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Abstract
Objective—To determine whether anti-
mony may be detected in the urine during
infancy and early childhood and its as-
sociation with passive exposure to tobacco
smoke, as assessed by urinary cotinine.
Design—Analysis of spare aliquots of
urine collected from infants participating
in studies of respiratory function and pas-
sive smoking. Urinary antimony was as-
sayed using inductively coupled plasma
mass spectroscopy in 201 urine specimens
collected at diVerent ages throughout the
first two years of life from 122 term and 26
preterm infants. Urinary cotinine was
measured using gas liquid chromato-
graphy.
Main outcome measure—Urinary anti-
mony concentrations.
Results—Absolute antimony concentra-
tions varied widely between infants, being
below the laboratory detection limit of
0.02 µg/l in 7% of samples, below 0.5 µg/l in
90.5%, and above the reference value of
1 µg/l reported for non-occupationally
exposed UK populations in 4%. Creatinine
standardised antimony values were unre-
lated to postnatal age or urinary cotinine
concentrations and were highest in urine
collected from preterm infants within 24
hours of birth (geometric mean (95% con-
fidence interval): 2.3 ng/mg (1.5 to 3.4)).
Conclusion—Although antimony is
present at very low concentrations in
urine during infancy and early childhood,
the relevance to health is uncertain. The
higher levels found in preterm infants
may reflect prematurity or fetal assimila-
tion of antimony. Tobacco is unlikely to be
an important source of environmental
exposure to antimony during infancy and
early childhood.
(Arch Dis Child 1997;76:432–436)
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It has been proposed that sudden infant death
syndrome may be caused by stibine, the toxic
anhydride of antimony, microbially generated
from the fire retardants used in plastic cot mat-
tress covers.1 2 Although this hypothesis has not
been substantiated3 4 by subsequent chemical
analysis of cot mattresses,5–7 or by epidemio-
logical studies of mattress type or use of PVC
mattress covers,8–10 information is lacking on
the uptake and excretion of antimony in infants
and its relation to potential environmental
sources such as tobacco smoke.11 Although

antimony may accumulate gradually in organs
such as the lungs and liver, studies in adults
suggest that the half life of renal elimination of
both trivalent and pentavalent forms of anti-
mony is approximately four days.12–14 In view of
this, and the acceptability and relative simplic-
ity of urine collection in healthy infants and
young children, measurement of urinary anti-
mony may be a useful means of assessing envi-
ronmental exposure to antimony at this age.
The aim of this study was to determine
whether antimony could be detected in the
urine during infancy and early childhood by
analysing spare aliquots of urine originally col-
lected for cotinine assay from healthy term and
preterm infants and those with prior wheezing.
A subsidiary aim was to examine whether the
concentrations of urinary antimony observed
were associated with passive exposure to
tobacco smoking, as assessed by urinary
cotinine.

Methods
STUDY POPULATION

The study population comprised infants par-
ticipating in three ongoing studies of infant
respiratory function,15–17 from whom urine
specimens were collected for cotinine assay18 at
the time of respiratory function testing. In the
first study,15 urine was collected on two
occasions from healthy term infants recruited
from the community shortly after birth: at
approximately 8 weeks (before any lower respi-
ratory tract illness (LRI) or wheezing) and at 1
year of age. In the second study,16 urine was
collected, on one occasion only, from infants
with prior physician diagnosed LRI with
wheeze. In the third study,17 urine was collected
within the first 24 hours of life from healthy
preterm (<37 weeks) infants admitted to a
special care baby unit. All except the preterm
infants were sedated with triclofos sodium (100
mg/kg) by mouth for respiratory function
testing,19 usually given within the half hour
preceding urine collection.
Spare aliquots of urine were available for

antimony assay for 148 infants (80 boys). For
the purposes of this study, infants were
allocated to one of four groups according to age
and status at the time of lung function testing.
Group 1 comprised 26 healthy preterm new-
born infants; group 2 were 74 healthy full term
infants tested at approximately 8 weeks of age;
group 3 consisted of 58 healthy full term
infants tested at approximately 1 year of age;
and group 4 were 43 infants with prior
physician diagnosed LRI with wheeze. As urine
was obtained from healthy term infants on two
occasions, 35 infants in group 3 and 18 of those
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in group 4 had been previously tested at 8
weeks of age and were therefore included in
group 2. However, groups 3 and 4 were mutu-
ally exclusive.
For each infant, details of maternal smoking

during pregnancy, postnatal exposure to smok-
ing from maternal, household, and other
sources, and other medical and social factors
were obtained from the parents at recruitment
and subsequently. At each test, parents were
asked for details of any medication given to the
infant (both prescribed and other), and
whether their infant had been exposed to any
tobacco smoke in the preceding 24 hours.
These studies received prior approval from the
ethics committee of the Great Ormond Street
NHS Trust, who subsequently granted permis-
sion to analyse spare aliquots of urine for anti-
mony.

URINE COLLECTION AND ANALYSIS

Urine was collected using self adhesive plastic
bags (Dover, SherwoodMedical) applied to the
infant’s perineum, transferred using 10 ml
plastic syringes (Becton-Dickinson) into 5 ml
screw capped tubes (GriYths-Nielson), and
frozen at −20oC within two hours of voiding.
When more than 5 ml was obtained, two sepa-
rate aliquots were frozen, the first of which was
assayed for cotinine using gas liquid
chromatography18 at the National Poisons Unit
at New Cross Hospital. Antimony analysis of
the remainder of the refrozen first aliquot
and/or the previously unsampled second aliq-
uot was performed using inductively coupled
plasma mass spectroscopy by the Department
of Clinical Biochemistry at Southampton Gen-
eral Hospital, where creatinine assays were also
undertaken. Antimony and cotinine were ana-
lysed with the laboratories blinded to the status
of the infant. A prior in vitro study, undertaken
to determine the potential for antimony
contamination of urine samples during collec-
tion, imparted mean (SD) blank concentra-
tions of 0.004 (0.004) µg/l. This indicated that
urine collected for these studies could be used
to provide reliable estimates of antimony.
A standard model Perkin-Elmer/Sciex 5000

inductively coupled plasma mass spectrometer
(Perkin-Elmer-Sciex Inc, Toronto, Ontario,
Canada) was used to measure antimony in the
urine. Each specimen was analysed in duplicate
and prepared for analysis by aqueous dilution
of 200 µl volumes and with the addition of
indium as an internal standard. Matrix

matched standards were used for calibration
and prepared by addition of 0, 0.25, 0.50, 1.0,
2.0, 5.0 and 10.0 µg/l to urine from non-
smoking adults. The calibration curves were
linear from this range and all data points
showed good proximity to the regression
lines—that is, r2 ranged over 0.9990 to 0.9999
for 10 calibration curves over a five month
period. A stringent internal quality control
(IQC) procedure was employed. The matrix
matched standards were analysed as IQC sam-
ples with each analytical run at a mean
frequency of approximately one per 10 urine
samples. The mean recovery of antimony
added to the seven IQC urines was 98% with
the following regression equation: y = 0.98x +
0.06 µg/l (r2 = 0.99997). As further tests of the
validity of the observed antimony concentra-
tions, 417 repeated analyses were carried out,
blinded, on 130 urine specimens, with up to
four repeats per specimen. It was found that
90% of the individual analyses diVered by less
than 0.1 µg/l from the mean, and 97% by less
than 0.2 µg/l. Detection limits (3 × SD of repli-
cate blank measurements) were 0.004 µg/l
using 4.0 ml volumes of urine with minimal
dilution, and 0.02 µg/l using 200 µl volumes of
urine with (1 + 14) dilutions. Values below this
limit were assigned a value of 0.0001 µg/l when
creatinine standardised values were calculated.

DATA HANDLING AND STATISTICAL ANALYSIS

Absolute antimony (µg/l) and creatinine stand-
ardised antimony (ng/mg creatinine) and coti-
nine (ng/mg creatinine) were log normally dis-
tributed and reported as the geometric mean
and 95% confidence interval (CI) for each
group. A random eVects model was used to
estimate the proportion of the variability in the
log transformed creatinine standardised anti-
mony attributable to diVerences between repli-
cates, between infants and between aliquot
type—that is, whether previously sampled for
cotinine analysis or not, using the SAS
VARCOMP procedure (SAS Version 6.09).
Repeat observations within each child on any
one occasion were combined for subsequent
analyses. For the subgroup of infants with two
measurements, the mean within-subject
change in creatinine standardised antimony
was presented, together with the 95% CI, and
examined using a one sample t test.

Table 1 Background characteristics of infants. Data are expressed as median (interquartile range) unless otherwise stated

Group 1 (healthy
preterm) (n=26)

Group 2 (healthy
younger term) (n=74)

Group 3 (healthy
older term) (n=58)

Group 4 (prior
wheezing) (n=43)

Boys (%) 42 57 47 65
Age at test (weeks) 0.1 (0.1-0.1) 8.0 (7.1-8.7) 54.5 (52.7-56.9) 55.1 (48.5-61.2)
Body weight at test (kg) 1.9 (1.6-2.1) 4.9 (4.6-5.4) 9.8 (9.2-10.4) 9.8 (8.2-10.7)
Crown-heel length at test (cm) NA 58.1 (56.6-59.6) 77.3 (76.2-79.4) 76.6 (73.7-79.8)
Birth weight (g) 1900 (1600-2100) 3400 (3000-3700) 3500 (3300-3900) 3200 (2800-3500)
Gestation (weeks) 34 (31-35) 40 (39-41) 40 (40-41) 39 (38-40)
Mothers who smoked during pregnancy (%) 15 42 34 56
In 24 hours preceding urine collection:
Infants exposed to tobacco smoke (%) 15* 61 54 68
Infants on medication (%) 0 14 20 18

NA = not available.
* For preterm infants, % of mothers who smoked during pregnancy.
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Results
Table 1 summarises the characteristics of
infants included in each of the four groups.
Infants in group 2 ranged in age from 5 to 13
weeks, while those in groups 3 and 4 were
approximately 1 year old and similar with
respect to body weight and length at test. A
similar and high proportion of infants in
groups 2, 3, and 4 were exposed to maternal
smoking during pregnancy and to tobacco
smoke in the 24 hours before urine collection.
A limited availability of spare urine from

preterm infants whose mothers smoked during
pregnancy resulted in a relatively low
proportion of samples from such infants in
group 1.
Urinary antimony concentrations were unre-

lated to the duration of frozen storage before
assay (data not shown). Absolute antimony
levels, unadjusted for renal function, were
highest in preterm infants, below the labora-
tory detection limit of 0.02 µg/l in up to 10% of
the term infants, and above 1 µg/l (the
reference value reported for UK populations20)
in 12% of healthy preterm infants and 7% of
those with prior LRI with wheeze (table 2).
After adjustment for renal function, the largest
source of variation in creatinine standardised
antimony values was due to between infant dif-
ferences, which accounted for approximately
three quarters of the total variability. DiVer-
ences due to aliquot type were relatively minor
and contributed only one tenth of this amount.
Creatinine standardised urinary antimony was
not associated with postnatal age; however, the
highest levels were found in preterm infants
and those with prior LRI with wheeze (fig 1;
table 2). There was no statistically significant
within-infant change in creatinine standardised
urinary antimony levels for the 53 healthy term
infants (18 with wheezing) for whom paired
measurements at approximately 8 and 56
weeks of age were available (mean within infant

Table 2 Antimony and cotinine values according to infant status. Data expressed as geometric mean (95% CI) unless
otherwise stated

Group 1 (healthy
preterm) (n=26)

Group 2 (healthy
younger term) (n=74)

Group 3 (healthy
older term) (n=58)

Group 4 (prior
wheezing) (n=43)

Antimony (µg/l) 0.28 (0.19 to 0.41) 0.05 (0.04 to 0.07) 0.08 (0.05 to 0.14) 0.12 (0.06 to 0.24)
No (%) of infants with antimony < 0.02
µg/l* 0 5 (7) 6 (10) 3 (7)

No (%) of infants with antimony >
1.0µg/l† 3 (12) 0 2 (3) 3 (7)

Antimony/creatinine (ng/mg) 2.25 (1.49 to 3.39) 0.48 (0.36 to 0.65) 0.40 (0.25 to 0.65) 0.68 (0.37 to 1.25)
Cotinine/creatinine (ng/mg) 1.51 (0.37 to 6.2) 60.0 (46.5 to 77.4) 46.7 (35.1 to 62.1) 61.7 (41.6 to 91.5)

* Laboratory detection limit.
† Mean urinary antimony concentration for healthy adults.20

Figure 1 A scatterplot of creatinine standardised urinary
antimony concentrations (ng/mg) against postnatal age
(weeks) in infancy. Group 1: healthy preterm infants; group
2: healthy younger term infants; group 3: healthy older term
infants; group 4: older infants with prior wheezing and
lower respiratory tract illness.
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Figure 2 Within infant changes in creatinine standardised antimony concentrations (ng/mg) measured on the first
occasion at a mean age of 8 weeks and on the second occasion at a mean age of 56 weeks. (A): healthy infants without
prior wheezing on either occasion; (B): healthy infants with wheezing before the second occasion.
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diVerence (result on second occasion minus
that on first occasion) 0.12 ng antimony/mg
creatinine; 95%CI −0.16 to 0.4; p = 0.4; fig 2).
Creatinine standardised urinary cotinine

concentrations were lowest in the preterm
infants (group 1), none of whom had been
exposed to any tobacco smoke postnatally at
the time of urine collection and only three of
whom had had any prenatal exposure. In the
healthy term infants and those with prior
wheeze, postnatal exposure to tobacco smoke
(as assessed by creatinine standardised urinary
cotinine levels) was not positively related
to creatinine standardised urinary antimony
(fig 3).

Discussion
The findings of this study suggest that
antimony may be detected, albeit in very low
concentrations, in the urine of the majority of
infants and very young children during the first
two years of life. Byard and colleagues have
stressed the risk of sample contamination in
trace metal analysis.21 Although the urine ana-
lysed in this study was originally collected for
cotinine assay, the antimony levels found are
unlikely to reflect exogenous contamination
since the urine collection protocol involved a
stringent no-touch technique and the prior in
vitro study indicated that there was no
significant leaching of antimony from the bags,
syringes, and tubes used to collect and store the
urine. The lack of correlation between urinary
antimony concentrations and duration of stor-
age before assay suggested that leaching or
deposition of antimony during frozen storage
was unlikely. Contamination from prior sam-
pling of the specimen was also unlikely since
the variation due to aliquot type—that is,
whether the specimen had been previously
thawed, sampled, and refrozen, was minor
relative to that due to between infant diVer-
ences. Stringent laboratory quality control pro-
cedures were employed to minimise sources of
variation due to measurement error, and a high
level of agreement was obtained for the
repeated measurements, which were under-
taken on more than half of the samples.
To our knowledge, urinary antimony levels

in infancy have not been reported previously
for UK or other populations.22 The relevance of
the levels found to health in infancy is
uncertain, although it is unlikely that the levels

of urinary antimony being excreted in this
sample of infants reflect clinically important
exposure since all infants were healthy and free
of symptoms at the time of testing. Further-
more, inductively coupled plasma mass spec-
troscopy is extremely sensitive and measures
minute concentrations of antimony, down to
one thousandth of a part per billion or 0.001
µg/l. Low levels of antimony have been
reported in the urine of adults who are not
occupationally exposed.13 20 22 Bencze and Bar-
chet reported that antimony was undetectable
in the urine of 90% of occupationally unex-
posed individuals13; however, this was based on
the less sensitive technique of hydride atomic
absorption spectrometry with a reported detec-
tion limit of 0.5 µg/l. By applying this detection
limit to the current study, antimony would be
considered undetectable in a similar
proportion of samples, since 182 (90.5%) of
the 201 samples tested had absolute antimony
levels less than 0.5 µg/l. Between 3 and 12% of
infants in this study had urinary levels greater
than the reference value of 1 µg/l proposed for
the UK population by Hamilton and
colleagues.20 However, direct comparison with
absolute values reported in adults may be mis-
leading as renal function in neonates and
young infants is relatively poor. Creatinine
standardised values have not been reported in
occupationally unexposed adults; however, uri-
nary levels in lead battery production workers
have been reported to range from 2.8 to 23.4
µg/g creatinine and to correlate closely with
exposure to atmospheric antimony.14

The opportunities for environmental expo-
sure to antimony are probably greater than
previously appreciated, since antimony is used
in a wide range of industrial processes, includ-
ing the manufacture of metal alloys, batteries,
fireworks, and textile pigments.22 Antimony is
present in various foods, notably sea water
fish,13 is present in low concentrations in tap
water, particularly in soft water areas,22 and is
suspended as particulates in the atmosphere,
principally from combustion of fossil fuels.22

Tobacco smoking is considered to be a poten-
tially important environmental source.13 Al-
though plasma and urine concentrations of
antimony have not been measured in smokers
and non-smokers, the former are considered to
be more strongly exposed in view of the
estimated 20% retention of antimony after
tobacco smoke inhalation and the relatively
high concentrations found in tobacco.11 13 22

The low proportion of urine samples from pre-
term infants exposed to tobacco smoke did not
reflect prevalence of maternal smoking in this
population, which was in fact higher than that
amongst the other groups,23 but rather the dif-
ficulty in obtaining suYcient quantities of first
urine samples for duplicate analyses. By chance
this resulted in a very few samples from
preterm infants of smoking mothers being
available for antimony analysis. By contrast, a
high proportion of the term infants included in
the current study were exposed to significant
amounts of tobacco smoke within the 24 hours
before urine collection, as confirmed by the
finding of cotinine levels in the range seen

Figure 3 Scatterplot of creatinine standardised antimony
and cotinine concentrations (both as ng/mg) in term
infants. Groups as for legend to fig 1.
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among active smokers. Despite this, no associ-
ation was found between urinary concentra-
tions of antimony (with a presumed half life of
four days) and cotinine (with a half life of
24–48 hours). This suggests that passive expo-
sure to tobacco smoke is unlikely to be an
important source of environmental exposure to
antimony in infancy.
In the current study, urinary antimony was

not associated with postnatal age in term
infants. In particular, levels were low or unde-
tectable between 5 and 13 weeks of age, the
peak age for death from sudden infant death
syndrome. Information on mattress type and
use of plastic mattress covers was not collected
during these studies; however, urine samples
were all collected after 1988, when many
manufacturers increased the amount of anti-
mony added to plastic mattress covers.11

Although urinary levels are unlikely to reflect
cumulative exposure, there was no evidence of
increasing or decreasing urinary levels with
increasing age in the term infants with urine
specimens available for two occasions. Despite
the lower than anticipated exposure to mater-
nal smoking during pregnancy among the pre-
term infants,23 antimony levels in this group
were higher than those observed in older
healthy term infants. This may reflect prematu-
rity or fetal assimilation of antimony, since
urine was collected within the first 24 hours of
life from preterm infants. Further analysis of
urine samples collected at this age from both
term and preterm infants is required to distin-
guish between the eVects of gestational and
postnatal age at testing.

Conclusion
This study has confirmed that it is possible to
detect antimony in the urine of healthy infants
in the first two years of life. However, the con-
centrations found were very low, consistent
with levels reported for non-occupationally
exposed adults, and of uncertain relevance to
health. Although higher absolute and creati-
nine standardised levels were found in urine
collected from preterm infants in the first 24
hours of life, further research is needed to
determine whether similar values would also be
found in full term infants immediately after
birth. Although tobacco contains significant
concentrations of antimony, the findings of this
study suggest that tobacco smoke is unlikely to
be an important source of environmental
exposure to antimony during infancy and early
childhood.
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