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1. Introduction
While the diagnostic criteria for intrauterine growth 
restriction (IUGR) can vary widely based on national 
or international guidelines, a common simple definition 
involves abdominal circumference (AC) or estimated 
fetal weight (EFW) falling below the 10th percentile [1]. 
Gordjin et al. [2] proposed considering fetal growth rate 
alongside Doppler changes for impact IUGR diagnosis. 
The choice of biometric and Doppler reference intervals 
has been noted to vary significantly between countries, 
influencing the reported prevalence of IUGR and, 
consequently, impacting clinical management [3]. 

The etiology of most cases of IUGR not associated 
with fetal congenital malformations, genetic anomalies, 
or infectious causes is thought to stem from disruptions 
in uteroplacental circulation. Normal fetal growth 
necessitates adequate uteroplacental vascular dilation and 

adequate placental development. However, insufficient 
remodeling of spiral arteries has been reported as a 
predisposing factor for IUGR [4]. Inadequate remodeling 
results in the accumulation of foam cells in spiral arteries, 
narrowing of the lumen, and an increased susceptibility 
to acute atherosclerotic changes. These changes in the 
distal part of the connecting segment induce ischemia-
reperfusion injury, severely restricting placental blood 
flow, and potentially leading to adverse obstetric outcomes 
[5]. 

Studies have demonstrated that vasculopathies arising 
during pregnancy can lead to embryonic malformations 
due to insufficient nutrient transport. In this context, the 
early presence of macrophages, pivotal in the development 
of vasculopathy, in the yolk sac in the early stages of 
pregnancy plays a crucial role in maintaining homeostasis 
and the functioning of structures that nourish the embryo. 

Background/aim: Proinflammatory chemokines have been shown to play crucial roles in implantation, spiral artery invasion, and the 
fetomaternal immunological response. In this context, we investigated the levels of fractalkine (CX3CL1) and chemokine CC motif 
ligand 4 (CCL4 or MIP-1β) in maternal serum and amniotic fluids in pregnant women with intrauterine growth restriction (IUGR). 
Materials and methods: This prospective cohort study was carried out at Fırat University Obstetrics Clinic between January 1, 2022 and 
July 1, 2022. Group (G) 1: The control group consisted of 40 pregnant women who underwent elective cesarean section (CS) at 38–40 
weeks of gestation. G2: A total of 40 pregnant women with IUGR at 28–37 weeks of gestation were included in the study group. Levels 
of tumor necrosis factor-alpha (TNF-α), interleukin-1 beta (IL-1β), interferon-gamma (IFN-γ), hypoxia-inducible factor-1 alpha (HIF-
1α), macrophage inflammatory protein-1 beta (MIP-1β), and fractalkine were measured in maternal serum and amniotic fluid samples 
obtained during CS.
Results: When maternal age was compared, no statistically significant difference was observed between G1 and G2 (p = 0.374). The 
number of gravidity was found to be statistically higher in G1 compared to G2 (p = 0.003). The mean gestational week was statistically 
higher in G1 (p < 0.001). Maternal serum MIP-1β (p = 0.03) and IFN-γ (p = 0.006) levels were higher in G1. The birth weight of the baby 
(p < 0.001) and umbilical cord blood gas pH value (p < 0.001) at birth were higher in G1. HIF-1α (p < 0.001), fractalkine (p < 0.001), 
MIP-1β (p < 0.001), TNF-α (p = 0.007), IL-1β (p < 0.001), and IFN-γ levels (p = 0.007) in amniotic fluid were higher in G2. 
Conclusion: Elevated levels of proinflammatory factors, including fractalkine and MIP-1β, along with inflammatory factors such as 
TNF-α, IL-1β, and IFN-γ, as well as increased HIF-1α levels in amniotic fluid, are associated with intrauterine growth restriction 
(IUGR) attributed to a hypoxic amniotic environment.
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Disruptions in this process may result in abortion, 
intrauterine growth restriction, hypertension (HT), 
increased calcification in the placenta, preeclampsia (PE), 
and postnatal cardiovascular diseases [6].  

Inflammatory mediator profiles can change even 
during normal pregnancy [7]. Throughout normal 
pregnancy, there is a shift from T-helper (T)1’ cells to 
T2 in the maternal immune system, leading to maternal 
immune tolerance and suppression [8]. In pregnancy 
complications such as recurrent spontaneous abortion and 
PE, there is an elevated presence of T1 cytokines, including 
interleukin (IL)-6, IL-8, interferon-gamma (IFN-γ), and 
tumor necrosis factor-alpha (TNF-α) [9−12]. As a result, 
these cytokines can be considered potential markers 
for high-risk pregnancies [13]. Pregnancy, therefore, is 
characterized as an inflammatory process, with an increase 
in maternal leukocyte activity and proinflammatory 
cytokines in the body [14,15]. It has been reported that 
the levels of placental proinflammatory cytokines are 
elevated in cases of IUGR, a condition largely associated 
with placental inflammation [16].

Chemokine ligand 1 (CX3CL1), now called fractalkine, 
stands as the sole identified member of the δ-chemokine 
family [17]. IL−2 causes upregulation of fractalkine 
receptor-1 (CX3CR1), inducing differentiation into CD4+ 

and CD8+ T cells. However, interferon-gamma (IFN-γ), 
TNF-α, and IL-1β, recognized as proinflammatory 
cytokines within blood vessels, stimulate the expression of 
fractalkine [18,19]. These characteristics endow fractalkine 
with significant roles in the immune response. Beyond its 
involvement in the regulation of the immune response, 
fractalkine is upregulated in processes like angiogenesis, 
hypoxic and inflammatory conditions [20]. Fractalkine, 
along with other cytokines such as the chemokine CC 
motif ligand 4 (CCL4 or MIP-1β), contributes to processes 
such as implantation, placental angiogenesis, trophoblast 
invasion into spiral arteries, responses to inflammatory 
and immunological factors at the uterine-placental 
interface, and the initiation of labor [21,22]. 

Understanding the mechanisms that govern immune 
balance during a typical pregnancy may provide insights 
into the immune profile in cases of IUGR [23]. Thus, 
our study aims to explore the levels of fractalkine and 
macrophage inflammatory protein-1 beta (MIP-1β or 
CCL4), a proinflammatory cytokine, in both maternal 
serum and amniotic fluid in IUGR cases.

2. Materials and methods 
Our study included a total of 348 patients at 28–40 weeks 
of gestation who underwent cesarean section (CS) at Fırat 
University Faculty of Medicine Hospital Gynecology and 
Obstetrics Clinic between January 1, 2022 and July 1, 
2022. Following the 2021 ACOG guideline [1], the study 

group comprised cases diagnosed with IUGR at 28–37 
weeks of gestation. Patients who received betamethasone 
for lung maturation and underwent CS at least 48 h after 
the treatment were included in the study. The study was 
planned to be completed in 6 months, during which 348 
cases were delivered via CS. Among these, 67 patients 
opted for elective CS at 38–40 weeks of gestation without 
any complications. The control group was randomly 
selected from these cases. Out of the 348 cases, 84 were 
diagnosed with IUGR. Among them, 44 had pregnancies 
complicated by other obstetric problems. Of these cases, 
26 cases were complicated with PE, 9 cases with premature 
membrane rupture, 7 cases with gestational HT, 1 case with 
HELLP syndrome and 1 case with gestational cholestasis. 
These cases were excluded from the study. Thus, 40 IUGR 
patients whose pregnancies were not complicated by any 
disease, and who underwent elective CS constituted the 
study group (Figure).

With a total of 40 cases in our IUGR group, we 
matched the control group, resulting in the completion 
of the study with a total of 80 patients. Group 1 (n = 
40) included patients with healthy pregnancies at 38–40 
weeks, constituting the control group. Group 2 (n = 
40) comprised patients diagnosed with IUGR during 
pregnancies at 28–37 weeks without any additional 
complications. Ultrasonographic and demographic data 
for all patients were recorded and evaluated prospectively. 
Informed consent forms were obtained from all pregnant 
women participating in the study. The study was carried 
out with the approval of the Fırat University Non-invasive 
Research Ethics Committee, dated 2021 and numbered 
13–47. All patients provided informed consent, and the 
study was conducted in accordance with the principles of 
the Helsinki Declaration.

The study excluded cases involving fetal congenital and 
chromosomal anomalies, infections, premature rupture 
of membranes, multiple pregnancies, chronic maternal 
diseases, smoking during pregnancy, and the use of drugs 
that could impact serum enzyme levels. Additionally, 
uterine anomalies that may affect intrauterine development, 
such as HT, PE, HELLP syndrome, gestational diabetes, 
intrahepatic cholestasis of pregnancy, chronic organ 
failure, and pregnancies involving organ transplantation, 
were also not considered for inclusion. The control group 
consisted of third-trimester pregnant women who neither 
used drugs nor smoked. Cases with an estimated fetal 
weight below the 10th percentile for gestational age were 
defined as IUGR [1]. 

In our study, all pregnant women underwent CS 
based on obstetric indications. Following the baby’s birth, 
the umbilical cord was clamped before the first breath, 
and without separating the placenta. Subsequently, the 
umbilical artery was identified, and approximately 3 mL of 
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blood was drawn into a heparinized syringe. The collected 
blood samples were immediately evaluated using a blood 
gas device. Acidosis was considered present if the pH was 
below 7.20.
2.1. IUGR diagnostic criteria 
Pregnant women with abdominal circumference (AC) or 
estimated fetal weight (EFW) below the 10th percentile 
for gestational age were classified as having IUGR [1]. 
Additionally, Doppler evaluations of the umbilical artery 
(UA) and middle cerebral artery (MCA) were conducted 
on all participants in the study. Transabdominal color 
Doppler ultrasound (GE HealthCare Voluson E6 
ultrasound system. Probe 4−8 D, Frequency 2−8 MHz /
Austria) was employed to visualize the UA and MCA. After 
obtaining images of both vessels, flow impedance was 
assessed using pulsed-wave Doppler, and the pulsatility 
index (PI) was measured when three consecutive similar 
waveforms were obtained [24].
2.2. Obtaining a maternal blood and amniotic sample
Maternal serum and amniotic fluid samples were 

collected during CS. For serum analysis, approximately 
5 cc of peripheral blood was collected from the forearm 
antecubital vein during delivery, following disinfection 
with an alcohol swab. The blood was then placed in a gel 
tube for serum analysis. After allowing the samples to 
coagulate at room temperature, they were centrifuged for 
10 min at 4000 rpm/min within 15 min at the latest. The 
resulting serum was transferred into Eppendorf tubes and 
stored at –80 0C. Samples showing hemolysis or a lipemic 
appearance were excluded from the analysis. During CS, a 
small incision was made in the amniotic membrane using 
a scalpel, enabling a sufficient amount of amniotic fluid to 
drain into a small, sterile container. Subsequently, around 
10 mL of amniotic fluid was drawn from this container 
into a syringe. Special care was taken during this process 
to minimize the mixing of maternal blood with amniotic 
fluid. After the fetus was delivered, and the umbilical 
cord was clamped, any cases with cloudiness observed 
in the amnion sample were excluded from the study, as it 
suggested a potential high contamination with maternal 
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Figure. Diagram of patients according to inclusion and exclusion criteria.



PALA  et al. / Turk J Med Sci

283

blood. Amniotic fluid from each case was collected 
under sterile conditions and stored at –80 0C until further 
analysis. All samples were processed in the Biochemistry 
Laboratory of Fırat University, Faculty of Medicine.
2.3. Biochemical measurements
TNF-α, IL-1β, IFN-γ, HIF-1α, MIP-1β, and fractalkine 
levels in both maternal serum and amniotic fluid 
were measured using the human Enzyme−Linked 
Immunosorbent Assay (ELISA) method. All biochemical 
measurements were conducted following the respective 
kit procedures. The city, country, company, measurement 
range, and sensitivity of the ELISA kits used are shown in 
detail in Table 1.

Absorbances were spectrophotometrically read at 
450 nm using an EPOCH 2 microplate reader (Bio Tek 
Instrument, Inc, USA) to obtain the results.
2.4. Statistical analysis
All statistical analyses were conducted using the SPSS 
22.0 package program (IBM Corporation, Armonk, 
NY, USA). The Shapiro−Wilk test was employed to 
assess whether numerical variables followed a normal 
distribution. In cases where numerical variables were not 
normally distributed, the Mann–Whitney U test was used 
for comparisons between the two groups. Relationships 
between categorical variables were examined using the 
chi−squared test. Descriptive statistics for numerical 
variables were presented as mean and standard deviation, 

while categorical variables were described using numbers 
and percentages. A significance level of p < 0.05 was 
considered statistically significant.

3. Results
3.1. Comparison of maternal demographic parameters 
The average maternal age was 29.5 years (range: 24–40) in 
G1 and 28 years (range: 19–39) in G2. When comparing 
both groups, no statistically significant difference was 
observed (p = 0.374). The average number of gravidity 
was statistically higher in G1 compared to G2 [4 (range: 
1–8) versus 2 (range: 1–9)], (p = 0.003). The average parity 
number was also statistically higher in G1 compared to 
G2 [2 (range: 0–4) versus 0.5 (range: 0–5)], (p = 0.002). 
Moreover, the mean gestational week was statistically 
higher in G1 compared to G2 [39 (range: 38–40) versus 35 
(range: 28–37)], (p < 0.001), (Table 2).
3.2. Comparison of maternal serum biochemical 
parameters 
The mean HIF-1α levels in maternal serum were 2.43 
ng/mL (range: 1.18–4.13) in G1 and 1.92 ng/mL (range: 
1.18–8.46) in G2. When both groups were compared, 
no statistically significant difference was observed (p = 
0.149). The mean serum fractalkine levels were 0.28 ng/
mL (range: 0.23–37) in G1 and 3 ng/mL (range: 0–91.8) in 
G2, with no statistically significant difference between the 
groups (p = 0.161). However, mean serum MIP-1β levels 

Table 1. Country, company, catalog number, kit measurement range, and kit sensitivity of the enzyme-linked immunosorbent assay 
(ELISA) kits used in the study.

Parameters Company, city and country Catalog number Measuring range Sensitivity

TNF-α Sunred Biotechnology Company, Shanghai, China 201–12−0083 3–900 
(ng/L)

2.827 
(ng/L)

IL-1β Sunred Biotechnology Company, Shanghai, China 201–12−0144 200–800 
(pg/mL) 15.013 (pg/mL)

IFN-γ Sunred Biotechnology Company, Shanghai, China 201–12−0106 2–600 
(ng/L)

1.706
(ng/L)

HIF-1α Elabscience Biotechnology Company, Shanghai, 
China E-EL−H1277 0.156–10 

(ng/mL)
0.094 
(ng/mL)

MIP-1β Sunred Biotechnology Company, Shanghai, China 201–12−0088 0.5–150 
(pg/mL)

0.432 
(pg/mL)

Fractalkine Sunred Biotechnology Company, Shanghai, China 201–12−2102 0.2–30 
(ng/mL)

0.102 
(ng/mL)

Abbreviations: TNF−α = tumor necrosis factor-alpha; IL-1β = interleukin-1 beta; IFN-γ = interferon-gamma; HIF-1α = hypoxia-
inducible factor-1 alpha; MIP-1β = macrophage inflammatory protein-1 beta.
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were statistically higher in G1 compared to G2 [24 pg/mL 
(range: 1.24–139) versus 14.7 pg/mL (range: 0–181.1)], (p 
= 0.030). Mean serum TNF-α levels were measured as 107 
ng/L (range: 7.3–380) in G1 and 85 ng/L (range: 0–65121) 
in G2. When both groups were compared, no statistically 
significant difference was observed (p = 0.488). The mean 
serum IL-1β levels were 1171 pg/mL (range: 72–634543) 
in G1 and 642 pg/mL (range: 0–76272) in G2. Although 
no statistically significant difference was observed (p = 
0.055), mean serum IFN-γ levels were significantly higher 
in G1 compared to G2 [104 ng/L (range: 1.87–300) versus 
73 ng/L (range: 0–529)], (p = 0.006), (Table 2).
3.3. Comparison of fetal parameters 
The mean fetal weight was significantly higher in G1 
compared to G2 [3200 g (range: 2600–4100) versus 1600 
g (range: 620–2710)], (p < 0.001). The mean 1st minute 
APGAR score was also significantly higher in G1 than 
in G2 [8 (range: 7–9) versus 6 (range: 6–7)], (p < 0.001). 
Likewise, the average 5th minute APGAR score was 
significantly higher in G1 than in G2 [9 (range: 9–10) 
versus 8 (range: 7–10)], (p < 0.001). Moreover, the mean 
umbilical cord blood gas pH value was higher in G1 than 
in G2 [7.34 (range: 7.29–7.42) versus 7.3 (range: 6.98–
7.4)], (p < 0.001), (Table 3).
3.4. Comparison of biochemical parameters in amniotic 
fluid
Mean HIF-1α levels were significantly higher in G2 
compared to G1 [2.13 ng/mL (range: 1.12–2.72) versus 
3.16 ng/mL (range: 0.12–15.3)], (p < 0.001). Mean 
fractalkine levels were also significantly higher in G2 
compared to G1 [0.25 ng/mL (range: 0.23–2.91) versus 

3.7 ng/mL (range: 0.25–25)], (p < 0.001). Mean MIP-1β 
levels were significantly higher in G2 compared to G1 
[10.8 pg/mL (range: 4.9–22.9) versus 31.9 pg/mL (range: 
8.4–52.2)], (p < 0.001). Additionally, mean TNF-α levels 
were significantly higher in G2 compared to G1 [79 ng/
mL (range: 20–102) versus 113 ng/mL (range: 7.5–265)], 
(p = 0.007). Mean IL-1β levels were significantly higher in 
G2 compared to G1 [625 pg/mL (range: 33.8–1290) versus 
1078 pg/mL (range: 76–3891)], (p < 0.001). Finally, mean 
IFN-γ levels were significantly higher in G2 compared to 
G1 [21 ng/mL (range: 16–66) versus 97.8 ng/mL (range: 
29.1–226.9)], (p < 0.001), (Table 3).
3.5. Comparison of MCA and umbilical artery Doppler 
flow parameters 
The average MCA−PI value was measured as 1.41 (range: 
1.15–2.29) in G1 and 1.478 (range: 0.76–2.8) in G2. When 
both groups were compared, no statistically significant 
difference was observed (p = 0.298). Similarly, the mean 
MCA−SD (MCA−systolic-diastolic) value was measured 
as 4.08 (range: 2.98–7.79) in G1 and 3.99 (range: 2.77–
10.3) in G2, with no statistically significant difference 
between the groups (p = 0.644). The average UA−PI value 
was measured as 1.06 (range: 0.64–1.24) in G1 and 1.06 
(range: 0.7–1.63) in G2, and no statistically significant 
difference was observed when both groups were compared 
(p = 0.114). The mean UA−SD (UA–systolic-diastolic) 
value was measured as 3 (range: 1.95–3.5) in G1 and 
3.05 (range: 2.22–4.5) in G2, and again, no statistically 
significant difference was observed between the groups (p 
= 0.097), (Table 4).

Table 2. Demographic parameters and HIF-1α, fractalkine, MIP-1β, TNF-α, IL-1β, IFN-γ, levels in maternal serum of G1 and G2, 
values are presented as median (minimum−maximum), p < 0.05 was considered to be statistically significant.

Parameters G1 (n = 40) G2 (n = 40) p-values

Age (years) 29.5 (24–40) 28 (19–39) 0.374

Gravidity 4 (1–8) 2 (1–9) 0.003*

Parity 2 (0–4) 0.5 (0–5) 0.002*

Gestational week 39 (38–40) 35 (28–37) <0.001*

HIF-1α, ng/mL 2.43 (1.18–4.13) 1.92 (1.18–8.46) 0.149

Fractalkine, ng/mL 0.28 (0.23–37) 3 (0–91.8) 0.161

MIP-1β, pg/mL 24 (1.24 −139) 14.7 (0–181.1) 0.030*

TNF-α, ng/L 107 (7.3–380) 85 (0–65121) 0.488

IL-1β, pg/mL 1171 (72–634543) 642 (0–76272) 0.055

IFN-γ, ng/L 104 (1.87–300) 73 (0–529) 0.006*

Abbreviations: G1 = Control group; G2 = IUGR (Intrauterine growth restriction) group; HIF-1α = hypoxia-inducible factor-1 alpha; 
MIP-1β = macrophage inflammatory protein-1 beta; TNF-α = tumor necrosis factor-alpha, IL-1β = interleukin-1 beta, IFN-γ = 
interferon-gamma,
*= Compared with G1.
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4. Discussion
In our study, we observed higher levels of MIP-1β and 
IFN-γ in maternal serum in the control group, whereas 
they were elevated in amniotic fluid in the IUGR group. 
However, we demonstrated that in cases of IUGR, HIF-
1α, fractalkine, TNF-α, and IL-1β levels were higher 
only in amniotic fluid. Our results support that IUGR is 
associated with a hypoxic and inflammatory process. The 
significant increase in the level of fractalkine, a potent 
proinflammatory factor, particularly in amniotic fluid 

compared to the control group, may contribute to a better 
understanding of the immune profile in the pathogenesis 
of IUGR.

Additional monitoring parameters, such as Doppler 
velocity measurement, helps to determine the intrauterine 
fetal risk along with assessing impaired uteroplacental 
blood flow. These parameters offer additional benefits 
beyond the criterion of decreased fetal growth rate in cases 
of suspected IUGR. Redistribution of cerebral blood flow 
creates changes in Doppler flow, reflecting fetal hypoxemia. 

Table 3. The birth weight of the baby, Apgar scores in 1th and 5th minutes, blood gas pH value and HIF-1α, Fractalkine, MIP-1β, TNF-α, 
IL-1β, IFN-γ levels in amniotic fluid of G1 and G2, values are presented as median (minimum–maximum), p < 0.05 was considered to 
be statistically significant.

Parameters G1 (n = 40) G2 (n = 40) p values

Baby weight (g) 3200 (2600–4100) 1600 (620–2710) <0.001*

Apgar scores in 1th minute 8 (7–9) 6 (6–7) <0.001*

Apgar scores in 5th minute 9 (9–10) 8 (7–10) <0.001*

Blood gas pH value 7.34 (7.29–7.42) 7.3 (6.98–7.4) <0.001*

HIF-1α, ng/mL 2.13 (1.12–2.72) 3.16 (0.12–15.3) <0.001*

Fractalkine, ng/mL 0.25 (0.23–2.91) 3.7 (0.25–25) <0.001*

MIP-1β, pg/mL 10.8 (4.9–22.9) 31.9 (8.4–52.2) <0.001*

TNF-α, ng/L 79 (20–102) 113 (7.5–265)  0.007*

IL-1β, pg/mL 625 (33.8–1290) 1078 (76–3891) <0.001*

IFN-γ, ng/L 21 (16–66) 97.8 (29.1–226.9) <0.001*

Abbreviations: G1 = Control group; G2 = IUGR (Intrauterine growth restriction) group; HIF-1α = hypoxia-inducible factor-1 alpha; 
MIP-1β = macrophage inflammatory protein-1 beta; TNF-α = tumor necrosis factor-alpha, IL-1β = interleukin− 1 beta, IFN-γ = 
interferon-gamma, 
*= Compared with G1.

Table 4. MCA−PI, MCA−SD, UA−PI, and UA−SD Doppler results obtained in both groups. Values are presented as median (minimum–
maximum).

Parameters G1 (n = 40) G2 (n = 40) p-values

MCA−PI 1.41 (1.15–2.29) 1.47800 (0.76–2.8) 0.298

MCA−SD 4.08 (2.98–7.79) 3.99 (2.77–10.3) 0.644

UA−PI 1.06 (0.64–1.24) 1.06 (0.7–1.63) 0.114

UA−SD 3 (1.95–3.5) 3.05 (2.22–4.5) 0.097

p < 0.05 was considered to be statistically significant. 
Abbreviations: G1 = Control group; G2 = IUGR (Intrauterine growth restriction) group, MCA-PI = middle cerebral artery pulsatile 
index; MCA−SD = middle cerebral artery systolic-diastolic ratio; UA−PI = umbilical artery pulsatile index; UA−SD = umbilical artery 
systolic-diastolic ratio.
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Detection of these changes contributes to the identification 
of IUGR and aids in predicting adverse fetal outcomes [25]. 
Therefore, in cases where assessing fetal growth alone may 
not be sufficient to identify IUGR, incorporating Doppler 
velocity measurement of the uterine, umbilical, and middle 
cerebral arteries proves to be valuable. Doppler velocity 
measurement allows for the evaluation of the entire 
spectrum of fetal vascular compensatory abnormalities and 
uteroplacental abnormalities throughout pregnancy. The 
Trial of Umbilical and Fetal Flow in Europe (TRUFFLE) 
group’s expert consensus recommends early fetal growth 
restriction (FGR) as fetal abdominal circumference (AC) 
<10% and umbilical artery pulsatility index (UA−PI) 
>95% [26]. In our study, we assessed possible fetal distress 
by incorporating UA and MCA Doppler measurements, 
in addition to the fetal biophysical profile, during the 
follow-up of all cases with IUGR. However, we found no 
significant differences between the UA and MCA Doppler 
PI and systolic-diastolic (SD) values in both our groups.
One possible explanation is that we delivered our IUGR 
patients before the development of fetal distress findings in 
our study, possibly leading to similar Doppler parameters 
in both groups. It is essential to note that the gestational 
weeks did not precisely match between our control and 
IUGR groups. Additionally, patients in our IUGR group 
that developed fetal distress and were delivered were 
excluded from the study due to complications such as 
PE, HT, HELLP, and premature rupture of membranes 
(PROM). For these reasons, although we presented the 
PI and SD indices of the umbilical artery and MCA, we 
decided against performing any correlation analysis to 
avoid potentially misleading results. 

Since IUGR, which is the second leading cause of fetal 
morbidity [27], has no known treatment, preterm delivery 
remains the only appropriate intervention. However, it 
is important to note that preterm birth may contribute 
to the development of insulin resistance, obesity, and 
certain chronic diseases in both childhood and adulthood 
[28−30]. In our IUGR cases, the gestational week and fetal 
birth weight at birth were significantly lower than in the 
control group. This suggests that IUGR is associated with 
early termination of pregnancy and lower fetal weight at 
birth.

Extravillous trophoblasts (EVTs) derived from human 
first-trimester blastocysts invade the decidua, comprising 
an immune cell population primarily composed of 
decidual natural killer (dNK) cells and macrophages [31], 
forming a high-efflux channel [32]. Inadequate invasion of 
EVT, however, leads to reduced uteroplacental blood flow 
due to insufficient remodeling of spiral arteries. This, in 
turn, results in placental hypoxia, causing the secretion of 
elevated levels of soluble antiangiogenic factors into the 
maternal serum. This antiangiogenic environment induces 
endothelial cell activation and dysfunction [33].

Pathological expression of HIF-1α in the placenta can 
result in inadequate remodeling of maternal spiral arteries, 
leading to impaired uteroplacental perfusion [34]. Failure 
to down-regulate HIF-1α after the first trimester [35], a 
period when placental oxygenation typically increases, 
leads to the accumulation of HIF-1α and, consequently, 
the development of PE and inflammation-induced IUGR 
[36].

In our study, we found that maternal serum HIF-
1α levels were similar in both our control and IUGR 
groups, while they were significantly elevated in the 
amniotic fluid compared to the control group. Amniotic 
fluid (AF) comprises fetal and maternal compartments, 
fluids released from amniotic tissues, and fetal urine [37]. 
Therefore, considering that amniotic fluid may reflect fetal 
tissues and fluids, this suggests that the hypoxic amniotic 
environment in our IUGR cases may also be associated 
with a hypoxic fetus compared to normal pregnancy. The 
lower umbilical cord arterial blood pH values and lower 
APGAR scores obtained during delivery compared to 
normal fetuses also support the relationship between 
IUGR and hypoxia.

Maternal immunity plays a crucial role in regulating 
proinflammatory cytokines such as TNF-α, IL-1β, and 
IL−6 in the maternal-fetal system [38]. Reports indicate 
that TNF-α concentration is higher in IUGR cases with 
placental insufficiency compared to normal pregnancies 
[9]. Additionally, elevated TNF-α levels can activate IL-1β 
to protect cytotrophoblasts from the cytotoxic effects of 
TNF-α [39]. However, in cases of IUGR, an inflammatory 
response is induced due to increased transcription levels 
of proinflammatory cytokines [40]. Studies have shown 
that TNF-α, along with midtrimester amniotic fluid 
cytokines, is associated with IUGR [41]. It has also been 
demonstrated that maternal plasma protein levels are not 
associated with intraamniotic infection (IAI), and there is 
a weak correlation between plasma cytokine/chemokine 
levels and AF levels [42]. In a separate study, it was found 
that maternal serum protein levels have limited value in 
the noninvasive diagnosis of pregnancies with premature 
rupture of membranes [43]. In our study, we observed 
that TNF-α and IL-1β levels in the amniotic fluid were 
significantly increased in the IUGR group. However, 
maternal serum TNF-α and IL-1β levels were similar in 
both groups. This finding suggests that the inflammatory 
process in IUGR may progress more actively at the fetal 
interface rather than at the maternal interface. 

IFN-γ plays a dominant role in regulating EVT 
invasion and recruiting peripheral natural killer (pNK) 
cells, in addition to the decidua [44]. In pregnant mice, 
IFN-γ secreted by dNK cells has been shown to play an 
important role in the remodeling of the spiral artery [45]. 
IFN-γ controls other cytokines during pregnancy and 
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plays an important role in the formation and maintenance 
of maternal-fetal interactions. For the continuation of 
pregnancy to be possible, it is essential that trophoblasts 
are not rejected by maternal leukocytes. This is facilitated 
by the major histocompatibility complex through the 
induction of IFN-γ. However, it has been demonstrated 
that elevated levels of IFN-γ can lead to pregnancy loss 
[46].

In our study, we observed that the levels of IFN-γ in 
maternal serum were lower in our IUGR group than in 
the control group. This may reflect the complex dynamics 
of maternal-fetal immune interactions essential for 
maintaining pregnancy. Further research is needed to better 
understand this relationship. However, the higher levels of 
IFN-γ in the amniotic fluid in our IUGR group compared 
to the control group suggest a potential association 
between increased IFN-γ levels and IUGR. It has been 
demonstrated that betamethasone, a corticosteroid 
routinely administered to accelerate fetal lung maturation 
in pregnant women at risk of premature birth, can suppress 
inflammatory processes [47,48]. Studies have shown that 
betamethasone, administered in two doses of 12 mg/day 
with a 24-h interval in cases of threatened preterm labor, 
significantly reduces the endocervical concentration of IL-
1β, TNF-α, and IFN-γ after 48 h. IL-1β, TNF-α, and IFN-γ 
are known to play roles in the etiology of preterm birth 
[49,50]. It is important to consider that the betamethasone 
treatment used in our IUGR cases may influence the levels 
of inflammatory processes in maternal serum. Therefore, 
the lower level of IFN-γ in maternal serum in our IUGR 
cases may be attributed to the betamethasone treatment.

The chemokine fractalkine is expressed in endothelial 
and smooth muscle cells under inflammatory conditions 
[51]. The fractalkine receptor (CX3CR1) is found in NK 
cells, monocytes, and CD8 + T lymphocytes. Fractalkine is 
responsible for the chemotaxis of leukocytes, NK cells, and 
T cells at the site of inflammation. Apart from chemotaxis, 
the primary function of fractalkine lies in regulating 
the immune system [52]. In the reproductive system, 
fractalkine is present on both the maternal and placental 
sides. Fractalkine, secreted from syncytiotrophoblasts 
and shed into the maternal circulation, constitutes the 
primary source of placental fractalkine. Upon activation 
of CX3CR1 in the placenta, fractalkine can induce 
angiogenesis through the two-step mechanism HIF-1α/
VEGF and stimulate integrin-dependent trophoblast 
migration into the spiral arteries, a crucial step in the 
process of trophoblast invasion [53]. Hypoxia may 
independently stimulate both fractalkine synthesis and 
CX3CR1 expression in placental perfused lobules [54]. 
Alongside other cytokines such as fractalkine, MIP-1β is 
involved in implantation processes, trophoblast invasion 
into spiral arteries, placental angiogenesis, and responding 

to inflammatory and immunological factors at the uterus-
placental interface, as well as the induction of labor 
[21,53]. MIP-1β plays a role in immune cell chemotactic 
activity [55], and it has been demonstrated to be involved 
in implantation [56]. Serum MIP-1β levels have been 
shown to increase in active infections during pregnancy 
[57]. In your study, maternal serum fractalkine levels were 
found to be similar between the IUGR and control groups, 
while there was a significant increase in amniotic fluid 
fractalkine levels in the IUGR group. This observation 
may suggest a connection between the increased HIF-
1α levels in amniotic fluid and fractalkine. However, 
maternal serum MIP-1β levels were higher in the control 
group than in the IUGR group in our study. It is known 
that certain aspects of immunity are suppressed during 
pregnancy to allow maternal immune tolerance of fetal 
antigens. However, NK and T cells from pregnant women 
have been shown to exhibit enhanced IFN-γ and MIP-1β 
responses to influenza A virus compared to nonpregnant 
women [58]. The higher maternal serum MIP-1β levels 
in our control group compared to the IUGR group may 
be attributed to an undiagnosed subclinical infection. 
However, the higher MIP-1β levels in the amniotic fluid 
in the IUGR group compared to the control group may 
support the notion that fetuses with IUGR are exposed 
to an inflammatory environment. Further studies could 
shed light on this issue. The limited number of cases 
and the inability to examine the placentas biochemically 
and immunohistochemically represent the limitations 
of our study. Other limitations include not performing 
biochemical examinations on umbilical cord blood, 
nonmatching gestational weeks between the control and 
IUGR groups, and a lack of body mass index data. It should 
be considered that administering betamethasone in IUGR 
cases may also affect inflammatory parameters in maternal 
serum. Additionally, it should be noted that the placenta is 
an aging organ, and cytokine levels vary depending on the 
week of pregnancy.

In conclusion, elevated levels of fractalkine, MIP-1β, 
TNF-α, IL-1β, IFN-γ, and HIF-1α in amniotic fluid may 
contribute to an inflammatory and hypoxic amniotic 
environment, potentially associated with IUGR and 
adverse fetal outcomes. Understanding the mechanism 
involving amniotic fluid and/or placental fractalkine in 
fetuses with IUGR could be important for the development 
of new therapeutic strategies. An increased level of 
amniotic fluid fractalkine is associated with inflammation-
induced IUGR. 

Conflict of interest
The authors declare that they have no conflicts of interest 
to disclose.



PALA  et al. / Turk J Med Sci

288

1.  Fetal Growth Restriction: ACOG Practice Bulletin, Number 227. 
Obstetrics and Gynecology 2021; 137 (2): e16-e28. https://doi: 
10.1097/AOG.0000000000004251

2. Gordijn SJ, Beune IM, Thilaganathan B, Papageorghiou A, Baschat 
AA et al. Consensus definition of fetal growth restriction: a 
Delphi procedure. Ultrasound in Obstetrics and Gynecology 
2016;48 (3): 333-339. https://doi:10.1002/uog.15884

3. Ruiz-Martinez S, Papageorghiou AT, Staines-Urias E, Villar J, 
Gonzalez De Agüero R et al. Clinical impact of Doppler 
reference charts on management of small-for-gestational-age 
fetuses: need for standardization. Ultrasound in Obstetrics 
and Gynecology 2020; 56 (2): 166-172. https://doi:10.1002/
UOG.20380  

4. Burton GJ, Jauniaux E. Pathophysiology of placental-derived 
fetal growth  restriction. American Journal of Obstetrics and 
Gynecology 2018; 218 (2S): 745-761. https://doi: 10.1016/j.
ajog.2017.11.577

5. Labarrere CA, DiCarlo HL, Bammerlin E, Hardin JW, Kim YM 
et al. Failure of physiologic transformation of spiral arteries, 
endothelial and trophoblast cell activation, and acute 
atherosis in the basal plate of the placenta. American Journal 
of Obstetrics and Gynecology 2017; 216 (3): 287.e1-287.e16. 
https://doi: 10.1016/j.ajog.2016.12.029

6. Dong D, Reece   EA, Lin X, Wu Y, Arias Villela N et al. New 
development of the yolk sac theory in diabetic embryopathy: 
molecular mechanism and link to structural birth defects. 
American Journal of Obstetrics and Gynecology 2016; 214 (2); 
192-202. https://doi:10.1016/j.ajog.2015.09.082

7. Kronborg CS, Gjedsted J, Vittinghus E, Hansen TK, Allen J et al. 
Longitudinal measurement of cytokines in pre-eclamptic and 
normotensive pregnancies. Acta Obstetricia et Gynecologica 
Scandinavica. 2011; 90 (7): 791-796. https://doi: 10.1111/j.1600-
0412.2011.01134.x

8. Wegmann TG, Lin H, Guilbert L, Mosmann TR. Bidirectional 
cytokine interactions in the maternal-fetal relationship: is 
successful pregnancy a TH2 phenomenon? Immunology 
Today 1993;14 (7): 353-356. https://doi: 10.1016/0167-
5699(93)90235-D

9. Azizieh F, Raghupathy R, Makhseed M. Maternal cytokine 
production patterns in women with pre-eclampsia. American 
Journal of Reproductive Immunology 2005; 54 (1): 30-37. 
https://doi: 10.1111/j.1600-0897.2005.00278.x

10. Piccinni MP. T cells in normal pregnancy and recurrent 
pregnancy loss. Reproductive Biomedicine Online 2007; 14 
(1): 95-99. https://doi: 10.1016/S1472-6483(10)61463-0

11. Raghupathy R, Makhseed M, Azizieh F, Omu A, Gupta M et al. 
Cytokine production by maternal lymphocytes during normal 
human pregnancy and in unexplained recurrent spontaneous 
abortion. Human Reproduction 2000; 15 (3): 713-718. https://
doi: 10.1093/humrep/15.3.713

12. Saito S, Shiozaki A, Nakashima A, Sakai M, Sasaki Y. The role 
of the immune system in preeclampsia. Molecular Aspects 
of Medicine 2007; 28 (2): 192-209. https://doi: 10.1016/j.
mam.2007.02.006

13. Raghupathy R, Al-Azemi M, Azizieh F. Intrauterine growth 
restriction: cytokine profiles of trophoblast antigen-
stimulated maternal lymphocytes. Clinical and Developmental 
Immunology 2012: 734865. https://doi: 10.1155/2012/734865

14. Brown MB, von Chamier M, Allam AB, Reyes L. M1/M2 
macrophage polarity in normal and complicated pregnancy. 
Frontiers in Immunology 2014; 24; 5: 606. https://doi: 10.3389/
fimmu.2014.00606

15. Challier JC, Basu S, Bintein T, Minium J, Hotmire K et al. Obesity 
in pregnancy stimulates macrophage accumulation and 
inflammation in the placenta. Placenta 2008; 29 (3): 274-281. 
https://doi: 10.1016/j.placenta.2007.12.010

16. Bartha JL, Romero-Carmona R, Comino-Delgado R. 
Inflammatory cytokines in intrauterine growth retardation. 
Acta Obstetricia et Gynecologica Scandinavica 2003; 82 (12): 
1099-1102. https://doi: 10.1046/j.1600-0412.2003.00259.x

17. Imai T, Hieshima K, Haskell C, Baba M, Nagira M et al. 
Identification and molecular characterization of fractalkine 
receptor CX3CR1, which mediates both leukocyte migration 
and adhesion. Cell 1997; 91 (4): 521-530. https://doi: 10.1016/
s0092-8674(00)80438-9

18. Garcia GE, Xia Y, Chen S, Wang Y, Ye RD et al. NF-kappaB-
dependent fractalkine induction in rat aortic endothelial 
cells stimulated by IL-1beta, TNF-alpha, and LPS. Journal of 
Leukocyte Biology. 2000; 67 (4): 577-584. https://doi: 10.1002/
jlb.67.4.577

19. Matsumiya T, Ota K, Imaizumi T, Yoshida H, Kimura H et 
al. Characterization of synergistic induction of CX3CL1/
fractalkine by TNF-alpha and IFN-gamma in vascular 
endothelial cells: an essential role for TNF-alpha in 
post-transcriptional regulation of CX3CL1. Journal of 
Immunology. 2010; 184 (8): 4205-4214. https://doi: 10.4049/
jimmunol.0903212

20. Szukiewicz D, Kochanowski J, Pyzlak M, Szewczyk G, Stangret 
A, Mittal TK. Fractalkine (CX3CL1) and its receptor CX3CR1 
may contribute to increased angiogenesis in diabetic placenta. 
Mediators of Inflammation. 2013; 2013: 437576. https://doi: 
10.1155/2013/437576

21. Bowen JM, Chamley L, Mitchell MD, Keelan JA. Cytokines of 
the placenta and extra-placental membranes: biosynthesis, 
secretion and roles in establishment of pregnancy in 
women. Placenta 2002; 23 (4): 239-256. https://doi: 10.1053/
plac.2001.0781

22. Hannan NJ, Salamonsen LA. CX3CL1 and CCL14 regulate 
extracellular matrix and adhesion molecules in the trophoblast: 
potential roles in human embryo implantation. Biology 
of Reproduction 2008; 79 (1): 58-65. https://doi: 10.1095/
biolreprod.107.066480

References

https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207


PALA  et al. / Turk J Med Sci

289

23. Ariyakumar G, Morris JM, McKelvey KJ, Ashton AW, McCracken 
SA. NF-κB regulation in maternal immunity during normal 
and IUGR pregnancies. Scientific Reports 2021; 25; 11 (1): 
20971. https://doi: 10.1038/s41598-021-00430-3

24. Ciobanu A, Wright A, Syngelaki A, Wright D, Akolekar R et al. Fetal 
Medicine Foundation reference ranges for umbilical artery and 
middle cerebral artery pulsatility index and cerebroplacental 
ratio. Ultrasound in Obstetrics and Gynecology 2019; 53 (4): 
465-472. https://doi: 10.1002/uog.20157

25. Lees CC, Romero R, Stampalija T, Dall’Asta A, DeVore GA et al. 
Clinical Opinion: The diagnosis and management of suspected 
fetal growth restriction: an evidence-based approach. 
American Journal of Obstetrics and Gynecology 2022; 226 (3): 
366-378. https://doi: 10.1016/j.ajog.2021.11.1357

26. Lees C, Marlow N, Arabin B, Bilardo CM, Brezinka C et al. 
Perinatal morbidity and mortality in early-onset fetal growth 
restriction: cohort outcomes of the trial of randomized 
umbilical and fetal flow in Europe (TRUFFLE). Ultrasound in 
Obstetrics and Gynecology 2013; 42 (4): 400–408. https://doi: 
10.1002/uog.13190

27. Baschat AA. Planning management and delivery of the growth-
restricted fetus. Best Practice and Research. Clinical Obstetrics 
and Gynaecology 2018; 49: 53-65. https://doi: 10.1016/j.
bpobgyn.2018.02.009

28. Boivin A, Luo ZC, Audibert F, Mâsse B, Lefebvre F et al. Pregnancy 
complications among women born preterm. Canadian Medical 
Association Journal 2012; 184 (16): 1777-1784. https://doi: 
10.1503/cmaj.120143

29. Crump C, Sundquist J, Winkleby MA, Sundquist K. Preterm 
birth and risk of chronic kidney disease from childhood into 
mid-adulthood: national cohort study. British Medical Journal 
2019; 365: l1346. https://doi: 10.1136/bmj.l1346

30. Teune MJ, Bakhuizen S, Gyamfi Bannerman C, Opmeer BC, 
van Kaam AH et al. A systematic review of severe morbidity 
in infants born late preterm. American Journal of Obstetrics 
and Gynecology. 2011; 205 (4): 374.e1-9. https://doi: 10.1016/j.
ajog.2011.07.015

31. Erlebacher A. Immunology of the maternal-fetal interface. 
Annual Review of Immunology 2013; 31: 387 - 411. https://
doi: 10.1146/annurev-immunol-032712-100003

32. Pijnenborg R, Vercruysse L, Carter AM. Deep trophoblast 
invasion and spiral artery remodelling in the placental bed of 
the chimpanzee. Placenta 2011; 32 (5): 400-408. https://doi: 
10.1016/j.placenta.2011.02.009

33. Verlohren S, Stepan H, Dechend R. Angiogenic growth factors in 
the diagnosis and prediction of pre-eclampsia. Clinical Science 
2012; 122 (2): 43-52. https://doi: 10.1042/CS20110097

34. Redman CW, Sargent IL. Latest advances in understanding 
preeclampsia. Science 2005; 308 (5728): 1592-1594. https://doi: 
10.1126/science.1111726

35. Rajakumar A, Brandon HM, Daftary A, Ness R, Conrad KP. 
Evidence for the functional activity of hypoxia-inducible 
transcription factors overexpressed in preeclamptic placentae. 
Placenta 2004; 25 (10): 763-769. https://doi: 10.1016/j.
placenta.2004.02.011

36. Robb KP, Cotechini T, Allaire C, Sperou A, Graham CH. 
Inflammation-induced fetal growth restriction in rats is 
associated with increased placental HIF-1α accumulation. 
PloS One 2017; 12 (4): e0175805. https://doi: 10.1371/journal.
pone.0175805

37. Fischer RL, Kuhlman KA, Depp R, Wapner RJ. Doppler 
evaluation of umbilical and uterine-arcuate arteries in the 
postdates pregnancy. Obstetrics and gynecology. 1991;78 (3 Pt 
1): 363-368. 

38. Izvolskaia M, Sharova V, Zakharova L. Perinatal Inflammation 
Reprograms Neuroendocrine, Immune, and Reproductive 
Functions: Profile of Cytokine Biomarkers. Inflammation 2020; 
43 (4): 1175-1183. https://doi: 10.1007/s10753-020-01220-1

39. Knöfler M, Mösl B, Bauer S, Griesinger G, Husslein P. TNF-
alpha/TNFRI in primary and immortalized first trimester 
cytotrophoblasts. Placenta 2000; 21 (5-6): 525-535. https://doi: 
10.1053/plac.1999.0501

40. Chen YH, Liu ZB, Ma L, Zhang ZC, Fu L et al. Gestational 
vitamin D deficiency causes placental insufficiency and fetal 
intrauterine growth restriction partially through inducing 
placental inflammation. The Journal of Steroid Biochemistry 
and Molecular Biology 2020; 203:105733. https://doi: 10.1016/j.
jsbmb.2020.105733

41. Heyborne KD, Witkin SS, McGregor JA. Tumor 
necrosis factor-alpha in midtrimester amniotic fluid 
is associated with impaired intrauterine fetal growth.  
American Journal of Obstetrics and Gynecology 1992; 167 (4 
Pt 1): 920-925. https://doi: 10.1016/s0002-9378(12)80012-3

42. Kim SA, Park KH, Lee SM, Kim YM, Hong S. Inflammatory 
Proteins in the Amniotic Fluid, Plasma, and Cervicovaginal 
Fluid for the Prediction of Intra-Amniotic Infection/
Inflammation and Imminent Preterm Birth in Preterm Labor. 
American Journal of Perinatology 2022; 39 (7): 766-775. 
https://doi: 10.1055/s-0040-1718575

43. Joo E, Park KH, Kim YM, Ahn K, Hong S. Maternal Plasma 
and Amniotic Fluid LBP, Pentraxin 3, Resistin, and IGFBP-3: 
Biomarkers of Microbial Invasion of Amniotic Cavity and/
or Intra-amniotic Inflammation in Women with Preterm 
Premature Rupture of Membranes. Journal of Korean Medical 
Science 2021; 36 (44): e279. https://doi: 10.3346/jkms.2021.36.
e279

44. Lockwood CJ, Huang SJ, Chen CP, Huang Y, Xu J et al. Decidual 
cell regulation of natural killer cell-recruiting chemokines: 
implications for the pathogenesis and prediction of 
preeclampsia. The American Journal of Pathology 2013; 183 
(3): 841-856. https://doi: 10.1016/j.ajpath.2013.05.029

45. Ashkar AA, Di Santo JP, Croy BA. Interferon gamma contributes 
to initiation of uterine vascular modification, decidual integrity, 
and uterine natural killer cell maturation during normal 
murine pregnancy. The Journal of Experimental Medicine 
2000; 192 (2): 259-270. https://doi: 10.1084/jem.192.2.259

46. Murphy SP, Tayade C, Ashkar AA, Hatta K, Zhang J et al. 
Interferon gamma in successful pregnancies. Biology of 
Reproduction 2009; 80 (5): 848-859. https://doi: 10.1095/
biolreprod.108.073353

https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207


PALA  et al. / Turk J Med Sci

290

47. Mcgoldrick E, Stewart F, Parker R Dalziel SR. Antenatal 
corticosteroids for accelerating fetal lung maturation for 
women at risk of preterm birth. The Cochrane Database of 
Systematic Reviews 2020 12, CD004454.

48. Gomez-Lopez N, Galaz J, Miller D, Farias-Jofre M, Liu Z et al. 
The immunobiology of preterm labor and birth: intra-amniotic 
inflammation or breakdown of maternal-fetal homeostasis. 
Reproduction 2022; 164 (2): R11-R45. https://doi: 10.1530/
REP-22-0046

49. Hantoushzadeh S, Javadian P, Salmanian B, Ghazanfari T, 
Kermani A et al. Betamethasone effects on the endocervical 
inflammatory cytokines in preterm labor: a randomized 
clinical trial. International Immunopharmacology 2011; 11 
(8): 1116-1119. https://doi: 10.1016/j.intimp.2011.03.008

50. Khazardoust S, Javadian P, Salmanian B, Zandevakil F, 
Abbasalizadeh F et al. A clinical randomized trial on 
endocervical inflammatory cytokines and betamethasone in 
prime-gravid pregnant women at risk of preterm labor. Iranian 
Journal of Immunology 2012; 9 (3): 199-207.

51. White GE, Greaves DR. Fractalkine: a survivor’s guide: 
chemokines as antiapoptotic mediators. Arteriosclerosis, 
Thrombosis, and Vascular Biology 2012; 32 (3): 589-594. 
https://doi: 10.1161/ATVBAHA.111.237412

52. D’Haese JG, Friess H, Ceyhan GO. Therapeutic potential of the 
chemokine-receptor duo fractalkine/CX3CR1: an update. 
Expert Opinion on Therapeutic Targets 2012; 16 (6): 613-618. 
https://doi: 10.1517/14728222.2012.682574

53. Hannan NJ, Jones RL, White CA, Salamonsen LA. The 
chemokines, CX3CL1, CCL14, and CCL4, promote human 
trophoblast migration at the feto-maternal interface. Biology 
of Reproduction 2006; 74 (5): 896-904. https://doi: 10.1095/
biolreprod.105.045518

54. Szukiewicz D, Kochanowski J, Mittal TK, Pyzlak M, Szewczyk G 
et al. CX3CL1 (fractalkine) and TNFα production by perfused 
human placental lobules under normoxic and hypoxic 
conditions in vitro: the importance of CX3CR1 signaling. 
Inflammation Research 2014; 63 (3): 179-189. https://doi: 
10.1007/s00011-013-0687-z

55. ham MN, Hawa MI, Roden M, Schernthaner G, Pozzilli P et al. 
Increased serum concentrations of adhesion molecules but not 
of chemokines in patients with Type 2 diabetes compared with 
patients with Type 1 diabetes and latent autoimmune diabetes 
in adult age: action LADA 5. Diabetic Medicine 2012; 29 (4): 
470-478. https://doi: 10.1111/j.1464-5491.2011.03546.x

56. Du MR, Wang SC, Li DJ. The integrative roles of chemokines at 
the maternal-fetal interface in early pregnancy. Cellular and 
Molecular Immunology 2014; 11 (5): 438-448. https://doi: 
10.1038/cmi.2014.68

57. Chaisavaneeyakorn S, Moore JM, Mirel L, Othoro C, Otieno J 
et al. Levels of macrophage inflammatory protein 1 alpha 
(MIP-1 alpha) and MIP-1 beta in intervillous blood plasma 
samples from women with placental malaria and human 
immunodeficiency virus infection. Clinical and Diagnostic 
Laboratory Immunology 2003; 10 (4): 631-636. https://doi: 
10.1128/cdli.10.4.631-636.2003

58. Le Gars M, Kay AW, Bayless NL, Aziz N, Dekker CL et al. 
Increased Proinflammatory Responses of Monocytes and 
Plasmacytoid Dendritic Cells to Influenza A Virus Infection 
During Pregnancy. The Journal of Infectious Diseases 2016; 
214 (11): 1666-1671. doi: 10.1093/infdis/jiw448

https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207
https://doi:10.3906/tar-1008-1207

	High amniotic fluid fractalkine and MIP-1β levels are associated with intrauterine growth restriction: a prospective cohort study
	Recommended Citation

	tmp.1708356603.pdf.shq72

