20 of 26

59. Eustace, J.A.; Astor, B.; Muntner, P.M.; Ikizler, T.A.; Coresh, J. Prevalence of acidosis and inflammation and their association with
low serum albumin in chronic kidney disease. Kidney Int. 2004, 65, 1031–1040. [CrossRef]

60. Rossaint, J.; Oehmichen, J.; Van Aken, H.; Reuter, S.; Pavenstadt, H.J.; Meersch, M.; Unruh, M.; Zarbock, A. FGF23 signaling
impairs neutrophil recruitment and host defense during CKD. J. Clin. Investig. 2016, 126, 962–974. [CrossRef] [PubMed]

61. Jelkmann, W. Proinflammatory cytokines lowering erythropoietin production. J. Interferon Cytokine Res. 1998, 18, 555–559.
[CrossRef]

62. Avesani, C.M.; Draibe, S.A.; Kamimura, M.A.; Colugnati, F.A.; Cuppari, L. Resting energy expenditure of chronic kidney disease
patients: Influence of renal function and subclinical inflammation. Am. J. Kidney Dis. 2004, 44, 1008–1016. [CrossRef]

63. Slee, A.D. Exploring metabolic dysfunction in chronic kidney disease. Nutr. Metab. 2012, 9, 36. [CrossRef]
64. Fouque, D.; Kalantar-Zadeh, K.; Kopple, J.; Cano, N.; Chauveau, P.; Cuppari, L.; Franch, H.; Guarnieri, G.; Ikizler, T.A.; Kaysen,

G.; et al. A proposed nomenclature and diagnostic criteria for protein-energy wasting in acute and chronic kidney disease. Kidney
Int. 2008, 73, 391–398. [CrossRef] [PubMed]

65. Rosner, M.H.; Ronco, C.; Okusa, M.D. The role of inflammation in the cardio-renal syndrome: A focus on cytokines and
inflammatory mediators. Semin. Nephrol. 2012, 32, 70–78. [CrossRef] [PubMed]

66. Linhart, C.; Ulrich, C.; Greinert, D.; Dambeck, S.; Wienke, A.; Girndt, M.; Pliquett, R.U. Systemic inflammation in acute cardiorenal
syndrome: An observational pilot study. ESC Heart Fail. 2018, 5, 920–930. [CrossRef] [PubMed]

67. Ridker, P.M.; MacFadyen, J.G.; Glynn, R.J.; Koenig, W.; Libby, P.; Everett, B.M.; Lefkowitz, M.; Thuren, T.; Cornel, J.H. Inhibition of
Interleukin-1beta by Canakinumab and Cardiovascular Outcomes in Patients With Chronic Kidney Disease. J. Am. Coll. Cardiol.
2018, 71, 2405–2414. [CrossRef] [PubMed]

68. Ridker, P.M.; Tuttle, K.R.; Perkovic, V.; Libby, P.; MacFadyen, J.G. Inflammation drives residual risk in chronic kidney disease: A
CANTOS substudy. Eur. Heart J. 2022, 43, 4832–4844. [CrossRef] [PubMed]

69. Ridker, P.M.; Devalaraja, M.; Baeres, F.M.M.; Engelmann, M.D.M.; Hovingh, G.K.; Ivkovic, M.; Lo, L.; Kling, D.; Pergola, P.;
Raj, D.; et al. IL-6 inhibition with ziltivekimab in patients at high atherosclerotic risk (RESCUE): A double-blind, randomised,
placebo-controlled, phase 2 trial. Lancet 2021, 397, 2060–2069. [CrossRef] [PubMed]

70. Pergola, P.E.; Devalaraja, M.; Fishbane, S.; Chonchol, M.; Mathur, V.S.; Smith, M.T.; Lo, L.; Herzog, K.; Kakkar, R.; Davidson,
M.H. Ziltivekimab for Treatment of Anemia of Inflammation in Patients on Hemodialysis: Results from a Phase 1/2 Multicenter,
Randomized, Double-Blind, Placebo-Controlled Trial. J. Am. Soc. Nephrol. 2021, 32, 211–222. [CrossRef] [PubMed]

71. Amdur, R.L.; Feldman, H.I.; Gupta, J.; Yang, W.; Kanetsky, P.; Shlipak, M.; Rahman, M.; Lash, J.P.; Townsend, R.R.; Ojo, A.; et al.
Inflammation and Progression of CKD: The CRIC Study. Clin. J. Am. Soc. Nephrol. 2016, 11, 1546–1556. [CrossRef]

72. Munoz Mendoza, J.; Isakova, T.; Cai, X.; Bayes, L.Y.; Faul, C.; Scialla, J.J.; Lash, J.P.; Chen, J.; He, J.; Navaneethan, S.; et al.
Inflammation and elevated levels of fibroblast growth factor 23 are independent risk factors for death in chronic kidney disease.
Kidney Int. 2017, 91, 711–719. [CrossRef]

73. Batra, G.; Ghukasyan Lakic, T.; Lindback, J.; Held, C.; White, H.D.; Stewart, R.A.H.; Koenig, W.; Cannon, C.P.; Budaj, A.;
Hagstrom, E.; et al. Interleukin 6 and Cardiovascular Outcomes in Patients With Chronic Kidney Disease and Chronic Coronary
Syndrome. JAMA Cardiol. 2021, 6, 1440–1445. [CrossRef]

74. Schunk, S.J.; Triem, S.; Schmit, D.; Zewinger, S.; Sarakpi, T.; Becker, E.; Hutter, G.; Wrublewsky, S.; Kuting, F.; Hohl, M.; et al.
Interleukin-1alpha Is a Central Regulator of Leukocyte-Endothelial Adhesion in Myocardial Infarction and in Chronic Kidney
Disease. Circulation 2021, 144, 893–908. [CrossRef]

75. Emerging Risk Factors Collaboration; Kaptoge, S.; Di Angelantonio, E.; Lowe, G.; Pepys, M.B.; Thompson, S.G.; Collins, R.;
Danesh, J. C-reactive protein concentration and risk of coronary heart disease, stroke, and mortality: An individual participant
meta-analysis. Lancet 2010, 375, 132–140. [CrossRef]

76. Elliott, P.; Chambers, J.C.; Zhang, W.; Clarke, R.; Hopewell, J.C.; Peden, J.F.; Erdmann, J.; Braund, P.; Engert, J.C.; Bennett, D.; et al.
Genetic Loci associated with C-reactive protein levels and risk of coronary heart disease. JAMA 2009, 302, 37–48. [CrossRef]

77. Said, S.; Pazoki, R.; Karhunen, V.; Vosa, U.; Ligthart, S.; Bodinier, B.; Koskeridis, F.; Welsh, P.; Alizadeh, B.Z.; Chasman, D.I.; et al.
Genetic analysis of over half a million people characterises C-reactive protein loci. Nat. Commun. 2022, 13, 2198. [CrossRef]

78. IL6R Genetics Consortium Emerging Risk Factors Collaboration; Sarwar, N.; Butterworth, A.S.; Freitag, D.F.; Gregson, J.; Willeit, P.;
Gorman, D.N.; Gao, P.; Saleheen, D.; Rendon, A.; et al. Interleukin-6 receptor pathways in coronary heart disease: A collaborative
meta-analysis of 82 studies. Lancet 2012, 379, 1205–1213. [CrossRef]

79. Schunk, S.J.; Kleber, M.E.; Marz, W.; Pang, S.; Zewinger, S.; Triem, S.; Ege, P.; Reichert, M.C.; Krawczyk, M.; Weber, S.N.; et al.
Genetically determined NLRP3 inflammasome activation associates with systemic inflammation and cardiovascular mortality.
Eur. Heart J. 2021, 42, 1742–1756. [CrossRef]

80. Spoto, B.; Mattace-Raso, F.; Sijbrands, E.; Leonardis, D.; Testa, A.; Pisano, A.; Pizzini, P.; Cutrupi, S.; Parlongo, R.M.; D’Arrigo,
G.; et al. Association of IL-6 and a functional polymorphism in the IL-6 gene with cardiovascular events in patients with CKD.
Clin. J. Am. Soc. Nephrol. 2015, 10, 232–240. [CrossRef]

81. Susilo, H.; Thaha, M.; Pikir, B.S.; Alsagaff, M.Y.; Suryantoro, S.D.; Wungu, C.D.K.; Pratama, N.R.; Pakpahan, C.; Oceandy, D.
The Role of Plasma Interleukin-6 Levels on Atherosclerotic Cardiovascular Disease and Cardiovascular Mortality Risk Scores in
Javanese Patients with Chronic Kidney Disease. J. Pers. Med. 2022, 12, 1122. [CrossRef] [PubMed]

82. Yu, Z.; Zekavat, S.M.; Honigberg, M.C.; Natarajan, P. Genetic IL-6 Signaling Modifies Incident Coronary Artery Disease Risk in
Chronic Kidney Disease. J. Am. Coll. Cardiol. 2022, 79, 415–416. [CrossRef] [PubMed]

https://doi.org/10.1111/j.1523-1755.2004.00481.x
https://doi.org/10.1172/JCI83470
https://www.ncbi.nlm.nih.gov/pubmed/26878171
https://doi.org/10.1089/jir.1998.18.555
https://doi.org/10.1053/j.ajkd.2004.08.023
https://doi.org/10.1186/1743-7075-9-36
https://doi.org/10.1038/sj.ki.5002585
https://www.ncbi.nlm.nih.gov/pubmed/18094682
https://doi.org/10.1016/j.semnephrol.2011.11.010
https://www.ncbi.nlm.nih.gov/pubmed/22365165
https://doi.org/10.1002/ehf2.12327
https://www.ncbi.nlm.nih.gov/pubmed/30015388
https://doi.org/10.1016/j.jacc.2018.03.490
https://www.ncbi.nlm.nih.gov/pubmed/29793629
https://doi.org/10.1093/eurheartj/ehac444
https://www.ncbi.nlm.nih.gov/pubmed/35943897
https://doi.org/10.1016/S0140-6736(21)00520-1
https://www.ncbi.nlm.nih.gov/pubmed/34015342
https://doi.org/10.1681/ASN.2020050595
https://www.ncbi.nlm.nih.gov/pubmed/33272965
https://doi.org/10.2215/CJN.13121215
https://doi.org/10.1016/j.kint.2016.10.021
https://doi.org/10.1001/jamacardio.2021.3079
https://doi.org/10.1161/CIRCULATIONAHA.121.053547
https://doi.org/10.1016/S0140-6736(09)61717-7
https://doi.org/10.1001/jama.2009.954
https://doi.org/10.1038/s41467-022-29650-5
https://doi.org/10.1016/S0140-6736(11)61931-4
https://doi.org/10.1093/eurheartj/ehab107
https://doi.org/10.2215/CJN.07000714
https://doi.org/10.3390/jpm12071122
https://www.ncbi.nlm.nih.gov/pubmed/35887619
https://doi.org/10.1016/j.jacc.2021.11.020
https://www.ncbi.nlm.nih.gov/pubmed/35086662


Int. J. Mol. Sci. 2024, 25, 2658 21 of 26

83. Rocha, S.; Valente, M.J.; Coimbra, S.; Catarino, C.; Rocha-Pereira, P.; Oliveira, J.G.; Madureira, J.; Fernandes, J.C.; do Sameiro-Faria,
M.; Miranda, V.; et al. Interleukin 6 (rs1800795) and pentraxin 3 (rs2305619) polymorphisms-association with inflammation and
all-cause mortality in end-stage-renal disease patients on dialysis. Sci. Rep. 2021, 11, 14768. [CrossRef] [PubMed]

84. Wetmore, J.B.; Hung, A.M.; Lovett, D.H.; Sen, S.; Quershy, O.; Johansen, K.L. Interleukin-1 gene cluster polymorphisms predict
risk of ESRD. Kidney Int. 2005, 68, 278–284. [CrossRef]

85. Horibe, H.; Fujimaki, T.; Oguri, M.; Kato, K.; Matsuoka, R.; Abe, S.; Tokoro, F.; Arai, M.; Noda, T.; Watanabe, S.; et al. Association
of a polymorphism of the interleukin 6 receptor gene with chronic kidney disease in Japanese individuals. Nephrology (Carlton)
2015, 20, 273–278. [CrossRef]

86. Ridker, P.M.; Bhatt, D.L.; Pradhan, A.D.; Glynn, R.J.; MacFadyen, J.G.; Nissen, S.E.; Prominent, R.-I.; Investigators, S. Inflammation
and cholesterol as predictors of cardiovascular events among patients receiving statin therapy: A collaborative analysis of
three randomised trials. Lancet 2023, 401, 1293–1301. [CrossRef] [PubMed]

87. Zewinger, S.; Schumann, T.; Fliser, D.; Speer, T. Innate immunity in CKD-associated vascular diseases. Nephrol. Dial. Transplant.
2016, 31, 1813–1821. [CrossRef] [PubMed]

88. Man, S.M.; Karki, R.; Kanneganti, T.D. Molecular mechanisms and functions of pyroptosis, inflammatory caspases and inflamma-
somes in infectious diseases. Immunol. Rev. 2017, 277, 61–75. [CrossRef] [PubMed]

89. Stenvinkel, P.; Chertow, G.M.; Devarajan, P.; Levin, A.; Andreoli, S.P.; Bangalore, S.; Warady, B.A. Chronic Inflammation in
Chronic Kidney Disease Progression: Role of Nrf2. Kidney Int. Rep. 2021, 6, 1775–1787. [CrossRef] [PubMed]

90. Alarcon, M.M.L.; Trentin-Sonoda, M.; Panico, K.; Schleier, Y.; Duque, T.; Moreno-Loaiza, O.; de Yurre, A.R.; Ferreira, F.; Caio-Silva,
W.; Coury, P.R.; et al. Cardiac arrhythmias after renal I/R depend on IL-1beta. J. Mol. Cell Cardiol. 2019, 131, 101–111. [CrossRef]

91. Jo, E.K.; Kim, J.K.; Shin, D.M.; Sasakawa, C. Molecular mechanisms regulating NLRP3 inflammasome activation. Cell Mol.
Immunol. 2016, 13, 148–159. [CrossRef]

92. Monnerat, G.; Alarcon, M.L.; Vasconcellos, L.R.; Hochman-Mendez, C.; Brasil, G.; Bassani, R.A.; Casis, O.; Malan, D.; Travassos,
L.H.; Sepulveda, M.; et al. Macrophage-dependent IL-1beta production induces cardiac arrhythmias in diabetic mice. Nat.
Commun. 2016, 7, 13344. [CrossRef]

93. Dinarello, C.A. Immunological and inflammatory functions of the interleukin-1 family. Annu. Rev. Immunol. 2009, 27, 519–550.
[CrossRef]

94. Abbate, A.; Toldo, S.; Marchetti, C.; Kron, J.; Van Tassell, B.W.; Dinarello, C.A. Interleukin-1 and the Inflammasome as Therapeutic
Targets in Cardiovascular Disease. Circ. Res. 2020, 126, 1260–1280. [CrossRef] [PubMed]

95. Lukens, J.R.; Vogel, P.; Johnson, G.R.; Kelliher, M.A.; Iwakura, Y.; Lamkanfi, M.; Kanneganti, T.D. RIP1-driven autoinflammation
targets IL-1alpha independently of inflammasomes and RIP3. Nature 2013, 498, 224–227. [CrossRef] [PubMed]

96. Kim, B.; Lee, Y.; Kim, E.; Kwak, A.; Ryoo, S.; Bae, S.H.; Azam, T.; Kim, S.; Dinarello, C.A. The Interleukin-1alpha Precursor
is Biologically Active and is Likely a Key Alarmin in the IL-1 Family of Cytokines. Front. Immunol. 2013, 4, 391. [CrossRef]
[PubMed]

97. Di Paolo, N.C.; Shayakhmetov, D.M. Interleukin 1alpha and the inflammatory process. Nat. Immunol. 2016, 17, 906–913. [CrossRef]
[PubMed]

98. Afonina, I.S.; Tynan, G.A.; Logue, S.E.; Cullen, S.P.; Bots, M.; Luthi, A.U.; Reeves, E.P.; McElvaney, N.G.; Medema, J.P.; Lavelle,
E.C.; et al. Granzyme B-dependent proteolysis acts as a switch to enhance the proinflammatory activity of IL-1alpha. Mol. Cell
2011, 44, 265–278. [CrossRef]

99. Burzynski, L.C.; Humphry, M.; Pyrillou, K.; Wiggins, K.A.; Chan, J.N.E.; Figg, N.; Kitt, L.L.; Summers, C.; Tatham, K.C.; Martin,
P.B.; et al. The Coagulation and Immune Systems Are Directly Linked through the Activation of Interleukin-1alpha by Thrombin.
Immunity 2019, 50, 1033–1042.e1036. [CrossRef] [PubMed]

100. Alfaddagh, A.; Martin, S.S.; Leucker, T.M.; Michos, E.D.; Blaha, M.J.; Lowenstein, C.J.; Jones, S.R.; Toth, P.P. Inflammation and
cardiovascular disease: From mechanisms to therapeutics. Am. J. Prev. Cardiol. 2020, 4, 100130. [CrossRef]

101. Dutta, P.; Sager, H.B.; Stengel, K.R.; Naxerova, K.; Courties, G.; Saez, B.; Silberstein, L.; Heidt, T.; Sebas, M.; Sun, Y.; et al.
Myocardial Infarction Activates CCR2+ Hematopoietic Stem and Progenitor Cells. Cell Stem Cell 2015, 16, 477–487. [CrossRef]

102. Nabi, H.; Kivimaki, M.; Batty, G.D.; Shipley, M.J.; Britton, A.; Brunner, E.J.; Vahtera, J.; Lemogne, C.; Elbaz, A.; Singh-Manoux, A.
Increased risk of coronary heart disease among individuals reporting adverse impact of stress on their health: The Whitehall II
prospective cohort study. Eur. Heart J. 2013, 34, 2697–2705. [CrossRef]

103. Barrett, T.J.; Corr, E.M.; van Solingen, C.; Schlamp, F.; Brown, E.J.; Koelwyn, G.J.; Lee, A.H.; Shanley, L.C.; Spruill, T.M.; Bozal,
F.; et al. Chronic stress primes innate immune responses in mice and humans. Cell Rep. 2021, 36, 109595. [CrossRef]

104. Christ, A.; Gunther, P.; Lauterbach, M.A.R.; Duewell, P.; Biswas, D.; Pelka, K.; Scholz, C.J.; Oosting, M.; Haendler, K.; Bassler,
K.; et al. Western Diet Triggers NLRP3-Dependent Innate Immune Reprogramming. Cell 2018, 172, 162–175.e114. [CrossRef]

105. Steensma, D.P.; Bejar, R.; Jaiswal, S.; Lindsley, R.C.; Sekeres, M.A.; Hasserjian, R.P.; Ebert, B.L. Clonal hematopoiesis of
indeterminate potential and its distinction from myelodysplastic syndromes. Blood 2015, 126, 9–16. [CrossRef]

106. Jaiswal, S.; Fontanillas, P.; Flannick, J.; Manning, A.; Grauman, P.V.; Mar, B.G.; Lindsley, R.C.; Mermel, C.H.; Burtt, N.; Chavez,
A.; et al. Age-related clonal hematopoiesis associated with adverse outcomes. N. Engl. J. Med. 2014, 371, 2488–2498. [CrossRef]

107. Rogers, N.M.; Ferenbach, D.A.; Isenberg, J.S.; Thomson, A.W.; Hughes, J. Dendritic cells and macrophages in the kidney: A
spectrum of good and evil. Nat. Rev. Nephrol. 2014, 10, 625–643. [CrossRef]

https://doi.org/10.1038/s41598-021-94075-x
https://www.ncbi.nlm.nih.gov/pubmed/34285273
https://doi.org/10.1111/j.1523-1755.2005.00403.x
https://doi.org/10.1111/nep.12381
https://doi.org/10.1016/S0140-6736(23)00215-5
https://www.ncbi.nlm.nih.gov/pubmed/36893777
https://doi.org/10.1093/ndt/gfv358
https://www.ncbi.nlm.nih.gov/pubmed/26454223
https://doi.org/10.1111/imr.12534
https://www.ncbi.nlm.nih.gov/pubmed/28462526
https://doi.org/10.1016/j.ekir.2021.04.023
https://www.ncbi.nlm.nih.gov/pubmed/34307974
https://doi.org/10.1016/j.yjmcc.2019.04.025
https://doi.org/10.1038/cmi.2015.95
https://doi.org/10.1038/ncomms13344
https://doi.org/10.1146/annurev.immunol.021908.132612
https://doi.org/10.1161/CIRCRESAHA.120.315937
https://www.ncbi.nlm.nih.gov/pubmed/32324502
https://doi.org/10.1038/nature12174
https://www.ncbi.nlm.nih.gov/pubmed/23708968
https://doi.org/10.3389/fimmu.2013.00391
https://www.ncbi.nlm.nih.gov/pubmed/24312098
https://doi.org/10.1038/ni.3503
https://www.ncbi.nlm.nih.gov/pubmed/27434011
https://doi.org/10.1016/j.molcel.2011.07.037
https://doi.org/10.1016/j.immuni.2019.03.003
https://www.ncbi.nlm.nih.gov/pubmed/30926232
https://doi.org/10.1016/j.ajpc.2020.100130
https://doi.org/10.1016/j.stem.2015.04.008
https://doi.org/10.1093/eurheartj/eht216
https://doi.org/10.1016/j.celrep.2021.109595
https://doi.org/10.1016/j.cell.2017.12.013
https://doi.org/10.1182/blood-2015-03-631747
https://doi.org/10.1056/NEJMoa1408617
https://doi.org/10.1038/nrneph.2014.170


Int. J. Mol. Sci. 2024, 25, 2658 22 of 26

108. Muller, D.N.; Shagdarsuren, E.; Park, J.K.; Dechend, R.; Mervaala, E.; Hampich, F.; Fiebeler, A.; Ju, X.; Finckenberg, P.; Theuer,
J.; et al. Immunosuppressive treatment protects against angiotensin II-induced renal damage. Am. J. Pathol. 2002, 161, 1679–1693.
[CrossRef]

109. Deswal, A.; Petersen, N.J.; Feldman, A.M.; Young, J.B.; White, B.G.; Mann, D.L. Cytokines and cytokine receptors in advanced
heart failure: An analysis of the cytokine database from the Vesnarinone trial (VEST). Circulation 2001, 103, 2055–2059. [CrossRef]
[PubMed]

110. Chung, E.S.; Packer, M.; Lo, K.H.; Fasanmade, A.A.; Willerson, J.T.; ATTACH Investigators. Randomized, double-blind,
placebo-controlled, pilot trial of infliximab, a chimeric monoclonal antibody to tumor necrosis factor-alpha, in patients with
moderate-to-severe heart failure: Results of the anti-TNF Therapy Against Congestive Heart Failure (ATTACH) trial. Circulation
2003, 107, 3133–3140. [PubMed]

111. Anker, S.D.; Coats, A.J. How to RECOVER from RENAISSANCE? The significance of the results of RECOVER, RENAISSANCE,
RENEWAL and ATTACH. Int. J. Cardiol. 2002, 86, 123–130. [CrossRef] [PubMed]

112. Smolgovsky, S.; Bayer, A.L.; Kaur, K.; Sanders, E.; Aronovitz, M.; Filipp, M.E.; Thorp, E.B.; Schiattarella, G.G.; Hill, J.A.; Blanton,
R.M.; et al. Impaired T cell IRE1alpha/XBP1 signaling directs inflammation in experimental heart failure with preserved ejection
fraction. J. Clin. Investig. 2023, 133. [CrossRef] [PubMed]

113. Jobin, K.; Muller, D.N.; Jantsch, J.; Kurts, C. Sodium and its manifold impact on our immune system. Trends Immunol. 2021, 42,
469–479. [CrossRef] [PubMed]

114. Kleinewietfeld, M.; Manzel, A.; Titze, J.; Kvakan, H.; Yosef, N.; Linker, R.A.; Muller, D.N.; Hafler, D.A. Sodium chloride drives
autoimmune disease by the induction of pathogenic TH17 cells. Nature 2013, 496, 518–522. [CrossRef]

115. Madhur, M.S.; Lob, H.E.; McCann, L.A.; Iwakura, Y.; Blinder, Y.; Guzik, T.J.; Harrison, D.G. Interleukin 17 promotes angiotensin
II-induced hypertension and vascular dysfunction. Hypertension 2010, 55, 500–507. [CrossRef] [PubMed]

116. Yang, C.Y.; Chen, T.W.; Lu, W.L.; Liang, S.S.; Huang, H.D.; Tseng, C.P.; Tarng, D.C. Synbiotics Alleviate the Gut Indole Load and
Dysbiosis in Chronic Kidney Disease. Cells 2021, 10, 114. [CrossRef] [PubMed]

117. Speer, T.; Ridker, P.M.; von Eckardstein, A.; Schunk, S.J.; Fliser, D. Lipoproteins in chronic kidney disease: From bench to bedside.
Eur. Heart J. 2021, 42, 2170–2185. [CrossRef]

118. Zewinger, S.; Reiser, J.; Jankowski, V.; Alansary, D.; Hahm, E.; Triem, S.; Klug, M.; Schunk, S.J.; Schmit, D.; Kramann, R.; et al.
Apolipoprotein C3 induces inflammation and organ damage by alternative inflammasome activation. Nat. Immunol. 2020, 21,
30–41. [CrossRef] [PubMed]

119. Schunk, S.J.; Hermann, J.; Sarakpi, T.; Triem, S.; Lellig, M.; Hahm, E.; Zewinger, S.; Schmit, D.; Becker, E.; Mollmann, J.; et al.
Guanidinylated Apolipoprotein C3 (ApoC3) Associates with Kidney and Vascular Injury. J. Am. Soc. Nephrol. 2021, 32, 3146–3160.
[CrossRef] [PubMed]

120. Zewinger, S.; Speer, T.; Kleber, M.E.; Scharnagl, H.; Woitas, R.; Lepper, P.M.; Pfahler, K.; Seiler, S.; Heine, G.H.; Marz, W.; et al.
HDL cholesterol is not associated with lower mortality in patients with kidney dysfunction. J. Am. Soc. Nephrol. 2014, 25,
1073–1082. [CrossRef] [PubMed]

121. Shroff, R.; Speer, T.; Colin, S.; Charakida, M.; Zewinger, S.; Staels, B.; Chinetti-Gbaguidi, G.; Hettrich, I.; Rohrer, L.; O’Neill, F.; et al.
HDL in children with CKD promotes endothelial dysfunction and an abnormal vascular phenotype. J. Am. Soc. Nephrol. 2014, 25,
2658–2668. [CrossRef]

122. Jovanovich, A.; Isakova, T.; Stubbs, J. Microbiome and Cardiovascular Disease in CKD. Clin. J. Am. Soc. Nephrol. 2018, 13,
1598–1604. [CrossRef]

123. Wang, Z.; Klipfell, E.; Bennett, B.J.; Koeth, R.; Levison, B.S.; Dugar, B.; Feldstein, A.E.; Britt, E.B.; Fu, X.; Chung, Y.M.; et al. Gut
flora metabolism of phosphatidylcholine promotes cardiovascular disease. Nature 2011, 472, 57–63. [CrossRef]

124. Koeth, R.A.; Wang, Z.; Levison, B.S.; Buffa, J.A.; Org, E.; Sheehy, B.T.; Britt, E.B.; Fu, X.; Wu, Y.; Li, L.; et al. Intestinal microbiota
metabolism of L-carnitine, a nutrient in red meat, promotes atherosclerosis. Nat. Med. 2013, 19, 576–585. [CrossRef]

125. Kim, R.B.; Morse, B.L.; Djurdjev, O.; Tang, M.; Muirhead, N.; Barrett, B.; Holmes, D.T.; Madore, F.; Clase, C.M.; Rigatto,
C.; et al. Advanced chronic kidney disease populations have elevated trimethylamine N-oxide levels associated with increased
cardiovascular events. Kidney Int. 2016, 89, 1144–1152. [CrossRef]

126. Tang, W.H.; Wang, Z.; Levison, B.S.; Koeth, R.A.; Britt, E.B.; Fu, X.; Wu, Y.; Hazen, S.L. Intestinal microbial metabolism of
phosphatidylcholine and cardiovascular risk. N. Engl. J. Med. 2013, 368, 1575–1584. [CrossRef] [PubMed]

127. Julovi, S.M.; Trinh, K.; Robertson, H.; Xu, C.; Minhas, N.; Viswanathan, S.; Patrick, E.; Horowitz, J.D.; Meijles, D.N.; Rogers, N.M.
Thrombospondin-1 drives cardiac remodelling in chronic kidney disease. JACC Basic. Transl. Sci. 2024. preprint. [CrossRef]

128. Docherty, M.H.; O’Sullivan, E.D.; Bonventre, J.V.; Ferenbach, D.A. Cellular Senescence in the Kidney. J. Am. Soc. Nephrol. 2019, 30,
726–736. [CrossRef] [PubMed]

129. Campisi, J. Aging, cellular senescence, and cancer. Annu. Rev. Physiol. 2013, 75, 685–705. [CrossRef] [PubMed]
130. Childs, B.G.; Durik, M.; Baker, D.J.; van Deursen, J.M. Cellular senescence in aging and age-related disease: From mechanisms to

therapy. Nat. Med. 2015, 21, 1424–1435. [CrossRef]
131. Coppe, J.P.; Patil, C.K.; Rodier, F.; Sun, Y.; Munoz, D.P.; Goldstein, J.; Nelson, P.S.; Desprez, P.Y.; Campisi, J. Senescence-associated

secretory phenotypes reveal cell-nonautonomous functions of oncogenic RAS and the p53 tumor suppressor. PLoS Biol. 2008, 6,
2853–2868. [CrossRef] [PubMed]

https://doi.org/10.1016/S0002-9440(10)64445-8
https://doi.org/10.1161/01.CIR.103.16.2055
https://www.ncbi.nlm.nih.gov/pubmed/11319194
https://www.ncbi.nlm.nih.gov/pubmed/12796126
https://doi.org/10.1016/S0167-5273(02)00470-9
https://www.ncbi.nlm.nih.gov/pubmed/12419548
https://doi.org/10.1172/JCI171874
https://www.ncbi.nlm.nih.gov/pubmed/37874641
https://doi.org/10.1016/j.it.2021.04.002
https://www.ncbi.nlm.nih.gov/pubmed/33962888
https://doi.org/10.1038/nature11868
https://doi.org/10.1161/HYPERTENSIONAHA.109.145094
https://www.ncbi.nlm.nih.gov/pubmed/20038749
https://doi.org/10.3390/cells10010114
https://www.ncbi.nlm.nih.gov/pubmed/33435396
https://doi.org/10.1093/eurheartj/ehaa1050
https://doi.org/10.1038/s41590-019-0548-1
https://www.ncbi.nlm.nih.gov/pubmed/31819254
https://doi.org/10.1681/ASN.2021040503
https://www.ncbi.nlm.nih.gov/pubmed/34588185
https://doi.org/10.1681/ASN.2013050482
https://www.ncbi.nlm.nih.gov/pubmed/24610925
https://doi.org/10.1681/ASN.2013111212
https://doi.org/10.2215/CJN.12691117
https://doi.org/10.1038/nature09922
https://doi.org/10.1038/nm.3145
https://doi.org/10.1016/j.kint.2016.01.014
https://doi.org/10.1056/NEJMoa1109400
https://www.ncbi.nlm.nih.gov/pubmed/23614584
https://doi.org/10.2139/ssrn.4661742
https://doi.org/10.1681/ASN.2018121251
https://www.ncbi.nlm.nih.gov/pubmed/31000567
https://doi.org/10.1146/annurev-physiol-030212-183653
https://www.ncbi.nlm.nih.gov/pubmed/23140366
https://doi.org/10.1038/nm.4000
https://doi.org/10.1371/journal.pbio.0060301
https://www.ncbi.nlm.nih.gov/pubmed/19053174


Int. J. Mol. Sci. 2024, 25, 2658 23 of 26

132. Wong, D.W.L.; Yiu, W.H.; Chan, K.W.; Li, Y.; Li, B.; Lok, S.W.Y.; Taketo, M.M.; Igarashi, P.; Chan, L.Y.Y.; Leung, J.C.K.; et al.
Activated renal tubular Wnt/beta-catenin signaling triggers renal inflammation during overload proteinuria. Kidney Int. 2018, 93,
1367–1383. [CrossRef]

133. Luo, C.; Zhou, S.; Zhou, Z.; Liu, Y.; Yang, L.; Liu, J.; Zhang, Y.; Li, H.; Liu, Y.; Hou, F.F.; et al. Wnt9a Promotes Renal Fibrosis by
Accelerating Cellular Senescence in Tubular Epithelial Cells. J. Am. Soc. Nephrol. 2018, 29, 1238–1256. [CrossRef]

134. Ueda, S.; Tominaga, T.; Ochi, A.; Sakurai, A.; Nishimura, K.; Shibata, E.; Wakino, S.; Tamaki, M.; Nagai, K. TGF-beta1 is involved
in senescence-related pathways in glomerular endothelial cells via p16 translocation and p21 induction. Sci. Rep. 2021, 11, 21643.
[CrossRef]

135. van Deursen, J.M. The role of senescent cells in ageing. Nature 2014, 509, 439–446. [CrossRef]
136. Kuilman, T.; Michaloglou, C.; Vredeveld, L.C.; Douma, S.; van Doorn, R.; Desmet, C.J.; Aarden, L.A.; Mooi, W.J.; Peeper, D.S.

Oncogene-induced senescence relayed by an interleukin-dependent inflammatory network. Cell 2008, 133, 1019–1031. [CrossRef]
137. Meyer, K.; Hodwin, B.; Ramanujam, D.; Engelhardt, S.; Sarikas, A. Essential Role for Premature Senescence of Myofibroblasts in

Myocardial Fibrosis. J. Am. Coll. Cardiol. 2016, 67, 2018–2028. [CrossRef]
138. Zhu, F.; Li, Y.; Zhang, J.; Piao, C.; Liu, T.; Li, H.H.; Du, J. Senescent cardiac fibroblast is critical for cardiac fibrosis after myocardial

infarction. PLoS ONE 2013, 8, e74535. [CrossRef]
139. Moe, S.; Drueke, T.; Cunningham, J.; Goodman, W.; Martin, K.; Olgaard, K.; Ott, S.; Sprague, S.; Lameire, N.; Eknoyan, G.; et al.

Definition, evaluation, and classification of renal osteodystrophy: A position statement from Kidney Disease: Improving Global
Outcomes (KDIGO). Kidney Int. 2006, 69, 1945–1953. [CrossRef]

140. Yamada, S.; Tokumoto, M.; Tatsumoto, N.; Taniguchi, M.; Noguchi, H.; Nakano, T.; Masutani, K.; Ooboshi, H.; Tsuruya, K.;
Kitazono, T. Phosphate overload directly induces systemic inflammation and malnutrition as well as vascular calcification in
uremia. Am. J. Physiol. Renal Physiol. 2014, 306, F1418–F1428. [CrossRef]

141. Yamada, S.; Tsuruya, K.; Kitazono, T.; Nakano, T. Emerging cross-talks between chronic kidney disease-mineral and bone disorder
(CKD-MBD) and malnutrition-inflammation complex syndrome (MICS) in patients receiving dialysis. Clin. Exp. Nephrol. 2022,
26, 613–629. [CrossRef] [PubMed]

142. Musgrove, J.; Wolf, M. Regulation and Effects of FGF23 in Chronic Kidney Disease. Annu. Rev. Physiol. 2020, 82, 365–390.
[CrossRef] [PubMed]

143. Faul, C.; Amaral, A.P.; Oskouei, B.; Hu, M.C.; Sloan, A.; Isakova, T.; Gutierrez, O.M.; Aguillon-Prada, R.; Lincoln, J.; Hare,
J.M.; et al. FGF23 induces left ventricular hypertrophy. J. Clin. Investig. 2011, 121, 4393–4408. [CrossRef] [PubMed]

144. Xue, C.; Yang, B.; Zhou, C.; Dai, B.; Liu, Y.; Mao, Z.; Yu, S.; Mei, C. Fibroblast Growth Factor 23 Predicts All-Cause Mortality in a
Dose-Response Fashion in Pre-Dialysis Patients with Chronic Kidney Disease. Am. J. Nephrol. 2017, 45, 149–159. [CrossRef]

145. Drechsler, C.; Pilz, S.; Obermayer-Pietsch, B.; Verduijn, M.; Tomaschitz, A.; Krane, V.; Espe, K.; Dekker, F.; Brandenburg, V.;
Marz, W.; et al. Vitamin D deficiency is associated with sudden cardiac death, combined cardiovascular events, and mortality in
haemodialysis patients. Eur. Heart J. 2010, 31, 2253–2261. [CrossRef]

146. Baylis, C. Nitric oxide deficiency in chronic kidney disease. Am. J. Physiol. Renal Physiol. 2008, 294, F1–F9. [CrossRef] [PubMed]
147. Colombo, P.C.; Banchs, J.E.; Celaj, S.; Talreja, A.; Lachmann, J.; Malla, S.; DuBois, N.B.; Ashton, A.W.; Latif, F.; Jorde, U.P.; et al.

Endothelial cell activation in patients with decompensated heart failure. Circulation 2005, 111, 58–62. [CrossRef] [PubMed]
148. Suda, O.; Tsutsui, M.; Morishita, T.; Tasaki, H.; Ueno, S.; Nakata, S.; Tsujimoto, T.; Toyohira, Y.; Hayashida, Y.; Sasaguri, Y.; et al.

Asymmetric dimethylarginine produces vascular lesions in endothelial nitric oxide synthase-deficient mice: Involvement of
renin-angiotensin system and oxidative stress. Arterioscler. Thromb. Vasc. Biol. 2004, 24, 1682–1688. [CrossRef] [PubMed]

149. Vallance, P.; Leone, A.; Calver, A.; Collier, J.; Moncada, S. Accumulation of an endogenous inhibitor of nitric oxide synthesis in
chronic renal failure. Lancet 1992, 339, 572–575.

150. Zoccali, C.; Benedetto, F.A.; Maas, R.; Mallamaci, F.; Tripepi, G.; Salvatore Malatino, L.; Boger, R. Asymmetric dimethylarginine,
C-reactive protein, and carotid intima-media thickness in end-stage renal disease. J. Am. Soc. Nephrol. 2002, 13, 490–496.
[CrossRef] [PubMed]

151. Zoccali, C.; Mallamaci, F.; Maas, R.; Benedetto, F.A.; Tripepi, G.; Malatino, L.S.; Cataliotti, A.; Bellanuova, I.; Boger, R.; Investigators,
C. Left ventricular hypertrophy, cardiac remodeling and asymmetric dimethylarginine (ADMA) in hemodialysis patients. Kidney
Int. 2002, 62, 339–345. [CrossRef]

152. Zoccali, C.; Bode-Boger, S.; Mallamaci, F.; Benedetto, F.; Tripepi, G.; Malatino, L.; Cataliotti, A.; Bellanuova, I.; Fermo, I.; Frolich,
J.; et al. Plasma concentration of asymmetrical dimethylarginine and mortality in patients with end-stage renal disease: A
prospective study. Lancet 2001, 358, 2113–2117. [CrossRef]

153. Trocha, M.; Szuba, A.; Merwid-Lad, A.; Sozanski, T. Effect of selected drugs on plasma asymmetric dimethylarginine (ADMA)
levels. Pharmazie 2010, 65, 562–571.

154. Maas, R. Pharmacotherapies and their influence on asymmetric dimethylargine (ADMA). Vasc. Med. 2005, 10 (Suppl. 1), S49–S57.
[CrossRef]

155. Yeoh, S.E.; Docherty, K.F.; Campbell, R.T.; Jhund, P.S.; Hammarstedt, A.; Heerspink, H.J.L.; Jarolim, P.; Kober, L.; Kosiborod,
M.N.; Martinez, F.A.; et al. Endothelin-1, Outcomes in Patients With Heart Failure and Reduced Ejection Fraction, and Effects of
Dapagliflozin: Findings From DAPA-HF. Circulation 2023, 147, 1670–1683. [CrossRef]

https://doi.org/10.1016/j.kint.2017.12.017
https://doi.org/10.1681/ASN.2017050574
https://doi.org/10.1038/s41598-021-01150-4
https://doi.org/10.1038/nature13193
https://doi.org/10.1016/j.cell.2008.03.039
https://doi.org/10.1016/j.jacc.2016.02.047
https://doi.org/10.1371/journal.pone.0074535
https://doi.org/10.1038/sj.ki.5000414
https://doi.org/10.1152/ajprenal.00633.2013
https://doi.org/10.1007/s10157-022-02216-x
https://www.ncbi.nlm.nih.gov/pubmed/35353283
https://doi.org/10.1146/annurev-physiol-021119-034650
https://www.ncbi.nlm.nih.gov/pubmed/31743079
https://doi.org/10.1172/JCI46122
https://www.ncbi.nlm.nih.gov/pubmed/21985788
https://doi.org/10.1159/000454959
https://doi.org/10.1093/eurheartj/ehq246
https://doi.org/10.1152/ajprenal.00424.2007
https://www.ncbi.nlm.nih.gov/pubmed/17928410
https://doi.org/10.1161/01.CIR.0000151611.89232.3B
https://www.ncbi.nlm.nih.gov/pubmed/15611373
https://doi.org/10.1161/01.ATV.0000136656.26019.6e
https://www.ncbi.nlm.nih.gov/pubmed/15217805
https://doi.org/10.1681/ASN.V132490
https://www.ncbi.nlm.nih.gov/pubmed/11805179
https://doi.org/10.1046/j.1523-1755.2002.00437.x
https://doi.org/10.1016/S0140-6736(01)07217-8
https://doi.org/10.1177/1358836X0501000108
https://doi.org/10.1161/CIRCULATIONAHA.122.063327


Int. J. Mol. Sci. 2024, 25, 2658 24 of 26

156. Packer, M.; McMurray, J.J.V.; Krum, H.; Kiowski, W.; Massie, B.M.; Caspi, A.; Pratt, C.M.; Petrie, M.C.; DeMets, D.; Kobrin, I.; et al.
Long-Term Effect of Endothelin Receptor Antagonism With Bosentan on the Morbidity and Mortality of Patients With Severe
Chronic Heart Failure: Primary Results of the ENABLE Trials. JACC Heart Fail. 2017, 5, 317–326. [CrossRef]

157. Bohm, F.; Pernow, J. The importance of endothelin-1 for vascular dysfunction in cardiovascular disease. Cardiovasc. Res. 2007, 76,
8–18. [CrossRef] [PubMed]

158. Bertrand, J.; Bollmann, M. Soluble syndecans: Biomarkers for diseases and therapeutic options. Br. J. Pharmacol. 2019, 176, 67–81.
[CrossRef] [PubMed]

159. McMurray, J.J.; Packer, M.; Desai, A.S.; Gong, J.; Lefkowitz, M.P.; Rizkala, A.R.; Rouleau, J.L.; Shi, V.C.; Solomon, S.D.; Swedberg,
K.; et al. Angiotensin-neprilysin inhibition versus enalapril in heart failure. N. Engl. J. Med. 2014, 371, 993–1004. [CrossRef]
[PubMed]

160. Solomon, S.D.; McMurray, J.J.V.; Anand, I.S.; Ge, J.; Lam, C.S.P.; Maggioni, A.P.; Martinez, F.; Packer, M.; Pfeffer, M.A.; Pieske,
B.; et al. Angiotensin-Neprilysin Inhibition in Heart Failure with Preserved Ejection Fraction. N. Engl. J. Med. 2019, 381, 1609–1620.
[CrossRef]

161. O’Connor, C.M.; Starling, R.C.; Hernandez, A.F.; Armstrong, P.W.; Dickstein, K.; Hasselblad, V.; Heizer, G.M.; Komajda, M.;
Massie, B.M.; McMurray, J.J.; et al. Effect of nesiritide in patients with acute decompensated heart failure. N. Engl. J. Med. 2011,
365, 32–43. [CrossRef]

162. Loppnow, H.; Zhang, L.; Buerke, M.; Lautenschlager, M.; Chen, L.; Frister, A.; Schlitt, A.; Luther, T.; Song, N.; Hofmann, B.; et al.
Statins potently reduce the cytokine-mediated IL-6 release in SMC/MNC cocultures. J. Cell Mol. Med. 2011, 15, 994–1004.
[CrossRef] [PubMed]

163. Heerspink, H.J.L.; Perco, P.; Mulder, S.; Leierer, J.; Hansen, M.K.; Heinzel, A.; Mayer, G. Canagliflozin reduces inflammation
and fibrosis biomarkers: A potential mechanism of action for beneficial effects of SGLT2 inhibitors in diabetic kidney disease.
Diabetologia 2019, 62, 1154–1166. [CrossRef]

164. Gilbert, J.; Lekstrom-Himes, J.; Donaldson, D.; Lee, Y.; Hu, M.; Xu, J.; Wyant, T.; Davidson, M.; Group, M.L.N.S. Effect of
CC chemokine receptor 2 CCR2 blockade on serum C-reactive protein in individuals at atherosclerotic risk and with a single
nucleotide polymorphism of the monocyte chemoattractant protein-1 promoter region. Am. J. Cardiol. 2011, 107, 906–911.
[CrossRef]

165. Pasceri, V.; Cheng, J.S.; Willerson, J.T.; Yeh, E.T. Modulation of C-reactive protein-mediated monocyte chemoattractant protein-1
induction in human endothelial cells by anti-atherosclerosis drugs. Circulation 2001, 103, 2531–2534. [CrossRef]

166. Kojima, Y.; Volkmer, J.P.; McKenna, K.; Civelek, M.; Lusis, A.J.; Miller, C.L.; Direnzo, D.; Nanda, V.; Ye, J.; Connolly, A.J.; et al.
CD47-blocking antibodies restore phagocytosis and prevent atherosclerosis. Nature 2016, 536, 86–90. [CrossRef]

167. Jarr, K.U.; Nakamoto, R.; Doan, B.H.; Kojima, Y.; Weissman, I.L.; Advani, R.H.; Iagaru, A.; Leeper, N.J. Effect of CD47 Blockade on
Vascular Inflammation. N. Engl. J. Med. 2021, 384, 382–383. [CrossRef]

168. Dane, M.J.; Khairoun, M.; Lee, D.H.; van den Berg, B.M.; Eskens, B.J.; Boels, M.G.; van Teeffelen, J.W.; Rops, A.L.; van der Vlag, J.;
van Zonneveld, A.J.; et al. Association of kidney function with changes in the endothelial surface layer. Clin. J. Am. Soc. Nephrol.
2014, 9, 698–704. [CrossRef]

169. Harper, S.J.; Tomson, C.R.; Bates, D.O. Human uremic plasma increases microvascular permeability to water and proteins in vivo.
Kidney Int. 2002, 61, 1416–1422. [CrossRef]

170. Pletinck, A.; Glorieux, G.; Schepers, E.; Cohen, G.; Gondouin, B.; Van Landschoot, M.; Eloot, S.; Rops, A.; Van de Voorde, J.; De
Vriese, A.; et al. Protein-bound uremic toxins stimulate crosstalk between leukocytes and vessel wall. J. Am. Soc. Nephrol. 2013, 24,
1981–1994. [CrossRef] [PubMed]

171. Vink, H.; Constantinescu, A.A.; Spaan, J.A. Oxidized lipoproteins degrade the endothelial surface layer: Implications for
platelet-endothelial cell adhesion. Circulation 2000, 101, 1500–1502. [CrossRef]

172. Cooper, S.; McDonald, K.; Burkat, D.; Leask, R.L. Stenosis Hemodynamics Disrupt the Endothelial Cell Glycocalyx by MMP
Activity Creating a Proinflammatory Environment. Ann. Biomed. Eng. 2017, 45, 2234–2243. [CrossRef] [PubMed]

173. Kim, Y.H.; Nijst, P.; Kiefer, K.; Tang, W.H. Endothelial Glycocalyx as Biomarker for Cardiovascular Diseases: Mechanistic and
Clinical Implications. Curr. Heart Fail. Rep. 2017, 14, 117–126. [CrossRef] [PubMed]

174. Carmona, A.; Aguera, M.L.; Luna-Ruiz, C.; Buendia, P.; Calleros, L.; Garcia-Jerez, A.; Rodriguez-Puyol, M.; Arias, M.; Arias-
Guillen, M.; de Arriba, G.; et al. Markers of endothelial damage in patients with chronic kidney disease on hemodialysis. Am. J.
Physiol. Renal Physiol. 2017, 312, F673–F681. [CrossRef]

175. Carmona, A.; Guerrero, F.; Buendia, P.; Obrero, T.; Aljama, P.; Carracedo, J. Microvesicles Derived from Indoxyl Sulfate Treated
Endothelial Cells Induce Endothelial Progenitor Cells Dysfunction. Front. Physiol. 2017, 8, 666. [CrossRef]

176. Finn, N.A.; Eapen, D.; Manocha, P.; Al Kassem, H.; Lassegue, B.; Ghasemzadeh, N.; Quyyumi, A.; Searles, C.D. Coronary heart
disease alters intercellular communication by modifying microparticle-mediated microRNA transport. FEBS Lett. 2013, 587,
3456–3463. [CrossRef]

177. Nozaki, T.; Sugiyama, S.; Koga, H.; Sugamura, K.; Ohba, K.; Matsuzawa, Y.; Sumida, H.; Matsui, K.; Jinnouchi, H.; Ogawa, H.
Significance of a multiple biomarkers strategy including endothelial dysfunction to improve risk stratification for cardiovascular
events in patients at high risk for coronary heart disease. J. Am. Coll. Cardiol. 2009, 54, 601–608. [CrossRef]

https://doi.org/10.1016/j.jchf.2017.02.021
https://doi.org/10.1016/j.cardiores.2007.06.004
https://www.ncbi.nlm.nih.gov/pubmed/17617392
https://doi.org/10.1111/bph.14397
https://www.ncbi.nlm.nih.gov/pubmed/29931674
https://doi.org/10.1056/NEJMoa1409077
https://www.ncbi.nlm.nih.gov/pubmed/25176015
https://doi.org/10.1056/NEJMoa1908655
https://doi.org/10.1056/NEJMoa1100171
https://doi.org/10.1111/j.1582-4934.2010.01036.x
https://www.ncbi.nlm.nih.gov/pubmed/20158569
https://doi.org/10.1007/s00125-019-4859-4
https://doi.org/10.1016/j.amjcard.2010.11.005
https://doi.org/10.1161/01.CIR.103.21.2531
https://doi.org/10.1038/nature18935
https://doi.org/10.1056/NEJMc2029834
https://doi.org/10.2215/CJN.08160813
https://doi.org/10.1046/j.1523-1755.2002.00252.x
https://doi.org/10.1681/ASN.2012030281
https://www.ncbi.nlm.nih.gov/pubmed/24009240
https://doi.org/10.1161/01.CIR.101.13.1500
https://doi.org/10.1007/s10439-017-1846-0
https://www.ncbi.nlm.nih.gov/pubmed/28474270
https://doi.org/10.1007/s11897-017-0320-5
https://www.ncbi.nlm.nih.gov/pubmed/28233259
https://doi.org/10.1152/ajprenal.00013.2016
https://doi.org/10.3389/fphys.2017.00666
https://doi.org/10.1016/j.febslet.2013.08.034
https://doi.org/10.1016/j.jacc.2009.05.022


Int. J. Mol. Sci. 2024, 25, 2658 25 of 26

178. Carracedo, J.; Alique, M.; Vida, C.; Bodega, G.; Ceprian, N.; Morales, E.; Praga, M.; de Sequera, P.; Ramirez, R. Mechanisms of
Cardiovascular Disorders in Patients With Chronic Kidney Disease: A Process Related to Accelerated Senescence. Front. Cell Dev.
Biol. 2020, 8, 185. [CrossRef]

179. Goicoechea, M.; de Vinuesa, S.G.; Lahera, V.; Cachofeiro, V.; Gomez-Campdera, F.; Vega, A.; Abad, S.; Luno, J. Effects of
atorvastatin on inflammatory and fibrinolytic parameters in patients with chronic kidney disease. J. Am. Soc. Nephrol. 2006, 17,
S231–S235. [CrossRef]

180. Davignon, J. Beneficial cardiovascular pleiotropic effects of statins. Circulation 2004, 109, III39–III43. [CrossRef]
181. van der Aart-van der Beek, A.B.; de Boer, R.A.; Heerspink, H.J.L. Kidney and heart failure outcomes associated with SGLT2

inhibitor use. Nat. Rev. Nephrol. 2022, 18, 294–306. [CrossRef] [PubMed]
182. Kim, S.R.; Lee, S.G.; Kim, S.H.; Kim, J.H.; Choi, E.; Cho, W.; Rim, J.H.; Hwang, I.; Lee, C.J.; Lee, M.; et al. SGLT2 inhibition

modulates NLRP3 inflammasome activity via ketones and insulin in diabetes with cardiovascular disease. Nat. Commun. 2020,
11, 2127. [CrossRef] [PubMed]

183. Bakris, G.L.; Agarwal, R.; Anker, S.D.; Pitt, B.; Ruilope, L.M.; Rossing, P.; Kolkhof, P.; Nowack, C.; Schloemer, P.; Joseph, A.; et al.
Effect of Finerenone on Chronic Kidney Disease Outcomes in Type 2 Diabetes. N. Engl. J. Med. 2020, 383, 2219–2229. [CrossRef]
[PubMed]

184. Alicic, R.Z.; Cox, E.J.; Neumiller, J.J.; Tuttle, K.R. Incretin drugs in diabetic kidney disease: Biological mechanisms and clinical
evidence. Nat. Rev. Nephrol. 2021, 17, 227–244. [CrossRef]

185. Sattar, N.; Lee, M.M.Y.; Kristensen, S.L.; Branch, K.R.H.; Del Prato, S.; Khurmi, N.S.; Lam, C.S.P.; Lopes, R.D.; McMurray, J.J.V.;
Pratley, R.E.; et al. Cardiovascular, mortality, and kidney outcomes with GLP-1 receptor agonists in patients with type 2 diabetes:
A systematic review and meta-analysis of randomised trials. Lancet Diabetes Endocrinol. 2021, 9, 653–662. [CrossRef]

186. Ballantyne, C.M.; Laufs, U.; Ray, K.K.; Leiter, L.A.; Bays, H.E.; Goldberg, A.C.; Stroes, E.S.; MacDougall, D.; Zhao, X.; Catapano,
A.L. Bempedoic acid plus ezetimibe fixed-dose combination in patients with hypercholesterolemia and high CVD risk treated
with maximally tolerated statin therapy. Eur. J. Prev. Cardiol. 2020, 27, 593–603. [CrossRef]

187. Swanson, K.V.; Deng, M.; Ting, J.P. The NLRP3 inflammasome: Molecular activation and regulation to therapeutics. Nat. Rev.
Immunol. 2019, 19, 477–489. [CrossRef]

188. Mullard, A. NLRP3 inhibitors stoke anti-inflammatory ambitions. Nat. Rev. Drug Discov. 2019, 18, 405–407. [CrossRef]
189. Xie, M.; Lu, C.; Wang, J.; McLellan, M.D.; Johnson, K.J.; Wendl, M.C.; McMichael, J.F.; Schmidt, H.K.; Yellapantula, V.; Miller,

C.A.; et al. Age-related mutations associated with clonal hematopoietic expansion and malignancies. Nat. Med. 2014, 20,
1472–1478. [CrossRef] [PubMed]

190. Schwartz, D.M.; Kanno, Y.; Villarino, A.; Ward, M.; Gadina, M.; O’Shea, J.J. JAK inhibition as a therapeutic strategy for immune
and inflammatory diseases. Nat. Rev. Drug Discov. 2017, 17, 78. [CrossRef] [PubMed]

191. Fidler, T.P.; Xue, C.; Yalcinkaya, M.; Hardaway, B.; Abramowicz, S.; Xiao, T.; Liu, W.; Thomas, D.G.; Hajebrahimi, M.A.; Pircher,
J.; et al. The AIM2 inflammasome exacerbates atherosclerosis in clonal haematopoiesis. Nature 2021, 592, 296–301. [CrossRef]
[PubMed]

192. Soehnlein, O.; Libby, P. Targeting inflammation in atherosclerosis—from experimental insights to the clinic. Nat. Rev. Drug Discov.
2021, 20, 589–610. [CrossRef] [PubMed]

193. Fadok, V.A.; Bratton, D.L.; Konowal, A.; Freed, P.W.; Westcott, J.Y.; Henson, P.M. Macrophages that have ingested apoptotic cells
in vitro inhibit proinflammatory cytokine production through autocrine/paracrine mechanisms involving TGF-beta, PGE2, and
PAF. J. Clin. Investig. 1998, 101, 890–898. [CrossRef]

194. Ge, Y.; Huang, M.; Yao, Y.M. Efferocytosis and Its Role in Inflammatory Disorders. Front. Cell Dev. Biol. 2022, 10, 839248.
[CrossRef]

195. Korns, D.; Frasch, S.C.; Fernandez-Boyanapalli, R.; Henson, P.M.; Bratton, D.L. Modulation of macrophage efferocytosis in
inflammation. Front. Immunol. 2011, 2, 57. [CrossRef]

196. Shiraishi, M.; Shintani, Y.; Shintani, Y.; Ishida, H.; Saba, R.; Yamaguchi, A.; Adachi, H.; Yashiro, K.; Suzuki, K. Alternatively
activated macrophages determine repair of the infarcted adult murine heart. J. Clin. Investig. 2016, 126, 2151–2166. [CrossRef]
[PubMed]

197. Wan, E.; Yeap, X.Y.; Dehn, S.; Terry, R.; Novak, M.; Zhang, S.; Iwata, S.; Han, X.; Homma, S.; Drosatos, K.; et al. Enhanced
efferocytosis of apoptotic cardiomyocytes through myeloid-epithelial-reproductive tyrosine kinase links acute inflammation
resolution to cardiac repair after infarction. Circ. Res. 2013, 113, 1004–1012. [CrossRef] [PubMed]

198. Jia, D.; Chen, S.; Bai, P.; Luo, C.; Liu, J.; Sun, A.; Ge, J. Cardiac Resident Macrophage-Derived Legumain Improves Cardiac
Repair by Promoting Clearance and Degradation of Apoptotic Cardiomyocytes After Myocardial Infarction. Circulation 2022, 145,
1542–1556. [CrossRef] [PubMed]

199. Howangyin, K.Y.; Zlatanova, I.; Pinto, C.; Ngkelo, A.; Cochain, C.; Rouanet, M.; Vilar, J.; Lemitre, M.; Stockmann, C.; Fleischmann,
B.K.; et al. Myeloid-Epithelial-Reproductive Receptor Tyrosine Kinase and Milk Fat Globule Epidermal Growth Factor 8 Coordi-
nately Improve Remodeling After Myocardial Infarction via Local Delivery of Vascular Endothelial Growth Factor. Circulation
2016, 133, 826–839. [CrossRef]

200. Salvador, A.M.; Nevers, T.; Velazquez, F.; Aronovitz, M.; Wang, B.; Abadia Molina, A.; Jaffe, I.Z.; Karas, R.H.; Blanton, R.M.;
Alcaide, P. Intercellular Adhesion Molecule 1 Regulates Left Ventricular Leukocyte Infiltration, Cardiac Remodeling, and Function
in Pressure Overload-Induced Heart Failure. J. Am. Heart Assoc. 2016, 5, e003126. [CrossRef]

https://doi.org/10.3389/fcell.2020.00185
https://doi.org/10.1681/ASN.2006080938
https://doi.org/10.1161/01.CIR.0000131517.20177.5a
https://doi.org/10.1038/s41581-022-00535-6
https://www.ncbi.nlm.nih.gov/pubmed/35145275
https://doi.org/10.1038/s41467-020-15983-6
https://www.ncbi.nlm.nih.gov/pubmed/32358544
https://doi.org/10.1056/NEJMoa2025845
https://www.ncbi.nlm.nih.gov/pubmed/33264825
https://doi.org/10.1038/s41581-020-00367-2
https://doi.org/10.1016/S2213-8587(21)00203-5
https://doi.org/10.1177/2047487319864671
https://doi.org/10.1038/s41577-019-0165-0
https://doi.org/10.1038/d41573-019-00086-9
https://doi.org/10.1038/nm.3733
https://www.ncbi.nlm.nih.gov/pubmed/25326804
https://doi.org/10.1038/nrd.2017.267
https://www.ncbi.nlm.nih.gov/pubmed/29282366
https://doi.org/10.1038/s41586-021-03341-5
https://www.ncbi.nlm.nih.gov/pubmed/33731931
https://doi.org/10.1038/s41573-021-00198-1
https://www.ncbi.nlm.nih.gov/pubmed/33976384
https://doi.org/10.1172/JCI1112
https://doi.org/10.3389/fcell.2022.839248
https://doi.org/10.3389/fimmu.2011.00057
https://doi.org/10.1172/JCI85782
https://www.ncbi.nlm.nih.gov/pubmed/27140396
https://doi.org/10.1161/CIRCRESAHA.113.301198
https://www.ncbi.nlm.nih.gov/pubmed/23836795
https://doi.org/10.1161/CIRCULATIONAHA.121.057549
https://www.ncbi.nlm.nih.gov/pubmed/35430895
https://doi.org/10.1161/CIRCULATIONAHA.115.020857
https://doi.org/10.1161/JAHA.115.003126


Int. J. Mol. Sci. 2024, 25, 2658 26 of 26

201. Gerlach, B.D.; Marinello, M.; Heinz, J.; Rymut, N.; Sansbury, B.E.; Riley, C.O.; Sadhu, S.; Hosseini, Z.; Kojima, Y.; Tang, D.D.; et al.
Resolvin D1 promotes the targeting and clearance of necroptotic cells. Cell Death Differ. 2020, 27, 525–539. [CrossRef]

202. Zhang, S.; Yeap, X.Y.; DeBerge, M.; Naresh, N.K.; Wang, K.; Jiang, Z.; Wilcox, J.E.; White, S.M.; Morrow, J.P.; Burridge, P.W.; et al.
Acute CD47 Blockade During Ischemic Myocardial Reperfusion Enhances Phagocytosis-Associated Cardiac Repair. JACC Basic.
Transl. Sci. 2017, 2, 386–397. [CrossRef]

203. Moodley, Y.; Rigby, P.; Bundell, C.; Bunt, S.; Hayashi, H.; Misso, N.; McAnulty, R.; Laurent, G.; Scaffidi, A.; Thompson, P.; et al.
Macrophage recognition and phagocytosis of apoptotic fibroblasts is critically dependent on fibroblast-derived thrombospondin
1 and CD36. Am. J. Pathol. 2003, 162, 771–779. [CrossRef]

204. Julovi, S.M.; Sanganeria, B.; Minhas, N.; Ghimire, K.; Nankivell, B.; Rogers, N.M. Blocking thrombospondin-1 signaling via CD47
mitigates renal interstitial fibrosis. Lab. Investig. 2020, 100, 1184–1196. [CrossRef] [PubMed]

205. Ismail, O.Z.; Zhang, X.; Bonventre, J.V.; Gunaratnam, L. G protein alpha(12) (Galpha(12)) is a negative regulator of kidney injury
molecule-1-mediated efferocytosis. Am. J. Physiol. Renal Physiol. 2016, 310, F607–F620. [CrossRef] [PubMed]

206. Huang, W.; Wang, B.O.; Hou, Y.F.; Fu, Y.; Cui, S.J.; Zhu, J.H.; Zhan, X.Y.; Li, R.K.; Tang, W.; Wu, J.C.; et al. JAML promotes acute
kidney injury mainly through a macrophage-dependent mechanism. JCI Insight 2022, 7. [CrossRef]

207. Lekawanvijit, S.; Kompa, A.R.; Zhang, Y.; Wang, B.H.; Kelly, D.J.; Krum, H. Myocardial infarction impairs renal function, induces
renal interstitial fibrosis, and increases renal KIM-1 expression: Implications for cardiorenal syndrome. Am. J. Physiol. Heart Circ.
Physiol. 2012, 302, H1884–H1893. [CrossRef]

208. Humphreys, B.D.; Xu, F.; Sabbisetti, V.; Grgic, I.; Movahedi Naini, S.; Wang, N.; Chen, G.; Xiao, S.; Patel, D.; Henderson, J.M.; et al.
Chronic epithelial kidney injury molecule-1 expression causes murine kidney fibrosis. J. Clin. Investig. 2013, 123, 4023–4035.
[CrossRef]

209. Wyld, M.L.R.; Mata, N.L.; Viecelli, A.; Swaminathan, R.; O’Sullivan, K.M.; O’Lone, E.; Rowlandson, M.; Francis, A.; Wyburn,
K.; Webster, A.C. Sex-Based Differences in Risk Factors and Complications of Chronic Kidney Disease. Semin. Nephrol. 2022, 42,
153–169. [CrossRef]

210. Dunn, S.E.; Perry, W.A.; Klein, S.L. Mechanisms and consequences of sex differences in immune responses. Nat. Rev. Nephrol.
2024, 20, 37–55. [CrossRef] [PubMed]

211. Veiras, L.C.; Girardi, A.C.C.; Curry, J.; Pei, L.; Ralph, D.L.; Tran, A.; Castelo-Branco, R.C.; Pastor-Soler, N.; Arranz, C.T.; Yu,
A.S.L.; et al. Sexual Dimorphic Pattern of Renal Transporters and Electrolyte Homeostasis. J. Am. Soc. Nephrol. 2017, 28, 3504–3517.
[CrossRef]

212. Sugimoto, C.R.; Ahn, Y.Y.; Smith, E.; Macaluso, B.; Lariviere, V. Factors affecting sex-related reporting in medical research: A
cross-disciplinary bibliometric analysis. Lancet 2019, 393, 550–559. [CrossRef]

213. Pinho-Gomes, A.C.; Carcel, C.; Woodward, M.; Hockham, C. Women’s representation in clinical trials of patients with chronic
kidney disease. Clin. Kidney J. 2023, 16, 1457–1464. [CrossRef]

214. Wu, Y.; Prasanna, A.; Miller, H.N.; Ogungbe, O.; Peeler, A.; Juraschek, S.P.; Turkson-Ocran, R.A.; Plante, T.B. Female Recruitment
Into Cardiovascular Disease Trials. Am. J. Cardiol. 2023, 198, 88–91. [CrossRef] [PubMed]

215. Mahmoud, A.N.; Elgendy, I.Y.; Saad, M.; Elgendy, A.Y.; Barakat, A.F.; Mentias, A.; Abuzaid, A.; Bavry, A.A. Does Gender Influence
the Cardiovascular Benefits Observed with Sodium Glucose Co-Transporter-2 (SGLT-2) Inhibitors? A Meta-Regression Analysis.
Cardiol. Ther. 2017, 6, 129–132. [CrossRef] [PubMed]

216. Dave, C.V.; Schneeweiss, S.; Patorno, E. Comparative risk of genital infections associated with sodium-glucose co-transporter-2
inhibitors. Diabetes Obes. Metab. 2019, 21, 434–438. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1038/s41418-019-0370-1
https://doi.org/10.1016/j.jacbts.2017.03.013
https://doi.org/10.1016/S0002-9440(10)63874-6
https://doi.org/10.1038/s41374-020-0434-3
https://www.ncbi.nlm.nih.gov/pubmed/32366943
https://doi.org/10.1152/ajprenal.00169.2015
https://www.ncbi.nlm.nih.gov/pubmed/26697979
https://doi.org/10.1172/jci.insight.158571
https://doi.org/10.1152/ajpheart.00967.2011
https://doi.org/10.1172/JCI45361
https://doi.org/10.1016/j.semnephrol.2022.04.006
https://doi.org/10.1038/s41581-023-00787-w
https://www.ncbi.nlm.nih.gov/pubmed/37993681
https://doi.org/10.1681/ASN.2017030295
https://doi.org/10.1016/S0140-6736(18)32995-7
https://doi.org/10.1093/ckj/sfad018
https://doi.org/10.1016/j.amjcard.2023.03.034
https://www.ncbi.nlm.nih.gov/pubmed/37210978
https://doi.org/10.1007/s40119-016-0075-1
https://www.ncbi.nlm.nih.gov/pubmed/27896705
https://doi.org/10.1111/dom.13531
https://www.ncbi.nlm.nih.gov/pubmed/30207042

	Introduction 
	Clinical Manifestations of CRS 
	Coronary Artery Disease 
	Left Ventricular Hypertrophy (LVH) 
	Valvular Heart Disease 
	Sudden Cardiac Death 

	Molecular Mechanisms Underlying CRS 
	Inflammation in CRS (Figure 2) 
	Genetics of Inflammation 
	The Impact of Innate Immune Signalling (Figure 3) 
	Inflammatory Cytokines as Effector Molecules in CRS 
	Innate Immune Cells in CRS 

	Contributors to Inflammation in CRS 
	Modified Lipoproteins 
	Altered Gut Microbiome and Disturbed Intestinal Barrier Function (Figure 4) 
	Premature Cellular Aging 
	Altered Bone Mineral Metabolism 

	Biomarkers in CRS (Table 1) 
	Therapeutic Prospects for CRS 
	Novel Treatment Approaches in CRS 
	Emerging Perspectives in CRS 
	Sex Differences in CRS 
	Concluding Remarks 
	References

