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ABSTRACT

OBJECTIVE.Vesicoureteral reflux (VUR) is a common finding in children presenting
with urinary tract infection (UTI) and prenatally diagnosed urinary tract dilatation
and in relatives of index patients. Children with VUR are at risk for ongoing renal
damage with subsequent infections. Detecting VUR and renal scarring currently
depends on imaging modalities with associated problems of radiation, invasive-
ness, and expense. Noninvasive methods would greatly facilitate diagnosis and
would also help in identifying relatives of index cases who should be screened.
Interleukin-8 (IL-8) is produced by epithelial cells of the renal tract in response to
inflammatory stimuli and has been shown to increase during acute UTI. The
objective of this study was to assess the urine levels of IL-8 as a noninvasive
marker of VUR in infants in the absence of a recent UTI episode.

METHODS.We evaluated urine concentrations of IL-8 in 59 infants aged 1 month to
2 years. All infants were free of UTI for a minimum of 3 weeks before IL-8
evaluation. Infants were divided into 3 groups: group A, subjects with proven VUR
(24 infants aged 0.15–1.95 years, median 0.43); group B, subjects with a history of
UTI but negative investigation for VUR (14 infants aged 0.32–1.95 years, median
0.57); and group C, subjects without any history of acute or chronic condition that
might impair renal function (21 infants aged 0.08–1.92 years, median 0.33). IL-8
concentrations were determined by a commercially available quantitative en-
zyme-linked immunosorbent assay. To avoid dilution effects, urinary levels of IL-8
were expressed as the ratio of cytokine-to-urinary creatinine.

RESULTS.Results were presented as medians and ranges. The Kruskal-Wallis test, the
Mann-Whitney rank sum U test, and the Spearman rank order correlation test
were performed for the univariate analysis. Two-tailed P values were calculated
and the conventional level of significance P � .05 was applied in all cases. Infants
in groups A and B had been free of UTI for a period of 3 to 52 weeks (median, 5.0
weeks) and 3 to 78 weeks (median, 4.5 weeks), respectively, before IL-8 deter-
mination. No significant difference was noted in the length of the UTI-free period
between groups A and B (P � .469). Urine creatinine concentrations did not differ
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among groups A, B, and C (medians 1.15, 2.25, and 1.15
�mol/mL, respectively; P � .080). The median urine
IL-8/creatinine concentrations (pg/�mol) were 40.5
(range, 2.04–3874) in group A, 1.91 (range, 0.001–386)
in group B, and 2.47 (range, 0.002–55.6) in group C.
Urine IL-8/creatinine concentrations were significantly
higher in group A than both in group B (P � .0003) and
in group C (P � .0001). No significant difference was
observed between groups B and C (P � .749). In group
A, no significant correlation was shown between IL-8/
creatinine concentrations and the presence of renal pa-
renchymal damage (P � .506), reflux grade (P � .770),
or time from UTI (P � .155). A receiver-operator char-
acteristic curve was constructed by plotting the sensitiv-
ity versus the specificity for different cutoff concentra-
tions of IL-8/creatinine. With a cutoff concentration of
urinary IL-8/creatinine at 5 pg/�mol, the sensitivity of
this marker in diagnosing VUR was 88%, the specificity
69%, the positive prognostic value 66%, and the nega-
tive prognostic value 89%. In higher cutoff concentra-
tions, specificity of the marker increased but sensitivity
rapidly decreased.

CONCLUSIONS.We present evidence that urine IL-8 concen-
trations remain elevated in infants with VUR even in the
absence of UTI and that a cutoff of 5 pg/�mol IL-8/
creatinine is of high sensitivity and adequate specificity
for diagnosing VUR. Elevated urine IL-8 levels in VUR
and renal scarring have already been reported; however,
the present study is, to our knowledge, the first to con-
firm significant differences between infants with VUR
and infants with a history of UTI alone and healthy
controls, and to suggest a reliable cutoff concentration
for diagnosing VUR. Our findings additionally suggest
that inflammatory process in VUR is ongoing even after
UTI has resolved, pointing against the currently held
belief that sterile reflux cannot harm kidneys. The
chronic inflammatory cell infiltrate associated with re-
flux nephropathy rather than VUR itself might offer an
explanation for the secretion of IL-8, which may well be
independent of reflux grade. Using urine IL-8 for diag-
nosing VUR is not free of limitations, because IL-8 may
be elevated as a result of urinary tract manipulation or
undetected UTI. In addition, this study focused on in-
fants and not in older children with longstanding VUR.
Increased urine IL-8 concentrations after UTI has re-
solved is a promising noninvasive marker for an initial
screening for VUR in infancy with high sensitivity and
adequate specificity.

VESICOURETERAL REFLUX (VUR) is a common finding
in children presenting with urinary tract infection

(UTI) and prenatally diagnosed urinary tract dilatation
and in relatives of index patients.1,2 Children with VUR
are believed to be at risk for ongoing renal damage with

subsequent infections, resulting in hypertension and re-
duced renal function.1 VUR provides access for both
infection and transmission of bladder pressure to the
kidney; however, the progress from VUR and UTI to
reflux nephropathy, renal parenchymal damage, and
renal scarring has not been thoroughly elucidated.2–4

Detecting VUR and renal scarring currently depends on
imaging modalities with associated problems of radia-
tion, invasiveness, and expense.1,4,5 Noninvasive meth-
ods would greatly facilitate diagnosis and would also
help in identifying relatives of index cases who should be
screened.6

Cytokines are well known to modulate the inflamma-
tory response in UTI and renal damage, but less is known
on their role after acute infection has resolved.4,7–12 In an
attempt to identify noninvasive markers of VUR, we
evaluated urine levels of interleukin-8 (IL-8) in children
with VUR in the absence of a recent UTI episode. IL-8, a
proinflammatory mediator and a major chemoattractant
for neutrophils, is produced by epithelial cells of the
renal tract in response to inflammatory stimuli and has
been shown to increase during UTI.6,9–10,12–17

METHODS

Subjects
We evaluated IL-8 levels in the urine of 59 infants aged
1 month to 2 years. All infants selected for the study
were free of UTI for a minimum of 3 weeks before IL-8
evaluation, as determined by clinical findings, normal
blood white cell count, erythrocyte sedimentation rate,
or C-reactive protein and urine microscopy and cul-
ture.8–10 Bacteriuria was determined by culture of urine
obtained by suprapubic bladder aspiration (any growth),
transurethral catheterization (growth of at least 104 bac-
teria/mL), or uniform growth of at least 105 bacteria/mL
in 2 consecutive urine samples.1,10 Infants were divided
into 3 groups: group A, subjects with proven VUR (24
infants aged 0.15–1.95 years, median 0.43); group B,
subjects with a history of UTI but negative investigation
for VUR (14 infants aged 0.32–1.95 years, median 0.57);
and group C, subjects without any history of acute or
chronic condition that might impair renal function (21
infants aged 0.08–1.92 years, median 0.33). The study
was approved by the Hospital Research Committee.

Investigative Protocol
Patients in groups A and B were studied while undergo-
ing urinary tract evaluation after documented UTI. Im-
aging protocol in general followed the guidelines of the
American Academy of Pediatrics.1 Urinary tract ultra-
sonography was performed within a week from acute
infection to determine kidney size and outline, and to
indicate any dilatation or anomalies. The presence and
grade of vesicoureteral reflux were determined by void-
ing cystourethrography (VCUG), which was performed 6
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to 8 weeks after infection. Reflux was graded I–V accord-
ing to the International Reflux Study Committee.1,18 The
grade of reflux was cumulated if bilateral. The presence
and grade of renal parenchymal abnormalities were de-
termined by technetium-99m-labeled dimercaptosuc-
cinic acid scintigraphy (DMSA), which was performed 3
to 6 months after infection. Renal parenchymal damage
was defined as focal or multifocal perfusion defects or as
split renal uptake of �45%. Cortical scarring was de-
fined as a defect in the normal kidney outline.1,19 Group
C included infants followed up for nonurinary tract
problems. These controls did not have a history of UTI or
a known underlying condition that might impair renal
function.

Interleukin-8 Assay
All children had a urine analysis for the usual investiga-
tion workup and residual samples were used for this
study. Urine was collected by suprapubic aspiration or by
urine specimen bags and was not centrifuged. Samples
were stored in a deep freezer at �70°C and thawed to
room temperature before cytokine analysis. The urinary
concentrations of IL-8 were determined by a quantita-
tive sandwich enzyme-linked immunosorbent assay
(ELISA). IL-8 commercial kits were obtained from R&D
systems (Abingdon, U.K.). All measurements were per-
formed in duplicate wells and the results were read in an
automated microplate reader. According to the manu-
facturer, the lower detection limit of the assay was typ-
ically �10 pg/mL for IL-8. To compare results from
different children and avoid dilution effects, urinary lev-
els of cytokines were expressed as the ratio of cytokine-
to-urinary creatinine (pg/�mol creatinine).4,8,13 Urine
creatinine was determined by a standard laboratory pho-
tometric assay (Olympus Diagnostica, Hamburg, Ger-
many).

Statistical Analysis
Results were presented as medians and ranges. The
Kruskal-Wallis test, the Mann-Whitney rank sum U test,
and the Spearman rank order correlation test were per-
formed for the univariate analysis. Two-tailed P values
were calculated and the conventional level of signifi-
cance P � .05 was applied in all cases.

RESULTS
Infants in groups A and B had been free of UTI for a
period of 3 to 52 (median, 5.0) weeks and 3 to 78
(median, 4.5) weeks, respectively, before IL-8 determi-
nation. No significant difference was noted in the length
of the UTI-free period between groups A and B (P �
.469). Among the 24 infants in group A, 23 had been
diagnosed with UTI before VUR confirmation; in a
3-month-old girl, VUR had been prenatally diagnosed,
and no episodes of UTI were documented thereafter. In
group A, reflux occurred on the right side in 8 cases, on

the left side in 7 cases, and bilaterally in 9 cases. Renal
parenchymal damage was further confirmed by DMSA
in 17 infants.

Urine creatinine concentrations did not differ among
groups A, B, and C (medians 1.15, 2.25, and 1.15 �mol/
mL, respectively; P � .080 by Kruskal-Wallis test). The
median urine IL-8/creatinine concentrations (pg/�mol)
were 40.5 (range, 2.04–3874) in group A, 1.91 (range,
0.001–386) in group B, and 2.47 (range, 0.002–55.6) in
group C (Fig1). Urine IL-8/creatinine concentrations
were significantly higher in group A than both in group
B (P � .0003) and in group C (P � .0001). No significant
difference was observed between groups B and C (P �
.749). In group A, no significant correlation was shown
between IL-8 concentrations and presence of renal pa-
renchymal damage (P � .506), reflux grade (Spearman r
� 0.063, P � .770), or time from UTI (Spearman r �
�0.307, P � .155). In addition, no correlation was found
when analysis focused on the 9 infants in group A with
the highest IL-8 concentrations (Fig 1).

A receiver-operator characteristic (ROC) curve was
constructed by plotting the sensitivity versus the speci-
ficity for different cutoff concentrations of IL-8/creati-
nine (Fig 2). The curve showed that with a cutoff con-
centration of urinary IL-8/creatinine at 5 pg/�mol, the
sensitivity of this marker in diagnosing VUR was 88%
and the specificity 69%; at the same cutoff point, the

FIGURE 1
Scatter graph demonstrating urine IL-8/creatinine concentrations (pg/�mol) in infants
with proven vesicoureteral reflux, in infants with a history of urinary tract infection only
but no vesicoureteral reflux, and in infants with no history of urinary disease.
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positive prognostic value was 66% and the negative
prognostic value was 89%. In higher cutoff concentra-
tions, specificity of the marker increased but sensitivity
rapidly decreased. Thus, at the cutoffs of both 100 and
200 pg/�mol IL-8/creatinine, specificity was 97% and
sensitivity 37.5%.

CONCLUSIONS
We present evidence that urine IL-8 levels remain ele-
vated in infants with VUR even in the absence of a UTI.
Elevation of urine IL-8 has been demonstrated in acute
inflammatory renal disorders, including UTI,4,7,9,10,12 and
a cutoff of 200 pg/mL has been proposed as a marker for
diagnosing UTI.12 Urine IL-8 secretion in UTI is quickly
reduced after treatment, a finding confirmed in the
group B of our study. Our findings suggest that the cutoff
of 5 pg/�mol IL-8/creatinine is of high sensitivity and
adequate specificity for diagnosing VUR. Higher cutoffs
were associated with higher specificity but very low
sensitivity. Studies focusing on serum IL-8 in patients
with VUR have been inconclusive for such an associa-
tion.10,16 Significantly elevated urine IL-8 levels in VUR
and renal scarring have already been shown7,12; how-
ever, the present study is, to our knowledge, the first to
confirm significant differences between infants with
VUR and infants with a history of UTI alone and healthy
controls and to suggest a reliable cutoff concentration for
diagnosing VUR.

Our findings additionally suggest that inflammatory
process in VUR is ongoing even after UTI has resolved,
pointing against the currently held belief that sterile
reflux cannot harm kidneys.2 The increase of IL-8 could

not be explained by the residual inflammation caused by
UTI, because this increase was not noted in infants with
UTI alone after UTI had resolved. Furthermore, it is of
interest that among all the subjects of this study, the
second highest IL-8 concentration was observed in a
UTI-free infant with prenatally diagnosed VUR and nor-
mal DMSA. The chronic inflammatory cell infiltrate as-
sociated with reflux nephropathy rather than VUR itself4

might offer an explanation for the elevated levels of IL-8,
which may well be independent of reflux grade.

The present study focused on young children, because
this age group is at higher risk for developing renal
damage.1 Current imaging modalities, including VCUG
and DMSA present with considerable limitations as
screening tools, because they are associated with radia-
tion and invasiveness.4,5 Ultrasound is a useful noninva-
sive tool for the definition of gross urinary tract anat-
omy; however, the modality’s low sensitivity to detect
reflux, which often is a dynamic condition, poses certain
limitations to its use as a screening method.1,6,20 Using
urine IL-8 seems to be a promising diagnostic marker for
VUR. This marker is not free of limitations, because IL-8
may be elevated as a result of urinary tract manipula-
tion, vaginitis, or balanitis,12 or as a result of an unde-
tected UTI. The latter scenario might explain the ele-
vated IL-8 concentration in an infant in the non-VUR
group B (Fig. 1). Nevertheless, determining urine IL-8
levels after UTI has resolved may provide substantial
help as a screening test in evaluating high-risk patients
for VUR and siblings of patients diagnosed with VUR.
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