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Objective To determine whether longitudinal measurements of fecal S100A12, a fecal marker of intestinal inflam-
mation, can identify very low birth weight infants at risk for necrotizing enterocolitis (NEC).
Study design This prospective study included 145 preterm infants with birth weight <1500 g.Meconium and stool
samples (n = 843) were collected prospectively on alternate days for 4 weeks, and fecal S100A12 and calprotectin
were measured by enzyme-linked immunosorbent assay.
Results Eighteen patients (12.4%) developed NEC. Gestational age and birth weight were significantly lower in
the patients with NEC compared with unaffected reference infants. Fecal S100A12 levels were significantly higher
in patients with severe NEC at onset of disease and also, in contrast to fecal calprotectin, at 4-10 days before
onset of NEC compared with unaffected reference infants (ideal cutoff value, 65 mg/kg; sensitivity, 0.76; speci-
ficity, 0.56).
Conclusions Fecal S100A12 level may be a helpful marker for predicting disease severity and early risk assess-
ment for subsequent development of NEC. However, the use of fecal S100A12 as a predictive biomarker for NEC in
very low birth weight infants may be limited due to a high interindividual and intraindividual variability in S100A12
fecal excretion. (J Pediatr 2012;161:1059-64).

N
ecrotizing enterocolitis (NEC) is a serious gastrointestinal disorder of preterm infants,1 with an incidence of 10%-
15% and a mortality rate of 10%-30% in very low birth weight (VLBW) infants (birth weight <1500 g), as well as
a high rate of long-term complications.2-4 The pathogenesis of NEC remains largely unknown but is suspected to be

multifactorial, involving such factors as gastrointestinal ischemia, enteral alimentation, and microorganisms in combination
with immature gastrointestinal functions and host defense mechanisms. Early detection of NEC and adequate intervention
could possibly improve the prognosis; however, initial clinical manifestations of NEC are nonspecific and are difficult to
distinguish from other gastrointestinal disorders and neonatal sepsis. Thus, diagnosis is often delayed and limited by in-
sufficient serum-based laboratory tests and current imaging modalities. Conventional fecal inflammatory markers (eg, cal-
protectin, lactoferrin) or urinary markers for enterocyte damage (eg, intestinal fatty acid binding protein) have not met the
initially high expectations for diagnosing NEC.1,5

More recently, fecal S100A12 (calgranulin C) has been identified as a fecal marker of intestinal inflammation. S100A12
belongs to a novel group of proinflammatory molecules that play important roles in the mechanisms of innate immu-
nity. In contrast to pathogen-associated molecular patterns proteins as exogenous factors initiating inflammation,
S100A12 is one of the damage-associated molecular pattern proteins, endogenous molecules released by activated or
damaged cells under conditions of cell stress. Phagocyte-specific damage-associated molecular pattern proteins of the
S100 family are released from neutrophils or monocytes, followed by proinflammatory activation of pattern recognition
receptors.6-9 Thus, in intestinal inflammation, S100A12 is readily detectable in feces and plasma.10,11 Furthermore,
S100A12 is remarkably resistant to degradation by fecal bacteria, making fecal S100A12 a suitable marker for gut wall
inflammation, as has been reported for inflammatory bowel disease.12 The small amount of feces (50-100 mg) required
for the measurement of fecal S100A12 by enzyme-linked immunosorbent assay (ELISA) makes this test potentially useful
in preterm infants. We analyzed fecal S100A12 levels in VLBW infants to obtain baseline expression characteristics and
to evaluate this protein’s role as biomarker of intestinal inflammation in the screening for NEC and prediction of disease
severity.
From the 1Institute of Immunology, University Hospital
M€unster; 2Interdisciplinary Centre of Clinical Research,
University of M€unster, M€unster, Germany; and
3Department of Pediatrics, Helios Klinikum, Wuppertal,
Germany

Funded by the HELIOS Research Center (Germany),
which had no involvement in the study design; the
collection, analysis, and interpretation of data; the
writing of the report; or the decision to submit the
manuscript for publication. The authors declare no
conflicts of interest.

0022-3476/$ - see front matter. Copyright ª 2012 Mosby Inc.

All rights reserved. http://dx.doi.org/10.1016/j.jpeds.2012.06.003

CRP C-reactive protein

GA Gestational age

ELISA Enzyme-linked immunosorbent assay

IL-6 Interleukin 6

NEC Necrotizing enterocolitis

ROC Receiver operating characteristic

VLBW Very low birth weight
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Table. Patient characteristics

Control NEC P value

Patients, n (%) 127 (87.6) 18 (12.4) NA
GA, weeks, median (range) 28.4 (23-35) 25.5 (23-33) <.0005
Birth weight, g,

median (range)
1082 (436-1490) 773 (354-1300) <.0005

Sex ratio, M/F 0.91 1.71 NS
Maternal age, years,

median (range)
30 (17-45) 31 (22-41) NS

Apgar score at 1 minute,
median (range)

6 (1-9) 5 (1-8) NS

Apgar score at 5 minutes,
median (range)

7 (2-10) 6 (4-9) NS

Apgar score at 10 minutes,
median (range)

9 (5-10) 8 (6-10) NS

Umbilical artery pH,
median (range)

7.34 (7.04-7.50) 7.34 (7.20-7.47) NS

Vaginal birth, % 7.4 5.6 NS
Stool samples, n 671 172 NA
NEC stage IIa/IIb/IIIa/IIIb, n NA 5/3/5/5 NA
Weight at diagnosis, g,

median (range)
NA 834 (506-1520) NA

Age at diagnosis, days,
median (range)

NA 13 (2-28) NA

NA, not applicable; NS, nonsignificant.
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Methods

Patients were recruited from 5 German tertiary neonatal in-
tensive care units (Wuppertal, Schwerin, Erfurt, M€unster,
and Krefeld) between April 2008 and December 2009. Ethical
approval was obtained from the Ethics Committee ofWitten/
Herdecke University for all participating hospitals, and fully
written informed consent was obtained from all legal guard-
ians. All preterm infants with a birth weight <1500 g were in-
cluded. Meconium and stool samples were collected
prospectively on alternate days for at least 28 days. On admis-
sion, baseline characteristics and maternal information for
enrolled infants were recorded. In addition, postnatal age,
daily feeding regimen, respiratory support, laboratory and
radiograph results, and clinical findings were recorded at
the collection of each stool sample throughout follow-up.

Diagnosis of NEC was established based on typical clinical
features and radiologic and laboratory findings. Disease stage
(I, II, or III) was determined using the modified Bell classifi-
cation scheme.3,13 In brief, this classification scheme differen-
tiates infants with NEC stage I (suspect), stage IIa (definite,
mildly ill), stage IIb (definite, moderately ill), stage IIIa (ad-
vanced, severely ill with intact bowel), and stage IIIb (ad-
vanced, severely ill with bowel perforation).

The reference group consisted of all infants without signs
and symptoms of intestinal distress. To obtain clear case def-
initions, patients without signs of NEC but with signs of
other gastrointestinal disorders (eg, spontaneous intestinal
perforation) were excluded from this study. Patients with
an insufficient amount of stool to allow measurements of
S100 proteins were excluded as well. Meconium was defined
as the first stool passed after birth but no later than 72 hours
after birth.

All stool samples were stored at �80�C before being ana-
lyzed within 24 hours of collection. S100A12 concentrations
were determined by double-sandwich ELISA, as described
previously.14 Fecal calprotectin concentrations were deter-
mined by ELISA (Immundiagnostik, Bensheim, Germany).
Analyses were performed by investigators in M€unster, Ger-
many who were blinded to the diagnosis and disease stage.
All analyses were performed in triplicate.

Statistical Analyses
Statistical comparisons of the data between groups (unaf-
fected control vs NEC) were performed using the Mann-
Whitney U test. Data are presented as median and range
except when stated otherwise. To determine the accuracy of
S100A12 measurements, receiver operating characteristic
(ROC) curves were drawn by plotting sensitivity against 1 -
specificity. Overall accuracy of the markers in detecting
NEC is represented by the area under the ROC curve with
95% CI. The best cutoff point is defined as the maximum
sum of sensitivity and specificity. These cutoff points were
used to calculate sensitivity, specificity, and positive and neg-
ative predictive values. All tests of significance were 2-tailed.
A P value of <.05 was considered significant. All calculations
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were performed using SPSS version 14 (SPSS Inc, Chicago,
Illinois).

Results

NEC in Patients
We enrolled 145 infants, including 18 (12.4%) who subse-
quently developed NEC and 127 without NEC or any other
gastrointestinal distress (reference group) (Table). We
excluded 5 patients with spontaneous intestinal perforation
and 8 patients with insufficient stool samples. A total of 843
meconium and postmeconium stool samples were collected
and analyzed. Gestational age (GA) and birth weight were
significantly lower in the patients with NEC. According to
the modified Bell scheme, 5 patients were classified as NEC
stage IIa, 3 as stage IIb, 5 as stage IIIa, and 5 as stage IIIb.
Eleven patients with NEC (61%) required surgery (all
laparotomy), which confirmed the diagnosis of NEC. The
mortality rate was 25% (n = 2) for patients in NEC stage II,
30% (n = 5) for those in NEC stage III, and 0.7% (n = 1) for
those without NEC or gastrointestinal disorders. Causes of
death were sepsis (Klebsiella oxytoca) with multiorgan
failure, septic shock (Clostridium difficile) during surgery,
and total intestinal necrosis (duodenum to rectum) with
respiratory insufficiency in the patients with NEC stage III;
septic shock without detectable pathogens and severe sepsis
(Candida glabrata) in those with NEC stage II; and severe
cerebral and pulmonary hemorrhage in the reference group.

S100A12 in Meconium
S100A12 concentrations were higher in meconium samples
from VLBW infants before the onset NEC stage III (median,
398 mg/kg; range, 70-94 000 mg/kg; n = 10; P < .05) and lower
D€abritz et al
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Figure 1. A total of 843 meconium and postmeconium stool
samples were analyzed. The scatterplots show the median
(central horizontal line) of fecal S100A12 levels. P values are
shown (ns, not significant). A, Fecal S100A12 levels of 127
VLBW infants without gastrointestinal disease (unaffected
controls [HCs]) were compared with 18 VLBW infants with
NEC. The graph shows the S100A12 levels for both groups
during the first, second, third, and fourth weeks of life and be-
yond. The decline in fecal S100A12 levels with increasing
postnatal age in the control (reference) group was significant
for 2-4 weeks after birth (P < .05) and after the fourth postnatal
week (P < .05) compared with levels during the first week of
life. B, Fecal S100A12 levels of 18 VLBW infants with NEC
at the time of disease onset compared with fecal S100A12
levels of 590 stool samples of VLBW infants of the same GA
without gastrointestinal disease (control). Patients with NEC
are divided into those with NEC stage II (n = 8) and those
with NEC stage III (n = 10) using the modified Bell classifica-
tion scheme.
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in samples from VLBW infants before the onset of NEC stage
II (median, 5 mg/kg; range, 5-175 mg/kg; n = 7; P < .01) com-
pared with reference infants (median, 86 mg/kg; range, 5-91
000 mg/kg; n = 128). No statistically significant correlations
with S100A12 level were found in meconium and neonatal
factors (ie, birth weight, sex, GA, Apgar score, pH at birth,
enteral feeding regimen, corticosteroid use, and C-reactive
protein [CRP]) or maternal factors (ie, preeclampsia, diabe-
tes, amnionitis, premature rupture of membranes, and mode
of delivery).

S100A12 Levels in Postmeconium Stool
In unaffected infants, fecal S100A12 levels decreased with in-
creasing postnatal age.Median levels were 89mg/kg within the
first week after birth, 33 mg/kg during the following 3 weeks,
and 15 mg/kg after 28 days of life (Figure 1, A). During the
second to fourth weeks after birth, overall fecal S100A12
levels were significantly higher in VLBW infants with
suspected NEC who subsequently developed NEC (median,
116 mg/kg; range, 5-93 000 mg/kg; n = 104; P < .0001)
compared with those with no gastrointestinal disease
(Figure 1, A). In contrast, S100A12 levels in postmeconium
stool of neonates with NEC did not differ during the first
week after birth (median, 90 mg/kg; range, 5-59 000; n = 32;
P = not significant) or after 4 weeks of life (median, 18 mg/
kg) (Figure 1, A). Furthermore, CRP and interleukin 6 (IL-
6) did not differ significantly between neonates with NEC
and those without NEC (data not shown).

Fecal S100A12 at Onset of NEC and Correlation with
Severity of NEC
Fecal S100A12 levels were significantly higher in patients with
NEC at disease onset (median, 510 mg/kg; range, 5-93 000 mg/
kg; n = 18) compared with unaffected reference infants (me-
dian, 100 mg/kg; range, 3-31 950 mg/kg; n = 590; P< .05). Fur-
thermore, S100A12 levels were specifically increased in
patients with NEC stage III (median, 11 200 mg/kg; range,
5-93 000 mg/kg; n = 10; P < .01). S100A12 levels were also el-
evated in patients with NEC stage II (median, 241 mg/kg;
range, 5-5500 mg/kg; n = 8), but this difference was not sta-
tistically significant (Figure 1, B).

The differences between patients with NEC and control
patients were not influenced by differences in GA. In patients
with a GA of 24-27 weeks, fecal S100A12 levels did not differ
between those without NEC (median, 92.5 mg/kg) and those
who subsequently developed NEC (median, 92.5 mg/kg). The
majority of the 18 patients with NEC developed NEC at a GA
of 28-31 weeks (median, 28.1 weeks; range, 25.9-31.7 weeks).
Consequently, at this GA range, fecal S100A12 levels were sig-
nificantly higher in patients with NEC (median, 110.0 mg/kg;
range, 5-44 000 mg/kg; n = 65) compared with controls (me-
dian, 35.0 mg/kg; range, 5-10 500 mg/kg; n = 224; P < .005). In
patients with a GA of 32-37 weeks, fecal S100A12 levels re-
mained unchanged in control patients without NEC (me-
dian, 35.0 mg/kg; range 5-2795 mg/kg; n = 179), and
dropped to similar levels in patients with NEC (median,
25.2 mg/kg; range, 5-1600 mg/kg; n = 13, P = not significant).
Fecal Phagocyte-Specific S100A12 for Diagnosing Necrotizing E
The cutoff value for differentiating all patients with NEC
from those without NEC at the time of NEC onset was 210
mg/kg (Figure 2). Because the patients with severe NEC
and rapid deterioration tended to have even lower
S100A12 levels before the onset of NEC compared with the
nterocolitis 1061



Figure 2. ROC curve analyses performed to analyze the sensitivity and specificity of fecal S100A12 in differentiating all infants
with moderate/severe NEC (upper panels) or only moderate NEC (lower panels) from those without gastrointestinal disease (con-
trol) at disease onset (left panels) and within 1 week before onset (right panels). Area under the ROC curve (AUC), 95% CI, and P
value are shown for each curve. The fecal S100A12 value that gives the best accuracy is shown.
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reference population, ROC curves were also calculated for
patients with moderate NEC, leading to a higher cutoff
value and improved sensitivity and specificity (Figure 2).
To assess whether fecal S100A12 can be used as a marker
to predict whether a patient will need surgery, patients
with NEC were divided into those with stage II disease and
those with stage III disease. On suspicion of NEC, fecal
S100A12 levels were higher in infants who subsequently
developed bowel perforation than in those who did not
(median, 2400 mg/kg [range, 5-93 000 mg/kg; n = 13] vs
122 mg/kg [range, 5-24 500 mg/kg; n = 17]; P < .05). CRP
and IL-6 levels were not related to disease severity (data
not shown).

Prediction and Monitoring of NEC
Time course analysis of fecal S100A12 at 1-3 weeks before and
1-3 weeks after onset of NEC showed significantly elevated
S100A12 levels at 4-10 days before disease onset (median,
95 mg/kg; range, 5-94 000 mg/kg; n = 39; P < .005) and for
up to 7-14 days after onset (median, 285 mg/kg; range, 5-
8050 mg/kg; n = 42; P < .0005) compared with unaffected ne-
onates whose stool specimens were collected at a similar GA
and postnatal age (median, 33 mg/kg; range, 5-15 400 mg/kg;
n = 381) (Figure 3, A). The ideal cutoff value (sensitivity,
0.76; specificity, 0.56) for identifying patients with NEC
1062
within 7 days before disease onset was 65 mg/kg, regardless
of whether all patients with NEC or only patients with
NEC with moderate course of the disease were considered
(Figure 2). This resulted in an overall sensitivity of 60%,
a specificity of 55%, a positive predictive value of 25%, and
a negative predictive value of 84%. Sensitivity, specificity,
positive predictive value, and negative predictive value were
dependent on the underlying observation period:
meconium: 67%, 41%, 14%, and 90%, respectively; 2-7
days after birth: 59%, 45%, 21%, and 84%; 8-14 days after
birth: 52%, 58%, 23%, and 84%; 15-21 days after birth:
70%, 68%, 37%, and 89%; 22-28 days after birth: 68%,
59%, 37%, and 84%; more than 28 days after birth: 42%,
66%, 42%, and 66%.
Fecal calprotectin concentrations of identical samples were

analyzed in parallel, and time course analyses of fecal calpro-
tectin levels at 1-3 weeks before and 1-3 weeks after onset of
NEC were performed. Although fecal calprotectin levels were
also elevated at the onset of NEC (median, 349 mg/kg; range,
1-850 mg/kg; n = 18; P < .05) and 48 hours before onset (me-
dian, 83 mg/kg; range, 1-807 mg/kg; n = 9; P < .05), the dif-
ferences at 48-240 hours before onset and after onset did not
reach statistical significance (Figure 3, B). In addition, fecal
calprotectin levels were not correlated with disease severity
(data not shown). Likewise, CRP and IL-6 are not suitable
D€abritz et al
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Figure 3. Time course analysis of fecal S100A12 and calpro-
tectin levels in infants with NEC. A total of 159 stool samples of
18 VLBW infants with NEC were analyzed at different time
points before disease onset (12-48 hours, 48-96 hours, 5-10
days, and 11-21 days), after disease onset (1-7 days, 8-14
days, and 15-21 days), and at the time of disease onset.
The scatterplots show the median levels (central horizontal
line) of A, fecal S100A12 and B, fecal calprotectin. The ideal
S100A12 cutoff point for differentiating neonates with and
without NEC (65 mg/kg) is represented by the dotted line.
P values are shown.
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for screening for NEC before clinical suspicion is raised (data
not shown).

Discussion

Previous studies investigating the role of fecal calprotectin in
the diagnosis of NEC have reported divergent results1,2,5,15-19

and because of high intervariability and intravariability, fecal
calprotectin is a poor marker for NEC. Several calprotectin
thresholds for suspicion of NEC have been proposed (eg,
636 mg/g by Campeotto et al,19 200 mg/L by Carroll et al,15

2000 mg/g by Josefsson et al,2 286 mg/g by Thuijls et al5).
More recently, fecal S100A12 level was reported to be
Fecal Phagocyte-Specific S100A12 for Diagnosing Necrotizing E
a more accurate fecal marker of intestinal inflammation
(in, eg, inflammatory bowel disease).6 We found significantly
elevated fecal S100A12 levels in postmeconium stool samples
of VLBW infants at the onset of NEC, which help differenti-
ate Bell stage II and III NEC (Figure 1, B). Thus,
measurement of fecal S100A12 might provide important
clinical information to pediatricians and pediatric
surgeons. Fecal S100A12 levels were also elevated within 4-
10 days before and 2 weeks after disease onset compared
with reference infants without gastrointestinal disease
(Figure 3, A). Sensitivity, specificity, and positive and
negative predictive values for fecal S100A12 for the
detection of NEC were 70%, 68%, 37%, and 89%,
respectively. This limited sensitivity and specificity might
be related to physiological high levels of fecal S100A12
during the first weeks of life (Figure 1, A), owing to the gut
bacterial establishment stimulating transepithelial
migration of granulocytes.18

In VLBW infants, we found significantly lower fecal
S100A12 concentrations in meconium before the onset of
NEC stage II and significantly higher concentrations before
the onset of NEC stage III compared with reference infants.
Whether these references reflect predispositions of individual
patients is not known.18,20,21

We observed an overlap in fecal S100A12 levels of infants
with NEC and those without NEC, related to the wide range
of fecal S100A12 levels in VLBW infants without gastrointes-
tinal symptoms (Figure 1, A). This finding is in agreement
with data on fecal calprotectin levels in VLBW infants,
which also show wide variations in healthy individuals
during the first month of life.2,15-18,22 This phenomenon
may reflect true interindividual and intraindividual
variability in S100A12 excretion in our patient population,
as has been reported for fecal calprotectin excretion.2,18 In
addition, we found that fecal S100A12 levels tend to
decrease with increasing age and increasing enteral feeding
volume by comparisons of levels at days of life 2-7, 8-28,
and >28 (Figure 1, A). This is also suggested by previous
data on fecal calprotectin in a small group of VLBW
infants16 and may be explained by a simultaneously gradual
decrease in intestinal mucosa permeability.18 Thus, the age
dependence of fecal S100A12 levels may affect diagnostic
accuracy. However, we found stable S100A12 levels in stool
samples of reference infants obtained on days 8-28 after
birth, and the majority of our patients with NEC
experienced onset of disease during that time period.
We found no significant correlations between fecal

S100A12 level and various neonatal and maternal factors
apart from the diagnosis of NEC. We also found no correla-
tion between CRP or IL-6 level and fecal S100A12 level in ref-
erence infants, suggesting that systemic infection does not
affect fecal S100A12 level in the absence of severe gastrointes-
tinal disease.
Overall, the increased fecal S100A12 levels in our patients

with NEC suggests that monitoring fecal S100A12might pro-
vide useful early warning signals for NEC. Several limitations
of the present study must be taken into account, however.
nterocolitis 1063
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First and foremost, the overlap between fecal S100A12 levels
in patients with NEC and controls might limit this marker’s
utility in the clinical context. Furthermore, fecal S100A12
levels appear to be age-dependent. More generally, imple-
menting large longitudinal studies in a population of preterm
and/or VLBW infants is a challenge. In addition, NEC is
a rare disease, with an incidence of only 0.1%, and with prob-
lematic and limited diagnostic options.

Further studies are needed to investigate fecal S100A12
levels in larger cohorts that include infants with other gastro-
intestinal symptoms or diseases apart from NEC, including
feeding intolerance. Moreover, the fact that term and pre-
term NEC are considered 2 different disease entities must
be taken into account.5 Our study cohort included only
VLBW preterm infants with NEC and without gastrointesti-
nal disease. Future studies are needed to examine whether fe-
cal S100A12 is also suitable for early detection of NEC and
possibly other gastrointestinal manifestations in term infants.
Finally, the measurement of fecal inflammation markers may
have limited utility in diagnosing NEC in VLBW infants, be-
cause stool samples are not necessarily available at all times. n
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The role of fecal calprotectin and lactoferrin in the diagnosis of necrotiz-

ing enterocolitis. Pediatr Crit Care Med 2011. Nov 10 [Epub ahead

of print].

2. Josefsson S, Bunn SK, Domell€of M. Fecal calprotectin in very low birth

weight infants. J Pediatr Gastroenterol Nutr 2007;44:407-13.

3. Lin PW, Stoll BJ. Necrotising enterocolitis. Lancet 2006;368:1271-83.

4. Berman L, Moss RL. Necrotizing enterocolitis: an update. Semin Fetal

Neonatal Med 2011;16:145-50.
1064
5. Thuijls G, Derikx JP, van Wijck K, Zimmermann LJ, Degraeuwe PL,

Mulder TL, et al. Non-invasive markers for early diagnosis and determi-

nation of the severity of necrotizing enterocolitis. Ann Surg 2010;251:

1174-80.

6. Foell D,Wittkowski H, Roth J. Monitoring disease activity by stool anal-

yses: from occult blood to molecular markers of intestinal inflammation

and damage. Gut 2009;58:859-68.

7. Vogl T, Tenbrock K, Ludwig S, Leukert N, Ehrhardt C, van Zoelen MA,

et al. Mrp8 and Mrp14 are endogenous activators of Toll-like receptor 4,

promoting lethal, endotoxin-induced shock. Nat Med 2007;13:1042-9.

8. Foell D, Ichida F, Vogl T, Yu X, Chen R,Miyawaki T, et al. S100A12 (EN-

RAGE) in monitoring Kawasaki disease. Lancet 2003;361:1270-2.

9. Wittkowski H, Sturrock A, van Zoelen MA, Viemann D, van der Poll T,

Hoidal JR, et al. Neutrophil-derived S100A12 in acute lung injury and

respiratory distress syndrome. Crit Care Med 2007;35:1369-75.

10. de Jong NS, Leach ST, Day AS. Fecal S100A12: a novel noninvasive

marker in children with Crohn’s disease. Inflamm Bowel Dis 2006;12:

566-72.

11. Foell D, Wittkowski H, Ren Z, Turton J, Pang G, Daebritz J, et al. Phago-

cyte-specific S100 proteins are released from affected mucosa and pro-

mote immune responses during inflammatory bowel disease. J Pathol

2008;216:183-92.

12. Kaiser T, Langhorst J, Wittkowski H, Becker K, Friedrich AW, Rueffer A,

et al. Faecal S100A12 as a non-invasive marker distinguishing inflamma-

tory bowel disease from irritable bowel syndrome. Gut 2007;56:1706-13.

13. WalshMC, Kliegman RM. Necrotizing enterocolitis: treatment based on

staging criteria. Pediatr Clin North Am 1986;33:179-201.

14. Foell D, Kucharzik T, Kraft M, Vogl T, Sorg C, Domschke W, et al. Neu-

trophil- derived human S100A12 (EN-RAGE) is strongly expressed dur-

ing chronic active inflammatory bowel disease. Gut 2003;52:847-53.

15. Carroll D, Corfield A, Spicer R, Cairns P. Faecal calprotectin concentra-

tions and diagnosis of necrotising enterocolitis. Lancet 2003;361:310-1.

16. Yang Q, Smith PB, Goldberg RN, Cotten CM. Dynamic change of fecal

calprotectin in very low birth weight infants during the first month of

life. Neonatology 2008;94:267-71.

17. Nissen AC, van Gils CE, Menheere PP, Van den Neucker AM, van der

Hoeven MA, Forget PP. Fecal calprotectin in healthy term and preterm

infants. J Pediatr Gastroenterol Nutr 2004;38:107-8.

18. Roug�e C, Butel MJ, Piloquet H, Ferraris L, Legrand A, Vodovar M, et al.

Fecal calprotectin excretion in preterm infants during the neonatal pe-

riod. PLoS ONE 2010;5:e11083.

19. Campeotto F, Baldassarre M, Butel MJ, Viallon V, Nganzali F,

Soulaines P, et al. Fecal calprotectin: cutoff values for identifying intes-

tinal distress in preterm infants. J Pediatr Gastroenterol Nutr 2009;48:

507-10.

20. Morgan JA, Young L, McGuire W. Pathogenesis and prevention of nec-

rotizing enterocolitis. Curr Opin Infect Dis 2011;24:183-9.

21. Emami CN, Petrosyan M, Giuliani S, Williams M, Hunter C,

Prasadarao NV, et al. Role of the host defense system and intestinal mi-

crobial flora in the pathogenesis of necrotizing enterocolitis. Surg Infect

2009;10:407-17.

22. Laforgia N, Baldassarre ME, Pontrelli G, Indrio F, Altomare MA,

Di Bitonto G, et al. Calprotectin levels in meconium. Acta Paediatr

2003;92:463-6.
D€abritz et al

mailto:Jan.Daebritz@uni-muenster.de
mailto:Jan.Daebritz@uni-muenster.de

	Fecal Phagocyte-Specific S100A12 for Diagnosing Necrotizing Enterocolitis
	Methods
	Statistical Analyses

	Results
	NEC in Patients
	S100A12 in Meconium
	S100A12 Levels in Postmeconium Stool
	Fecal S100A12 at Onset of NEC and Correlation with Severity of NEC
	Prediction and Monitoring of NEC

	Discussion
	References


