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Abstract: Objective: To investigate the mechanism of serum interleukin-6 (IL-6) change in disease progression of 
interstitial nephritis. Methods: This is a retrospective study. From November 2017 to November 2019, 87 patients 
with interstitial nephritis treated in our hospital were enrolled and divided into an acute group (n=42) and a chronic 
group (n=45) based on pathological results of renal biopsies. Forty healthy individuals after physical examina-
tion during the same period were enrolled into the reference group. Serum IL-6 levels were determined using the 
enzyme-linked immunosorbent assay (ELISA). Results: Among the three groups, patients in the acute group showed 
the highest IL-6 level (P<0.001). The acute group obtained higher serum advanced oxidation protein products (AOPP) 
levels and glomerular filtration rate (GFR) than the other two groups (P<0.05). The acute group showed lower levels 
of CD34+ [number of positive microvessels (MVs)/HP], a smaller type III collagen positive area, and a larger type IV 
collagen positive area than the chronic group (P<0.05). The acute group obtained higher levels of IL-27 and tumor 
necrosis factor-α (TNF-α) than the chronic group (P<0.001). The acute group had higher levels of serum creatinine 
(SCr), erythrocyte sedimentation rate (ESR), estimated glomerular filtration rate (eGFR), and 24-hour urine protein 
quantity (24 h UPQ) than the other groups (P<0.001). The combined detection of serum IL-6, TNF-α, and micro-
albumin (mALB) outperformed the stand-alone approach (P<0.05). Serum IL-32 and kidney injury molecule-1 (KIM-
1) levels in the acute and chronic group were positively correlated with SCr and 24 h UPQ (P<0.05). Conclusions: 
Serum IL-6 shows a great potential as an important marker of disease progression in interstitial nephritis.
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Introduction

Interstitial nephritis, also known as tubulointer-
stitial nephritis, is a group of kidney diseases 
triggered by different etiologies with interstitial 
inflammation of the kidney as the main lesion 
[1, 2]. The clinical symptoms include nocturia, 
polyuria, muscle weakness, and arthralgia, 
which have impact on most of the renal tubules, 
thereby impairing urinary function. Current evi-
dence suggests that increased levels of inflam-
matory markers such as interleukin-6 (IL-6) and 
tumor necrosis factor-α (TNF-α) are crucial in 
the progression of kidney diseases [3]. It has 
been suggested [4] that chronic inflammation 
and the activation of the immune system are 
the leading causes of interstitial nephritis, 
which are also accompanied by the accumula-

tion of inflammatory cytokines such as macro-
phage and T cells during the development of 
the disease. Moreover, the degree of accumu- 
lation of inflammatory cells and cytokines is 
closely related to the progression of interstitial 
nephritis, which can directly damage the struc-
ture of patients’ kidneys and promote the trans-
formation of epithelium to mesenchyme, result-
ing in extracellular matrix accumulation, and 
aggravating the impairment and inflammatory 
response of the kidneys [5]. Inhibition of the 
release of inflammatory factors may help allevi-
ate interstitial nephritis. Therefore, inflamma-
tion is considered a key pathogenic factor for 
the occurrence and progression of interstitial 
nephritis [5, 6]. IL-6, a lymphokine produced by 
activated T cells and fibroblasts, is crucial in  
the body’s anti-infective immune response as  
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it promotes the growth and differentiation of 
primitive osteogenic cells and enhances the 
lytic function of natural killer cells [7, 8].

Research has shown that the incidence of inter-
stitial nephritis among adults over 30 years of 
age is about 6.5%, with a gradual rise in recent 
years [9-11]. The symptoms of the disease at 
its early stage are rather hidden and lack of 
specificity, which predisposes to an omission of 
the disease until the appearance of apparent 
symptoms such as proteinuria and hematuria 
caused by kidney toxin accumulation, resulting 
in delayed diagnosis, missed optimal timing for 
treatment, and poor prognosis [12-14]. Studies 
have confirmed that infection remains the lead-
ing cause of interstitial nephritis, with patho-
gens including bacteria, fungi, and viruses. He- 
avy metal contamination and metabolic abnor-
mality are also involved in its pathogenesis. It 
was found that the expression of inflammatory 
mediators and cytokines triggered by cellular 
immunity and humoral immunity causes a cas-
cade of biochemical reactions that ultimately 
result in renal injury [15].

Currently, the most intensively studied inflam-
matory mediators and cytokines include anti-
inflammatory factors, pro-inflammatory factors, 
and adhesion factors, such as TNF-α and IL-6 
[16-18], among which IL-6 causes the abnor-
mal proliferation of glomerular mesangial cells 
leading to interstitial diseases, generates ex- 
tracellular matrix deposits in glomeruli and 
renal interstitium, induces endothelial cytotox-
icity, and promotes inflammatory cell infiltra-
tion, which ultimately gives rise to the loss of 
immune function of kidney tissue and the dete-
rioration of renal function. TNF-α also promotes 
abnormal proliferation of endothelial cells, epi-
thelial cells, and other intrinsic renal cells, 
which induces the expression of inflammatory 
factors and injury to interstitial cells [19, 20]. 
During the progression of renal interstitial fi- 
brosis, TNF-α exacerbates glomerulosclerosis 
through its fibrogenic features and effects on 
hemodynamic instability. Therefore, TNF-α can 
serve as an important serum marker to evalu-
ate renal function deterioration in patients with 
interstitial nephritis [21, 22].

Therefore, this study was to investigate the 
mechanism of IL-6 as a marker of disease pro-

gression in interstitial nephritis and to provide 
new options for clinical practice. The novelty of 
this study lies in the detection of inflammatory 
markers of disease with the aim of providing a 
drug target.

Materials and methods

From November 2017 to November 2019, 87 
patients with interstitial nephritis treated in  
our hospital were retrospectively enrolled and 
divided into an acute group (n=42) and a chron-
ic group (n=45) based on the pathology of the 
renal biopsies. Another 40 healthy individuals 
after physical examination were assigned to 
the reference group.

Inclusion criteria

(1) Patients who were pathologically confirmed 
as interstitial nephritis by renal biopsies; (2) 
Patients with clinical manifestations mainly 
including proteinuria, swelling, and renal insuf-
ficiency; (3) Patients with inflammatory infil-
trates in the interstitium of normal glomeruli 
and small renal vessels; (4) Reference subjects 
without a history of kidney disease; (5) Patients 
with no recent use of medications.

Exclusion criteria

(1) Patients who had been diagnosed with sec-
ondary or primary glomerular diseases; (2) Pa- 
tients with recurrent episodes of sarcoid hema-
turia; (3) Patients with renal biopsy results 
showing glomerular thylakoid cells and stromal 
hyperplasia as indicated by light microscopic 
examination and IgA-based immune complex 
deposition in the glomerular thylakoid region as 
indicated by immunofluorescence; (4) Patients 
with other systemic diseases, cystic nephritis, 
or urinary tract infection; (5) Patients with preg-
nancy or a history of cancer.

This study was approved by the hospital ethics 
committee, with ethics approval number of 
2017-10-24, and all participants signed an 
informed consent form before enrollment in 
this study.

Methods

Fasting elbow venous blood was collected from 
all participants in the early morning and centri-
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Table 1. Comparison of clinical information among 3 groups

Groups Acute Group (n=42) Chronic Group 
(n=45)

Reference Group 
(n=40) χ2/F P-value

Gender 0.318 0.573
    Male 24 (57.14%) 23 (51.11%) 21 (52.50%)
    Female 18 (42.86%) 22 (48.89%) 19 (47.50%)
Mean Age (years) 41.26±2.76 41.31±2.65 41.27±2.59 0.058 0.954
Weight (kg) 70.35±5.41 70.37±5.38 70.42±5.43 0.039 0.969
BMI (kg/m2) 21.32±1.22 21.36±1.25 21.29±1.32 0.170 0.866
Residence 0.024 0.878
    Urban 20 (47.62%) 21 (46.67%) 18 (45.00%)
    Rural 22 (52.38%) 24 (53.33%) 22 (55.00%)

fuged to obtain the supernatant which was 
then stored at -80°C. Serum IL-6, IL-27, Il-32, 
and TNF-α levels in the blood samples were 
determined using an ELISA kit (kt. 178013, 
Shanghai Zhenke Biotechnology, China) ac- 
cording to the kit instructions. The specific 
steps were described previously [9, 10].

Serum advanced oxidation protein products 
(AOPP) levels of the three groups of subjects 
were determined using the UV spectrophoto-
metric method, and the spectral characteris-
tics were analyzed using high-performance gel 
chromatography. The glomerular filtration rates 
(GFRs) were also calculated.

Definiens Tissue Studio Digital Pathology Ima- 
ge Analysis Software was used to calculate  
the percentage of α-smooth muscle actin 
(α-SMA)-positive and the positive area of type 
IV and type III collagens. The number of CD34+ 
microvessels (MVs) was determined to reflect 
the level of capillaries around the renal tubules. 
The kidney tissue samples of the patients in 
the acute group and the chronic group were col-
lected by pathological kidney tissue biopsy, and 
the kidney tissue samples of the patients in the 
reference group were collected by tissue bio- 
psy after a physical examination suspicious of 
interstitial nephritis.

For both acute and chronic groups, 8 mL morn-
ing urine was collected and centrifuged (Hunan 
Hengnuo Instrument Equipment Co., Ltd, China) 
at 3000 r/min for 15 minutes to collect the 
supernatant. An automatic biochemical an- 
alyzer (Mindray Biotechnology Co., Ltd, China) 
and the kit (kt. 178016 Shanghai Zhenke 
Biotechnology, China) were used to determine 

the level of micro-albumin (mALB). Serum cre-
atinine (SCr, kt. 178266 Shanghai Zhenke Bio- 
technology, China), kidney injury molecule-1 
(KIM-1, kt. 178281, Shanghai Zhenke Biotech- 
nology, China), and erythrocyte sedimentation 
rate (ESR, kt. 178219, Shanghai Zhenke Biote- 
chnology, China) of the three groups were deter-
mined using an automatic biochemical analyz-
er. The 24-hour urine protein quantity (24 h 
UPQ) of the three groups was measured using 
immune turbidimetry. Estimated glomerular fil-
tration rate (eGFR) = 1.86 × SCr-1.154 × Age-
1.154 (0.742 in female) × 1.233.

Statistical processing

All data in this study were analyzed using SPSS 
21.0 and visualized to graphics by GraphPad 
Prism 7 (GraphPad Software, San Diego, USA). 
The measurement data ware expressed as (

_
x

±sd). One-way ANOVA was used for comparison 
among multiple groups, and LSD-t test was 
used for further pairwise comparison. The co- 
unting data were expressed as [n (%)] and ana-
lyzed using the chi-square test. A P-value less 
than 0.05 indicated a statistically significant 
difference.

Results

Comparison of clinical information

The three groups of patients showed no signifi-
cant difference in gender, age, weight, BMI, and 
place of residence (Table 1).

Serum IL-6

The levels of IL-6 in acute, chronic and re- 
ference groups were 139.63±7.43 pg/mL, 
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Table 2. Comparison of serum AOPP and GFR 
among 3 groups (

_
x±sd)

Groups n AOPP 
(μmol/L) GFR (mL/min)

Acute Group 42 91.24±14.63 38.42±2.35
Chronic Group 45 56.72±9.83 33.63±2.16
Reference Group 40 38.74±7.82#,* 30.34±2.45#,*

F 23.654 12.456
P <0.01 <0.01
Note: AOPP: advanced oxidation protein products; GFR: 
glomerular filtration rate; #represents the comparison 
between the acute group and the reference group, *repre-
sents the comparison between the chronic group and the 
reference group, P<0.05.

Figure 1. Comparison of IL-6, IL-27 and TNF-α Level (
_
x±sd). Note: A. The abscissa indicates acute and chronic 

groups from left to right, and the ordinate indicates the TNF-α level in μg/mL. There was a significant difference in 
TNF-α level between the acute group and the chronic group (t=14.979, *P<0.05). B. IL-6 levels in the acute group, 
the chronic group and reference group. There was a significant difference in IL-6 level between the acute group and 
the chronic group (t=40.691, *P<0.05), between the acute group and the reference group (t=76.264, *P<0.05), 
and between the chronic group and the reference group (t=28.557, *P<0.05). C. The abscissa indicates acute and 
chronic groups from left to right, and the ordinate indicates the IL-27 level, ng/mL. There was a significant difference 
in IL-27 level between the acute group and the chronic group (t=19.766, *P<0.05).

78.45±8.36 pg/mL, and 36.37±4.36 pg/mL, 
respectively. Patients in the acute group had 
the highest IL-6 level, followed by the reference 
group (P<0.001; Figure 1B).

Comparison of serum AOPP and GFR

Significantly higher levels of serum AOPP and 
GFR were observed in the acute group com-
pared with the chronic group and the reference 
group (P<0.05), and the chronic group had 
higher AOPP and GFR levels than the reference 
group (P<0.05; Table 2).

Comparison of renal interstitial MVs and fibro-
sis indicators

A lower level of CD34+ (number of positive  
MVs/HP) and a smaller type III collagen positive 

area were obtained in the acute group than 
those in the chronic group (P<0.05), while type 
IV collagen positive area in the acute group  
was significantly larger than that in the chronic 
group (P<0.05). There was no significant dif- 
ference in α-SMA-positive rate between the 
acute group and chronic group (P>0.05; Table 
3).

Comparison of IL-27 and TNF-α levels

The average levels of IL-27 in the acute and 
chronic groups were 9.25±0.86 ng/mL and 
6.16±0.58 ng/mL, respectively. The average 
levels of TNF-α in acute and chronic groups 
were 54.62±7.34 μg/L and 32.34±6.53 μg/L, 
respectively. The IL-27 and TNF-α levels in the 
acute group were higher than those in the 
chronic group (P<0.001; Figure 1A, 1C).

Correlation analysis of serum IL-6 and TNF-α

A significant correlation between serum IL-6 
and TNF-α was detected in patients with inter-
stitial nephritis (P<0.001; Figure 2).

Comparison of SCR, ESR, eGFR, and 24 h UPQ

Compared with the chronic group and the con-
trol group, the eGFR level in the acute gr- 
oup was significantly decreased, while the lev-
els of SCr, ESR and 24 h UPQ were signifi- 
cantly increased (P<0.001; Table 4; Figure  
3).
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Table 3. Comparison of renal interstitial MVs and fibrosis indexes between acute and chronic groups  
(
_
x±sd)

Groups n CD34+ (number of 
positive MVs/HP)

α-SMA-positive 
rate (%)

Type III collagen  
positive area (%)

Type IV collagen 
positive area (%)

Acute Group 42 22.64±3.25 0.09±0.03 0.03±0.01 0.10±0.02
Chronic Group 45 28.73±3.68 0.07±0.01 0.08±0.02 0.05±0.01
t 8.158 4.229 14.585 14.898
P <0.01 <0.01 <0.01 <0.01
Note: MVs: microvessels; α-SMA-positive: α-smooth muscle actin-positive.

Figure 2. Correlation analysis of IL-6 and TNF-α. 
Note: a total of 87 cases were included for analysis.

Comparison of diagnostic value of single and 
combined detection of serum IL-6, TNF-α, and 
mALB

The combination of serum IL-6, TNF-α, and 
mALB yielded higher diagnostic AUC value, sen-
sitivity, and specificity than each single app- 
roach (P<0.05; Table 5).

Pearson correlations of IL-32 and KIM-1 with 
SCR and 24-h UPQ

Serum IL-32 and KIM-1 levels in acute and 
chronic groups were positively correlated with 
SCr and 24 h UPQ (all P<0.05; Table 6).

Comparison of organ function based on high 
or low TNF-α and IL-6 levels

The expression levels of Cr, BUN, AaDO2, and 
PaO2/FiO2 differed significantly among patients 
with high or low TNF-α and IL-6 expression lev-
els (P<0.001; Table 7).

Discussion

The early clinical manifestations of acute in- 
terstitial nephritis include fever, swollen lymph 

nodes, and skin rash. Clinically, glucocorticoid 
therapy is frequently used for patients with 
acute interstitial nephritis. It prevents further 
renal deterioration and enhances renal func-
tion, but also impairs the patients’ immunity, 
which may aggravate renal function impairment 
in case of improper control [6]. IL-6 is a lympho-
kine synthesized by activated T cells and fibro-
blasts that reflects the patient’s inflammatory 
response status. TNF-α is a class of pro-inflam-
matory cytokines, mainly formed by macro-
phages and monocytes, with a significant clini-
cal value for the determination of inflammatory 
response and stress response in patients. It 
has been reported that the levels of IL-6 and 
TNF-α in patients are positively correlated with 
the inflammatory response in the body. The 
higher the level, the more pronounced the 
inflammatory response [7]. In the present stu- 
dy, it was found that IL-6 levels in the acute 
group significantly increased, indicating that 
IL-6 could be utilized clinically as a serum mark-
er for interstitial nephritis patients, and it also 
serves to distinguish the acute phase of inter-
stitial nephritis disease from the chronic phase. 
Moreover, studies have shown that IL-32 acts 
on T cells, neutrophils, and other inflammatory 
cells to release pro-inflammatory factors includ-
ing interferon and TNF, demonstrating its cor-
relation with the degree of inflammation. Prior 
research revealed that IL-32, IL-4, and IL-2 
induce cytotoxic T cells in vitro and enhance 
their activity and growth cycle. KIM-1 is a trans-
membrane glycoprotein with very low expres-
sion mainly in human kidney tissue. Its level 
gradually increases 12-24 hours after kidney 
injury and peaks at 48 hours, so KIM-1 is con-
sidered as a critical marker for kidney injury 
evaluation [24]. This study also demonstrated a 
positive correlation of serum IL-32 and KIM-1 
with SCr and 24 h UPQ. Quinto et al. [3] found 
that serum IL-32 and KIM-1 were positively cor-
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Table 4. Comparison of SCR, ESR, eGFR and 24-h UPQ among 3 groups (
_
x±sd)

Groups n SCr (μmol/L) ESR (mm/h) eGFR (mL/min·1.73 m2) 24 h UPQ (g/L)
Acute Group 42 276.48±20.17 9.84±2.17 41.26±4.36 115.72±6.58
Chronic Group 45 164.62±15.47 5.79±3.62 70.46±6.47 63.41±6.35
Reference Group 40 51.83±17.65 3.24±1.46 96.58±7.58 32.51±5.72
F 31.399 4.162 24.508 23.456
P <0.01 <0.01 <0.01 <0.01
Note: SCr: serum creatinine; ESR: erythrocyte sedimentation rate; eGFR: estimated glomerular filtration rate; 24 h UPQ: 24-
hour urine protein quantity.

Figure 3. Comparison of SCR, ESR, eGFR and 24-h UPQ among the three groups. Note: A. Changes in serum SCr in 
the three groups. B. Changes in ESR in the three groups. C. Changes in eGFR in the three groups. D. Changes in 24 
UPQ in the three groups. **P<0.01.

related with SCr and 24 h UPQ in patients with 
active and inactive lupus nephritis, which con-
firmed that serum levels of IL-32 and KIM-1 can 
reflect disease severity of interstitial nephritis. 
The possible mechanism might be that more 
IL-32 was released into blood with increased 
inflammatory response, and the active disease 

process further deteriorated kidney function 
impairment.

Caravaca-Fontán et al. [5] revealed that acute 
interstitial nephritis was highly prevalent in el- 
derly patients, while drug-induced acute inter-
stitial nephritis remained the most common 
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Table 5. Comparison of diagnostic value of single and combined detection of serum IL-6 and TNF-α 
and mALB
Markers AUC P 95% CI Sensitivity (%) Specificity (%)
IL-6 0.605 0.092 0.483-0.735 72.43% 52.41%
TNF-α 0.552 0.387 0.427-0.684 57.82% 42.33%
mALB 0.567 0.325 0.441-0.685 64.35% 48.25%
Combination 0.769 <0.001 0.664-0.871 91.72% 54.24%
Note: IL-6: interleukin-6; TNF-α: tumor necrosis factor-α; mALB: micro-albumin.

Table 6. Pearson correlations of IL-32 and KIM-1 with SCr and 24 h UPQ

Index
IL-32 KIM-1

r P r P
Acute Group
    SCr 0.635 0.003 0.607 0.002
    24 h Urine Protein 0.536 0.014 0.563 0.004
Chronic Group
    SCr 0.604 0.003 0.575 0.004
    24 h UPQ 0.559 0.007 0.512 0.009
Note: IL-32: interleukin-32; KIM-1: kidney injury molecule-1; 24 h UPQ: 24-hour urine protein quantity.

Table 7. Comparison of organ function based on TNF-α and IL-6 levels

Levels
TNF-α

t P
IL-6 (ng/L)

t P
≥248.00 <248.00 ≥287.20 <287.20

Cr (μmol/L) 146.72±14.27 95.63±11.58 18.017 <0.001 117.62±17.83 78.72±16.54 10.366 <0.001
BUN (μmol/L) 13.58±3.26 7.46±2.16 10.142 <0.001 11.35±2.65 6.24±1.45 10.963 <0.001
AaDO2 (KPa) 154.37±9.87 103.42±9.67 23.897 <0.001 138.75±4.37 73.42±3.52 75.452 <0.001
PaO2/FiO2 (KPa) 30.24±7.82 52.32±8.46 12.421 <0.001 45.34±3.16 56.72±3.42 15.839 <0.001

Note: TNF-α: tumor necrosis factor-α; IL-6: interleukin-6; Cr: creatinine; BUN: blood urea nitrogen; AaDO2: alveolar-arterial oxygen pressure differ-
ence; PaO2/FiO2: arterial partial pressure of oxygen/fraction of inspired oxygen.

cause. Early discontinuation and corticosteroid 
therapy remain the mainstay of treatment. Al- 
though recent studies have shown that long-
term treatment beyond 8 weeks fails to further 
improve recovery of renal function, and immune 
allergic reactions to multiple drugs are the 
most common cause of acute interstitial ne- 
phritis, the potential involvement of other 
underlying systemic diseases should not be 
neglected. Accordingly, this study was conduct-
ed to investigate multiple immune factors and 
further analyze the mechanism by immune fac-
tor expression levels. The limitations of this 
study lie in the absence of further studies on 
drug targets as well as long-term follow-up 
observations, which will be further investigated 
to provide more reliable results.

Conclusion

In summary, IL-6, with elevated expression in 
patients with interstitial nephritis, is closely re- 

lated to disease severity and demonstrates a 
great potential as an important serum marker 
for disease progression of interstitial nephritis.

Disclosure of conflict of interest

None.

Address correspondence to: Xiuyan Yin, Department 
of Ophthalmology, The Affiliated Yantai Yuhuangding 
Hospital of Qingdao University, Qingdao, Shandong, 
China. Tel: +86-13361091461; E-mail: yinxiuyan-
zhongshun@163.com

References

[1] Beziat V, Tavernier SJ, Chen YH, Ma CS, Mater-
na M, Laurence A, Staal J, Aschenbrenner D, 
Roels L, Worley L, Claes K, Gartner L, Kohn LA, 
De Bruyne M, Schmitz-Abe K, Charbonnier LM, 
Keles S, Nammour J, Vladikine N, Maglorius 
Renkilaraj MRL, Seeleuthner Y, Migaud M, Ro-
sain J, Jeljeli M, Boisson B, Van Braeckel E, 

mailto:yinxiuyanzhongshun@163.com
mailto:yinxiuyanzhongshun@163.com


Serum IL-6 in interstitial nephritis

3196 Am J Transl Res 2022;14(5):3189-3197

Rosenfeld JA, Dai H, Burrage LC, Murdock DR, 
Lambrecht BN, Avettand-Fenoel V, Vogel TP; 
Undiagnosed Diseases Network, Esther CR, 
Haskologlu S, Dogu F, Ciznar P, Boutboul D, 
Ouachee-Chardin M, Amourette J, Lebras MN, 
Gauvain C, Tcherakian C, Ikinciogullari A, Bey-
aert R, Abel L, Milner JD, Grimbacher B, Coud-
erc LJ, Butte MJ, Freeman AF, Catherinot E, Fi-
eschi C, Chatila TA, Tangye SG, Uhlig HH, 
Haerynck F, Casanova JL and Puel A. Domi-
nant-negative mutations in human IL6ST un-
derlie hyper-IgE syndrome. J Exp Med 2020; 
217: 1-31.

[2] Davidson B, Nel D, Jones ESW, Manning K, 
Spies R, Bohmer R, Omar A, Ash S and Wearne 
N. Granulomatous interstitial nephritis on re-
nal biopsy in human immunodeficiency virus 
positive patients: prevalence and causes in 
Cape Town, South Africa. Nephrology (Carlton) 
2019; 24: 681-688.

[3] Quinto LR, Sukkar L and Gallagher M. Effec-
tiveness of corticosteroid compared with non-
corticosteroid therapy for the treatment of 
drug-induced acute interstitial nephritis: a sys-
tematic review. Intern Med J 2019; 49: 562-
569.

[4] Jayasumana C. Chronic interstitial nephritis in 
agricultural communities (CINAC) in Sri Lanka. 
Semin Nephrol 2019; 39: 278-283.

[5] Caravaca-Fontan F, Fernandez-Juarez G and 
Praga M. Acute kidney injury in interstitial ne-
phritis. Curr Opin Crit Care 2019; 25: 558-564.

[6] Vervaet BA, Nast CC, Jayasumana C, Schreurs 
G, Roels F, Herath C, Kojc N, Samaee V, Rodri-
go S, Gowrishankar S, Mousson C, Dassanay-
ake R, Orantes CM, Vuiblet V, Rigothier C, 
D’Haese PC and De Broe ME. Chronic intersti-
tial nephritis in agricultural communities is a 
toxin-induced proximal tubular nephropathy. 
Kidney Int 2020; 97: 350-369.

[7] Edmondson EF, Hsieh WT, Kramer JA, Breed 
MW, Roelke-Parker ME, Stephens-Devalle J, 
Pate NM, Bassel LL, Hollingshead MG, Karim 
BO, Butcher DO, Warner AC, Nagashima K and 
Gulani J. Naturally acquired mouse kidney par-
vovirus infection produces a persistent intersti-
tial nephritis in immunocompetent laboratory 
mice. Vet Pathol 2020; 57: 915-925.

[8] Ge Z, Carrasco SE, Feng Y, Bakthavatchalu V, 
Annamalai D, Kramer R, Muthupalani S and 
Fox JG. Identification of a new strain of mouse 
kidney parvovirus associated with inclusion 
body nephropathy in immunocompromised 
laboratory mice. Emerg Microbes Infect 2020; 
9: 1814-1823.

[9] Lerch C, Shroff R, Wan M, Rees L, Aitkenhead 
H, Kaplan Bulut I, Thurn D, Karabay Bayazit A, 
Niemirska A, Canpolat N, Duzova A, Azukaitis 
K, Yilmaz E, Yalcinkaya F, Harambat J, Kiyak A, 

Alpay H, Habbig S, Zaloszyc A, Soylemezoglu O, 
Candan C, Rosales A, Melk A, Querfeld U, Leif-
heit-Nestler M, Sander A, Schaefer F and Haff-
ner D; 4C study consortium; ESPN CKD-MBD 
working group. Effects of nutritional vitamin D 
supplementation on markers of bone and min-
eral metabolism in children with chronic kid-
ney disease. Nephrol Dial Transplant 2018; 
33: 2208-2217.

[10] Goyal KK, Saha A, Sahi PK, Kaur M, Dubey NK, 
Goyal P and Upadhayay AD. Hepcidin and pro-
inflammatory markers in children with chronic 
kidney disease: a case-control study. Clin 
Nephrol 2018; 89: 363-370.

[11] Musial K and Zwolinska D. New markers of cell 
migration and inflammation in children with 
chronic kidney disease. Biomarkers 2019; 24: 
295-302.

[12] Strugnell SA, Sprague SM, Ashfaq A, Petkovich 
M and Bishop CW. Rationale for raising current 
clinical practice guideline target for serum 
25-hydroxyvitamin D in chronic kidney disease. 
Am J Nephrol 2019; 49: 284-293.

[13] Valle E, Prola L, Vergnano D, Borghi R, Mona-
celli F, Traverso N, Bruni N, Bovero A, Schia-
vone A, Nery J, Bergero D and Odetti P. Investi-
gation of hallmarks of carbonyl stress and 
formation of end products in feline chronic 
kidney disease as markers of uraemic toxins. J 
Feline Med Surg 2019; 21: 465-474.

[14] Assadi F and Sharbaf FG. Urine KIM-1 as a po-
tential biomarker of acute renal injury after 
circulatory collapse in children. Pediatr Emerg 
Care 2019; 35: 104-107.

[15] Kushlinskii NE, Gershtein ES, Naberezhnov 
DS, Taipov MA, Bezhanova SD, Pushkar DY, 
Matveev VB and Stilidi IS. Kidney injury mole-
cule-1 (KIM-1) in blood plasma of patients with 
clear-cell carcinoma. Bull Exp Biol Med 2019; 
167: 388-392.

[16] Belcher JM, Parikh CR and Garcia-Tsao G. 
Acute kidney injury in patients with cirrhosis: 
perils and promise. Clin Gastroenterol Hepatol 
2013; 11: 1550-1558.

[17] Huang Y, Yang X, Zhang Y, Yue S, Mei X, Bi L, 
Zhai W, Ren X, Ding Y, Zhang S, Deng Z and 
Sun Y. Correlation of urine protein/creatinine 
ratios to 24-h urinary protein for quantitating 
proteinuria in children. Pediatr Nephrol 2020; 
35: 463-468.

[18] Sergeeva VA, Zakharova NV, Bugrova AE, 
Starodubtseva NL, Indeykina MI, Kononikhin 
AS, Frankevich VE and Nikolaev EN. The high-
resolution mass spectrometry study of the pro-
tein composition of amyloid-like urine aggre-
gates associated with preeclampsia. Eur J 
Mass Spectrom (Chichester) 2020; 26: 158-
161.



Serum IL-6 in interstitial nephritis

3197 Am J Transl Res 2022;14(5):3189-3197

[19] Makita Y, Suzuki H, Kano T, Takahata A, Julian 
BA, Novak J and Suzuki Y. TLR9 activation in-
duces aberrant IgA glycosylation via APRIL- and 
IL-6-mediated pathways in IgA nephropathy. 
Kidney Int 2020; 97: 340-349.

[20] Pang H, Xiao L, Lu Z, Chen H, Shang Z, Jiang N, 
Wang X, Wei F, Jiang A, Chen Y and Niu Y. Tar-
geting androgen receptor in macrophages in-
hibits phosphate-induced vascular smooth 
muscle cell calcification by decreasing IL-6  
expression. Vascul Pharmacol 2020; 130: 
106681.

[21] Dittel LJ, Dittel BN and Brod SA. Ingested ACTH 
blocks Th17 production by inhibiting GALT IL-6. 
J Neurol Sci 2020; 409: 116602.

[22] Carvalho AMS, Heimfarth L, Pereira EWM, 
Oliveira FS, Menezes IRA, Coutinho HDM, Picot 
L, Antoniolli AR, Quintans JSS and Quintans- 
Júnior LJ. Phytol, a chlorophyll component, pro-
duces antihyperalgesic, anti-inflammatory, and 
antiarthritic effects: possible NFkappaB path-
way involvement and reduced levels of the pro-
inflammatory cytokines TNF-alpha and IL-6. J 
Nat Prod 2020; 83: 1107-1117.

[23] Hermunen K, Soveri LM, Boisen MK, Mustonen 
HK, Dehlendorff C, Haglund CH, Johansen JS 
and Osterlund P. Postoperative serum CA19-9, 
YKL-40, CRP and IL-6 in combination with CEA 
as prognostic markers for recurrence and sur-
vival in colorectal cancer. Acta Oncol 2020; 
59: 1416-1423.

[24] Uthaug MV, Lancelotta R, Szabo A, Davis AK, 
Riba J and Ramaekers JG. Prospective exami-
nation of synthetic 5-methoxy-N,N-dimethyl-
tryptamine inhalation: effects on salivary IL-6, 
cortisol levels, affect, and non-judgment. Psy-
chopharmacology (Berl) 2020; 237: 773-785. 


