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ABSTRACT 

In developing countries, multiple micronutrient deficiencies and multiple 

infections co-occur during pregnancy, and may have adverse consequences on fetal 

growth outcome. The main objective of this study was to examine the impact of 

vitamin deficiencies, infection and cytokines on fetal growth. A previous cross-

sectional study of pregnant indigenous women (n=184) from the Ngäbe-Buglé 

Comarca of western Panama provided data on maternal anthropometry, infections 

(severity of trichomoniasis, dental caries, vaginal candidiasis, bacterial vaginosis; 

presence of gonococcal, urinary tract, scabies and respiratory tract), and micronutrient 

status (vitamins A, D, B12 and folate). For the present study, remaining maternal serum 

was analyzed using Luminex for cortisol, IGF-1 and select cytokines. Fundal height 

was used as the indicator for fetal growth. Data was analyzed by t-tests and multiple 

regression analyses while controlling for gestational age. Through our analysis we 

found that none of the eight infections measured in this study were associated with 

fundal height, and only one of the four vitamins, vitamin D, was associated with fundal 

height, although negatively. In addition the T-regulatory cytokine IL-10 was also 

associated with fundal height and again this association was negative. Counter to what 

we had expected our regression model for fundal height show that it is negatively 

influenced by both vitamin D and IL-10, but not by infections.  
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ABRÉGÉ 

Dans les pays en voie de développement, on constate qu'il y a présence de 

carences en micronutriments et de co-infections multiples lors de la grossesse. Il en 

résulte des conséquences négatives sur le développement du foetus. L'objet principal de 

l'étude est d'examiner l'impact des carences en vitamines, des infections et des 

cytokines sur le développement du foetus. Une étude transversale réalisée 

antérieurement auprès de femmes indigènes enceintes (n=184) de la comarca Ngöbe-

Buglé dans l'ouest du Panama a recueilli des données, utilisées dans la présente étude, 

sur l'anthropométrie maternelle; les infections, dont la trichomonase, les caries 

dentaires, la candidose vaginale, la vaginose bactérienne; la gonorrhée, les infections 

des voies urinaires et respiratoires, la gale, de même que les niveaux de 

micronutriments, soit la vitamine A, D et B12 et le folate. Lors de la présente étude, le 

sérum maternel a été analysé avec la méthode Luminex afin de détecter les niveaux de 

cortisol, d'IGF-1 et de certaines cytokines. La hauteur utérine sert d'indicateur pour le 

développement du foetus, en fonction de l'âge gestationnel. Les tests T et l'analyse de 

régression multiple représentent les deux méthodes d'analyse des données dans cette 

étude. Grâce à cette analyse, aucun lien n'a été établi entre les huit infections 

susmentionnées et la hauteur utérine, et seulement une des quatre vitamines - la 

vitamine D - est liée à la hauteur utérine, par une association négative. Par ailleurs, une 

association négative est établie entre les lymphocytes T régulateurs producteurs d'IL-10 

et la hauteur utérine. Contrairement aux hypothèses, les données démontrent une 

association négative entre la hauteur utérine et la vitamine D et l'IL-10, et non pas les 

infections. 
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CHAPTER I: OVERVIEW 

 

The Republic of Panama is the southernmost country in Central America, with 

a population of 3,517,000 people (WHO 2011). Thirty-seven percent of the Republic’s 

population live in poverty (FAO 2010), and indigenous people are among the most 

economically disadvantaged. Approximately 9% of the population belongs to one of 

five indigenous groups: Kuna, Emberá and Wounaan, Ngäbe-Buglé (previously known 

as Guaymíes), Bokotas, and the Teribes (WHO 2001). The largest indigenous group in 

Panama is the Ngäbe, who live in the comarca Ngäbe-Buglé, a semi-autonomous 

indigenous area created from portions of the western provinces of Bocas del Toro, 

Chiriguí, and Verguas. While they have been granted institutional autonomy and 

political influence by the central administration, Ngäbe-Buglé and Panama’s other 

comarcas are isolated, poor and have limited access to government health and 

education services (Damman 2007).  

 

The women and children of the Ngäbe-Buglé comarca are more affected by 

food insecurity and multiple infections than the rest of the Panamanian population, 

resulting in anemia, chronic malnutrition (MINSA 2003) and growth faltering (Payne 

et al. 2007). Growth faltering reflects the well-being and health status at the level of 

individuals and the population as a whole, and is associated with reduced income, 

lower levels of schooling and subsequent decreased progeny birth weights (Victora et 

al. 2008). It is widely accepted that growth faltering begins postnatally, at 3 months of 

age; however mounting scientific literature indicates that the prenatal environment can 

influence growth as well (Shrimpton et al. 2001). Many maternal factors significantly 

influence growth during the prenatal environment, including maternal nutritional status 

and infection burden.  

 

Pregnant women have an increased risk of macro and micronutrient 

deficiencies due to their higher requirements, which can exacerbate any pre-existing 

deficiencies (Black et al. 2008). Common micronutrient deficiencies known to 

negatively impact fetal development include iron, folic acid, iodine, zinc and 
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riboflavin, as well as vitamins B6, B12, A and D (Haider, Yakoob, et al. 2011). 

Infection burden can severely diminish the nutritional status of an individual by 

increasing nutrient requirements and decreasing the individual’s ability to absorb 

nutrients, both of which affect fetal growth (Scrimshaw et al. 1968; Stephensen 2001). 

Infections that have been associated with poor growth outcomes include, but are not 

limited to, respiratory tract (Banhidy et al. 2008) and periodontal infections (Shub et al. 

2006). Urogenital infections including bacterial vaginosis (Brotman 2011), vaginal 

candidiasis, trichomoniasis, gonococcal infection (Walker et al. 2011) and urinary tract 

infections (Mazor-Dray et al. 2009; Schnarr et al. 2008) have also been implicated in 

negatively impacting growth outcomes. How nutritional deficiencies and infections 

affect growth through remain to be elucidated. Growing research indicates that both 

nutritional deficiencies and infections may increase stress and inflammation levels 

which in turn maybe negatively impacting growth. 

 

The steroid cortisol has been identified as contributing to poor linear growth by 

adversely affecting bone health (Mushtaq et al. 2002), and elevated cortisol 

concentrations have been observed in pregnant women with infections (Ruiz et al. 

2001). Infections also elevate pro-inflammatory cytokine concentrations (Beigi et al. 

2007).  Both cortisol (Hofbauer et al. 1999; Weinstein et al. 1998) and pro-

inflammatory cytokines have been associated with a decrease in insulin-like growth 

factor (IGF-1) (Hofbauer et al. 1999; Odiere et al. 2010; Weinstein et al. 1998), a main 

endocrine regulator of fetal growth. Furthermore, vitamin deficiencies, particular A 

and D, have been observed to increase these potentially detrimental pro-inflammatory 

cytokines (Bessler et al. 2007; Iwata et al. 2003; Khoo et al. 2011). Therefore, fetal 

growth may be impaired as a result of a reduction in IGF-1, associated with an increase 

in cortisol and pro-inflammatory cytokines in response to multiple infections and 

vitamin deficiencies. However, to the best of our knowledge, this framework of 

interactions has not been previously investigated in pregnant women, and given the 

importance of fetal growth exploration of these relationships is warranted.  
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The main objectives of this study were to examine the relationship between 

maternal cortisol, IGF-1 and fetal growth (as measured by fundal height) and to 

examine the effect of vitamin deficiencies, infections and cytokines on maternal 

cortisol, IGF-1, and fundal height. We hypothesized that maternal cortisol and pro-

inflammatory cytokines would lead to a decrease in maternal IGF-1 which would cause 

low fundal height, and that maternal vitamin deficiency and infections would increase 

pro-inflammatory cytokines and cortisol, and thus decrease fundal height. 

 

Figure 1 Conceptual Framework 

 

Diagram of the conceptual framework of how infection (green), vitamin deficiencies (purple) 

and inflammatory cytokines (pink) impact our proposed cortisol-IGF-1-fundal height pathway. 

Positive associations are represented by solid green lines, and negative associations are 

represented by red dotted lines.  
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CHAPTER II: LITERATURE REVIEW 

A. Fetal Growth 

 

Child malnutrition manifests in a variety of ways most obviously via poor 

growth outcomes including, but not limited to, stunting and wasting. Worldwide, 

stunting and wasting have together been estimated to be responsible for 2.2 million 

deaths and 21% of disability-adjusted life-years (DALYs) for children <5 y and are 

pervasive in low and middle income countries (Black et al. 2008).  

 

Growth faltering reflects health status for both individual and population level 

well-being
 
and is associated with increased morbidity and mortality (Harris et al. 2001; 

Prentice et al. 2006). Growth faltering of all types leads to shorter adult stature which 

is associated with reduced income, lower levels of schooling, and subsequent 

decreased progeny birth weights (Victora et al. 2008). For this reason, The Child 

Survival and Development Revolution, was put forth by the United Nations Children's 

Fund (UNICEF) during the 1980s, in an effort to increase awareness of the critical 

importance of monitoring growth in children (Cash 1987). Today, the United Nations 

has continued this effort with the establishment of the Millennium development goals, 

among which are goals aimed at reducing child mortality rates world-wide (WHO 

2013). The establishment of these goals further reiterates the ongoing problem of child 

mortality despite decades of scientific research and government policy.  

 

Under the umbrella of growth faltering exists poor growth outcomes related to 

both acute- and chronic- malnutrition. According to Waterlow, acutely malnourished 

children are wasted, they have adequate height-for-age but inadequate weight-for-

height, whereas chronically malnourished children are stunted with inadequate height-

for-age measurements (Waterlow 1973). Popular rhetoric is that growth faltering 

begins at around 3 months of age
 
(Rogers et al. 1997; Waterlow et al. 1979). However 

these studies, in addition to not being population-based of national scale, only looked 

at weight gain and not height growth (Shrimpton et al. 2001). Recent literature 
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indicates that both the prenatal and the postnatal environments can have severe 

consequences on growth (Shrimpton et al. 2001) and that children at 3 months already 

present anthropometric deficits (Huttly et al. 1991; Rivera et al. 1997). Poor fetal 

growth has long-term consequences with regards to mortality and morbidity including 

increased risk of disease such as obesity, diabetes, and ischaemic heart disease (Barker 

1998; Bernstein et al. 2000; Gluckman et al. 2003). 

 

Low birth weight (LBW) is defined by the World Health Organization (WHO) 

as a birth weight <2500 g. In a seminal paper, Kramer et al. (1987) explained that 

LBW occurs by one of two processes, the first being duration of gestation and the 

second being fetal growth (Kramer 1987). Therefore, infants can be LBW because they 

are born early, (preterm birth) or are small for gestational age (SGA), which is a proxy 

for intra uterine growth restriction (IUGR). For further clarification, preterm birth is 

defined as gestation lengths less than 37 weeks and SGA as a birth weight below the 

10th percentile for gestational age based on the sex of the infant (Kramer 2003). LBW 

can be measured with validity and precision whereas preterm birth and or IUGR 

requires an accurate gestational age, which in developing countries is difficult to 

achieve due to lack/infrequent access to prenatal care (Kramer 2003). Regardless of the 

difficulties, prevalence of IUGR (the more common of the two causes of LBW) has 

been observed globally to be between 30-55% of infants in South Central Asia, 15–

25% in Africa, and 10–20% in Latin America (Kramer 2003). 

 

Developing reliable methodologies for detecting growth restrictions is 

important to the health of the offspring and includes methodologies such as ultrasound 

biometry (Morse et al. 2009). However, in the context of a low income region where 

resources are limited, ultra sound technology may not be available and fundal height 

measurement may be the only useful tool for measuring gestational age of pregnancy 

(Rondó et al. 2003), height and growth of the fetus (Mongelli et al. 2004). Fundal 

height measurement is a simple tool requiring only a measuring tape and an accurate 

estimation of gestational age and is only appropriate for the second trimester onwards 

(Divon 2012). The fundal height measurement is obtained by identifying the upper 
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border of the symphysis pubis and the uterine fundus and measuring the distance 

between with a tape measure. If measured in centimetres (cm) a simple rule of thumb 

may be applied to ascertain growth. If the fetus is growing normally the fundal height 

measurements in cm, should correspond to gestation in weeks (28 cm for 28 week’s 

gestation) for singleton pregnancy with an allowance of +/- 2 cm difference (Robert et 

al. 2012). Fundal height measurement has been found to be reproducible and reliable 

(Belizan et al. 1978; Challis et al. 2009; Grover et al. 1991). Fundal height is used in 

many countries on a large scale as it is low cost, easy to execute and requires little 

training (Robert et al. 2012). However the greatest use for this rapid, low cost and easy 

to use anthropometric methodology is in developing regions of the world, where access 

to hospitals and clinics may be limited.  

 

Although in utero growth faltering is easily described, the factors comprising 

the etiology of this outcome are complex and varied. Various known factors that 

influence and impede growth include maternal factors, endocrine and metabolic 

systems, vitamin deficiencies as well as infection and compromised immunity. 

 

B. Maternal Factors Affecting Fetal Growth Outcomes 

 

In a seminal paper by Kramer et al (1987a) that reviewed risk factors for low 

birth weight, 71 modifiable risk factors were identified including maternal height and 

weight, age, social economic status (SES), education and smoking. Since this paper, 

many researchers have continued investigating these important maternal characteristics 

further validating them in populations worldwide.  

 

Maternal height is among one of the strongest determinants for fetal growth 

(Heinrich 1992; Kramer 1987b; Thompson et al. 2001). Maternal height may affect 

fetal growth via genetic or physical mechanism. Regardless of etiology, deficits in 

maternal stature impair fetal growth by placing a physical limitation on growth of the 

uterus, placenta or fetus directly (Kramer 1987a).  
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Maternal weight, including pre-pregnancy weight (Clausson et al. 1998; Roland 

et al. 2012) and weight gain during pregnancy, is also an important determinants for 

fetal growth (McDonald et al. 2011). Like maternal height, pre-pregnancy weight 

comprises a genetic component which may be passed onto the fetus and will therefore 

influence the growth and weight of the fetus (Kramer 1987a). Furthermore, maternal 

weight may impact fetal growth as it reflects nutritional stores potentially available to 

the growing fetus. Maternal weight gain during pregnancy is also important 

determinant of fetal growth. Low maternal weight gain has been associated with SGA 

whereas high maternal weight gain has been associated with large for gestational age 

(LGA) (Dietz et al. 2009; Munim et al. 2012; Voldner et al. 2008). 

 

The age of the mother at delivery has also been noted to impact birth outcomes 

especially pregnancies from teenage mothers (Clausson et al. 1998; Hayward et al. 

2012; Janssen et al. 2007). Young mothers are at risk of adverse pregnancies because 

they have not yet finished growing and are more likely to have lower weight for height 

than older women (Kramer 1987a). A recent review by Gibbs at el (2012) investigating 

the impact of age on birth outcomes found that early age (<15 years or <2 years post-

menarche) of the first childbirth was associated increased risk of poor pregnancy 

outcomes including low birthweight and preterm birth and was separate from poor 

socioeconomic and behavioural differences observed with teenage pregnancy.  

 

Socio-economic status (SES) represents one of the strongest determinants in 

pregnancy outcomes including perinatal and infant mortality, LBW, IUGR and preterm 

birth (Kramer et al. 2000). Numerous epidemiological studies have found low SES to 

be particularly harmful (Ancel et al. 1999; Kramer 1987a; Raisanen et al. 2013); 

however SES itself does not directly affect growth of the fetus. Instead low SES is 

associated with behaviours and exposure to stresses that negatively impact fetal growth 

including lower levels of education and cigarette smoke for example. Low levels of 

education limits a person’s ability to access jobs and other social resources needed to 

integrate within society and failure to do so increases risk for subsequent poverty 

(Kramer et al. 2000). Low SES generally implies low levels of education, however in a 
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retrospective study in Quebec, individual-level maternal education was independently 

and more strongly associated with risk of preterm birth, SGA and still births than 

average income of the mothers or families alone (Luo et al. 2006). Smoking is another 

important variable mediating SES disparity on poor fetal outcomes in developed 

countries (Kramer et al. 2000). Adverse consequences of smoking have been well 

documented including retarded fetal growth, reduced birth weight and increased risk of 

pregnancy loss (Esposito et al. 2008; Ong et al. 2002; Voigt et al. 2009). However the 

investigation of smoking on fetal growth has issues with confounding as mothers who 

continue to smoke during pregnancy are different from mothers who do not in a variety 

of ways including having less education and coming from lower income families 

(Maughan 2009). 

 

C. Placental Insufficiency  

 

The placenta is a structure formed during gestation that is essential in aiding the 

development of the fetus. It supplies nutrients, facilitates gas exchange, removes waste 

products, secretes pregnancy hormones and growth factors (Rossant et al. 2001). 

Placental insufficiency is a term referring to inadequate placental function or 

development, which in turn reduces transfer of oxygen and nutrients to the fetus 

(Gagnon 2003). As a consequence of reduced oxygen transfer, fetal hypoxemia may 

occur and fetal growth is reduced to compensate for the limited nutrients available 

(Lackman et al. 2001). A reduction in placental nutrient transport via reduced blood 

flow is linked to the pathophysiology of IUGR (Nardozza et al. 2012; Pardi et al. 2002; 

Roland et al. 2012).  

 

Vascular endothelial growth factor (VEGF) is a positive regulator of 

angiogenesis and is considered one of the most important angiogenic factors involved 

in normal placentation (Barut et al. 2010). VEGF has a dual role in the placenta by 

aiding angiogenesis and the proliferation and migration of trophoblasts (Barut et al. 

2010). Recently, it has been shown that VEGF concentrations are significantly higher 

in women with pre-eclampsia and IUGR (Ahmed et al. 2000; Brouillet et al. 2013). 
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The increase of VEGF during IUGR is believed to occur as a compensatory 

mechanism to aid in proper fetal and placental development, however further research 

is needed (Brouillet et al. 2013). 

 

D. Endocrine Factors Affecting Growth Outcomes 

 

A combination of hormones regulate fetal growth including insulin-like growth 

factors (IGF) (I and II), leptin, prolactin, and placental growth hormones (GH). Leptin 

is a hormone that affects both amino acid and fatty acid transport across the placenta, 

stimulates pancreatic growth and is important for modulating fetal body fat content 

(Hoggard et al. 2001). Human placental lactogen (hPL) and GH aid in maternal 

adaptation to pregnancy and have been found to correlate positively with fetal weight 

(Sankaran et al. 2009). Furthermore, growth restricted pregnancies have been observed 

in pregnancies with reduced fetal hPL and maternal GH concentrations (Freemark 

2006).  

 

i. Insulin Like Growth Factor 

 

IGF-1 and IGF-2 are anabolic hormones functioning as the main endocrine 

regulators of fetal growth (Chiesa et al. 2008). Alterations in these hormones can have 

serious consequences either by severely diminishing (dwarfism) or exaggerating 

(acromegaly) growth (Heemskerk et al. 1999). Furthermore, consequences of IGF-1 

deletion have been observed in one human patient who presented severe IUGR (Woods 

et al. 1997) further illustrating the importance of this hormone. However this condition 

is extremely rare and only 4 known cases have been recorded, with all of them being 

characterized by intrauterine and postnatal growth restriction (Netchine et al. 2011). 

 

Whereas IGF-1 is necessary for fetal growth in later gestation, IGF-2 promotes 

embryonic growth and diminishes significantly after parturition (Chiesa et al. 2008; 

Glasscock et al. 1992). Maternal IGF-1 however, is predominantly stimulated in 

response to growth hormone. Growth hormone (GH) is a peptide hormone released 
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from the anterior pituitary which stimulates growth and repair of cells and tissues. 

Predominantly the liver, but other tissues as well respond to GH by releasing IGF-1. 

However the fetus does not respond to GH as highly as the mother does because GH 

receptors are expressed at low concentrations in fetal tissue. Expression remains low 

until surges in glucocorticoid concentrations accompanying parturition trigger the 

upregulation of GH receptors (Gluckman et al. 1992). Instead, fetal IGF-1 is stimulated 

from exposure of fetal insulin in response to glucose and amino acid (Gluckman et al. 

2003). 

 

ii. Glucocorticoids  

 

Glucocorticoids (GC) are a class of steroid hormones produced by the adrenal 

gland in response to environmental stress or low blood sugar (Hochberg 2002). In 

humans, cortisol (hydrocortisone) is one of the major hormones belonging to the class 

of glucocorticoid steroids. Synthetic GC administration is commonly used as a 

therapeutic immunosuppressive agent, but in high concentrations can contribute to 

poor linear growth by adversely affecting bone health (Mushtaq et al. 2002) and 

impairing the growth hormone/insulin growth-factor 1 axis (GH-IGF-1) (Hochberg 

2002).  

 

Glucocorticoids increase the deterioration and loss of bone via suppression of 

osteoblastogenesis, decreasing new bone formation (Hochberg 2002) and increasing 

apoptotic activity of both osteocytes and osteoblasts (Weinstein et al. 1998). 

Additionally, GC increase bone resorption by extending the life span of osteoclasts 

(Hofbauer et al. 1999). Synthetic glucocorticoids like dexamethasone and prednisolone 

have been shown to impair growth and skeletal development in children (Ahmed et al. 

2002).  

 

Although GC are necessary for development of fetal tissue including liver, 

lungs, gut, skeletal muscle and adipose tissue (Fowden et al. 1998), excessive amounts 

have been observed to harm fetal growth. Administration of glucocorticoids to either 
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the mother or fetus during late gestation can cause fetal growth retardation (Fowden et 

al. 2009), with body weight of fetus being reduced in proportion to GC therapy 

(Fowden et al. 1998). This is believed to occur via impairment of the GH-IGF-1 axis 

(Giustina et al. 1990). Although it has been reported that short-term administration of 

GC stimulates GH and IGF-1 synthesis (Veldhuis et al. 1992), long-term high-dose GC 

therapy reduces both of these hormones (Hochberg 2002). Excess GC administration 

interferes with IGF-1 production at the hypothalamic, pituitary and target organ levels 

(Hochberg 2002). The result is a reduction not only in IGF-1 release, but also in IGF-1 

receptor abundance and mRNA translation (Chen et al. 1991; Hochberg 2002). 

 

The placenta has a natural defense mechanism against GC excess, the enzyme 

placental 11β-hydroxysteroid dehydrogenase type 2 (11β-HSD2). This enzyme 

inactivates cortisol into cortisone protecting the fetus from negative effects of maternal 

GCs (McTernan et al. 2001). Reduced placental 11β-HSD2 activity has been observed 

with IUGR pregnancies in both animal and human studies (Harris et al. 2011; 

McTernan et al. 2001) supporting the deleterious effects of maternal glucocorticoids on 

fetal growth.  

 

Several hormones play a crucial role in the growth and development of the fetus 

including aiding the adaption of the maternal system to the fetus, increasing placental 

nutrient transport as well as development of fetal tissue. Although glucocorticoids are 

necessary for proper fetal development, pharmacological concentrations impair fetal 

growth via interfering with the production of IGF-1, demonstrating a delicate balance 

which warrants further investigation. 

 

E. Infection Factors Affecting Birth Outcomes 

 

A number of maternal infections have been associated with poor growth 

outcomes, including urinary tract infections (Mazor-Dray et al. 2009; Schnarr et al. 

2008), respiratory tract infections (Banhidy et al. 2008), and periodontal infections 

(Shub et al. 2006). Urogenital infections including bacterial vaginosis (Brotman 2011), 
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vaginal candidiasis, trichomoniasis, and gonococcal infection (Walker et al. 2011), 

HIV-AIDS (Grivell et al. 2009) and syphilis (Gilbert 2002) have also been observed to 

have negative impacts on birth outcomes. HIV-AIDS was not present in our study 

population and only 4 women were positive for VDRL test for syphilis, and therefore 

the literature review does not include them. Similarly, malaria is not endemic in the 

region and we did not test for toxoplasmosis, so these infections are not included 

below. Intestinal parasites are common and there has been considerable work on the 

impact of hookworm in particular on pregnancy outcomes (Dreyfuss et al. 2000). This 

infection is not considered in this thesis because stool samples were available for only 

a small proportion of the pregnant women.   

 

i. Urinary Tract Infections 

 

Urinary tract infections (UTI) represent one of the most common bacterial 

infections occurring in 2–10% of all pregnancies (Sharma et al. 2007). A meta-analysis 

that included 17 cohort studies of pregnant women with untreated aymptomatic UTI 

infections, (Schnarr et al. 2008) found an increased risk of LBW rates and preterm 

delivery associated with infection. However, methodological differences between 

studies, including classification of infection burden, limit the strength of the 

conclusion. A prospective study in the United Kingdom (n= 25,844) found that when 

adjusting for social and demographic variables, UTI infection was not associated with 

preterm delivery (OR=1.2; 95% CI= 0.9-1.5) (Meis et al. 1995). In yet another meta-

analysis, antibiotic treatment of UTI was associated with reduction of LBW (RR=0.66; 

95% CI=0.49, 0.89) but not a reduction in preterm delivery (RR=0.37; 95% CI=0.10, 

1.36) (Smaill et al. 2007).  

 

ii. Respiratory Tract Infection 

  

Respiratory infections of the sinuses, throat airways or lungs commonly 

occur, but the literature regarding their impact during pregnancy is limited (Hartert et 

al. 2003). Studies examining prevalence of respiratory infections during pregnancy 
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have ranged from 0.2% in Hungary (Banhidy et al. 2008), 1.2% in Australia (Lain et 

al. 2011) and 1.1% to 1.9% in Canada (Dodds et al. 2007). 

 

In a Hungarian study looking at maternal acute respiratory infections during 

pregnancy, researchers found that women with severe RTI including (bronchitis–

bronchiolitis and particularly pneumonia) had a higher risk of preterm births (13.0%, 

OR=1.4, 95% CI=1.1, 1.8). Comparatively, women with mild infections (sinusitis, 

pharyngitis, tonsillitis, laryngitis–tracheitis) had a lower rate of preterm births 

(OR=5.5% 95% CI= 0.4, 0.7). This research suggests that the type of respiratory 

infection, especially severe RTI, were associated with increased risk of preterm birth 

(Banhidy et al. 2008). 

 

iii. Periodontal Disease 

 

Periodontal disease is a common infection associated with chronic 

inflammation of the periodontal tissues supporting the tooth and alveolar bone, 

resulting in destroyed connective tissue and later bone loss via bone resorption (Shub 

et al. 2006).  

 

The prevalence of periodontal disease ranges between 10 and 60% depending 

on diagnostic criteria (Xiong et al. 2006) and has been associated with adverse 

pregnancy outcomes including Pre-eclampsia, low birthweight and preterm delivery 

(Paquette 2002; Xiong et al. 2006).  

 

Adverse consequences may be a result of increased pro-inflammatory cytokines 

such as IL-1β, IL-6, and TNF-α which are produced within the periodontal pocket 

(Shub et al. 2006). Due to the high vascularity of the periodontium, cytokines travel to 

other locations in the body including amniotic fluid. This phenomenon was observed in 

a study of women with periodontal disease in the second trimester of pregnancy, where 

level of IL-1β in gingival crevicular fluid of the periodontium was strongly correlated 

with levels in amniotic fluid (Damare et al. 1997). Unfortunately pregnancy outcome 
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data were not available for this group of women. In another study, elevated IL-6 in 

amniotic fluid was observed in women with periodontal disease and was significantly 

associated with increased rates of preterm birth (Dörtbudak et al. 2005). 

 

iv. Scabies  

 

Scabies is a common skin infection caused by the mite Sarcoptes scabiei var 

hominis, and there are approximately 300 million cases of scabies worldwide per year 

(Hicks et al. 2009). This skin parasite is common in instances of overcrowding, poor 

hygiene, homelessness and poor nutritional status. Literature regarding outcomes or 

impacts on pregnancy is limited to the effects of treatments of scabies using drugs 

benzyl benzoate and permethrin during the second and third trimester (Mytton et al. 

2007). 

 

v. Vaginal Infections 

 

Bacterial vaginosis (BV) is an infection which occurs when the normal 

lactobacillus-predominant flora of the vaginal tract is replaced with the harmful 

anaerobic bacteria Mycoplasma hominis or Gardnerella vaginalis (Morris et al. 2001). 

BV requires laboratory testing for diagnosis, and therefore estimates of prevalence 

vary based on the population studied (Brotman 2011). Rates of BV, diagnosed using 

Gram-stained smears, had an estimated prevalence of 9% (Lamont et al. 2000) and 

18% (Morris et al. 2001) in studies from the United Kingdom. In a population based 

survey in the US, this rate was even higher at 29% (Koumans et al. 2007) and higher 

still in rural Ugandan villages with a prevalence of 50% (Wawer et al. 1999).  A recent 

review by Brotman (2011) has concluded that this seemingly innocuous condition is of 

great consequence during pregnancy and has been linked to fetal loss including 

spontaneous abortion and miscarriage. The risk of preterm birth also increased as a 

result of BV; a series of studies have showed that 10%–30% of pregnant women with 

BV infections gave birth prematurely (Donders et al. 2000; Oakeshott et al. 2002). 
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Unfortunately there is a lack of evidence regarding whether treatment of BV indeed 

reduces risk of pre-term birth (Brotman 2011).  

 

Low birthweight has also been observed in women with BV. In a study of 

pregnant Danish women (n=3262), mean birthweight was significantly lower in infants 

of women with BV than in infants from women without BV (3408 versus 3511 g, P < 

0.01) and (OR=1.95, 95% CI 1.3, 2.9) (Svare et al. 2006). These findings were similar 

to an older study (n=10,397) where infection was detected in 16% of the pregnant 

women and multivariate analysis revealed that bacterial vaginosis was related to 

preterm delivery of a LBW infant (OR=1.4; 95%, CI=1.1, 1.8). These results were 

independent of other recognizable risk factors including smoking, SES and having 

previously delivered low-birth-weight infants (Hillier et al. 1995). 

 

vi. Vaginal Candidiasis 

 

Vaginal candidiasis, commonly referred to as vaginal yeast infection, is the 

second most common of vaginal infection next to bacteria vaginosis (Sobel 2007). This 

infection is caused by yeast of the genus Candidia and can colonize the skin, 

gastrointestinal tract as well as the reproductive tract (Sobel 2007). As reviewed by 

Sobel (2007) approximately 70-75% of women have candidiasis during their life time, 

with nearly 40-50% experiencing reoccurring infections. Furthermore, higher 

prevalence of candidiasis has been observed in pregnant women compared to those 

who are not pregnant (Nyirjesy et al. 2003). Although the incidence is high, research 

regarding the effects of infection on birth outcomes is limited. A recent study by 

Giraldo et al. (2012) found no association between infection and preterm delivery; a 

finding supported by an earlier study by Cotch et al. (1998) who also found no 

association with preterm delivery or low birthweight.  
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vii. Trichomoniasis Infection 

 

Trichomoniasis is a sexually transmitted infection caused by the protozoan 

parasite Trichomonas vaginalis that infects the uterus and vaginal tract (Schwebke et 

al. 2004). Infection has been associated with premature rupture of membranes, 

premature delivery, low birth weight, stillbirth and neonatal death (Young 2006). 

Prevalence of infection has been reported to be between 4-35% in women across 

multiple studies (Anderson et al. 2004). 

 

In a multicenter study, T. vaginalis infection was associated with low birth 

weight, premature rupture of membranes and preterm delivery (OR=1.3; 95% CI=1.1, 

1.4) (Cotch et al. 1997). Subsequent studies have examined the effect of treating 

trichonomiasis during pregnancy on birth outcomes using drugs such as metronidazole 

with inconclusive results (Gulmezoglu et al. 2011). 

 

viii. Gonococcal Infection 

 

Gonorrhea (often referred to as gonococcal infection) is a sexually acquired 

bacterial infection caused by Neisseria gonorrhoeae and identified microbiologically 

by its Gram-negative intracellular diplococci N. gonorrhoeae (Walker et al. 2011). 

Gonorrhea infection occurs in mucosal sites of the lower genital tract including the 

urethra and cervix and may spread to the upper genital tract into the uterine tubes and 

abdominal cavity (Walker et al. 2011). There are more than 700,000 cases each year in 

the US alone, making it the second most commonly reported STI next to chlamydial 

infections (CDC 2010). Approximately 10%–20% of women with untreated gonorrhea 

develop pelvic inflammatory infection which can cause uterine tubal scarring. 

Consequences of uterine tubal scarring may result in infertility in 20% of women, 

ectopic pregnancy in 9%, and chronic pelvic pain in 18%. Often pelvic inflammation is 

asymptomatic resulting in delayed treatment of approximately 85% of women, greatly 

enhancing long term damage to uterine tubes and other sequelae (Walker et al. 2011). 

Therefore pregnant women living in endemic regions are advised to be tested for 
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gonorrhea and those who test positive should again be retested during the third 

trimester (Force 2005). 

 

Various infections during pregnancy have been observed to have detrimental 

effects on birth outcomes, ranging from low birth weight to ectopic pregnancy and 

miscarriage. Although a large body of research supports these observations, the 

majority of these studies have examined the effects of single infections in isolation. 

The prevalence of multiple infections during pregnancy, particularly in rural areas of 

developing regions (Gonzalez-Fernandez 2012) suggests there is an urgent need for 

researchers to examine the effects of multiple infections during pregnancy, in addition 

to examining the implementation of treatment and prophylaxis. 

 

F. Vitamin Status Affecting Birth Outcomes  

 

Micronutrient deficiencies during pregnancy including vitamins A, D, B12 

and folic acid have been observed to negatively impact pregnancy outcome (Haider, 

Yakoob, et al. 2011). Unfortunately data regarding these nutrients prenatally on fetal 

development is limited (Gluckman et al. 2003).  

 

i. Vitamin A 

 

 Vitamin A (VA) is a generic term referring to a family of fat-soluble dietary 

compounds possessing biological activity of retinol. Dietary sources of VA are 

preformed retinyl esters from animal tissues including milk, liver, and eggs, and 

provitamin A carotenoids from plants, particularly dark green leafy vegetables, 

pumpkins, carrots, squash as well as yellow and orange non-citrus fruits (mangos, 

apricots, papayas) (Holden et al. 1999). Vitamin A deficiency (VAD) is defined by the 

International Vitamin A Consultative Group as having a blood serum values less than 

0.7μmol/L (Arroyave 1989). For pregnant women, some authors argue that due to their 
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increased requirements of VA and risk of deficiency, marginal VA status is defined as 

having serum retinol less than <1.05µmol/L is appropriate (West 2002).  

 

Approximately 19.8 million (18%) pregnant women world-wide are burdened 

with marginal vitamin A status (<1.05µmol/L), and of that 7.2 million (37%) are 

classified as having subclinical VAD (<0.7µmol/L) (West 2002). A more recent survey 

by the WHO has revealed that the prevalence of VAD in Panamanian pregnant women 

was 3 percent with the rest of the population ranging from 2 to 10 percent (WHO 

2009). VAD is a major cause of morbidity and mortality among children in developing 

countries (da Silva Ribeiro et al. 2010), with approximately 250 million preschool 

children worldwide suffering from inadequate vitamin A intake (WHO 2009). 

 

Supplementation trials have been routinely conducted to determine if VA 

supplementation is beneficial in decreasing adverse birth outcomes. Meta-analyses 

regarding vitamin A supplementation during pregnancy have been conducted by Gogia 

et al. (2010), van den Broek et al. (2010), Haider and Bhutta (2011)  and  (Thorne-

Lyman et al. 2012a). In all four of these reviews, it was found that VA 

supplementation had little or no impact on improving adverse effects of birth 

outcomes. The most recent meta-analysis of 17 studies conducted by Thorne-Lyman et 

al. (2012a) found that VA supplementation during pregnancy did not have an overall 

effect on birth weight, preterm birth, stillbirth, miscarriage or fetal loss. However, 

among HIV positive women supplementation was protective against LBW (<2.5 kg) 

(RR= 0.79, 95% CI=0.64, 0.99). A similar finding was found in a review by van den 

Broek and colleagues (2010)  who observed that VA supplementation reduced the risk 

of low birth weight in  Nepal, Indonesia and Tanzania (RR=0.67, 95% CI= 0.47, 0.96). 

 

Yakoob et al. (2009) conducted a meta-analysis investigating the effects of 

nutritional and behavioural interventions on incidence of stillbirths. A total of 3 

Cochrane reviews were included for vitamin A supplementation (Rumbold et al. 2011; 

van den Broek et al. 2010; Wiysonge et al. 2005) of 12 different interventions and 

found no effect of vitamin A in reducing risk of stillbirths. However the lack of dosage 
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information or the use of VA in combination with other micronutrients warrants further 

investigation into this association (Ulbricht et al. 2012).  

 

A study examining maternal vitamin A status, as indicated by maternal night 

blindness, found a strong relationship between VA status and growth outcomes in 

offspring. Researchers found there was an associated increased risk of poor growth at 6 

months including being underweight (RR=1.14, 95% CI=1.02, 1.26), and stunted 

(RR=1.19, 95% CI=1.05, 1.34) in women who had night blindness (Tielsch et al. 

2008). The manifestation of night blindness occurs from severe long term VAD which 

is different from what the meta-analysis was investigating which was the effect of 

supplementation. Therefore it may be that VAD plays an important role on growth 

outcomes, and future research may need to consider deficiency in addition to 

supplementation.  

 

ii. Vitamin D  

 

Vitamin D is a fat soluble vitamin, derived from cholesterol, synthesised via 

skin exposure to ultraviolet B-light, or from the diet including cod-liver oil, egg yolk, 

cow’s milk and fortified beverages including juices (IOM 2011). Two common forms 

of vitamin D found in the body are of 25(OH)D known as D2, and 1,25(OH)2D known 

as D3. Although they are different in structure they are considered to be bioequivalent 

as they are both metabolized to the active form of vitamin D, calcitrol (IOM Institute 

of Medicine 2011; Simpson et al. 2011; Thacher et al. 2011). 

 

Measurements of vitamin D2 is considered the best indicator of vitamin D 

status as concentrations reflect vitamin D obtained through diet as well as vitamin D 

produced cutaneously (IOM 2011). Additionally D2 has a half-life of 15 days 

compared to D3, which has a half-life of only 15 hours, providing a longer term 

assessment of vitamin D status (Jones 2008).  
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Cutoffs for vitamin D are controversial and there is a lack of consensus when 

defining optimal vitamin D concentrations. The 2011 American College of Obstetrics 

and Gynecology (ACOG) Practice Bulletin ‘vitamin D: screening and 

supplementation’ defined vitamin D deficiency 25(OH)D concentration <50nmol/L 

(ACOG 2011) which is supported by other experts in the field (Holick 2007). 

However, some argue this cutoff is not high enough, and should be set at having 

25(OH)D concentrations <75nmol/L (Thacher et al. 2011). The Institute of Medicine 

broadens this definition to define vitamin D deficiency as having serum values <50 

nmol/L and insufficiency between 50 and 75 nmol/L (IOM 2011), however specific 

values remain to be set for pregnant women.  

 

Vitamin D deficiency is emerging as a global health problem existing not only 

in northern countries, but tropical regions as well (Arabi et al. 2010; Mithal et al. 

2009). Prevalence’s of vitamin D insufficiency of women in developing countries have 

been reported as high as 87% in Argentina, 42% in Brazil, 50% in Chile, 67% in 

Mexico and 96% in Guatemala (Mithal et al. 2009). These findings are surprising 

given the high amounts of sunlight exposure in these areas. Until recently, the data 

regarding vitamin D status in pregnant women has been limited. A study from Belgian 

observed that 74.1% of pregnant women were vitamin D insufficient (<75nmol/L), 

44.6% were vitamin D deficient (<50nmol/L), and 12.1% were severely vitamin D 

deficient (<25nmol/L) (Vandevijvere et al. 2012). Recently, it was observed that 

Indigenous women from rural Panama had rates of deficiency as high as 65% 

(<50nmol/L), and a further 32% were insufficient (50-75nmol/L) (Suissa 2013).  

 

Reviews of vitamin D supplementation and the effects on birth outcomes have 

been conducted by Thorne-Lyman et al. (2012b), Urrutia et al. (2012), Dror (2011), 

and Lewis et al. (2010). 

 

A meta-analysis by Thorne-Lyman et al. (2012b) was conducted by using 

observational studies of vitamin D supplementation, as well studies observing intake or 

status during pregnancy on perninatal and infant health outcomes. Pooled analysis of 
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trials using fixed-effects models found a protective effect of vitamin D 

supplementation on LBW (RR = 0.40, 95 % CI= 0.23, 0.71) and a non-significant 

association for SGA (RR = 0.67, 95 % CI=0.40, 1.11) and preterm delivery (<37 

weeks) (RR = 0.77, 95 % CI= 0.35, 1.66). Pre-eclampsia was also investigated by 

Thorne-Lyman and colleagues, however results were inconsistent. In one study from 

Pittsburgh, vitamin D dosages found that for every 50 nmol/L decline in 25(OH)D 

concentrations, the risk of pre-eclampsia more than doubled (OR= 2.4 95% CI=1.1, 

5.4) (Bodnar et al. 2007) and similar results were observed in a study from North 

Carolina, where vitamin D deficiency was associated with increased risk (OR=5.41 

95% CI=2.02, 14.52) (Baker et al. 2010). On the contrary, a nested case control study 

conducted in Massachusetts did not observe an impact of vitamin D concentrations 

<37.5 nmol/L (OR=1.35 95% CI= 0.40, 4.50) (Powe et al. 2010) and similar findings 

were also reported in Canada (Shand et al. 2010). 

 

Whereas some studies examining the impact of vitamin D status on mean or 

low birthweight found no association (Farrant et al. 2009; Gale et al. 2008; Morley et 

al. 2006), two large studies did identify a relationship. A multi-ethnic cohort of 

mothers in the Netherlands (n = 3730) measured serum vitamin D during early 

pregnancy at 13 weeks (Leffelaar et al. 2010). They found that when compared with 

mothers having adequate vitamin D status, those who were deficient tended to have 

infants with lower birth weights and a higher risk of being small for gestational age 

(OR= 2.4, 95 % CI=1.9, 3.2). Another study in Australia looked at vitamin D status of 

mothers (n =374) in relationship with length of gestation and height (Morley et al. 

2006). Gestation length was 0.7 weeks shorter and length measured by knee-heel 

length, was 4.3 mm smaller in infants from mothers who were vitamin D deficient 

Knee heel length was later adjusted for gestational age, but was still -2.7 mm, 

suggesting a relationship between maternal vitamin D status and growth of offspring.  

 

Another meta-analysis by Urrutia et al. (2012) found that vitamin D 

supplementation had conflicting results on LBW, preterm labour and pre-eclampsia 

and lacked statistical power. Lack of conclusive evidence may be due to the 
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heterogeneity of populations, small sample sizes and poor adjustment for confounders 

(Urrutia et al. 2012). 

 

Recently, it has been demonstrated that vitamin D receptor (VDR) 

polymorphisms, which affect vitamin D concentrations and calcium homeostasis, have 

been associated with both insulin resistance and reduced birth size (Bodnar et al. 2010; 

Chiu et al. 2001; Keen et al. 1997; Swamy et al. 2011). In a prospective cohort study of 

pregnant women by Bodnar et al. (2010) maternal VDR genotype was significantly 

associated with risk of SGA. One single nucleotide polymorphism (SNP) was observed 

in the VDR gene among white women and 3 SNPs were found in black women. In 

another prospective cohort of pregnant women (n=615) a total of 38 SNPs were 

examined with one SNP in particular (rs7975232) being associated with decreased 

birth weight in non-Hispanic black women but not in non-Hispanic white women 

(Swamy et al. 2011). These results suggest that with future research genetic screenings 

may be developed to aid in detecting abnormalities related to vitamin D and adverse 

birth outcomes. 

 

iii. Vitamin B12 

 

Vitamin B12 (VB12), is a water soluble vitamin found animal source foods 

including fish, eggs, milk, meat and poultry (Saravanan et al. 2010). The cutoff for 

plasma vitamin B12 deficiency is < 150 pmol/L (203 pg/mL) (WHO 2008). Deficiency 

in this vitamin has been associated with megaloblastic anaemia, impaired DNA 

synthesis, neurological abnormalities and low birth weight (Hovdenak et al. 2012). 

 

Vitamin B12 is emerging as a public health concern among children and 

pregnant/lactating women (McLean et al. 2008). Deficiency is especially high in 

developing countries where the intakes of animal protein are low (Allen 2009). In 

India, preschool children had VB12 deficiency of 36% for breastfed and 9% for non-

breast fed children (Taneja et al. 2007), and deficiency was 47% in adults (Refsum et 

al. 2001). A review by (Allen 2009) found that across Latin America, approximately 
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20% of children and adults were vitamin B12 deficient. This included women and 

children in the 1999 Mexican National Nutrition Survey who had prevalence rates of 

18% (Allen 2004). In a recent study in Guatemala, B12 deficiency was observed in 

35% of mothers (Deegan et al. 2012). These findings demononstrate a global trend of 

high rates of B12 deficiency.  

 

A recent review by Hovdenak et al. (2012) examined the relationship between 

VB12 deficiency and the impacts on birth outcomes. They observed an increased risk 

of neural tube defects; IUGR, preterm births, poor brain and cognitive development 

and miscarriages in offspring belonging to VB12 deficient mothers. 

 

The relationship between VB12 deficiency and pre-eclampsia is unclear. Pre-

eclampsia is a syndrome occurring after 20 weeks of pregnancy with an unknown 

etiology. It is a serious condition which increases the risk of morbidity and mortality 

for both the mother and the fetus and has been characterized by maternal endothelial 

cell dysfunction, poor trophoblastic implantation and excessive inflammation (Saito et 

al. 2003). Diagnostics are made based on symptoms including proteinuria, elevated 

blood pressure and edema (Parikh et al. 2008). Sanchez et al. (2001) found no evidence 

of an increased risk of pre-eclampsia from VB12 deficiency; however Cotter et al. 

(2001) found a significant increase in pre-eclampsia in mothers with high 

homocysteine concentrations, a bi-product of general B vitamin deficiencies. 

Therefore, it may not be B12 specifically that plays a role in pre-eclampsia, but B 

vitamins in general.  

 

The impacts of VB12 deficiency on birth outcomes during pregnancy (n=80) 

was investigated by Yajnik, Deshpande et al. (2005). They found that elevated plasma 

homocysteine, along with VB12 deficiencies, was a significant negative predictor of 

birth weight (Yajnik et al. 2005). A cohort study of pregnant women in India (n=478) 

measured serum VB12 concentrations during each trimester (Muthayya et al. 2006) 

and found that infants who were born to mothers in the lowest tertile of VB12 

concentration in the 1
st
 and 2

nd
 trimester had an odds ratio of 5.98 and 9.28 of LBW, 
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compared to the highest tertile (p 0.006, <0.001, for 1st, 2nd trimester respectively) 

(Muthayya et al. 2006). These findings were significant even after controlling for 

maternal age education, parity and baseline weight. Another study found the risk of 

preterm birth decreased by 60% in women with VB12 status greater than or equal to 

258 pmol/L versus women who were classified as deficient (OR=0.4, 95% CI= 0.2, 

0.9) (Ronnenberg et al. 2002). 

   

iv. Folate 

 

Folate (or vitamin B9) exists in either folic acid or folate form depending on 

source. Where folate derives from foods such as meat, fish, dairy and green leafy 

vegetables, folic acid is the oxidized form of folate found in fortified foods as well as 

dietary supplements and is the more stable of the two forms (Pitkin 2007). Folate 

deficiency is classified as having < 10 nmol/L (4 ng/mL) (WHO/FAO 2004) and is 

associated with megaloblastic macrocytic anemia (Aslinia et al. 2006; Metz 2008) and 

neural tube defects (Pitkin 2007). 

 

Globally, folate deficiency remains a health concern especially in women of 

childbearing age. A recent cross sectional study in the North of Portugal reported folate 

deficiency rates in pre-pregnant women 58% and 91% in pregnant women (Pinto et al. 

2009). In the US, the National Health and Nutrition Examination Survey (NHANES 

III; 1988–1994) observed women of childbearing age to have folate deficiency rates of 

21% (Pfeiffer et al. 2007). In Latin America, deficiency has been reported as high as 

36% in pregnant women (Garcia-Casal et al. 2005). A review by Lee et al. (2012) of 

studies surveying folate intake of pregnant women in developing regions including 

Asia, Africa and Latin America, found that in every instance either the median or mean 

intake of folate was below the recommended EAR of 480μg dietary folate 

equivalents/day. 

 

Well known manifestations of maternal folate deficiency include congenital 

malformations (neural tube damage, orofacial clefts, cardiac anomalies), and lesser 
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known outcomes include preterm birth, LBW and IUGR (Abu-Saad et al. 2010; Phiri 

2008). Studies investigating the link between folate deficiencies and preterm birth (<37 

weeks of gestation) have been conducted. A study of pregnant women (n=832) in New 

Jersey, USA observed that women with a low mean daily intake of folate (<240 mg/d) 

had an approximately two fold greater risk of preterm delivery and LBW. Findings 

were significant after controlling for maternal characteristics and energy intake (Scholl 

et al. 1996). A more recent study by Bodnar et al. (2010) observed that in pregnant 

women (n=313) women who had higher concentrations of folate there was a reduction 

in risk of preterm birth by 67% (RR=0.33, 95% CI= 0.11, 0.97). Similar findings were 

observed by Siega-Riz et al. (2004) who found that women who delivered at term had 

higher mean serum folate concentrations, versus women who had preterm deliveries 

(21.3 and 20.1 ng/mL, respectively, P = 0.04) (Siega-Riz et al. 2004).  

 

A study in Pakistan observed fetal growth via ultra sound starting from the 12
th

 

week of pregnancy (n=128). A total of 46 newborns were IUGR and the risk was 

reduced in women who had folate concentrations in the highest quartile (OR=0.31, 

95% CI=0.10, 0.84). There was no association between vitamin B12 and IUGR in this 

study (Lindblad et al. 2005). However, another study in India did find VB12, in 

addition to folate, to be significantly associated with IUGR. Analysis of maternal 

serum (n=180) revealed that women with IUGR pregnancies had significantly lower 

concentrations of folate (10.24 +/- 3.91 ng/mL) compared to controls (15.20 +/- 3.41 

ng/mL). Additionally, vitamin B12 concentrations were also lower (146.99 +/- 43.51 

pg/mL) compared to controls (171.96 +/- 25.75 pg/mL). As anticipated, both lowered 

vitamin concentrations were accompanied with higher concentrations of serum 

homocysteine (Gadhok et al. 2011).  

 

In conclusion a vast majority of studies looking at either supplementation of 

vitamins, or vitamin status on birth outcomes have been conducted with varying 

results. With the exception of vitamin D, many of these studies do not go beyond 

associative relationship, into possible mechanistic pathways of how vitamins may be 
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influencing birth outcomes. Furthermore, no studies investigated the relationship 

between vitamin status on birth length or fetal length.  

 

G. Cytokines and Growth Outcomes 

 

i. T Helper Lymphocyte Subsets 

 

Cytokines are small soluble proteins that are expressed by various cells and 

tissue types that act as immune mediators (Diaconu et al. 2010). There is a diverse 

family of cytokines, all of which aid in determining the nature of an immune response.  

The CD4+ T helper (Th) cells are the predominant producers of cytokines and are 

divided into subsets: Th1, Th2, Th17 and regulatory T (Treg) (Diaconu et al. 2010). 

During T cell activation, the types and amounts of cytokines present in the local 

microenvironment are a major determining factor for the development of CD4+ T cell 

subsets (Dawson et al. 2006). For example, interleukin 12 (IL-12) and interferon 

(IFN)-γ directly induce naïve T helper cell differentiation into Th1 cells (Seder et al. 

1998), whereas IL-4 induces differentiation into Th2 cells (Murphy et al. 2000). 

Furthermore, T helper subset cytokines are antagonistic to the differentiation and 

activity of one another (Mosmann et al. 1996). For example the Th2 cytokine IL-4 

represses IL-12 signaling decreasing Th1 expression (Szabo et al. 1997).  

 

Th1 cells are responsible for cell-mediated immunity against viral infections, 

bacterial, protozoal and intracellular parasites (Murphy et al. 2000). Th1 cells secrete 

IL-2, IL-12, IFN-γ, tumour necrosis factor (TNF)-α and TNF-β cytokines. This subset 

is implicated in the development of inflammatory delayed-type hypersensitivity 

reactions. The Th17 subsets play a role in clearing extracellular bacteria and fungi, 

particularly at mucosal surfaces. This subtype produces IL-17A (or IL-17), IL-17F, and 

IL-21, and IL-22 cytokines (McGeachy et al. 2007; Zhou et al. 2009). In the presence 

of IL-17 and IL-12, Th17 cells have been seen to produce IFN-, suggesting a close 

relationship with Th1 cells (Romagnani et al. 2009). The Th17 response is pro-
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inflammatory and is involved in the pathogenesis of various autoimmune and 

inflammatory diseases such as rheumatoid arthritis (Crome et al. 2010). Classic Th2 

cytokines are IL-4, IL-5 and IL-13 and mediate antibody dependent immunity against 

parasitic helminth infections and are also responsible for the development of allergic 

reactions (Murphy et al. 2000; Seder et al. 1998).  

 

Sometimes referred to T helper 3 (Th3), Tregs are responisble for maintaining 

immunological balance and self-tolerance and produce IL-10 (Sakaguchi 2005). 

Concentrations of IL-10 increase markedly in early pregancy and reamin high until 

labour (Thaxton et al. 2010). IL-10’s role in self-tolerence is particularly important in 

allowing acceptence of the fetal allograft by the maternal immune system, and is 

thought of as being an integral key player in the development of normal pregnancy 

(Thaxton et al. 2010).  

 

ii. The Cytokine Milieu During Pregnancy 

 

The immune system of a woman during pregnancy has been noted to change, 

or be modulated in order to have a healthy pregnancy (Denney et al. 2011). This 

immunomodulation occurs in order to tolerate the growing semiallogenic fetus, 

containing both maternal and paternal genes. Under normal circumstances the presence 

of non-self-cellular components triggers an immune response, a process which does 

not occur during normal healthy pregnancies. Various cellular paradigms have been 

proposed to explain the immunomodulation which occurs during pregnancy necessary 

to carry a healthy fetus to term. The theory of immune suppression explains that 

tolerance is achieved during pregnancy by suppression of the mother’s immune 

system, characterizing the pregnancy as a time of diminished immune responses 

(Wegmann 1984). However the theory of immunosubversion remains unpopular as 

continued research finds pregnancy to be a time of increased or heightened immune 

functioning which is carefully controlled (Mor et al. 2011). 
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The next, and perhaps best known theory, is that pregnancy induces a shift 

towards Th2 cytokines, or has a Th2 immunologic bias. This was first proposed by 

Wegmann et al. (1993) suggesting that an anti-inflammatory response is beneficial for 

the viability of the pregnancy, as one of the supporting mechanisms to prevent 

maternal immune response against the semiallogenic fetus. A number of studies 

support the theory that an increased anti-inflammatory Th2 milieu during pregnancy is 

protective for the fetus against the deleterious Th1 response (Challis et al. 2009; Mor et 

al. 2011; Saito et al. 2010). This theory is further strengthened with the observation 

that inappropriate shifts towards Th1 cytokines have been observed with recurrent 

spontaneous abortion (Saito et al. 2010) and pre-eclampsia (Saito et al. 2003). 

However, the reported Th2 dominated immune response may be localized only to the 

feto-maternal interface rather than a systemic maternal immune response (Saito 2000) 

and therefore may not be an adequate description of the immunomodulation occurring 

during pregnancy.  

 

Moreover, Th2 cytokines have also seen to be elevated in recurrent 

spontaneous abortion (Chaouat et al. 2003) further complicating this theory. The 

current theory that pregnancy is predominantly a Th2 response may be inadequate in 

explaining the vastly complex maternal immunity during pregnancy (Mor et al. 2011). 

 

iii. Pregnancy as a Dynamic Process 

 

Lack of a cohesive theory regarding the behaviour of the maternal immune 

system during pregnancy may arise from the diversity of studies conducted, ranging 

from murine and mouse models to women with reproductive pathology that are 

typically limited to cross sectional design (Denney et al. 2011). The idea of using cross 

sectional data to elucidate immune responses during pregnancy may be inherently 

flawed argues Mor et al. (2011) who see pregnancy as not a single event but three 

separate immunological phases. The first trimester is a time of pro-inflammation 

during implantation and placentation, noted by increased concentrations of pro-

inflammatory mediators such as prostaglandin E2(PGE2 ), IL-1, IL-6, and TNF-α (Mor 
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et al. 2011). The presence of these mediators contributes to vascular remodeling and 

placental invasion, as well as aid in repairing damaged cells of the uterine epithelium 

ensuring proper placentation necessary for fetal growth (Mor et al. 2011). The second 

trimester is an immunological phase of pregnancy and involves a decrease in 

inflammatory markers as the placenta reaches its full size at approximately 20 weeks of 

gestation. These mediators remain low until the third trimester, as the onset of labour is 

accompanied by an increase in PGE2 and pro-inflammatory cytokines to aid in partition 

(Yuan et al. 2009). 

 

Another recognized component of healthy pregnancies is cytokine IL-10, 

believed to be involved in adequate placental formation by aiding in trophoblastic 

invasion (Agarwal et al. 2000). IL-10 induces the production of vascular endothelial 

growth factor C and the aquaporin system from trophoblastic cells, thus stimulating 

placental angiogenesis (Thaxton et al. 2010). Towards the onset of labour, IL-10 

production is decreased allowing the necessary rise in inflammatory cytokines to 

induce labour (Hanna et al. 2000). 

 

Although there is changing discourse regarding what cytokine response is 

appropriate for pregnancy, there is evidence that perturbations in cytokine profiles, 

particularly increased maternal inflammation, can result in adverse pregnancy 

outcomes (Von Dadelszen et al. 2002). 

 

iv. Adverse Consequences of Inflammation During Pregnancy 

 

Pro-inflammatory cytokines, particularly, TNF-α, IL-1β and IL-6 are associated 

with negative birth outcomes including recurrent pre-eclampsia (Saito et al. 2003)
 
and 

preterm birth (Saito et al. 2010).  

 

One of the defining characteristics of pre-eclampsia is excessive maternal 

inflammation during pregnancy (Saito et al. 2003). A review by Ramma et al. (2011) 

explains that in pre-eclamptic women the decidual lymphocytes as well as peripheral 
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blood mononuclear cells synthesize higher concentrations of Th1 cytokines while 

exhibiting low expression of Th2 cytokines. Particular cytokines of noted increase 

have been IL-6, TNF-α and chemokine and monocyte chemoattractant protein 1 (MCP-

1) (Jonsson et al. 2006; Szarka et al. 2010).  

 

Elevated concentrations of cytokines have also been observed in women with 

spontaneous preterm deliveries resulting from histologic chorioamnionitis, a condition 

associated with infection of the fetal membranes. It was observed that women who had 

preterm deliveries <35 weeks with histologic chorioamnionitis had elevated 

concentrations of IL-1β, IL-4, IL-6, IL-12 and TNF-α compared to women who had 

preterm deliveries without histologic chorioamnionitis (Gargano et al. 2008). In 

addition, a more recent study observed elevated concentrations of IL-17 in women 

undergoing preterm delivery with histologic chorioamnionitis. From their observations, 

these authors concluded that IL-17 was responsible for promoting inflammation at the 

feto-maternal interface during preterm delivery (Ito et al. 2010).   

 

Pro-inflammatory cytokines have also been implicated in the sequelea of 

growth faltering; however the majority of literature has focused on the postnatal 

environment. A review by Briana et al. (2009) found that the literature regarding 

cytokines and IUGR is inconclusive. Both decreases (Ødegård et al. 2001) and 

increases (Street et al. 2006) of fetal IL-6 have been observed in IUGR as have normal 

(Opsjon et al. 1995) and decreased (Schiff et al. 1994) concentrations of fetal TNF-α.  

In a review by MacRae, Wong, et al. (2006) cytokines IL-1β, IL-6 and TNF-α were 

key inflammatory mediators implicated in growth faltering. This is most likely 

occurring via inhibition of proper bone growth and development, as  TNF-α and IL-1β 

have been reported to inhibit growth plate chondrocyte dynamics (MacRae, 

Farquharson, et al. 2006; Mårtensson et al. 2004) and IL-6 modulates skeletal 

development via directly affecting osteoclast maturation and activity (Kamimura et al. 

2003; Tamura et al. 1993). 
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In addition to hindering bone development, pro-inflammatory cytokines impair 

the GH-IGF-1 axis (De Benedetti et al. 1997), although it is not well understood if 

inflammatory cytokines exhibit their effect on the production of IGF-1 or the 

downstream effects of IGF-1. In another study by De Benedetti et al. (2001), IL-6 

transgenic mice had significantly lower concentrations of IGF-I compared to their 

wild-type littermates. However, concentrations of growth hormone production 

remained unaltered, suggesting the effects of IL-6 were not mediated via GH, but 

rather on IGF-1 production itself. These findings are supported by previous research 

which found that IL-6 inhibited IGF-1 concentrations in rats (Lazarus et al. 1993). In a 

study using rat cells, exposure to TNF-α led to an 85% decrease in IGF-1 production, 

as measured by mRNA concentrations (Anwar et al. 2002). A study using human cells, 

reported that TNF-α, IL-1β, and IL-6 dose-dependently inhibit IGF-I-promoted DNA 

synthesis but not IGF-1 itself (Shen et al. 2002). Recent studies have examined this 

phenomenon in prenatal environments. 

 

Cord blood samples from fetal growth restricted neonates had higher 

concentrations of IGFBP-1, IGFBP-2, and IL-6 contents compared with controls 

(Street et al., 2006). These findings are supported by a previous study by Marchini et 

al. (2005) who found increases in both IL-6 and IGFBP-1 was associated with 

decreased IGF-1 in cord blood of infants from complicated pregnancies (Marchini et 

al., 2005). 

 

The immune response during pregnancy is complex and not well understood. 

Further research into the characterization of immune responses during this time will 

continue to aid our understanding of the etiology of adverse growth outcomes 

occurring from abnormal immune responses and cytokine expressions. Furthermore, 

greater understanding of key cytokines will be beneficial in creating effective therapies 

as well as screening tools of abnormal fetal growth.  
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H. Vitamin and Cytokine Interactions 

 

The Th1 and Th2 ( pro- and anti- inflammatory) subtypes are kept in delicate 

balance to one another, as imbalances or improper expression of one subset can lead to 

an inappropriate immune response which can cause damage to the host and result in 

failure to overcome pathogens (Bour-Jordan et al. 2009). The possible role of 

nutritional deficiencies in skewing this polarization has been under investigation as 

part of a larger effort to better understand the relationship between nutrition and 

immunity.    

 

Vitamin A and related compounds have been found to be potent modifiers of 

Th1 and Th2 responses; however the mechanisms of action are poorly understood 

(Carman et al. 1991; Cui et al. 2000; Ikeda et al. 1994; Wiedermann et al. 1996; 

Wiedermann et al. 1993). Studies using vitamin A supplementation have shown a 

decrease in Th1 pro-inflammatory cytokines, and an increase in Th2 cytokines 

(Wintergerst et al. 2007). In a study by Wiedermann et al. (1996) vitamin A deficient 

rats were observed to have two times greater IFN-γ, compared to control. Similar 

findings have been reported in other animal studies (Cantorna et al. 1994; Carman et 

al. 1991). In addition suppression of the Th2 phenotype has been observed in VAD 

mice, marked by a reduced expression of cytokine IL-4 (Carman et al. 1992). Dawson 

et al. (2006) using human T cells treated with either all-trans-retinoic-acid or 9-cis-

retinoic acid, observed an induction in the expression of Th2 cytokines: IL-4, IL-5 and 

IL-13 and inhibition of IFN-γ.  

 

Vitamin D was first recognized for its antimicrobial properties (Rook et al. 

1986) is now widely accepted as an immune modulator, exerting its effect via 

regulation of gene transcription. Studies have observed an increase in Th1 cytokines, 

particularly of IL-17 and TNF-α, in vitamin D deficient patients (Milovanovic et al. 

2012) and a decrease in inflammatory Th1 responses with vitamin D supplementation, 

via the decreased production of pro-inflammatory cytokines (Lemire et al. 1991; 

Lemire et al. 1992; Mathieu et al. 1994; Tsuji et al. 1994). Tang et al. (2009) has 
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shown that vitamin D directly suppressed IL-17 production by CD4
+
 T cells and also 

inhibited the production of cytokines IL-1β, IL-6, TNF-α and IL-12 in mice (Tang et 

al. 2009). Interestingly, both vitamin A and D have been shown to act synergistically in 

inhibiting the formation of inflammatory Th17 cells (Ikeda et al. 2010). 

Despite the growing literature regarding the impacts of vitamin A and D on the 

immune system, little research exists regarding folate and cytokines, and to the best of 

our knowledge, no investigations have previously observed a relationship between 

vitamin B12 and cytokines. Recently, it has been observed that lower concentrations of 

folic acid in pregnant women were associated with increases in pro-inflammatory 

cytokines versus anti-inflammatory cytokines (Simhan et al. 2011). Furthermore, an 

earlier study had observed that folic-acid supplementations in a porcine pregnancy 

model decreased concentrations of granulocyte/macrophage colony-stimulating factor 

(Guay et al. 2004), a cytokine that stimulates the production of white blood cells, and 

high amounts this cytokine have been associated with rheumatoid arthritis (Li et al. 

2012).  

Vitamins A, D and folate appear to be modulating cytokine expression in a 

similar fashion by elevating Th2 cytokines and supressing Th1 cytokines. Furthermore, 

deficiencies in these vitamins have been linked with increases in pro-inflammatory Th1 

cytokines therefore skewing the immune system towards a pro-inflammatory state. As 

we mentioned earlier, there is a growing body of literature linking pro-inflammatory 

cytokines to adverse fetal outcomes, therefore the impact of vitamin deficiencies on 

maternal cytokine expression during pregnancy warrants further investigation.    

 

I. Conclusion  

 

In conclusion there are many factors influencing fetal growth and development 

ranging from maternal anthropometrics to vitamin deficiency, hormones, infections 

and immune responses. Despite this, the majority of research to date has focussed on 

one or two of these aspects - that is to say most studies have failed to bring these 
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concepts together. Furthermore, the majority of literature investigating growth 

outcomes has only measured the postnatal anthropometrics and by doing so has failed 

to capture what is occurring in utero. Therefore there is a need for future research to 

look at multiple concurrent infections alongside multiple nutrient deficiencies in utero 

to help broaden our understanding of the physiological mechanisms which impact fetal 

growth.  
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CHAPTER III: RATIONAL AND OBJECTIVES 

 

The indigenous populations in Panama are vulnerable to health problems and 

growth faltering, particularly the Ngöbe-Buglé, who have reportedly high rates of 

infection, chronic malnutrition and stunting (MINSA 2003; Payne et al. 2007). In our 

cohort of pregnant women, we observed high rates of infection: 23% had dental caries, 

17% had scabies skin infection, and 6% had respiratory tract infection. Urogenital 

infections were also examined including vaginosis, yeast infection, gonococcal and 

trichomoniasis with infection rates of 81%, 24%, 9%, 17% and 60% respectively 

(Gonzalez-Fernandez 2012; Suissa 2013). Additionally, micronutrient deficiencies 

have known to be a long standing issue in this population, particularly vitamin A 

(Payne et al. 2007). Recent data however reveals that while vitamin A concentrations 

are adequate,  with only 6% of women classified as subclinical (0.35 to 0.7μmol/L) and 

none to found to be clinically deficient (<0.35μmol/L), vitamins D, B12 and folate 

concentrations are a problem. In fact, 65% of women were vitamin D deficient 

(<50nmol/L), and a further 32% of women were vitamin D insufficient (50 to 

74.9nmol/L) leaving only 3% who having adequate serum concentrations (≥75nmol/L) 

(Gonzalez-Fernandez 2012; Suissa 2013). Vitamin B12 deficiency (< 150pmol/L) was 

present in 85% and folate deficiency (<10 nmol/L) was present in 24% of these 

pregnant women (Willams 2012). The combination of multiple infections and 

micronutrient deficiencies presumably has adverse consequences on health and in 

pregnant women may adversely affect the growth and the fetus.  

 

Maternal vitamin deficiencies and infections have been associated with 

negative birth outcomes including low birth weights occurring from both IUGR and 

preterm deliveries (Giraldo et al. 2012; Kramer 1987a; Leffelaar et al. 2010; Morley et 

al. 2006; Shroff et al. 2011; Tielsch et al. 2008). The mechanism by which multiple 

infections and micronutrient deficiencies affect growth have not been fully elucidated, 

though there is evidence that deficiency of vitamins A and D may be implicated via 

modulating inflammatory processes particularly that of cytokines. 
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Vitamin A and D play functional roles in modulating inflammatory responses 

of the immune system particularly T helper (Th) cells. Numerous in vitro studies have 

demonstrated that deficiencies in both of these fat-soluble vitamins shift the cytokine 

milieu from Th2 and Treg (anti-inflammatory) towards the Th1 and Th17 (pro-

inflammatory) profile (Cantorna et al. 2000; Cantorna et al. 1994). Maintenance of an 

anti-inflammatory cytokine milieu is particularly important because it has been shown, 

along with the hormone cortisol (Hofbauer et al. 1999; Weinstein et al. 1998) that  pro-

inflammatory cytokines impair the growth hormone (GH) insulin-like growth factor 

(IGF-1) axis, resulting in lower concentrations of IGF-1 (Odiere et al. 2010). IGF-1 is a 

main endocrine regulator of fetal growth and alterations in this hormone have been 

observed to negatively impact growth and development (Chiesa et al. 2008). From this 

framework we can hypothesize that vitamin status maybe influencing inflammatory 

responses which in turn can affect fetal growth via decreased concentrations of IGF-1. 

 

In contrast to vitamins A and D, few studies have examined the relationship 

between vitamins B12 and folate on modulating cytokine profiles. However, given the 

importance of these B vitamins on fetal growth and development, with deficiencies 

being observed with increases risk for low birthweight pregnancies (Yajnik et al. 

2005), exploration of this potentially novel relationship is warranted. Therefore, we 

hypothesize that vitamin status (A, D, B12 and folate) will modulate maternal 

cytokines during pregnancy. Our secondary hypothesis is that cortisol and pro-

inflammatory cytokines will be negatively associated with fetal growth via 

downregulation of maternal IGF-1. 

 

The goal of this proposed cross-sectional study is to determine the relationship 

between maternal cortisol, IGF-1, and fundal height, as well as the effect of vitamin 

deficiencies, infections and cytokines on the maternal cortisol-IGF-1-fundal height 

pathway. The specific objectives are: 

 

- To examine the relationship between vitamin status (A, D, B12 and folate) on 

serum cytokine concentrations 
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- Determine the relationship between maternal cortisol, IGF-1 and fundal height 

- To examine the effect of vitamin deficiencies, infection and cytokines on the 

maternal cortisol, IGF-1 and fundal height pathway 
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ABSTRACT 

In developing countries, multiple micronutrient deficiencies and multiple 

infections co-occur in pregnant women. Laboratory studies provide evidence that both 

nutrient deficiencies and infection modulate cortisol and inflammatory cytokines 

resulting in lower concentrations of IGF-1, a hormone essential for in utero growth.  

However, these interactions have not been explored in human populations. The 

objective of this study was to determine how vitamin deficiencies, infection and 

cytokine interactions influence the cortisol-IGF-1–fundal height pathway. Specifically 

we examined the consequences of vitamin deficiencies (vitamin A, D, B12 and folate), 

infections (oral, urogenital, skin and periodontal) as well as cytokines (TNF-α, IFN-γ, 

IL-1b, IL-4, IL-6, IL-10, IL-12p40, IL-13, IL-17) and one chemokine (MCP-1) on 

fundal height. A previous cross-sectional study from pregnant indigenous women 

(n=184) from the Ngäbe-Buglé Comarca of western Panama provided data on maternal 

anthropometry, infections, and micronutrient status. Fundal height was used as the 

indicator for fetal growth and was corrected for gestational age. Data was analyzed by 

t-test and multiple regression analyses.   

A positive relationship between cortisol and IGF-1 emerged, and IGF-1 was 

positively associated with fundal height. However, none of the eight infections 

measured in this study were directly associated with fundal height. Moreover, of the 

four vitamins, only vitamin D entered as a predictor of fundal height but it was 

negatively associated. In addition, of the 10 cytokines included in our study, only the 

T-regulatory cytokine IL-10 and was negatively associated with fundal height. 

Interestingly, trichomoniasis infection increased concentrations of IL-10, and through 

this mechanism may have been associated with impaired fundal height. Our 

exploration of the impact of vitamins and infections on maternal cytokines, cortisol and 

IGF-1 revealed that vitamins and infections modulated the cytokines, cortisol and IGF-

1 differently. Whereas dental caries increased cortisol, vitamin D lowered 

concentrations of cortisol. In addition, bacterial vaginosis decreased concentrations of 

IGF-1, whereas vitamin A increased concentrations of IGF-1. Higher concentrations of 

vitamin B12 increased cytokine concentrations (IL-6, IL-10, IL-13, IFN-γ, TNF-α). 

Together our data demonstrate that fundal height is influenced via the cortisol-IGF-1 
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pathway, which is modulated directly by both vitamins and infections, and indirectly 

via cytokines. Fundal height is both positively and negatively influenced by infections, 

by vitamin concentrations and by both pro- and ant- inflammatory cytokines. Our 

findings demonstrate the importance of examining the impacts of both micronutrient 

deficiencies and multiple infections on maternal health to better understand of the 

mechanisms which impact fetal growth.  
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INTRODUCTION  

 

Rural women and children in Panama are prone to growth faltering due to high 

rates of malnutrition and co-infection. This is particularly true for the indigenous 

populations of the Ngäbe-Buglé Comarca, where stunting rates of up to 61% of 

preschool children have been observed (MINSA 2003; Payne et al. 2007). 

Additionally, recent data from pregnant women in this region have revealed multiple 

micronutrient deficiencies of iron, folic acid, and vitamins A, D and B12, as well as 

high incidences of vaginal (92%), urinary tract (52%), oral (23%) and skin (20%) 

infections (Gonzalez-Fernandez 2012). 

 

The consequences of growth faltering are long-term and far-reaching: reduced 

quality of life due to lower income and lower levels of schooling, as well as lower birth 

weights in subsequent generations, which further perpetuates the cycle of reduced 

living standards (Victora et al. 2008). It is widely accepted that growth faltering begins 

at 3 months of age (Shrimpton, Victora, de Onis, Lima, Blossner, et al. 2001); 

however, mounting scientific evidence indicates that the prenatal environment is 

indeed a crucial period of development and that in utero interventions may be critical 

to prevent growth failure later on in life (Reyes et al. 2005). The etiology of in utero 

growth faltering is complex and may involve multiple factors, including vitamin 

deficiencies, infection, and inflammation. 

 

Maternal vitamin deficiencies have been associated with poor growth outcomes 

in offspring, including lower birth weights and stunting (Leffelaar et al. 2010; Morley 

et al. 2006; Shroff et al. 2011; Tielsch et al. 2008). Vitamin A deficiency during 

pregnancy has been linked with an increased risk of low birth weight and low length of 

offspring (Rondo et al. 2001; Semba et al. 1997; Shah et al. 1984; Tielsch et al. 2008; 

Tolba et al. 1998). Similarly, maternal vitamin D deficiency has been shown to have a 

negative impact on newborn weight and length in both human and animal studies 

(Brooke et al. 1980; Brooke et al. 1981; Sabour et al. 2006; Scholl et al. 2009). 

Vitamins B12 and folate deficiencies have been linked to adverse growth outcomes, 
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particularly with regard to intra-uterine growth restriction (IUGR) (Lindblad et al. 

2005; Muthayya et al. 2006).  

 

A number of infections have been associated with poor in utero growth 

outcomes, including vaginosis (Thorsen et al. 2006) urinary tract infections (Mazor-

Dray et al. 2009; Schnarr et al. 2008), respiratory tract infections (Banhidy et al. 2008), 

and sexually transmitted diseases such as HIV-AIDS (Grivell et al. 2009) and syphilis 

(Gilbert 2002).  

 

The mechanisms through which vitamin deficiencies and infection affect 

neonatal growth remain to be elucidated, though there is mounting evidence to suggest 

that these poor growth outcomes are caused by increases in inflammation, shown by 

several markers including higher concentrations of cortisol (Harris et al. 2011) and pro-

inflammatory cytokines (Saito et al. 2010). 

 

Deficiencies in vitamins A and D (Hall et al. 2011) and folate (Simhan et al. 

2011) have been observed to increase pro-inflammatory cytokines, particularly IL-1β, 

IL-6 and TNF-α. Furthermore, increased concentrations of both pro-inflammatory 

cytokines (Beigi et al. 2007) and cortisol (Ruiz et al. 2001) have been observed to be 

elevated from infections during pregnancy. Consequently, both elevations of pro-

inflammatory cytokines (Anwar et al. 2002; De Benedetti et al. 1997; Lazarus et al. 

1993) and cortisol (Chen et al. 1991; Hochberg 2002) have been observed with a 

decrease in IGF-1 concentrations, an anabolic hormone crucial for proper growth and 

development in both the pre- and post-natal environments (Chiesa et al. 2008). 

Therefore, it may be that nutrient deficiencies, along with multiple infections may 

create a pro-inflammatory environment which in turn adversely affects growth by 

decreasing concentrations of IGF-1. 

 

The main objectives of this study were to examine the relationship between 

maternal cortisol, IGF-1, and fundal height, as well as the effect of vitamin 

deficiencies, infections and cytokines on maternal cortisol- IGF-1-fundal height 
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pathway. We hypothesized that maternal vitamin deficiency and infections would 

decrease fetal growth through increased pro-inflammatory cytokines and cortisol which 

would lead to a decrease in maternal IGF-1, causing low fundal height.   

 

METHODOLOGY 

 

This study is part of a large cross-sectional study focused on anemia, infection 

and fetal growth conducted in Panama by McGill University, in collaboration with 

University of Panama as well as the Panamanian Ministry of Health (MINSA). Bio-

banked blood samples were used to measure our biochemical markers of interest 

including cytokines IL1-β, IL-4, IL-6, IL-10, IL-12p40, IL13, IL17, TNF-α, IFN-γ and 

chemokine MCP-1 as well as cortisol and IGF-1. Our data were integrated with 

existing data from this larger study to address our objectives.   

 

Our study population was pregnant women who lived in the Ngäbe-Buglé 

Comarca, in Western Panama. The country of Panama has one of the highest inequality 

disparities in the world with Indigenous Panamanian groups faced with the most severe 

cases of poverty (WHO 2011). This hardship correlates with child malnutrition due to 

the food insecurity faced by these groups, with the highest incidence occurring among 

the Ngäbe-Buglé (WHO 2011). In addition, the Ngäbe-Buglé are known to suffer from 

a variety of health issues including parasitic infections, anemia, tuberculosis and 

stunting (MINSA 2003). Pregnant women and women of childbearing age are at 

increased risk of multiple micronutrient deficiencies and malnutrition because their 

intake requirements are high (Haider, Yakoob, et al. 2011) further exacerbating their 

situation.  

 

During the months between August and November of 2010, women from the Ngäbe-

Buglé Comarca were recruited from Rural Health Centres (RHC) in the following 14 

locations: Chami, Alto Caballero, Oma,  Soloy, Quebrada Hacha, Hato July, Kuerima, 

Hato Pilon, Lajero, Quebrada Guabo, Quebrada Loro, Corotu, Emplanada De Chorcha 

and Chichica. RHCs were chosen based on proximity to the Hospital laboratory in San 
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Felix, as well as accessibility by car. Individuals were made aware of the study in a 

preliminary introduction to the community by community health workers, midwives, 

and nurses in the region. Participants who responded to this word-of-mouth 

advertisement were recruited for the study, as well as women who presented 

themselves to the health centers for antenatal care or pregnancy testing. Both the 

recruiting and this study were conducted at the RHC.  

 

Participants were included based on the following criterion: (1) indigenous 

pregnant women who lived with in a 2 hour walk of a RHC and who reported to the 

RHC during the study. However, women were excluded from the study if they were (1) 

pregnant with twins, (2) required regular medication for major chronic diseases or (3) 

were critically ill at the time of the study. A total of 217 women were approached to 

participate in this study and 214 agreed to participate; one woman did not meet the 

inclusion criteria and was excluded from the study. The final 213 women consented to 

the personal interview and subsequent sample collections. However, for our analysis 

the first trimester of pregnancy was excluded, resulting in a final total of 184 women 

for this study. 

 

 

ETHICAL CONSIDERATION 

 

This study received approval from the Institutional Review Board of McGill 

University, the formal Ethics Review Board for research in Panama at the Gorgas 

Institute, the Panamanian Ministry of Health and Provincial, Local and indigenous 

health authorities. 

 

Interested women were approached individually and informed about the study 

and research purposes. Study procedures, confidentiality and the request for permission 

to review medical records were explained in detail. Women were informed they had 

the right to refuse to participate and to withdraw from the study at any time. Consent 

forms were provided and signed in the presence of a witness; individuals who could 
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not read or write had a witness sign on their behalf. There was no financial 

compensation for participation in this study. Additionally, clinicians caring for these 

women were sent results in order to provide care or prescribe treatment for infection or 

illness.  

 

DATA COLLECTION 

 

Field Procedures: Data was collected over the period of July to December 

2010. Most of the data was collected via medical consultations but some information 

was also gathered from medical records. 

 

Data collection included: anthropometric measurements, assessment of skin 

type, measurement of vitals, systemic search for infections, obstetric examination, 

clinical/obstetric history, and an interview regarding factors that may affect maternal 

and infant health such as food sources of key micronutrients, micronutrient 

supplementation, coffee consumption, wood smoke exposure, and hours of daily field 

work. Urine, stool, venous blood (10 ml) and vaginal samples were also collected from 

the women; all methods were previously described by Gonzalez-Fernandez (2012)  

 

Fundal height, a measure of fetal growth and size, was the fetal outcome of this 

study. Fundal height was obtained by measuring the length between the pubic 

symphysis to the top of the uterine fundus via a measuring tape (Divon, 2012). The 

tool of measuring fundal height as an indicator for fetal growth is only appropriate for 

the 2
nd

 and 3
rd

 trimester (Divon, 2012) and so participants from the first trimester were 

excluded from all analysis. 

 

PRIOR ANALYSES OF SAMPLES 

 

Diagnoses of infection are previously described in Gonzalez-Fernandez (2012). 

Oral, respiratory and skin infections and vaginal infections were diagnosed by a 

clinician and also through laboratory analyses.  
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Urine samples: The diagnosis of urinary infection (n=209).was performed 

using microscope examination as well as dipstick strips (URISCAN®) testing for 

urinary blood and leukocytes as indicators of infection.  See Gonzalez-Fernandez 

(2012) for more details. 

 

Vaginal smears: Vaginal infections were diagnosed based on clinical 

observations and/or microscopic examination of stained vaginal smears. A sterile swab 

was used by the physician to take a vaginal smear, which was then plated on a slide, 

air-dryed and Gram stained for the detection of Diplococcus, vaginal candidiasis, 

gonococcal and trichomoniasis infection.   Bacterial vaginosis was diagnosed by 

presence of clue cells. See Gonzalez-Fernandez (2012) for more details.  

 

Blood samples: Methods used to assay concentrations of C-reactive protein 

(CRP), vitamins A, D, B2 and folate were reported previously by Gonzalez-Fernandez 

(2012), Suissa (2013) and Williams (2012).  

 

Clinical vitamin A deficiency is defined as having a serum retinol concentration 

below 0.35μmol/L and subclinical deficiency is below 0.7μmol/L, normal or adequate 

status being above 0.7μmol/L (Sommer et al., 2002; WHO, 2009b). Some researchers 

argue that an additional cutoff of 1.05μmol/L be made for pregnant populations to 

identify those at risk of deficiency (Baeten et al., 2004; West, 2002). In this study both 

marginal vitamin A (<1.05 μmol/L) and subclinical deficiency (<0.7μmol/L) were 

used.    

 

We defined vitamin D deficiency as having serum 25(OH)D <50nmol/L. Due 

to the high frequency of deficiency in our population we further distinguished severe 

deficiency as <25nmol/L.    

 

Classification of serum vitamin B12 deficiency was set at <150 pmol/L and 

folate at <10nmol/L or 4ng/mL as recommended by WHO (2008). 
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PROTOCOLS FOR ADDITIONAL ASSAYS 

 

As part of the present study, the concentrations of cytokines and chemokines 

(n=211), insulin human growth factor (IGF)-1 (n=210), and cortisol (n=212) were 

determined via Luminex machine (Luminex Corp., U.S.A.) using the Human 10-plex 

Cytokine/Chemokine Magnetic Bead Panel (Cat. HYCTOMAG-60K), the Human 

IGF-1 single plex (Cat. HIGF1-52K-01) and the Steroid/Thyroid Hormone Magnetic 

Bead Panel (Cat. STTHMAG-21K) respectively (Millipore Corporation Canada). For 

each assay, all samples, standards and quality controls were conducted in duplicate and 

quality controls were within accepted ranges. All assays were performed in our 

laboratory in accordance to instructions provided by the Millipore Company and under 

similar conditions to minimise environmental differences.   

 

The analysis plates were washed with 200 µL of wash buffer and placed on a 

shaker for ten minutes and then decanted. 25 µL of standard and controls were added 

in duplicate to appropriate wells. Assay buffer and matrix solution was then added to 

every well on the plate. 25µL of our unknown serum samples were added in duplicate 

to each of the appropriate wells. Finally 25µL of light sensitive magnetic detection 

beads were added to each of the wells and incubated overnight in the refrigerator (-

8°C). The following day, plates were placed on a powerful magnet and contents gently 

decanted. Unnecessary solutions, analytes and debris were carefully washed out using 

200µL of wash buffer while the plate remained on the magnet to ensure all contents 

except magnetic beads were decanted. Failure to properly do this would result in loss 

of magnetic beads. After this was done twice, 25µL of detection antibodies were added 

to each of the wells and the plate was incubated for 1 hour. 25µL Streptavidin-

phycoerthrin was added to each of the wells and plates were incubated for 30 minutes 

at room temperature. Plates were again washed using the procedure mentioned above 

and finally 150µL of sheath fluid was added to each well. Each plate was read on the 

Luminex machine using 100µL sheath fluid reading at 100 beads per bead set.  
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STATISTICAL METHODS 

 

Data analysis was done using SAS software version 9.2 (SAS Institute Inc.). 

Data from the first trimester was excluded from our analysis as fundal height 

measurement is only validated in the 2
nd

 and 3
rd

 trimester. Kolmogorov-Smirnov 

goodness-of-fit test revealed that none of the cytokines were normally distributed. Log 

and natural transformations were performed in attempt to normalize the data but failed 

to do so. Therefore non-parametric procedures were used for cytokine analysis 

including single cytokines and cytokine ratios. Wilcoxon Rank Sum non-parametric 

tests were conducted to determine if the median cytokine concentrations differed 

between mothers classified as sufficient versus insufficient with regard to vitamin B12 

and folate concentrations.  As concentrations of both vitamins A and D were separated 

into 3 groups, the Kruskal-Wallis non-parametric ANOVA in conjunction with the 

Bonferroni post-hoc test was used to compare median cytokine concentrations for these 

fat-soluble vitamins. Data are reported as mean ± SE.  Median is also included when 

differences were significant.  

 

We were interested in examining the impact of infections, vitamins and 

cytokines on cortisol, IGF-1 and fundal height, our major dependent variables. 

Therefore we performed a series of stepwise regression models beginning with 

hierarchal exploratory stepwise regressions. For each dependent variable (cortisol, 

IFG-1 and fundal height), two sets of exploratory models were created, the first which 

included infections and the second which included vitamins. In this population all 

cytokines were highly correlated with the exception of chemokine MCP-1. To 

overcome this, in each set of models, we made multiple models, the first set consisting 

of entering cytokines individually, and the second set was done by including all 

cytokines together in the exploratory regression models. Regardless of methodology, a 

consistent pattern of cytokine significance in the models emerged, signifying that 

correlation among cytokines was not impacting model outcomes. Each set of model 

also included CRP as well as control variables maternal height, maternal weight and 

trimester. Variables that entered the exploratory models with a p value <0.15 were then 
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entered into a final multiple regression model, along with our control variables of 

maternal height, maternal weight, and trimester. For any cytokine that emerged as 

significant (P < 0.05), a similar exploratory process was performed to create regression 

models for each significant cytokine. This provided insight as to which infections and 

vitamins, mediated through cytokines, were also impacting our main dependent 

variables.  

 

RESULTS 

 

Population characteristics have been previously reported by Gonzalez-

Fernandez (2012), Williams (2012) and Suissa (2013).  Gestational age ranged from 5 

to 42 weeks. 

 

Cortisol: For this pregnant population the mean value for cortisol was 71.9 ± 

3.5 ng/ml.  

 

Insulin-like Growth Factor: The mean value for IGF-1 was 4.4 ± 0.43 ng/mL. 

IGF-1 concentration did not differ according to vitamins A, D, B12 or folate status, 

although IGF-1 was positively correlated with vitamin A (r=0.225, p=0.0011). A 

dichotomous variable for IGF-1 was created using the mean values in this population 

(4.418 ng/mL) as a cutoff between higher and lower concentrations.  Individuals with 

lower IGF-1 concentrations had significantly lower concentrations of cortisol (59.80 ± 

3.3 ng/mL vs. 101.0 ± 5.9 ng/mL, p<.0001) and also had lower fundal height (25.5 ± 

0.79 cm vs. 28.2±1.5 cm, p=0.0289).  

 

Cytokines: Histogram representations of the measured cytokines and 

chemokines revealed a high amount of skewing (see Appendix), suggesting that 

cytokine distributions were non-normal, a finding that was statistically confirmed by 

goodness-of-fit tests. Cytokines were all positively correlated with all other cytokines 

with the exception of the chemokine MCP-1 which was not correlated with any of the 

other nine cytokines. 
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Cytokine and Vitamins: Vitamin A was categorized in three separate categories: 

deficient (<0.7μmol/L), marginal (0.7μmol/L and 1.05μmol/L) and sufficient 

(1.05μmol/L). No difference between cytokine means and ratios were observed from 

women with deficient, marginal or sufficient vitamin A status (Table 1).   

 

Vitamin D was also grouped into three categories: deficient (<25nmol/L), 

marginal (25nmol/L-50nmol/L) and sufficient (>50nmol/L). Pro-inflammatory 

cytokine, TNF- α, was significantly lower in women with who were vitamin D 

deficient compared to women who had marginal vitamin D status (p=0.01), but not 

compared to women with sufficient vitamin D status (Table 2).  

 

Vitamin B12 was set as dichotomous variable, with women being either 

deficient (<150pmol/L) or sufficient (>150pmol/L). Mothers who were B12 sufficient 

had higher concentrations of IL-6 (p=0.018), IFN-γ (p=0.019) and TNF-α (p=0.022) 

when compared women who were classified as deficient (Table 3). 

  

Folate was also set as a dichotomous variable, with women being either 

deficient (<10nmol/L) or sufficient (>10nmol/L). Compared to women who were 

folate deficient, folate sufficient women had lower concentrations of IL-10 (p=0.0151). 

These results were reflected by cytokine ratios which included IL-10. We observed that 

women with sufficient folate status had higher concentrations of IFN-γ:IL-10 

(p=0.0190), TNF-α:IL-10 (p= 0.0003), and IL-17:IL-10 (p=0.0024) compared to folate 

insufficient women. Furthermore, the cytokine ratio TNF-α:IL-13 (p=0.029) was 

increased in folate sufficient groups, suggesting folate sufficiency is increasing TNF-α 

and decreasing IL-13 (Table 4).  

 

With the exception of vitamin A, vitamin status in our population of pregnant 

women was observed to have an impact on cytokine concentrations and ratios. TNF- α 

was the only cytokine to have been modulated by two nutrients (vitamin D and B12), 

with other cytokines and ratios being affected by only one vitamin.  
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MULTIPLE LINEAR REGRESSION MODELS 

 

FACTORS ASSOCIATED WITH CORTISOL 

 

In our final multiple regression model we were able to predict 43.5% of the 

variability of cortisol (Table 5a) with the strongest mediators of cortisol being 

cytokines. A variety of cytokines entered the model, including anti-inflammatory 

cytokines IL-4 and IL-13 which had opposing effects on cortisol, with IL-4 negatively 

predicting cortisol and IL-13 positively predicting cortisol. Similarly, pro-

inflammatory chemokine MCP-1 positively predicted cortisol, while pro-inflammatory 

cytokine IL-6 negatively predicted cortisol. The only infection to enter the final 

cortisol model was severity of dental caries, which was positive predictor, and the only 

vitamin to enter the model was vitamin D as a negative predictor.   

 

Factors affecting cortisol via mediation of IL-4, IL-6, IL-13 and MCP-1 were 

explored. The regression model for IL-4 (Table 5b) predicted 11.5% of the variability 

and included respiratory, gonococcal infection and scabies as positive predictors. In 

contrast severity of vaginosis was a negative predictor. 

 

Our linear regression model predicted 8.67% of the variability for IL-6 (Table 

5c). Vitamin B12 was a strong positive predictor for IL-6. Vaginosis was the only 

infection to appear and was a negative predictor of IL-6. 

  

The regression model for IL-13 included only vitamin B12 as positive 

predictor, and accounted for 12.30% of the variability (Table 5c).  

 

Regression model for MCP-1 predicted 7.55% of the variability with the 

negative predictors being wood smoke exposure and severity of trichomoniasis 

infection (Table 5e). No vitamins entered this model. 
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FACTORS ASSOCIATED WITH IGF-1  

 

In a multiple regression model of IGF-1 (Table 6a) we were able to predict 

19.84% of the variability. After controlling for trimester, positive predictors of IGF-1 

included cortisol and vitamin A. Severity of vaginosis infection was the only infection 

to enter this model and was a negative predictor. No cytokines significantly entered the 

model for IGF-1. 

 

FACTORS ASSOCIATED WITH FUNDAL HEIGHT  

 

Multiple regression models predicted 81.23% of the variability for fundal 

height, explained primarily by gestational age, maternal weight and height (Table 7a). 

Vitamin D was a negative predictor and no other vitamins or infections entered this 

model. IL-10 was the only significant cytokine that entered and was a negative 

predictor of fundal height. 

 

To better illustrate our findings, we have provided a diagram with all the 

interactions between vitamins, infections and cytokines with cortisol, IGF-1 and fundal 

height. 
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Figure 2 Overview of results 

  

Diagrammatic representation of our regression models for the major outcome variables 

cortisol, IGF-1 and fundal height, shown in grey. Interactions are shown between vitamins 

(purple) and infections (green) on our pathway as well as cytokines (pink). Positive 

associations are represented by solid green lines, and negative associations are represented by 

red dotted lines.  
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DISCUSSION 

 

This study allowed us to consider the mechanisms by which multiple 

micronutrient deficiencies as well as multiple infections impact fetal growth of 

pregnant women living in abject poverty. Despite the growing body of literature 

implicating both infections and micronutrient deficiencies with adverse growth 

outcomes (Brotman 2011; Haider, Yakoob, et al. 2011; Shub et al. 2006) these factors 

are often studied in isolation of one another. In reality, micronutrient deficiencies and 

multiple infections often exist concurrently, as we found in our population of pregnant 

Ngäbe-Buglé women (Gonzalez-Fernandez, 2012). Therefore, there exists a need to 

study concurrent infections and nutrient deficiencies to fully elucidate the full effects 

on growth outcomes, especially during gestation. To the best of our knowledge, no 

other studies have previously examined the impacts of both micronutrient deficiencies 

and multiple infections on fundal height in women living in rural developing regions of 

the world. A major strength of our study was the large selection of variables including 

infections, cytokines/chemokines, hormones as well as physical and nutritional indices 

all of which allowed us to adequately conduct our research while taking necessary 

controls.  

 

For our research, we hypothesized that maternal cortisol and pro-inflammatory 

cytokines would lead to a decrease in maternal IGF-1, which would cause low fundal 

height, and that maternal vitamin deficiency and infections would increase pro-

inflammatory cytokines and cortisol, and decrease fundal height. We began our 

analysis with an examination between vitamins and cytokines only and observed that 

vitamin A did not appear in any of our analysis as a modulator of cytokines or cytokine 

ratios and furthermore vitamin D and folate were both observed to increase pro-

inflammatory cytokines. A potentially novel role for vitamin B12 emerged, as it was 

observed to increase cytokine concentrations regardless of T helper subset, in both our 

t-test analysis and our regression models.  
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 From our regression models we observed that cortisol increased maternal IGF-

1 which lead to increased fundal height, and that there was no impact of pro-

inflammatory cytokines on IGF-1. None of the eight infections measured in this study 

were directly associated with fundal height. Moreover, of the four vitamins, only 

vitamin D entered as a predictor of fundal height and it was negatively associated. In 

addition, we observed that vitamins and infections had varying impact on the cortisol–

IGF-1–fundal height pathway. Whereas dental caries increased cortisol, vitamin D 

lowered concentrations of cortisol. Bacterial vaginosis decreased concentrations of 

IGF-1, whereas vitamin A increased concentrations of IGF-1. Our pathway was also 

impacted by a series of cytokines, which were in turn were predicted by both vitamin 

B12 and infections. The only cytokine to impact fundal height was T regulatory 

cytokine IL-10. Furthermore cytokines IL-4 and IL-6 decreased cortisol while IL-13 

and MCP-1 increased cortisol. In our regression models, vitamin B12 was the only 

vitamin to impact cytokines, and was observed with increased concentrations of IL-6, 

IL-10 and IL-13.  Bacterial vaginosis was observed to decrease cytokines IL-4 and IL-

6, and IL-4 was increased by respiratory, gonococcal and scabies infections. Lastly, 

trichomoniasis infection was observed to increase concentrations of IL-10 and decrease 

concentrations of MCP-1.   

 

MATERNAL CORTISOL AND IGF-1 

 

Our observation that cortisol was associated with an increase in IGF-1 

concentrations was contrary to our hypothesis as cortisol has been previously observed 

to decrease concentrations of IGF-1 (Fowden et al. 2009; Giustina et al. 1990; 

Hochberg 2002). The disparity between results may be because the majority of studies 

examining the effects of GC and growth faltering have looked at GC at 

supraphysiological concentrations as part of therapies for lupus, irritable bowel 

syndrome, or other inflammatory diseases (Jensen et al. 2010). Furthermore, it has 

been reported that short-term administration of GC stimulates GH and IGF-1 

concentrations (Veldhuis et al. 1992), whereas long-term high-dose GC therapy 

reduces concentrations of both of these hormones, suggesting that the relationship 
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between GC and IGF-1 is dependent not only on dosage of GC, but also on duration of 

exposure. Recent studies in ewes investigating the relationship between cortisol and 

IGF-1, have demonstrated that the pregnancy-associated elevation in maternal cortisol 

was necessary for fetal development (Jensen et al. 2002, 2003) and when increases of 

cortisol concentrations were blocked, growth restriction occurred (Jensen et al. 2005). 

Furthermore the same researchers observed that in experimentally adrenalectomised 

ewes given low dosages of cortisol, there was a lower concentration of fetal IGF-I 

when compared with ewes in the control group (Jensen et al. 2011). Therefore, long-

term mega doses of steroids, although necessary for amelioration of inflammatory 

pathologies, may not accurately reflect the naturally occurring physiological 

relationship between cortisol and IGF-1 during pregnancy, and caution should be used 

when extrapolating results from these studies. 

 

Maternal IGF-1 is a hormone necessary for proper growth and development of 

the fetus during pregnancy (Akman et al. 2006; Chiesa et al. 2008; Holmes et al. 1997; 

Larsen et al. 1996; Sifakis et al. 2012). Although it appeared in our model for fundal 

height, it was not a significant predictor, and was only significant via t-test analysis 

showing that individuals with lower concentrations of IGF-1 had significantly lower 

fundal height.  Our inability to capture an association suggests that there may have also 

been other variables which were responsible for predicting fundal height, one of which 

being IGF-2. Whereas IGF-1 is necessary for fetal growth in later gestation, IGF-2 is 

primary in aiding embryonic growth and diminishes significantly after parturition 

(Chiesa et al. 2008; Glasscock et al. 1992). Therefore it is possible that IGF-2 may also 

be aiding to fetal growth, however our limitation to measure this hormone prevents us 

from verifying this at the present time.  

 

THE IMPACT OF INFECTIONS ON THE CORTISOL-IGF-1-FUNDAL HEIGHT PATHWAY 

 

In our study on pregnant women, infections had varying impacts on the 

cortisol-IGF-1-fundal height pathway both directly and through cytokines. Dental 

caries were associated with increased concentrations of cortisol while BV infection 
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was associated with decreased concentrations of IGF-1, IL-6 and IL-4. Respiratory, 

scabies and gonococcal infections increased concentrations of IL-4 while 

trichomoniasis increased IL-10 while decreasing MCP-1. None of the eight infections 

included in this study appeared in our model for fundal height.  

 

Dental caries is an infectious disease where organic acids, produced by 

bacterial fermentation of dietary carbohydrates, erode the mineralization of teeth 

(Selwitz et al. 2007). In our study, the severity of dental caries infection increased 

concentrations of maternal cortisol, which has been supported by a number of studies 

in children (Boyce et al. 2010; Rai et al. 2010; Shub et al. 2006) and to our knowledge 

has not been previously demonstrated in pregnant women. Through this mechanism of 

increasing concentrations of cortisol, in our study, dental caries was associated with 

improved fundal height. 

 

Bacterial vaginosis is an infection which occurs when the normal lactobacillus-

predominant flora of the vaginal tract is replaced with the harmful anaerobic bacteria 

Mycoplasma hominis or Gardnerella vaginalis, and in our study was associated with 

decreased concentrations of IGF-1, and thus decreasing fundal height. Previous 

literature has observed an association between LBW of offspring from mothers with 

bacterial vaginosis infections (Hillier et al. 1995; Svare et al. 2006), however no 

studies have examined the relationship between BV on concentrations of IGF-1 

specifically. In our study BV was also observed to decrease cytokines IL-4 and IL-6, 

cytokines which were observed to decrease cortisol and through this mechanism BV 

was observed to increase fundal height, therefore making the impact of this infection 

on fundal height inconclusive. Our finding that IL-4 was decreased by BV is supported 

by one study (Fan et al. 2008); however BV decreasing IL-6 is counter to what we had 

expected and what is found in the literature (Friese 2003).  

 

In our study, respiratory, scabies and gonococcal infections were negatively 

impacting growth by increasing concentrations of IL-4, which was decreasing 

concentrations of cortisol. All of these infections, except for scabies, have been 
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observed with adverse pregnancy out comes ranging from pre-term births (respiratory) 

(Banhidy et al. 2008) to ectopic pregnancy (gonococcal) (Walker et al. 2011), although 

no mechanism has been provided for either. Research regarding these infections and 

IL-4 is limited; presence of scabies infection in mice have shown elevated levels of IL-

4 (Lalli et al. 2004), however no literature is available to the best of our 

knowledge regarding the relationship between diplococcal or RTI and IL-4.  

 

As previously mentioned no infections emerged in the final multiple regression 

model of fundal height, however through further investigation a relationship did 

emerge between infection and fundal height via cytokine IL-10. In our study elevated 

concentrations of IL-10 were observed to have a negative impact on fundal height. 

This finding was surprising given the numerous studies linking the occurrence of 

healthy pregnancies with higher concentrations of IL-10 (Denney et al. 2011) with 

some authors arguing it is one of the most crucial cytokines for ensuring a healthy 

pregnancy (Szarka et al. 2010). However, in the context of infection, increase in IL-10 

concentrations are not necessarily indicative of a healthy pregnancy as further analysis 

revealed that trichomoniasis infection was associated with an increase of IL-10. 

Trichomoniasis is a sexually transmitted infection caused by the parasite Trichomonas 

vaginalis that infects the uterus and vaginal (Schwebke et al. 2004) and has been 

previously associated with preterm birth and low birth weight infants (Gulmezoglu et 

al. 2011). Although there are no previous studies examining the relationship between 

trichomoniasis and IL-10, one study has observed an increase in IL-10 during an 

infection with Plasmodium vivax, another protozoal parasite (Jangpatarapongsa et al. 

2008). Therefore it is conceivable that the negative relationship we observed between 

IL-10 and fundal height was due to elevation of this cytokine in response to 

trichomoniasis infection. 

  

THE IMPACT OF VITAMIN A AND D ON THE CORTISOL-IGF-1-FUNDAL HEIGHT PATHWAY 

 

Vitamin A and D are fat soluble vitamins necessary for proper growth and 

development and deficiencies have been linked with poor growth outcomes such as 
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low birth length, LBW and SGA (Leffelaar et al. 2010; Morley et al. 2006; Thacher et 

al. 2011; Tielsch et al. 2008) suggesting that these vitamins could also have an impact 

on in utero growth. Although in our analysis vitamin A was not associated with 

impacting cytokines or cytokine ratios, vitamin D was observed to increase 

concentrations of pro-inflammatory cytokine TNF-α. From our regression analysis we 

observed that higher IGF-1 concentrations were associated with higher vitamin A 

concentrations, and that better fetal growth was associated with lower vitamin D 

concentrations.  

 

Our finding that vitamin A is associated with increased concentrations of IGF-1 

is supported by numerous animal studies (Bartlett et al. 1990; Fu et al. 2001; Holmes et 

al. 2002; Oka et al. 2004) and one human study (Holmes et al 2002). However a 

mechanism by which vitamin A is exerting this effect on IGF-1 has not been provided 

and requires further investigation. Although we were able to detect a positive 

relationship between vitamin A and IGF-1, we were not able to detect significant 

relationships between vitamin A and cytokines. Vitamin A and related compounds 

have been found to be potent modifiers of both Th1 and Th2 responses with 

deficiencies upregulating pro-inflammatory Th1 cytokines (Carman et al. 1991; Cui et 

al. 2000; Ikeda et al. 1994; Wiedermann et al. 1996; Wiedermann et al. 1993). For this 

reason we expected deficiencies in vitamin A to increase pro-inflammatory cytokines, 

however we observed no such relationship throughout our analysis. This phenomenon 

may possibly be explained by the limited number of deficient women in our population 

limiting our statistical power to observe a difference as many were receiving vitamin A 

supplementation. 

 

Our findings that higher vitamin D concentrations were associated with 

impaired fetal growth was counter to what we had expected given the important role of 

vitamin D in the growth and development of bone and calcium homeostasis (Thacher 

et al. 2011). However, within the context of multiple infections during pregnancy it is 

possible that lower vitamin D concentrations are having a protective effect via 
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decreases of pro-inflammatory cytokines and infection burden, meanwhile increasing 

concentrations of cortisol. 

 

In our study we observed that vitamin D deficient pregnant women had 

significantly lower concentrations of TNF-α compared to women who were classified 

as having marginal vitamin D status, by non-parametric ANOVA. TNF-α is a cytokine 

previously observed to decrease longitudinal growth in rats by inhibiting bone growth 

(Mårtensson et al. 2004). However, our finding is counter to the majority of literature 

showing vitamin D as a nutrient that decreases pro-inflammatory cytokines (Khoo et 

al. 2011; Thota et al. 2013; Wintergerst et al. 2007). However, in a recent study during 

pregnancy, vitamin D concentrations were positively correlated with another pro-

inflammatory cytokine, IFN-γ (Chi et al. 2011). Taken together, these results suggest 

that the effects of vitamin D on the development of cytokine responses in utero may 

differ from the postnatal environment (Chi et al. 2011). Therefore during pregnancy 

vitamin D deficiency may have a protective effect on fetal growth by downregulating 

pro-inflammatory cytokines, in our case TNF- α. However, neither TNF- α, nor any 

other pro-inflammatory cytokines appeared in our model as significant a predictor of 

fundal height so this theory is strictly speculative. 

 

Another mechanism by which vitamin D may be negatively impacting fundal 

height is by increasing infection burden. Indeed, in our population it was previously 

observed that there was a greater incidence of trichomoniasis and candidiasis in 

women with higher serum concentrations of vitamin D (Gonzalez-Fernandez 2012). 

Furthermore, vitamin D concentration has been observed to increase risk of eczema, a 

common skin inflammatory condition (Gale et al. 2008); as well as increasing host 

susceptibility to Citrobacter rodentium, an enteric bacterial pathogen responsible for 

causing intestinal inflammation via suppression of mucosal Th17 responses 

(Christakos 2012). Therefore, it is conceivable that within the context of multiple 

infections, lower vitamin D concentration is protective for fetal growth due to higher 

levels being associated with increases of infection burden.  
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Due to the finding that increased cortisol was beneficial for fundal height, via 

increased concentrations of IGF-1, vitamin D decreasing cortisol presented another 

mechanism by which vitamin D could be having a negative impact on fundal height. In 

the literature an inverse relationship has been observed between the administration of 

GC on vitamin D concentrations (Searing et al. 2010; Toloza et al. 2010); however the 

administration of vitamin D not been observed to lower GC concentrations, but rather 

be protective against their deleterious effects. In a rat study administration of 

dexamethasone, a synthetic analogue of cortisol, inhibited IGF-1 production by 

osteoblast-like cells. However when combined with vitamin D this inhibitory effect 

was diminished suggesting a protective effect of vitamin D on IGF-1 synthesis (Chen 

et al. 1991). Furthermore, other studies have observed that supplementation of vitamin 

D was protective for rats against the effects of GC excess on cardiovascular responses. 

Rats with vitamin D supplementation had better systolic, diastolic and mean arterial 

blood pressures and heart rate compared to control or rats only receiving 

dexamethasone (Ahmed 2013). In a cohort of asthmatic boys aged 5-12 years, vitamin 

D was protective against the demineralizing effects of glucocorticoids and those with 

higher amounts of vitamin D had better bone mineral accretion (Tse et al. 2012). 

Although there is evidence that vitamin D plays a protective role against the 

deleterious effects of GCs, further research is required to elucidate whether this 

phenomenon is occurring due to a direct inhibition of GCs or by another mechanism 

occurring downstream of production.   

 

THE IMPACT OF FOLATE AND VITAMIN B12 ON CYTOKINES 

 

The relationship between vitamins and cytokines were tested in our study by 

two separate statistical methods. The first being comparing means of cytokines and 

cytokine ratios in vitamin sufficient versus deficient populations (or sufficient, 

marginal or deficient in the case of vitamin A and D). The second was by entering 

vitamins into our regression models for cytokines. Through this we observed that 

vitamins D, B12 and folate impacted means of cytokines and cytokine ratios, and that 
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vitamin B12 was the only vitamin to significantly predict cytokines in our regression 

models. 

 

In our study folate sufficient women had increased concentrations of pro-

inflammatory cytokines compared to folate deficient women. We observed lower 

concentrations of IL-10, further supported by the Th1:Th2 cytokine ratios (IFN-γ:IL-

10, TNF-α:IL-10, and  IL-17:IL-10), which were higher in folate sufficient women.  

Furthermore, the cytokine ratio TNF-α:IL-13 was increased in folate sufficient groups, 

suggesting folate was increasing TNF-α and decreasing IL-13. Studies regarding the 

impact of folate status on cytokines are limited however a relatively new study has 

investigated the relationship between cytokines and folate status in pregnant women 

(Simhan et al. 2011). These researchers grouped pro-inflammatory cytokines (IL-1β, 

IL-6, IL-8, MCP-1) and anti-inflammatory cytokines (IL-4, IL-10, IL-13) using factor 

analysis in pregnant women (n=417) at <16 weeks gestation. Although the study does 

not provide information on specific cytokines, the general trend was that anti-

inflammatory cytokines were decreased with increased concentrations of folate, 

contrary to what our findings suggest. However, our research is focused only on the 2
nd

 

and 3
rd

 trimester which research which is immunologically distinct from the first 1
st
 

trimester when this study was conducted.  Although folate was observed with 

decreased concentrations of IL-10, suggesting that folate may be protective for fetal 

growth, we are not able to make this assumption because folate was not a significant 

predictor in our regression models.  

 

Unlike folate which we observed to increase pro-inflammatory cytokines, 

vitamin B12 was observed to increase cytokines from both T-helper subsets, including 

IL-6, IL-10, IL-13, IFN-γ and TNF-α. Previous literature has indicated an impact of 

vitamin B12 on cellular immunity although with regards to T cell lymphocyte 

populations and not cytokines. In two separate studies, it was observed that individuals 

with B12 deficiency had depressed natural killer cell functioning and decreased 

number of both CD4+ and CD8+ lymphocytes. Furthermore, there was a smaller 

proportion of CD8
+
 compared to CD4+ cells resulting in an abnormally high 



63 

 

CD4+/CD8+ ratio when compared to healthy controls (Erkurt, Aydogdu, Dikilitas, 

Kuku, Kaya et al., 2008; J. Tamura, Kubota, Murakami, Sawamura, Matsushima et al., 

1999). Therefore it is possible that through these increases of T helper cell populations, 

concentrations of cytokines are also increasing. In addition our observation may be 

explained by the integral role of vitamin B12 in cellular replication (Bohnsack et al. 

2004), however as our results our novel the mechanism of how this phenomenon is 

occurring is only speculative and requires further investigation. 

 

In conclusion, our findings suggest that both folate and vitamin B12 have 

impacts on cellular immunity which may not have been previously considered. This is 

especially important for marginalized women living in low income countries whose 

intakes of these vitamins are low (Willams 2012). 

 

UNIQUE IMPACTS OF INFECTIONS AND VITAMINS ON CYTOKINES 

 

The majority of literature regarding the relationship between cytokines and 

their effect on growth, suggest a strong dichotomy between pro- and anti-inflammatory 

cytokines (whether it be from the Th1, Th2, Th17 or Treg subsets) and that pro-

inflammatory cytokines negatively impact growth (MacRae, Farquharson, et al. 2006; 

Mårtensson et al. 2004). We created cytokine ratios to help determine if vitamin status 

was impacting the Th1:Th2 ratio, however the only vitamin-related difference was 

seen between folate deficient and sufficient mothers and folate did not enter our 

models for cortisol–IGF-1–fundal height pathway. Furthermore, we found that both 

pro- and anti-inflammatory cytokines were implicated for both increases and decreases 

of fundal height. For example, although Th2 cytokines IL-4 and IL-13 are considered 

to have redundant physiological effects (Mosmann et al. 1996), they had opposing 

interactions on cortisol, with IL-4 decreasing and IL-13 increasing cortisol. Similarly 

pro-inflammatory cytokine IL-6 and chemokine MCP-1 had contrasting effects on 

cortisol with IL-6 decreasing and MCP-1 increasing cortisol. Furthermore the only 

cytokine that emerged in our model for fundal height was the T regulatory cytokine IL-

10, and was observed to be negatively predicting fundal height. Therefore in our study 
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there was no predominant indication that a pro- or anti- inflammatory immune 

response was responsible for impaired fetal growth. 

 

However, the differences in cytokine behaviours may be explained by variables 

which impacted them. For example, IL-6 concentrations were increased by vitamin 

B12, but IL-6 was decreased BV. IL-4 concentrations were increased by respiratory 

tract, scabies and gonococcal infection, but IL-4 was decreased by BV. Trichomoniasis 

was observed to increase concentrations of IL-10, however decrease concentrations of 

MCP-1. In light of these results, we conclude that the importance of the cytokine 

milieu during pregnancy needs further investigation and that the established paradigm 

of pro- versus anti-inflammatory responses may be an inadequate description of the 

immune response during pregnancy, especially in the context of multiple infections 

and vitamin deficiencies which are uniquely impacting these cytokines.  

 

LIMITATIONS 

Several limitations of our study pertained to the measurement biochemical 

indices which would have further provided us with insight into the impacts of vitamin 

deficiencies and infections on fetal growth. At the time of the study we were not able 

to measure IGF-2 vitamin D3 (1,25(OH)2D) because the assays had not been 

developed yet by the company whose machinery we were using. Analysis of vitamin 

D3 would be beneficial as it is the active metabolite that interacts with cytokines 

(Khoo et al. 2011) and would have provided a more in depth look at the 

immunomodulatory effect of vitamin D in our study. Furthermore, we did not measure 

homocysteine, a sensitive indicator of vitamin B12 and folate status, which has 

previously been observed to be associated with adverse birth outcomes like LBW and 

pre-eclampsia. Another limitation was that few of the women were folate and vitamin 

A deficient as they had received supplementation both of these nutrients. Although this 

has a positive impact on maternal health, it decreased our ability to adequately test for 

effects of deficiency of these vitamins on fetal growth. Lastly, the majority of pregnant 

women in our study were infected with multiple infections limiting our ability to 

differentiate the effects of particular infections on maternal health and fetal growth.  
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CONCLUSION 

 

Through our research we examined the impact of multiple micronutrient 

deficiencies as well as multiple infections on fetal growth in pregnant Ngäbe-Buglé 

women. In examining the relationship between vitamins and cytokines we obtained 

results which were counter to what we had expected. First of all, vitamin A did not 

appear in any of our analysis as a modulator of cytokines and secondly, vitamin D and 

folate were both observed to increase pro-inflammatory cytokines. Lastly, we did not 

expect vitamin B12 to have any impact on cytokines however in our study it was 

consistently associated with increased concentrations. 

 

Through our work, we observed a complex network of interactions occurring 

between the cortisol–IGF-1–fundal height pathway and cytokines, vitamins 

deficiencies and infections. Counter to what we had anticipated, cortisol was observed 

to be increasing fetal growth by increasing concentrations of IGF-1. Although IGF-1 

was not significant in our model for fundal height, it was significant through t-test 

analysis. We observed that higher vitamin D concentrations were negatively associated 

with fundal height via decreases in both fundal height directly, and through decreased 

concentrations of cortisol. Higher vitamin A concentrations were associated with 

higher concentrations of IGF-1, and vitamin B12 was observed to increase a variety of 

cytokines. Folate did not enter into any of the final regression models as a significant 

predictor.  

 

None of the eight infections included in this study were observed in our model 

for fundal height however were observed to have impacts on cytokines, cortisol and 

IGF-1. What is perhaps the most interesting finding is the range of types on infections 

that impacted on growth including skin, respiratory, dental and urogenital infections, 

suggesting that any infection burden has the potential to negatively impact growth. We 

anticipated that an increase in pro-inflammatory cytokines would negatively impact 

fundal height, instead we found that cytokines from both the pro- and anti-

inflammatory subsets were implicated in both the increase and decrease of fundal 
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height via the cortisol–IGF-1–fundal height pathway. This phenomenon may be 

explained by the presence of multiple vitamins and infections which were observed to 

have unique impacts on cytokines, therefore influencing our pathway and fundal 

height.  

 

To conclude, our findings demonstrate the importance of examining 

environmental influences on maternal health in all their complexity, especially in the 

developing world, where individuals are often burdened with multiple infections and 

nutrient deficiencies. A network of complex interactions are occurring between 

infections, nutrients, hormones and the immune system and therefore research 

examining only one aspect will undoubtedly arrive at only a partial understanding of 

the mechanisms which impact fetal growth. 
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Table 1: Maternal cytokines (pg/mL) and ratios according to deficient, marginal or sufficient 

Vitamin A status in 2
nd

 and 3
rd

 trimester (n=183). 
 Vitamin A 

 
Maternal 

Cytokines 

Deficient 

<0.7µmol/L 

Marginal 

0.7µmol/L-

1.05µmol/L 

Sufficient 

>1.05µmol/L 

N=  12 67 104 
IL-1β 3.2 ±1.1 5.9 ± 1.5 5.6 ± 0.7 
IL-4 19.7 ± 7.2 19.1 ±  3.2 17.0 ± 2.2 
IL-6 10.6 ± 3.6 10.6 ± 2.3 9.3 ±1.3 
IL-10 5.6 ±2.2 3.6 ± 0.9 4.6 ± 0.7 
IL-12p40 10.7 ± 4.2 19.1 ± 5.9 14.9 ± 2.0 
IL-13 4.9 ± 1.4 5.0 ± 1.0 4.1 ±0.6 
IL-17 6.0 ±2.3 7.7 ± 1.5 6.5 ± 0.8 
IFN-γ 6.5 ± 1.8 7.5 ± 1.0 8.2  ± 0.8 
TNF-α 8.6 ± 2.5 8.6 ± 1.2 9.2  ± 1.1 
MCP-1 190.6 ± 35.5 201.4 ± 15.6 208.1 ± 11.1 
IFN-γ:IL-4   1.2 ± 0.7 19.3 ± 9.5 25.1 ± 13.2 
IFN-γ:IL-6       1.6 ±0.5 4.4 ± 1.3 4.1 ± 0.8 
IFN-γ:IL-10        32.4 ± 22.0 80.4 ± 31.4 215.9 ± 101.7 
IFN-γ:IL-13      10.1 ± 6.5 16.6 ± 5.3 22.8 ± 4.9 
TNF-α:IL-4       2.0 ± 1.8 6.9 ± 4.8 8.0 ± 2.8 
TNF-α:IL-6       2.0 ± 1.2 2.7 ± 0.8 4.2 ± 1.0 
TNF-α:IL-10      34.2 ±16.6 36.2 ± 8.7 48.9 ±  9.5 
TNF-α:IL-13      11.2 ± 10.1 25.1 ± 7.2 31.7 ± 5.9 
IL-17:IL-10 6.0 ± 2.9 82.5 ± 35.7 141.2 ± 70.6 
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Table 2: Maternal cytokines (pg/mL) and ratios according to deficient, marginal or sufficient 

Vitamin D status in 2
nd

 and 3
rd

 trimester (n=184). 
 Vitamin D 

 
Maternal 

Cytokines 

Deficient 

<25nmol/L  

Marginal 

25nmol/L-50nmol/L 

Sufficient 

>50nmol/L  

N=  14 104 66 
IL-1β 1.5 ± 0.6 6.7 ± 1.1 4.8 ± 0.6 
IL-4 9.6 ± 3.0 18.2 ±2.6 19.3 ± 2.6 
IL-6 3.8 ± 2.1 12.1 ±1.8 7.5 ± 1.3 
IL-10 5.5 ± 3.1 4.4 ± 0.8 3.8 ± 0.7 
IL-12p40 5.6 ± 3.7 20.2 ± 4.1 11.9 ± 1.9 
IL-13 1.4 ±0.5 5.0 ± 0.8 4.4 ± 0.7 
IL-17 4.2 ±1.9 7.8 ± 1.1 6.0 ± 0.8 
IFN-γ 2.5 ±1.2 8.9 ± 0.9 7.2 ± 0.8 
TNF-α 

(Median) 
6.0 ±2.1

 

a
(0.029) 

9.4 ± 1.0
 

b
(0.8) 

8.9 ± 1.4
 

ab
(0.79) 

MCP-1 197.7 ±33.4 206.7 ± 11.1 202.3 ± 15.7 
IFN-γ:IL-4   34.6 ±30.6 26.2 ±13.7 11.2 ± 5.2 
IFN-γ:IL-6       6.2 ±3.2 3.4 ± 0.8 4.6 ± 1.2 
IFN-γ:IL-10        14.5 ±12.1 168.7 ± 96.8 162.3 ± 63.6 
IFN-γ:IL-13      14.6 ±5.9 22.6 ± 5.4 17.2 ± 3.9 
TNF-α:IL-4       24.2 ±23.0 6.2 ± 2.6 5.2 ± 1.9 
TNF-α:IL-6       1.7 ±0.8 3.4 ± 0.8 4.1 ± 1.2 
TNF-α:IL-10      3.4 ±2.7 46.0 ± 8.7 49.0 ± 11.1 
TNF-α:IL-13      8.8 ±7.3 32.9 ± 5.9 25.7 ±7.4 
IL-17:IL-10 3.9 ±3.2 109.7 ± 67.9 139.4 ± 50.0 

* Kruskal-Wallis non-parametric ANOVA 
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Table 3: Maternal cytokines (pg/mL) and ratios according to deficient, marginal or sufficient 

Vitamin B12 status in 2
nd

 and 3
rd

 trimester (n=184). 

 

 Vitamin B12 

 
Maternal  

Cytokines 

Deficient 

<150pmol/L 

Sufficient 

> 150pmol/L 

N=  21 163 
IL-1β 5.3 ±0.7 8.2 ± 1.7 
IL-4 16.6 ±1.7 25.8 ± 7.0 
IL-6 

(Median) 
9.0 ±1.2 

a
(1.6) 

16.2 ± 3.8 
b
(11.9) 

IL-10 3.8 ± 0.5 7.9 ± 2.6 
IL-12p40 13.8 ± 2.4 34.2 ±10.4 
IL-13 3.9 ± 0.4 9.1 ± 2.8 
IL-17 6.2 ± 0.6 12.5 ± 3.5 
IFN-γ 

(Median) 
7.2 ± 0.6 

a
(6.14)  

13.0 ± 2.4 
b
(14.0) 

TNF-α 

(Median) 
8.2 ± 0.8 

a
(3.45) 

14.3 ± 3.1 
b
(8.0) 

MCP-1 200.1 ± 9.2 238.1 ± 27.4 
IFN-γ:IL-4   23.3 ± 9.3 7.9 ± 4.2 
IFN-γ:IL-6       4.3 ± 0.7 1.8 ± 0.4 
IFN-γ:IL-10        153.3 ± 64.3 164.5 ± 140.9 
IFN-γ:IL-13      19.0 ± 3.5 27.9 ± 12.3 
TNF-α:IL-4       7.9 ± 2.7 1.8 ± 0.9 
TNF-α:IL-6       3.8 ± 0.7 1.6 ± 0.7 
TNF-α:IL-10      44.7 ± 6.9 37.0 ±16.7 
TNF-α:IL-13      27.5 ± 4.5 35.7 ± 15.8 
IL-17:IL-10 114.9 ± 47.0 92.4 ± 61.2 
*Wilcoxon rank sum test for non-parametric t-test  
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Table 4: Maternal cytokines (pg/mL) and ratios according to deficient, marginal or sufficient 

folate status in 2
nd

 and 3
rd

 trimester (n=183). 
 Folate 

 
Maternal  

Cytokines 

Deficient  

<10nmol/L 

Sufficient 

>10nmol/L 

N=  47 136 
IL-1β 7.8 ± 2.3 4.9 ± 0.5 
IL-4 13.3 ± 3.1 19.6 ±  2.0 
IL-6 8.2 ± 1.8 10.4 ± 1.4 
IL-10 

(Median) 
5.3 ±  1.1 

b
(1.8) 

3.9 ± 0.6 
a
(0.72) 

IL-12p40 15.3 ± 3.0 16.4 ± 3.1 
IL-13 5.0 ± 0.9 4.3 ± 0.6 
IL-17 8.1 ± 1.6 6.5± 0.8 
IFN-γ 7.2 ± 1.3 8.1 ±0.7 
TNF-α 10.3 ±2.1 8.4 ±0.8 
MCP-1 194.3 ± 17.2 207.9 ± 10.2 
IFN-γ:IL-4   12.6 ± 6.4 24.5 ± 10.9 
IFN-γ:IL-6       2.4 ± 0.4 4.6 ± 0.9 
IFN-γ:IL-10 

(Median)        
108.1 ± 75.3 

a
(1.6) 

170.7 ±75.1 
b
(2.6) 

IFN-γ:IL-13      14.8 ± 4.1 21.9 ± 4.4 
TNF-α:IL-4       5.7 ± 2.0 7.7 ±3.1 
TNF-α:IL-6       1.7 ± 0.7 4.2 ±0.8 
TNF-α:IL-10 

(Median)      
21.4 ± 10.6 

a
(1.3) 

51.6 ±7.7 
b
(3.3) 

TNF-α:IL-13 

(Median)      
11.9 ± 5.9 

a
(0.9) 

34.2 ± 5.4 
b
(1.6) 

IL-17:IL-10 

(Median) 
108.7 ± 59.5 

a
(0.93) 

113.6 ± 53.0 
b
(2.6) 

 *Wilcoxon rank sum test 
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Table 5: Predictors of maternal cortisol (a) and related cytokines (b-e) during 2
nd

 and 

3
rd

 trimester of pregnancy (multiple linear regression n=182, n=184). 

a) Predictors maternal cortisol (n=182) 

Variable Partial R-

Square 

β ± SE p-value 

Trimester, 2
nd

 or 3
rd

   

Serum 25(OH)D, nmol/L x10
3
 

Serum retinol, µmol/L x10
2 

Severity of dental caries 0,1,2 

IL-4, pg/mL 

IL-6, pg/mL 

IL-13, pg/mL 

MCP-1, pg/mL
 

0.108 

0.022 

0.018 

0.078 

0.058 

0.022 

0.063 

0.082 

0.24 

-0.18 

0.11 

0.20 

-0.27 

-0.24 

0.31 

0.29 

± 

± 

± 

± 

± 

± 

± 

± 

6.14 

0.18 

7.09 

5.27 

0.13 

0.19 

0.44 

0.02 

0.0003 

0.0027 

0.0607 

0.0009 

<.0001 

<.0001 

<.0001 

<.0001 

 

Model R-squared 

Model p-value 

 0.435 

<0.001 

   

Controlled for by: maternal height, maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15:  Wood smoke exposure (hours per day), severity 

of Trichomoniasis infection, presence of scabies infection, presence of respiratory tract infection, presence of 

urinary tract infection, severity of vaginal candidiasis, severity of vaginosis, presence of gonococcal infection, 

cortisol, CRP, IL-1β, IL-10, IL-12, IL-17, TNF-α, IFN-γ, Folate, Vitamin B12 

 

b) Predictors of maternal IL-4 (n=184) 

Variable Partial R-

Square 

 

β ± SE p-value 

Presence of respiratory infection  0=no, 1=yes 

Presence of gonococcal infection 0=no, 1=yes 

Presence of scabies  0=no, 1=yes 

Severity of vaginosis 0,1,2,3,4 

0.036 

0.028 

0.041 

0.019 

0.18 

0.17 

0.17 

-0.14 

± 

± 

± 

± 

7.00 

5.97 

4.68 

1.33 

0.0096 

0.0179 

0.0188 

0.0478 

Model R-squared 

Model p-value 

  0.115 

0.0002 

   

Controlled for by: maternal height, maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15:  Wood smoke exposure (hours per day), severity 

of Trichomoniasis infection,  severity of dental caries, severity of vaginal candidiasis  presence of urinary tract 

infection, CRP, Folate, Vitamin B12 

 

 c) Predictors of maternal IL-6  (n=182) 

Variable Partial R-

Square 

β ± SE p-value 

Serum folate, nmol/L 

Serum vitamin B12, pmol/L 

Severity of vaginosis 0,1,2,3,4 

0.026 

0.042 

0.049 

0.14 

0.16 

-0.20 

± 

± 

± 

0.14 

0.03 

0.88 

0.0588 

0.0289 

0.0048 

Model R-squared 

Model p-value 

 0.0867 

0.0071 

   

Controlled for by: maternal height, maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15: Wood smoke exposure (hours per day), severity of 

Trichomoniasis infection, presence of scabies infection, presence of respiratory tract infection, presence of 

urinary tract infection, severity of vaginal candidiasis, presence of gonococcal, cortisol, CRP, Vitamin A 
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d) Predictors of maternal IL-13 (n=184) 

Variable Partial R-

Square 

β ± SE p-value 

Wood Smoke Exposure (hours/day) 

Serum vitamin B12 pmol/L 

Presence of respiratory infection  0=no, 1=yes 

Severity of vaginosis 0,1,2,3,4 

Severity of Trichomoniasis 0,1,2,3 

0.012 

0.126 

0.006 

0.023 

0.008 

0.11 

0.26 

0.13 

-0.12 

0.10 

± 

± 

± 

± 

± 

0.32 

0.01 

2.10 

0.41 

0.85 

0.1109 

0.0006 

0.0664 

0.1054 

0.1704 

Model R-squared 

Model p-value 

 0.1230 

0.0001 

    

Controlled for by: maternal height and maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15:  Wood smoke exposure (hours per day), presence 

of scabies infection, presence of respiratory tract infection, presence of dental caries, presence of urinary tract 

infection, severity of vaginal candidiasis, presence of gonococcal infection, CRP, Folate, Vitamin A, Vitamin D 

 

 
 

 

e) Predictors of maternal MCP-1 

Variable Partial R-

Square 

β ± SE p-value 

Wood Smoke Exposure (hours/day)  

Severity of trichomoniasis 0,1,2,3 

Severity of vaginosis 0,1,2,3,4 

0.037 

0.021 

0.023 

-0.22 

-0.17 

0.14 

± 

± 

± 

5.56 

14.71 

7.18 

0.0023 

0.0183 

0.1077 

Model R-squared 

Model p-value 

 0.0755 

0.0028 

    

Controlled for by: maternal height and maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15: Presence of scabies infection, presence of 

respiratory tract infection, severity dental caries, presence of urinary tract infection, severity of vaginal 

candidiasis, severity of vaginosis, presence of gonococcal infection, cortisol, Folate, Vitamin B12, Vitamin A, 

Vitamin D 
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Table 6: Predictors of maternal insulin-like growth factor (IGF-1) during 2
nd

 and 3
rd

 

trimester of pregnancy (multiple linear regression, n=182) 

 
a) Predictors of maternal IGF-1 

Variable 

 

Trimester, 2
nd

 or 3
rd

 

Cortisol 

Maternal serum retinol, µmol/L x10
2
 

Severity of vaginosis 0,1,2,3,4  

IL-4, pg/mL 

Partial R-

Square 

0.021 

0.124 

0.042 

0.023 

0.015 

β 

 

0.14 

0.26 

0.21 

-0.15 

-0.12 

± 

 

± 

± 

± 

± 

± 

SE 

 

0.930 

0.009 

1.044 

0.321 

0.017 

p-value 

 

0.0845 

0.0005 

0.0022 

0.0373 

     0.0956 

Model R-squared 

Model p-value 

 0.1984 

<0.0001 

    

Controlled for by: maternal height, maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15:  Wood smoke exposure (hours per day), severity 

of trichomoniasis infection, presence of scabies infection, presence of respiratory tract infection, severity of 

dental caries, presence of urinary tract infection, severity of vaginal candidiasis, presence of gonococcal 

infection, CRP, IL-1β, IL-6, IL-10, IL-12, IL-13, IL-17, TNF-α, IFN-γ, MCP-1, Folate, Vitamin B12, Vitamin 

D 
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Table 7: Predictors of fundal height (a) and IL-10 (b) during 2
nd

 and 3
rd

 trimester of 

pregnancy (multiple linear regression, n=184). 

a) Fundal Height  

Variable Partial 

R-Square 

β ± SE p-value 

Gestational Age 

Maternal height, cm x10
3
 

Maternal weight, kg x10
3 

Insulin growth factor-1 

Wood Smoke Exposure (hours/day) 

Maternal serum 25(OH)D, nmol/L x10
3
 

IL-10, pg/mL 

IL-17, pg/mL 

MCP-1, pg/mL 

0.781 

0.006 

0.011 

0.002 

0.003 

0.005 

0.003 

0.006 

0.004 

0.82 

-0.11 

0.12 

0.05 

-0.05 

-0.07 

-0.10 

0.06 

-0.06 

± 

± 

± 

± 

± 

± 

± 

± 

± 

0.034 

0.057 

0.041 

0.043 

0.169 

0.016 

0.046 

0.035 

0.002 

<.0001 

0.0022 

0.002 

0.1375 

0.1132 

0.0304 

0.0208 

0.1566 

0.0916 

Model R-squared 

Model p-value 

 0.8086 

<0.0001 

   

Fundal height per gestational age in centimeters per week 

 

Controlled for by: maternal height, maternal weight  

Variables included in previous stepwise model with a p> 0.15:  Severity of Trichomoniasis infection, 

presence of scabies infection, presence of respiratory tract infection, severity of dental caries, presence of 

urinary tract infection, severity of vaginal candidiasis, severity of vaginosis, presence of gonococcal infection, 

cortisol, IGF-1, CRP, IL-1β, IL-4, IL-6, IL-12, IL-13, TNF-α, IFN-γ, Folate, Vitamin B12,  Vitamin A 

 

 

b) IL-10 

Variable Partial 

R-Square 

Β ± SE p-value 

Vitamin A 

Serum folate, nmol/L  

Serum vitamin B12, pmol/L 

Severity of trichomoniasis 0,1,2,3 

0.003 

0.003 

0.077 

0.029 

-0.03 

-0.09 

0.29 

0.19 

± 

± 

± 

± 

1.43 

0.07 

0.01 

0.95 

0.7104 

0.2266 

0.0001 

0.0091 

Model R-squared 

Model p-value 

 0.0937 

0.0010 

 

 

  

Controlled for by: maternal height, maternal weight and trimester 

 

Variables included in previous stepwise model with a p> 0.15:  Presence of scabies infection, presence of 

respiratory tract infection, presence of dental caries, presence of urinary tract infection, severity of vaginal 

candidiasis, presence of gonococcal infection, cortisol, CRP, Vitamin D 
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CHAPTER V: GENERAL DISCUSSION 

 

Our study investigated the impact of multiple micronutrient deficiencies and 

multiple infections on fetal growth from pregnant women living in abject poverty. Our 

study was part of a larger effort that examined a variety of maternal factors including 

anemia and infections on fetal growth. Our contribution to the previous work was the 

addition of data on cytokines/chemokines, cortisol and IGF-1, allowing us to examine 

the impact of stress and inflammation on fetal growth. Our study differs from majority 

of literature because we examined in utero growth by measuring fundal height during 

pregnancy, as opposed to measuring fetal growth by calculating infant weight at the 

time of birth. In addition, we investigated fetal growth in a context where multiple 

nutrient deficiencies and multiple infections are present, supported by a number of 

biochemical and laboratory measurements.  

 

Our analysis of the relationship between vitamins on cytokines revealed no 

impact of vitamin A; however we did observe that vitamin D and folate increased 

concentrations of pro-inflammatory cytokines, whereas vitamin B12 was observed to 

increase both pro- and anti-inflammatory cytokine concentrations. These findings 

demonstrate a unique impact of vitamins on cytokine expression that requires further 

investigation. In addition we observed how multiple infections and vitamin 

deficiencies impact fetal growth via the cortisol–IGF-1–fundal height pathway, 

however these relationships were far more complex than we had anticipated.  

 

Originally we had anticipated that increases in cortisol and pro-inflammatory 

cytokines in response to multiple infections and vitamin deficiencies would lead to a 

decrease in IGF-1 concentrations and therefore fundal height. Instead, we observed that 

cortisol was increasing IGF-1, which increased fundal height, and that infections and 

vitamins both had positive and negative impacts on fetal growth through this pathway. 

Each of our vitamins, excluding folate, exerted a unique effect on the cortisol–IGF-1–

fundal height pathway. Of the four vitamins, only vitamin D predicted fundal height, 
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and unexpectedly was associated with decreased fundal height. Vitamin A, although 

not directly linked to fundal height, was observed to increase concentrations of IGF-1 

and through this mechanism was positively impacting fetal growth. Vitamin B12 

impacted fundal height via increasing both pro- and anti-inflammatory cytokines, and 

as a result the net effect of vitamin B12 on fundal height is inconclusive, as the 

cytokines had both positive and negative impacts on growth. 

 

None of the eight maternal infections included in this study appeared in our 

model for fundal height; however through modulation of the cortisol–IGF-1–fundal 

height pathway, we observed infections to have both positive and negative impacts on 

fundal height. Given the diversity of infections which appeared in our study, it is 

important to take into consideration the impacts of all infection types on pregnancy 

outcomes, many of which may not be considered severe such as skin or oral infections.  

 

As previously mentioned, we observed that higher concentrations of vitamin D 

negatively impacted fetal growth. This effect was previously observed by colleagues 

Suissa et al. (2013), although we had hoped that the addition of cytokines/chemokines 

to the data set might clarify the mechanism behind this unexpected result. However, we 

were not able to find any association between vitamin D concentrations and 

cytokine/chemokine levels with the exception of TNF-α, which was lower in vitamin D 

deficient women. Our inability to detect associations between vitamin D and cytokines 

in our regression models may be due to a limitation in vitamin D analysis available to 

us at the time of the study. We measured vitamin D2 (25(OH)2), however the 

metabolically active metabolite of vitamin D which has also been observed to interact 

with cytokines is vitamin D3 (1,25(OH)2D) (Khoo et al., 2011), which we were not 

able to analyse. Therefore future work of this study may include re-analysis of our 

samples for this vitamin D metabolite, to further investigate the possible mechanism 

between nutrients, cytokines and fetal growth. 

 



77 

 

Counter to what we had expected, Th1 pro-inflammatory cytokines did not 

emerge as a consistent contributor to impaired fetal growth.  In fact the only cytokine 

to be implicated as a direct predictor of fundal height was T-regulatory cytokine IL-10. 

A possible explanation for this phenomenon may be due to the presence of GI 

nematode infections (Ascaris and hookworm) in our population of pregnant women. 

The immune response to a GI nematode is a Th2 mediated antibody response (Murphy 

et al., 2000; Seder & Mosmann, 1998). Due to the antagonistic relationship between 

Th1 and Th2 cytokines, polarization of the cytokine milieu towards Th2, would 

suppress Th1 cytokines. It is possible then, that the combination of infections, 

including those that induce Th1 and those that induce Th2 responses had varying effect 

on the immune system, resulting in neither subset gaining dominance. Furthermore, it 

is possible that in an environment without GI nematode infections, we may be able to 

observe a relationship between Th1 cytokines and fundal height, but in the context of 

multiple infections it is difficult to predict what will be the resultant immune response. 

In addition, CRP, a clinical marker of inflammation (Steel et al. 1994) was entered into 

our models but did not emerge as a significant predictor. In addition levels of CRP, as 

previously described by Gonzalez-Fernandez (2012), were elevated in approximately 

only 13% of pregnant mothers, suggesting that in the face of multiple infections and 

micronutrient deficiencies, these women were not experiencing strong pro-

inflammatory physiological responses.  

 

A major strength of our study was the large set of variables including the range 

of urogenital, respiratory, skin and oral infections, cytokines/chemokines, hormones, as 

well as physical and vitamin status. We had a wide range of cytokines and chemokine 

measurements, allowing us to examine a full spectrum of T helper cell responses 

including Th1, 2, 17 and regulatory. Furthermore we were fortunate enough to have 

data not only pertaining to presence or absence, but also severity of infection. This 

allowed us an in depth exploration of the relationship between infection and fundal 

height. In addition, we had a relatively large number of women from a homogenous 

population, allowing us to fully explore various components and determinants of 

maternal health on fetal growth, with theoretically limited impacts of genetic diversity. 
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For statistical analysis the high number of variables was beneficial, as it allowed us to 

construct best fit multiple linear regression models for our outcome variables of 

cortisol, IGF-1 and fundal height, while controlling for confounding variables. An 

additional strength of this study was the validity of our analytical measurements. 

Despite the remoteness of the study population, all samples were collected and 

analyzed using sterile and rigorous laboratory methodology. When we could not 

conduct certain analyses in Panama, we carried them out in appropriate laboratories in 

Montreal. 

 

Fortunately, due to the low cost, reproducibility and reliability of the fundal 

height measurement we were able to confidently include this anthropometric into our 

study, despite a recent Cochrane review having found insufficient evidence to 

determine if fundal height is effective in detecting intrauterine growth restriction 

(Robert et al. 2012). This review article was only able to include one study (n=1639) 

done in a hospital setting in a developed country (Lindhard et al. 1990), which 

demonstrated that there was no difference between findings based on fundal height and 

ultrasound. Obviously this developed country hospital setting is in sharp contrast to our 

impoverished rural community setting in a developing country. However our data 

shows that use of fundal height in conditions of extreme poverty where ultrasound is 

not available can provide insight into early fetal growth. Further investigation of fundal 

height measurements should be conducted focusing on developing regions of the 

world, where this technique would best be adapted due to its low cost, ease of 

implementation reproducibility and reliability (Belizan et al. 1978; Challis et al. 2009; 

Grover et al. 1991).   

 

Limitations to the study include the lack of repeated measures, which is 

inherent to the design of a cross sectional study. Repeated measurements and follow-up 

data would have increased our understanding of the impacts of maternal nutrition and 

infection status on growth of the fetus. However, follow-up data may have realistically 

been very difficult to obtain, as the majority of participants live in rural areas that 

require long walking distances to reach the RHC, the site of recruitment. Also, women 
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do not routinely travel to the rural health centres for routine pre-natal care, and most 

women deliver their babies at home. Therefore, it is conceivable that loss to follow up 

may have been high. We were limited in that we were not able to measure IGF-2 and 

vitamin D3 because the assays had not been developed yet by the company whose 

machinery we were using. Another limitation was that relatively few women were 

folate or vitamin A deficient, as they had previously received sporadic government 

supplementation with both of these nutrients, thus decreasing our ability to adequately 

test for effects of deficiency on fetal growth. In addition, the majority of pregnant 

women in our study were infected with multiple infections, limiting our ability 

to differentiate the effects individual infections on maternal health and fetal 

growth. Lastly, cross sectional measurements do not allow us to determine causal 

pathways, but only to observe relationships between variables. Despite these 

limitations, we found interesting and novel relationships that require future research, 

possibly using a smaller selection of variables, and repeat measurements to better 

understand mechanisms at hand.   

 

Fortunately, many of our limitations are also opportunities for future research. 

We began our analysis by looking at the relationship between vitamin status on 

cytokine and cytokine ratio. Only a limited number of cytokines and ratios were 

affected by vitamin status. However, additional cytokine ratios may be affected by 

vitamin status but were not captured in our analysis. Therefore, it would be beneficial 

to create and test additional cytokine ratios to further explore these relationships. For 

our study, it would be beneficial if we measured IGF-2 to help further understand the 

relationship between maternal cortisol and IGF-1 and fundal height. In addition, 

reanalysis of our serum samples for vitamin D3 (1,25(OH)2D), which would aid in 

capturing additional associations between vitamin D and cytokines thus providing us 

with a fuller understanding of the immunomodulatory effect of this vitamin. Measuring 

concentrations of homocysteine would be invaluable, as it is sensitive indicator of 

vitamin B12 and folate status, and previous research has identified it as a crucial 

component in the etiology of adverse pregnancy outcomes such as LBW and pre-

eclampsia (Yajnik et al. 2005). Lastly, we conducted our research as an overview of 
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pregnancy. Although we controlled for trimester, it would be interesting to investigate 

our relationships by individual trimester, to observe if our findings exist are restricted 

to one trimester versus another, and furthermore to see if these relationships change 

from trimester to trimester.  

 

Growth faltering is a harmful and pervasive outcome of poor development in 

utero. Although the physical manifestations are obvious and easy to identify, 

elucidating the mechanisms of which contributed to this outcome is complex and 

multi-factorial. Various factors are implicated in the etiology of growth faltering 

including maternal characteristics, endocrine hormones, vitamins, infections and 

immunity. Although majority of research still examines growth faltering postnatally, a 

paradigm shift is occurring as researchers are recognizing the importance of the 

prenatal environment and are focusing on in utero development. Our data supports the 

need to examine maternal health as an important contribute to early in utero growth. 

  



81 

 

REFERENCES 
 

Abu-Saad, K., & Fraser, D. (2010). Maternal nutrition and birth outcomes. Epidemiol. Rev., 

32(1), 5-25. 

ACOG. (2011). ACOG Committee on Obstetric Practice. Opinion No. 495: Vitamin D: 

Screening and supplementation during pregnancy. Obsts & Gynecol. 118(1):197-198. 

Agarwal, R., Loganath, A., Roy, A. C., Wong, Y. C., & Ng, S. C. (2000). Effect of T-helper 1 

cytokines on secretion of T-helper 2 cytokines by term trophoblast cells in culture. 

Gynecol. Endocrinol., 14(5), 305-310. 

Ahmed, A., & Perkins, J. (2000). Angiogenesis and intrauterine growth restriction. Best Prac. 

& Res. Clin. Obsts & Gynaec., 14(6), 981-998. 

Ahmed, M. (2013). Impact of vitamin D3 on cardiovascular responses to glucocorticoid 

excess. J. Physiol. Biochem., 69(2), 267-276. 

Ahmed, S. F., Tucker, P., Mushtaq, T., Wallace, A. M., Williams, D. M., & Hughes, I. A. 

(2002). Short-term effects on linear growth and bone turnover in children randomized 

to receive prednisolone or dexamethasone. Clin. Endocrinol. (Oxf.), 57(2), 185-191. 

Akman, I., Arioglu, P., Koroglu, O. A., Sakalli, M., Ozek, E., Topuzoglu, A., . . . Bereket, A. 

(2006). Maternal zinc and cord blood zinc, insulin-like growth factor-1, and insulin-

like growth factor binding protein-3 levels in small-for-gestational-age newborns. Clin. 

Exp. Obstet. Gynecol., 33(4), 238-240. 

Allen, L. H. (2004). Folate and vitamin B12 status in the Americas. Nutr. Rev., 62(6 Pt 2), S29-

33 . 

Allen, L. H. (2009). How common is vitamin B-12 deficiency?  Am. J. Clin. Nutr., 89(2), 

693S-696S. 

Ancel, P. Y., Saurel-Cubizolles, M. J., Di Renzo, G. C., Papiernik, E., Breart, G., & Europop, 

G. (1999). Social differences of very preterm birth in Europe: Interaction with obstetric 

history. Am. J. Epidemiol., 149(10), 908-915. 

Anderson, M., Klink, K., & Cohrssen, A. (2004). Evaluation of vaginal complaints. JAMA, 

291(11), 1368-1379. 

 

Anwar, A., Zahid, A. A., Scheidegger, K. J., Brink, M., & Delafontaine, P. (2002). Tumor 

necrosis factor-alpha regulates insulin-like growth factor-1 and insulin-like growth 

factor binding protein-3 expression in vascular smooth muscle. Circulation, 105(10), 

1220-1225. 

Arabi, A., El Rassi, R., & El-Hajj Fuleihan, G. (2010). Hypovitaminosis D in developing 

countries-prevalence, risk factors and outcomes. Nature rev. Endocrino., 6(10), 550-

561. 



82 

 

Arroyave, G., Baltazar, J., Kusin, J., Lepkowski, J. M., Milton, R. C. & Srikantia, S. G. . 

(1989). Serum retinol, the acute phase response, and the apparent misclassification of 

vitamin A status in the third National Health and Nutrition Examination Survey.  

Washington, DC. 

Aslinia, F., Mazza, J. J., & Yale, S. H. (2006). Megaloblastic anemia and other causes of 

macrocytosis. Clin. Med. Res., 4(3), 236-241. 

Baker, A. M., Haeri, S., Camargo, C. A., Espinola, J. A., & Stuebe, A. M. (2010). A nested 

case-control study of midgestation vitamin D deficiency and risk of severe 

preeclampsia. J.  Clin. Endo. & Metab., 95(11), 5105-5109. 

Banhidy, F., Acs, N., Puho, E. H., & Czeizel, A. E. (2008). Maternal acute respiratory 

infectious diseases during pregnancy and birth outcomes. Eur. J. Epidemiol., 23(1), 

29-35. 

Barker, D. J. (1998). In utero programming of chronic disease. Clin. Sci., 95(2), 115-128. 

Bartlett, J. M., Spiteri-Grech, J., & Nieschlag, E. (1990). Regulation of insulin-like growth 

factor I and stage-specific levels of epidermal growth factor in stage synchronized rat 

testes. Endocrinology, 127(2), 747-758. 

Barut, F., Barut, A., Gun, B. D., Kandemir, N. O., Harma, M. I., Harma, M., . . . Ozdamar, S. 

O. (2010). Intrauterine growth restriction and placental angiogenesis. Diagn. Pathol., 

5- 24. 

Beigi, R. H., Yudin, M. H., Cosentino, L., Meyn, L. A., & Hillier, S. L. (2007). Cytokines, 

pregnancy, and bacterial vaginosis: comparison of levels of cervical cytokines in 

pregnant and nonpregnant women with bacterial vaginosis. J. Infect. Dis., 196(9), 

1355-1360. 

Belizan, J. M., Villar, J., Nardin, J. C., Malamud, J., & De Vicurna, L. S. (1978). Diagnosis of 

intrauterine growth retardation by a simple clinical method: measurement of uterine 

height. Am. J. Obstet. Gynecol., 131(6), 643-646. 

Bernstein, I. M., Horbar, J. D., Badger, G. J., Ohlsson, A., & Golan, A. (2000). Morbidity and 

mortality among very-low-birth-weight neonates with intrauterine growth restriction. 

Am. J. Obstet. Gynecol., 182, 198-206. 

Bessler, H., Wyshelesky, G., Osovsky, M., Prober, V., & Sirota, L. (2007). A comparison of 

the effect of vitamin A on cytokine secretion by mononuclear cells of preterm 

newborns and adults. Neonatology, 91(3), 196-202. 

Black, R. E., Allen, L. H., Bhutta, Z. A., Caulfield, L. E., de Onis, M., Ezzati, M., . . . Rivera, 

J. (2008). Maternal and child undernutrition: global and regional exposures and health 

consequences. Lancet, 371(9608), 243-260. 

Bodnar, L. M., Catov, J. M., Simhan, H. N., Holick, M. F., Powers, R. W., & Roberts, J. M.    

(2007). Maternal vitamin D deficiency increases the risk of preeclampsia. J.  Clin. 

Endo. & Metab., 92(9), 3517-3522. 

 



83 

 

Bodnar, L. M., Catov, J. M., Zmuda, J. M., Cooper, M. E., Parrott, M. S., Roberts, J. M., . . . 

Simhan, H. N. (2010). Maternal serum 25-hydroxyvitamin D concentrations are 

associated with small-for-gestational age births in white women. J. Nutr., 140(5), 999-

1006. 

Bohnsack, B. L., & Hirschi, K. K. (2004). Nutrient regulation of cell cycle progression Annu. 

Rev. Nutr., 24(1), 433-453. 

Bour-Jordan, H., & Bluestone, J. A. (2009). Regulating the regulators: costimulatory signals 

control the homeostasis and function of regulatory T cells. Immunol. Rev., 229(1), 41-

66. 

Boyce, W. T., Den Besten, P. K., Stamperdahl, J., Zhan, L., Jiang, Y., Adler, N. E., & 

Featherstone, J. D. (2010). Social inequalities in childhood dental caries: The 

convergent roles of stress, bacteria and disadvantage. Soc. Sci. & Med., 71(9), 1644-

1652. 

Briana, D. D., & Malamitsi-Puchner, A. (2009). Intrauterine growth restriction and adult 

disease: the role of adipocytokines. Eur. J. Endocrinol., 160(3), 337-347. 

Brooke, O. G., Brown, I. R., Bone, C. D., Carter, N. D., Cleeve, H. J., Maxwell, J. D., . . . 

Winder, S. M. (1980). Vitamin D supplements in pregnant Asian women: effects on 

calcium status and fetal growth. Br. Med. J., 280(6216), 751-754. 

Brooke, O. G., Butters, F., & Wood, C. (1981). Intrauterine vitamin D nutrition and postnatal 

growth in Asian infants. Br. Med. J. (Clin. Res. Ed.), 283(6298), 1024. 

Brotman, R. M. (2011). Vaginal microbiome and sexually transmitted infections: an 

epidemiologic perspective. J. Clin. Inves., 121(12), 4610-4617. 

Brouillet, S., Murthi, P., Hoffmann, P., Salomon, A., Sergent, F., Mazancourt, P., . . . Alfaidy, 

N. (2013). EG-VEGF controls placental growth and survival in normal and 

pathological pregnancies: case of fetal growth restriction (FGR). Cell. Mol. Life Sci., 

70(3), 511-525. 

Cantorna, M. T., Humpal-Winter, J., & DeLuca, H. F. (2000). In vivo upregulation of 

interleukin-4 is one mechanism underlying the immunoregulatory effects of 1,25-

dihydroxyvitamin D(3). Arch. Biochem. Biophys., 377(1), 135-138. 

Cantorna, M. T., Nashold, F. E., & Hayes, C. E. (1994). In vitamin A deficiency multiple 

mechanisms establish a regulatory T helper cell imbalance with excess Th1 and 

insufficient Th2 function. J. Immunol., 152(4), 1515-1522. 

Carman, J. A., & Hayes, C. E. (1991). Abnormal regulation of IFN-gamma secretion in 

vitamin A deficiency. J. Immunol., 147(4), 1247-1252. 

Carman, J. A., Pond, L., Nashold, F., Wassom, D. L., & Hayes, C. E. (1992). Immunity to 

Trichinella spiralis infection in vitamin A-deficient mice. J. Exp. Med., 175(1), 111-

120. 

Cash. (1987). The UNICEF GOBI-FFF Program. England: Croom Helm. 



84 

 

CDC. (2010). Centers for Disease Control and Prevention Sexually Transmitted Disease 

Surveillance 2009.  Atlanta:  Retrieved from http://www.cdc.gov/std/stats09/surv2009-

Complete.pdf.  

Challis, J. R., Lockwood, C. J., Myatt, L., Norman, J. E., Strauss, J. F., 3rd, & Petraglia, F. 

(2009). Inflammation and pregnancy. Reprod Sci, 16(2), 206-215. 

Chaouat, G., Lédée-Bataille, N., Zourbas, S., Ostojic, S., Dubanchet, S., Martal, J., & 

Frydman, R. (2003). Cytokines, implantation and early abortion: re-examining the 

Th1/Th2 paradigm leads to question the single pathway, single therapy concept. Am. J. 

Reprod. Immunol., 50(3), 177-186. 

Chen, T., Mallory, J., & Hintz, R. (1991). Dexamethasone and 1,25(OH)2 vitamin D3; 

modulate the synthesis of insulin-like growth factor-I in osteoblast-like cells. Calcif. 

Tissue Int., 48(4), 278-282. 

Chi, A., Wildfire, J., McLoughlin, R., Wood, R. A., Bloomberg, G. R., Kattan, M., . . . 

O'Connor, G. T. (2011). Umbilical cord plasma 25-hydroxyvitamin D concentration 

and immune function at birth: the Urban Environment and Childhood Asthma study. 

Clin. & Experim. Allerg., 41(6), 842-850. 

Chiesa, C., Osborn, J. F., Haass, C., Natale, F., Spinelli, M., Scapillati, E., . . . Pacifico, L. 

(2008). Ghrelin, leptin, IGF-1, IGFBP-3, and insulin concentrations at birth: is there a 

relationship with fetal growth and neonatal anthropometry? Clin. Chem., 54(3), 550-

558. 

Chiu, K., Chuang, L.-M., & Yoon, C. (2001). The vitamin D receptor polymorphism in the 

translation initiation codon is a risk factor for insulin resistance in glucose tolerant 

Caucasians. BMC Med. Genetcs, 2(1), 2-8. 

Christakos, S. (2012). Vitamin D deficiency: protective against enteric infection? Am J Physiol 

Gastrointest Liver Physiol, 303(12), G1297-1298. 

Clausson, B., Cnattingius, S., & Axelsson, O. (1998). Preterm and term births of small for 

gestational age infants: a population-based study of risk factors among nulliparous 

women. BJOG: Intern. J. Obstes & Gynecol., 105(9), 1011-1017. 

Cotch, M. F., Hillier, S. L., Gibbs, R. S., Eschenbach, D. A., Yaffe, S. J., Catz, C. S., . . . 

Poole, W. K. (1998). Epidemiology and outcomes associated with moderate to heavy 

Candida colonization during pregnancy. Am. J. Obstet. Gynecol., 178(2), 374-380. 

Cotch, M. F., Pastorek, J. G., 2nd, Nugent, R. P., Hillier, S. L., Gibbs, R. S., Martin, D. H., . . . 

Rhoads, G. G. (1997). Trichomonas vaginalis associated with low birth weight and 

preterm delivery. Sex. Transm. Dis., 24(6), 353-360. 

Cotter, A. M., Molloy, A. M., Scott, J. M., & Daly, S. F. (2001). Elevated plasma 

homocysteine in early pregnancy: A risk factor for the development of severe 

preeclampsia. Am. J. Obstet. Gynecol., 185(4), 781-785. 

Crome, S. Q., Wang, A. Y., & Levings, M. K. (2010). Translational mini-review series on  



85 

 

Th17 cells: function and regulation of human T helper 17 cells in health and disease. J.  

Clin. Endo. & Metab., 159(2), 109-119. 

 
Cui, D., Moldoveanu, Z., & Stephensen, C. B. (2000). High-level dietary vitamin A enhances 

T-helper type 2 cytokine production and secretory immunoglobulin A response to 

influenza A virus infection in BALB/c mice. J. Nutr., 130(5), 1132-1139. 

da Silva Ribeiro, K. D., de Araujo, K. F., de Souza, H. H., Soares, F. B., da Costa Pereira, M., 

& Dimenstein, R. (2010). Nutritional vitamin A status in northeast Brazilian lactating 

mothers. J. Hum. Nutr. Diet., 23(2):154-61 

Damare, S. M., Wells, S., & Offenbacher, S. (1997). Eicosanoids in periodontal diseases: 

potential for systemic involvement. Adv. Exp. Med. Biol., 433, 23-35. 

Damman, S. (2007). Indigenous vulnerability and the process towards the millennium 

development goals will a human rights-based approach help? International Journal on 

Minority and Group Rights, 14(4), 489-539. 

Dawson, H. D., Collins, G., Pyle, R., Key, M., Weeraratna, A., Deep-Dixit, V., . . . Taub, D. D. 

(2006). Direct and indirect effects of retinoic acid on human Th2 cytokine and 

chemokine expression by human T lymphocytes. BMC Immunol, 7, 27. 

De Benedetti, F., Alonzi, T., Moretta, A., Lazzaro, D., Costa, P., Poli, V., . . . Fattori, E. 

(1997). Interleukin 6 causes growth impairment in transgenic mice through a decrease 

in insulin-like growth factor-I. A model for stunted growth in children with chronic 

inflammation. J. Clin. Invest., 99(4), 643-650. 

De Benedetti, F., Meazza, C., Oliveri, M., Pignatti, P., Vivarelli, M., Alonzi, T., . . . Martini, A. 

(2001). Effect of IL-6 on IGF binding protein-3: a study in IL-6 transgenic mice and in 

patients with systemic juvenile idiopathic arthritis. Endocrinology, 142(11), 4818-

4826. 

Deegan, K. L., Jones, K. M., Zuleta, C., Ramirez-Zea, M., Lildballe, D. L., Nexo, E., & Allen, 

L. H. (2012). Breast milk vitamin B-12 concentrations in Guatemalan women are 

correlated with maternal but not infant vitamin B-12 status at 12 months postpartum. J. 

Nutr., 142(1), 112-116. 

Denney, J. M., Nelson, E. L., Wadhwa, P. D., Waters, T. P., Mathew, L., Chung, E. K., . . . 

Culhane, J. F. (2011). Longitudinal modulation of immune system cytokine profile 

during pregnancy. Cytokine, 53(2), 170-177. 

Diaconu, C. C., Neagu, A. I., Lungu, R., Tardei, G., Alexiu, I., Bleotu, C., . . . Bumbacea, D. 

(2010). Plasticity of regulatory T cells under cytokine pressure. Roum. Arch. 

Microbiol. Immunol., 69(4), 190-196. 

Dietz, P. M., Callaghan, W. M., Smith, R., & Sharma, A. J. (2009). Low pregnancy weight 

gain and small for gestational age: a comparison of the association using 3 different 

measures of small for gestational age. Am. J. Obstet. Gynecol., 201(1), 1-7. 

Divon, M. Y. (2012). Diagnosis of Fetal Growth Restriction. In D. S. Basow (Ed.), UpToDate. 

Waltham, MA: UpToDate. 



86 

 

Dodds, L., McNeil, S. A., Fell, D. B., Allen, V. M., Coombs, A., Scott, J., & MacDonald, N. 

(2007). Impact of influenza exposure on rates of hospital admissions and physician 

visits because of respiratory illness among pregnant women. Can. Med. Assoc. J., 

176(4), 463-468. 

Donders, G. G., Van Bulck, B., Caudron, J., Londers, L., Vereecken, A., & Spitz, B. (2000). 

Relationship of bacterial vaginosis and mycoplasmas to the risk of spontaneous 

abortion. Am. J. Obstet. Gynecol., 183(2), 431-437. 

Dörtbudak, O., Eberhardt, R., Ulm, M., & Persson, G. R. (2005). Periodontitis, a marker of risk 

in pregnancy for preterm birth. J. Clin. Periodontol., 32(1), 45-52. 

Dreyfuss, M. L., Stoltzfus, R. J., Shrestha, J. B., Pradhan, E. K., LeClerq, S. C., Khatry, S. K., . 

. . West, K. P., Jr. (2000). Hookworms, malaria and vitamin A deficiency contribute to 

anemia and iron deficiency among pregnant women in the plains of Nepal. J. Nutr., 

130(10), 2527-2536. 

Dror, D. K. (2011). Vitamin D status during pregnancy: maternal, fetal, and postnatal 

outcomes. Curr. Opin. Obstet. Gynecol., 23(6), 422-426. 

Esposito, E. R., Horn, K. H., Greene, R. M., & Pisano, M. M. (2008). An animal model of 

cigarette smoke-induced in utero growth retardation. Toxicology, 246(2-3), 193-202. 

Fan, S. R., Liu, X. P., & Liao, Q. P. (2008). Human defensins and cytokines in vaginal lavage  

fluid of women with bacterial vaginosis.  Intern. J. Obstes & Gynecol.,103(1), 50-54. 

 
FAO. (2010). Nutrition Country Profile: Panama - Summary  Retrieved 2011, August 12th, 

from http://www.fao.org/ag/agn/nutrition/pan_en.stm. 

Farrant, H. J., Krishnaveni, G. V., Hill, J. C., Boucher, B. J., Fisher, D. J., Noonan, K., . . . Fall, 

C. H. (2009). Vitamin D insufficiency is common in Indian mothers but is not 

associated with gestational diabetes or variation in newborn size. Eur. J. Clin. Nutr., 

63(5), 646-652. 

Force, U. S. P. S. T. (2005). Screening for gonorrhea: recommendation statement.  Annals  

Fam. Med., 3(3), 263-267. 

Fowden, A. L., & Forhead, A. J. (2009). Endocrine regulation of feto-placental growth. Horm, 

Res. Paediatrics., 72(5), 257-265. 

Fowden, A. L., Li, J., & Forhead, A. J. (1998). Glucocorticoids and the preparation for life 

after birth: are there long-term consequences of the life insurance? Proc. Nutr. Soc., 

57(01), 113-122. 

Freemark, M. (2006). Regulation of maternal metabolism by pituitary and placental hormones: 

Roles in fetal development and metabolic programming. Horm. Res., 65( 3), 41-49. 

Friese, K. (2003). The role of infection in preterm labour. BJOG: Intern. J. Obstes &  

Gynecol., 110, 52-54. 



87 

 

Fu, Z., Noguchi, T., & Kato, H. (2001). Vitamin A deficiency reduces insulin-like growth 

factor (IGF)-I gene expression and increases IGF-I receptor and insulin receptor gene 

expression in tissues of Japanese quail (Coturnix coturnix japonica). J. Nutr., 131(4). 

Gadhok, A. K., Sinha, M., Khunteta, R., Vardey, S. K., Upadhyaya, C., Sharma, T. K., & Jha, 

M. (2011). Serum homocysteine level and its association with folic acid and vitamin 

B12 in the third trimester of pregnancies complicated with intrauterine growth 

restriction. Clin. Lab., 57(11-12), 933-938. 

Gagnon, R. (2003). Placental insufficiency and its consequences. Eurp. J. Obstes & Gyneco.  

& Repro Biol., 110(1), S99-S107. 
Gale, C. R., Robinson, S. M., Harvey, N. C., Javaid, M. K., Jiang, B., Martyn, C. N., . . (2008). 

Maternal vitamin D status during pregnancy and child outcomes. Eur. J. Clin. Nutr., 

62(1), 68-77. 

Garcia-Casal, M. N., Osorio, C., Landaeta, M., Leets, I., Matus, P., Fazzino, F., & Marcos, E. 

(2005). High prevalence of folic acid and vitamin B12 deficiencies in infants, children, 

adolescents and pregnant women in Venezuela. Eur. J. Clin. Nutr., 59(9), 1064-1070. 

Gargano, J. W., Holzman, C., Senagore, P., Thorsen, P., Skogstrand, K., Hougaard, D. M., . . . 

Chung, H. (2008). Mid-pregnancy circulating cytokine levels, histologic 

chorioamnionitis and spontaneous preterm birth. J. Reprod. Immunol., 79(1), 100-110. 

Gilbert, G. L. (2002). Infections in pregnant women. Med. J. Aust., 176(5), 229-236. 

Giraldo, P. C., Araujo, E. D., Junior, J. E., do Amaral, R. L., Passos, M. R., & Goncalves, A. 

K. (2012). The prevalence of urogenital infections in pregnant women experiencing 

preterm and full-term labor. Infect. Dis. Obstet. Gynecol., 2012. 

Giustina, A., Doga, M., Bodini, C., Girelli, A., Legati, F., Bossoni, S., & Romanelli, G. (1990). 

Acute effects of cortisone acetate on growth hormone response to growth hormone-

releasing hormone in normal adult subjects. Acta Endocrinol. (Copenh.), 122(2), 206-

210. 

Glasscock, G. F., Hein, A. N., Miller, J. A., Hintz, R. L., & Rosenfeld, R. G. (1992). Effects of 

continuous infusion of insulin-like growth factor I and II, alone and in combination 

with thyroxine or growth hormone, on the neonatal hypophysectomized rat. 

Endocrinology, 130(1), 203-210. 

Gluckman, P., & Pinal, C. (2003a). Regulation of fetal growth by the somatotrophic axis. J.  

Nutr., 133(5), 1741S-1746S. 

Gluckman, P. D., Gunn, A. J., Wray, A., Cutfield, W. S., Chatelain, P. G., Guilbaud, O., . . . 

Albertsson-Wikland, K. (1992). Congenital idiopathic growth hormone deficiency 

associated with prenatal and early postnatal growth failure. The Journal of Pediatrics, 

121(6). 

Gogia, S., & Sachdev, H. S. (2010). Maternal postpartum vitamin A supplementation for the 

prevention of mortality and morbidity in infancy: a systematic review of randomized 

controlled trials. Int. J. Epidemiol., 39(5), 1217-1226. 



88 

 

Gonzalez-Fernandez, D. (2012). Combined impact of infections and nutritional deficiencies on 

maternal health and fetal parameters in a rural community in Panama. Master of 

Science, McGill University, Montreal.    

Grivell, R., Dodd, J., & Robinson, J. (2009). The prevention and treatment of intrauterine 

growth restriction. Best Pract. Res. Clin. Obstet. Gynaecol., 23(6), 795-807. 

Grover, V., Usha, R., Kalra, S., & Sachdeva, S. (1991). Altered fetal growth: antenatal 

diagnosis by symphysis-fundal height in India and comparison with western charts. 

Int. J. Gynaecol. Obstet., 35(3), 231-234. 

Guay, F., Matte, J. J., Girard, C. L., Palin, M. F., Giguère, A., & Laforest, J. P. (2004). Effect 

of folic acid plus glycine supplement on uterine prostaglandin and endometrial 

granulocyte-macrophage colony-stimulating factor expression during early pregnancy 

in pigs. Theriogenology, 61(2-3), 485-498. 

Gulmezoglu, A. M., & Azhar, M. (2011). Interventions for trichomoniasis in pregnancy. 

Cochrane Database Syst. Rev.(5), CD000220. 

Haider, B. A., & Bhutta, Z. A. (2011). Neonatal vitamin A supplementation for the prevention 

of mortality and morbidity in term neonates in developing countries. Cochrane 

Database Syst. Rev.(10), CD006980. 

Haider, B. A., Yakoob, M. Y., & Bhutta, Z. A. (2011). Effect of multiple micronutrient 

supplementation during pregnancy on maternal and birth outcomes. BMC Public 

Health, (11 Suppl 3), S19. 

Hall, J. A., Grainger, J. R., Spencer, S. P., & Belkaid, Y. (2011). The role of retinoic acid in 

tolerance and immunity. Immunity, 35(1), 13-22. 

Hanna, N., Hanna, I., Hleb, M., Wagner, E., Dougherty, J., Balkundi, D., . . . Sharma, S. 

(2000). Gestational age-dependent expression of IL-10 and its receptor in human 

placental tissues and isolated cytotrophoblasts.  J. Immunology., 164(11), 5721-5728. 

Harris, A., & Seckl, J. (2011). Glucocorticoids, prenatal stress and the programming of disease. 

Horm. Behav., 59(3), 279-289. 

Harris, N. S., Crawford, P. B., Yangzom, Y., Pinzo, L., Gyaltsen, P., & Hudes, M. (2001). 

Nutritional and health status of Tibetan children living at high altitudes. N. Engl. J. 

Med., 344(5), 341-347. 

Hartert, T. V., Neuzil, K. M., Shintani, A. K., Mitchel Jr, E. F., Snowden, M. S., Wood, L. B., . 

. . Griffin, M. R. (2003). Maternal morbidity and perinatal outcomes among pregnant 

women with respiratory hospitalizations during influenza season. Am. J. Obstet. 

Gynecol., 189(6), 1705-1712. 

Hayward, I., Malcoe, L. H., Cleathero, L. A., Janssen, P. A., Lanphear, B. P., Hayes, M. V., . . 

. Venners, S. A. (2012). Investigating maternal risk factors as potential targets of 

intervention to reduce socioeconomic inequality in small for gestational age: a 

population-based study. BMC Public Health, 12, 333. 



89 

 

Heemskerk, V. H., Daemen, M. A., & Buurman, W. A. (1999). Insulin-like growth factor-1 

(IGF-1) and growth hormone (GH) in immunity and inflammation. Cytokine Grow. 

Factor Rev., 10(1), 5-14. 

Heinrich, U. E. (1992). Intrauterine growth retardation and familial short stature. Baillieres 

Clin. Endocrinol. Metab., 6(3), 589-601. 

Hicks, M. I., & Elston, D. M. (2009). Scabies. Dermat. Therapy., 22(4), 279-292. 

Hillier, S. L., Nugent, R. P., Eschenbach, D. A., Krohn, M. A., Gibbs, R. S., Martin, D. H., . . . 

Klebanoff, M. A. (1995). Association between bacterial vaginosis and preterm delivery 

of a low-birth-weight infant. N. Engl. J. Med., 333(26), 1737-1742. 

Hochberg, Z. (2002). Mechanisms of steroid impairment of growth. Horm. Res., 58( Suppl 1), 

33-38. 

Hofbauer, L. C., Gori, F., Riggs, B. L., Lacey, D. L., Dunstan, C. R., Spelsberg, T. C., & 

Khosla, S. (1999). Stimulation of osteoprotegerin ligand and inhibition of 

osteoprotegerin production by glucocorticoids in human osteoblastic lineage cells: 

potential paracrine mechanisms of glucocorticoid-induced osteoporosis. 

Endocrinology, 140(10), 4382-4389. 

Hoggard, N., Haggarty, P., Thomas, L., & Lea, R. G. (2001). Leptin expression in placental 

and fetal tissues: does leptin have a functional role? Biochem. Soc. Trans., 29(Pt 2), 

57-63. 

Holden, J. M., Eldridge, A. L., Beecher, G. R., Marilyn Buzzard, I., Bhagwat, S., Davis, C. S., . 

. . Schakel, S. (1999). Carotenoid Content of U.S. Foods: An update of the database. J. 

Food Comp. & Analysis., 12(3), 169-196. 

Holick, M. F. (2007). Vitamin D deficiency. N. Engl. J. Med., 357(3), 266-281. 

Holmes, M. D., Pollak, M. N., Willett, W. C., & Hankinson, S. E. (2002). Dietary correlates of 

plasma insulin-like growth factor I and insulin-like growth factor binding protein 3 

concentrations. Cancer Epidemiol. Biomarkers Prev., 11(9), 852-861. 

Holmes, R., Montemagno, R., Jones, J., Preece, M., Rodeck, C., & Soothill, P. (1997). Fetal 

and maternal plasma insulin-like growth factors and binding proteins in pregnancies 

with appropriate or retarded fetal growth. Early Hum. Dev., 49(1), 7-17. 

Hovdenak, N., & Haram, K. (2012). Influence of mineral and vitamin supplements on 

pregnancy outcome. Eur. J. Obstet. Gynecol. Reprod. Biol., 164(2), 127-132. 

Huttly, S. R. A., Victora, C. G., Barros, F. C., Teixeira, A. M. B., & Vaughan, J. P. (1991). The 

timing of nutritional-status detrmination-implications for interventions and growth 

monitoring. Eur. J. Clin. Nutr., 45(2), 85-95. 

Ikeda, K., Matsuo, S., Asano, K., & Okamoto, K. (1994). Modulation of cytokine secretion by 

mesenteric lymph node cells from vitamin A-deficient mice during Hymenolepis nana 

infection. In Vivo, 8(6), 1015-1017. 



90 

 

Ikeda, U., Wakita, D., Ohkuri, T., Chamoto, K., Kitamura, H., Iwakura, Y., & Nishimura, T. 

(2010). 1±,25-Dihydroxyvitamin D3 and all-trans retinoic acid synergistically inhibit 

the differentiation and expansion of Th17 cells. Immunol. Lett., 134(1), 7-16. 

IOM. (2011). Dietary Reference Intakes for Calcium and Vitamin D.  Washington, DC: The 

National Academies Press. 

IOM Institute of Medicine. (2011). Dietary Reference Intakes for Calcium and Vitamin D. 

Washington, DC: The National Academies Press. 

Ito, M., Nakashima, A., Hidaka, T., Okabe, M., Bac, N. D., Ina, S., . . . Saito, S. (2010). A role 

for IL-17 in induction of an inflammation at the fetomaternal interface in preterm 

labour. J. Reprod. Immunol., 84(1), 75-85. 

Iwata, M., Eshima, Y., & Kagechika, H. (2003). Retinoic acids exert direct effects on T cells to 

suppress Th1 development and enhance Th2 development via retinoic acid receptors. 

Int. Immunol., 15(8), 1017-1025. 

Jangpatarapongsa, K., Chootong, P., Sattabongkot, J., Chotivanich, K., Sirichaisinthop, J., 

Tungpradabkul, S., . . . Udomsangpetch, R. (2008). Plasmodium vivax parasites alter 

the balance of myeloid and plasmacytoid dendritic cells and the induction of regulatory 

T cells. Eur. J. Immunol., 38(10), 2697-2705. 

Janssen, P. A., Thiessen, P., Klein, M. C., Whitfield, M. F., Macnab, Y. C., & Cullis-Kuhl, S. 

C. (2007). Standards for the measurement of birth weight, length and head 

circumference at term in neonates of European, Chinese and South Asian ancestry. 

Open Medicine, 1(2), e74-88. 

Jensen, E., Wood, C., & Keller-Wood, M. (2002). The normal increase in adrenal secretion 

during pregnancy contributes to maternal volume expansion and fetal homeostasis. J. 

Soc. Gynecol. Investig., 9(6), 362-371. 

Jensen, E., Wood, C., & Keller-Wood, M. (2003). Alterations in maternal corticosteroid levels 

influence fetal urine and lung liquid production. J. Soc. Gynecol. Investig., 10(8), 480-

489. 

Jensen, E., Wood, C. E., & Keller-Wood, M. (2005). Chronic alterations in ovine maternal 

corticosteroid levels influence uterine blood flow and placental and fetal growth. Am J 

Physiol. Regul. Integr. Comp. Physio.l, 288(1), R54-61. 

Jensen, E. C., Bennet, L., Wood, C., Vickers, M., Breier, B., Gunn, A. J., & Keller-Wood, M. 

(2011). Loss of the pregnancy-induced rise in cortisol concentrations in the ewe 

impairs the fetal insulin-like growth factor axis. Reprod. Fert. & Develovop., 23(5), 

665-672. 

Jensen, E. C., Rochette, M., Bennet, L., Wood, C. E., Gunn, A. J., & Keller-Wood, M. (2010). 

Physiological changes in maternal cortisol do not alter expression of growth-related 

genes in the ovine placenta. Placenta, 31(12), 1064-1069. 

Jones, G. (2008). Pharmacokinetics of vitamin D toxicity. Am. J. Clin. Nutr., 88(2), 582S-

586S. 



91 

 

Jonsson, Y., Rubèr, M., Matthiesen, L., Berg, G., Nieminen, K., Sharma, S., . . . Ekerfelt, C. 

(2006). Cytokine mapping of sera from women with preeclampsia and normal 

pregnancies. J. Reprod. Immunol., 70(1-2), 83-91. 

Kamimura, D., Ishihara, K., & Hirano, T. (2003). IL-6 signal transduction and its physiological 

roles: the signal orchestration model. Rev. Physiol. Biochem. Pharmacol., 149, 1-38. 

Keen, R. W., Egger, P., Fall, C., Major, P. J., Lanchbury, J. S., Spector, T. D., & Cooper, C. 

(1997). Polymorphisms of the vitamin D receptor, infant growth, and adult bone mass. 

Calcif. Tissue Int., 60(3), 233-235. 

Khoo, A.-L., Chai, L. Y. A., Koenen, H. J. P. M., Oosting, M., Steinmeyer, A., Zuegel, U., . . . 

van der Ven, A. J. A. M. (2011). Vitamin D3 down-regulates proinflammatory 

cytokine response to Mycobacterium tuberculosis through pattern recognition 

receptors while inducing protective cathelicidin production. Cytokine, 55(2), 294-300. 

Koumans, E. H., Sternberg, M., Bruce, C., McQuillan, G., Kendrick, J., Sutton, M., & 

Markowitz, L. E. (2007). The prevalence of bacterial vaginosis in the United States, 

2001-2004; associations with symptoms, sexual behaviors, and reproductive health. 

Sex. Transm. Dis., 34(11), 864-869. 

Kramer, M. S. (1987a). Determinants of low birth weight: methodological assessment and 

meta-analysis. Bull. World Health Organ., 65(5), 663-737. 

Kramer, M. S. (1987b). Intrauterine growth and gestational duration determinants. Pediatrics, 

80(4), 502-511. 

Kramer, M. S. (2003). The epidemiology of adverse pregnancy outcomes: An overview. J.  

Nutr., 133(5), 1592S-1596S. 

Kramer, M. S., Séguin, L., Lydon, J., & Goulet, L. (2000). Socio-economic disparities in 

pregnancy outcome: why do the poor fare so poorly? Paediatr. Perinat. Epidemiol., 

14(3), 194-210. 

Lackman, F., Capewell, V., Gagnon, R., & Richardson, B. (2001). Fetal umbilical cord oxygen 

values and birth to placental weight ratio in relation to size at birth. Am. J. Obstet. 

Gynecol., 185(3), 674-682. 

Lain, S. J., Roberts, C. L., Warning, J., Vivian-Taylor, J., & Ford, J. B. (2011). A survey of 

acute self-reported infections in pregnancy. BMJ Open, 1(1), e000083. 

Lalli, P. N., Morgan, M. S., & Arlian, L. G. (2004). Skewed Th1/Th2 immune response to 

Sarcoptes scabiei. J. Parasitol., 90(4), 711-714. 

Lamont, R. F., Morgan, D. J., Wilden, S. D., & Taylor-Robinson, D. (2000). Prevalence of 

bacterial vaginosis in women attending one of three general practices for routine 

cervical cytology. Int. J. STD & AIDS, 11(8), 495-498. 

Larsen, T., Main, K., Andersson, A. M., Juul, A., Greisen, G., & Skakkebaek, N. E. (1996). 

Growth hormone, insulin-like growth factor I and its binding proteins 1 and 3 in last 



92 

 

trimester intrauterine growth retardation with increased pulsatility index in the 

umbilical artery. Clin. Endocrinol., 45(3), 315-319. 

Lazarus, D. D., Moldawer, L. L., & Lowry, S. F. (1993). Insulin-like growth factor-1 activity is 

inhibited by interleukin-1 alpha, tumor necrosis factor-alpha, and interleukin-6. 

Lymphokine Cytokine Res., 12(4), 219-223. 

Lee, S. E., Talegawkar, S. A., Merialdi, M., & Caulfield, L. E. (2013). Dietary intakes of 

women during pregnancy in low- and middle-income countries. Public Health Nutr., 

16(8), 1340-1353. 

Leffelaar, E. R., Vrijkotte, T. G., & van Eijsden, M. (2010). Maternal early pregnancy vitamin 

D status in relation to fetal and neonatal growth: results of the multi-ethnic Amsterdam 

Born Children and their Development cohort. Br. J. Nutr., 104(1), 108-117. 

Lemire, J. M., & Archer, D. C. (1991). 1,25-dihydroxyvitamin D3 prevents the in vivo 

induction of murine experimental autoimmune encephalomyelitis. J. Clin. Invest., 

87(3), 1103-1107. 

Lemire, J. M., Ince, A., & Takashima, M. (1992). 1,25-Dihydroxyvitamin D3 attenuates the 

expression of experimental murine lupus of MRL/l mice. Autoimmunity, 12(2), 143-

148. 

Lewis, S., Lucas, R. M., Halliday, J., & Ponsonby, A. L. (2010). Vitamin D deficiency and 

pregnancy: from preconception to birth. Mol. Nutr. Food Res., 54(8), 1092-1102. 

Li, J., Hsu, H.-C., & Mountz, J. (2012). Managing macrophages in rheumatoid arthritis by 

reform or removal. Curr. Rheumatol. Rep., 14(5), 445-454. 

Lindblad, B., Zaman, S., Malik, A., Martin, H., Ekström, A. M., Amu, S., . . . Norman, M. 

(2005). Folate, vitamin B12, and homocysteine levels in South Asian women with 

growth-retarded fetuses. Acta Obstet. Gynecol. Scand., 84(11), 1055-1061. 

Lindhard, A., Nielsen, P. V., Mouritsen, L. A., Zachariassen, A., Sorensen, H. U., & Roseno, 

H. (1990). The implications of introducing the symphyseal-fundal height-

measurement. A prospective randomized controlled trial. Br. J. Obstet. Gynaecl, 97(8), 

675-680. 

Luo, Z.-C., Wilkins, R., Kramer, M. S., Fetal, f. t., & System, I. (2006). Effect of 

neighbourhood income and maternal education on birth outcomes: a population-based 

study. Can. Med. Assoc. J., 174(10), 1415-1420. 

MacRae, V. E., Farquharson, C., & Ahmed, S. F. (2006). The restricted potential for recovery 

of growth plate chondrogenesis and longitudinal bone growth following exposure to 

pro-inflammatory cytokines. J. Endocrinol., 189(2), 319-328. 

MacRae, V. E., Wong, S. C., Farquharson, C., & Ahmed, S. F. (2006). Cytokine actions in 

growth disorders associated with pediatric chronic inflammatory diseases. Int. J. Mol. 

Med., 18(6), 1011-1018. 



93 

 

Mårtensson, K., Chrysis, D., & Sävendahl, L. (2004). Interleukin-1β and TNF-α Act in 

Synergy to inhibit longitudinal growth in fetal rat metatarsal bones. J. Bone Miner. 

Res., 19(11), 1805-1812. 

Mathieu, C., Waer, M., Laureys, J., Rutgeerts, O., & Bouillon, R. (1994). Prevention of 

autoimmune diabetes in NOD mice by 1,25 dihydroxyvitamin D3. Diabetologia, 

37(6), 552-558. 

Maughan, B. (2009). Unravelling prenatal influences: the case of smoking in pregnancy. Int. J. 

Epidemiol., 38(3), 619-621. 

Mazor-Dray, E., Levy, A., Schlaeffer, F., & Sheiner, E. (2009). Maternal urinary tract 

infection: is it independently associated with adverse pregnancy outcome? J. Matern. 

Fetal Neonatal Med., 22(2), 124-128. 

McDonald, S. D., Han, Z., Mulla, S., Lutsiv, O., Lee, T., & Beyene, J. (2011). High gestational 

weight gain and the risk of preterm birth and low birth weight: a systematic review and 

meta-analysis. J. Obstet. Gynaecol. Can., 33(12), 1223-1233. 

McGeachy, M. J., Bak-Jensen, K. S., Chen, Y., Tato, C. M., Blumenschein, W., McClanahan, 

T., & Cua, D. J. (2007). TGF-beta and IL-6 drive the production of IL-17 and IL-10 by 

T cells and restrain TH-17 cell-mediated pathology. Nat. Immunol., 8(12), 1390-1397. 

McLean, E., de Benoist, B., & Allen, L. H. (2008). Review of the magnitude of folate and 

vitamin B12 deficiencies worldwide. Food. Nutr. Bull., 29(2 Suppl), S38-51. 

McTernan, C. L., Draper, N., Nicholson, H., Chalder, S. M., Driver, P., Hewison, M., . . . 

Stewart, P. M. (2001). Reduced placental 11β-hydroxysteroid dehydrogenase type 2 

mRNA levels in human pregnancies complicated by intrauterine growth restriction: an 

analysis of possible mechanisms. J. Clin. Endo & Metab., 86(10), 4979-4983. 

Meis, P. J., Michielutte, R., Peters, T. J., Wells, H. B., Sands, R. E., Coles, E. C., & Johns, K. 

A. (1995). Factors associated with preterm birth in Cardiff, Wales: I. Univariable and 

multivariable analysis. Am. J. Obstet. Gynecol., 173(2), 590-596. 

Metz, J. (2008). A high prevalence of biochemical evidence of vitamin B12 or folate 

deficiency does not translate into a comparable prevalence of anemia. Food. Nutr. 

Bull., 29(2 Suppl), S74-85. 

Milovanovic, M., Pesic, G., Nikolic, V., Jevtovic-Stoimenov, T., Vasic, K., Jovic, Z., . . . 

Pesic, S. (2012). Vitamin D deficiency is associated with increased IL-17 and TNF-

alpha levels in patients with chronic heart failure. Arq. Bras. Cardiol., 98(3), 259-265. 

MINSA. (2003). Estado nutricional de la ninez panamena menor de 5 anos. Republica de 

Panama Ministerio de Salud. 

Mithal, A., Wahl, D. A., Bonjour, J. P., Burckhardt, P., Dawson-Hughes, B., Eisman, J. A., . . . 

Morales-Torres, J. (2009). Global vitamin D status and determinants of 

hypovitaminosis D. Osteoporos. Int., 20(11), 1807-1820. 

Mongelli, M., & Gardosi, J. (2004). Estimation of fetal weight by symphysis-fundus height  



94 

 

measurement. Intern. J. Obstes & Gycecol.,85(1), 50-51. 

 
Mor, G., Cardenas, I., Abrahams, V., & Guller, S. (2011). Inflammation and pregnancy: the 

role of the immune system at the implantation site. Ann. N. Y. Acad. Sci., 1221(1), 80-

87. 

Morley, R., Carlin, J. B., Pasco, J. A., & Wark, J. D. (2006a). Maternal 25-hydroxyvitamin D 

and parathyroid hormone concentrations and offspring birth size. The Journal of 

clinical endocrinology and metabolism, 91(3), 906-912. 

Morris, M., Nicoll, A., Simms, I., Wilson, J., & Catchpole, M. (2001). Bacterial vaginosis: a 

public health review. Br. J. Obstet. Gynaecol., 108(5), 439-450. 

Morse, K., Williams, A., & Gardosi, J. (2009). Fetal growth screening by fundal height 

measurement. Best. Prac. Res. Cl. En., 23(6), 809-818. 

Mosmann, T. R., & Sad, S. (1996). The expanding universe of T-cell subsets: Th1, Th2 and 

more. Immunol. Today, 17(3), 138-146. 

Munim, S., & Maheen, H. (2012). Association of gestational weight gain and pre-pregnancy 

body mass index with adverse pregnancy outcome. J. College Phys. & Surg-Pakistan, 

22(11), 694-698. 

Murphy, K. M., Ouyang, W., Farrar, J. D., Yang, J., Ranganath, S., Asnagli, H., . . . Murphy, 

T. L. (2000). Signaling and transcription in T helper development. Annu. Rev. 

Immunol., 18, 451-494. 

Mushtaq, T., & Ahmed, S. F. (2002). The impact of corticosteroids on growth and bone health. 

Arch. Dis. Child., 87(2), 93-96. 

Muthayya, S., Kurpad, A. V., Duggan, C. P., Bosch, R. J., Dwarkanath, P., Mhaskar, A., . . . 

Fawzi, W. W. (2006). Low maternal vitamin B12 status is associated with intrauterine 

growth retardation in urban South Indians. Eur. J. Clin. Nutr., 60(6), 791-801. 

Mytton, O. T., McGready, R., Lee, S. J., Roberts, C. H., Ashley, E. A., Carrara, V. I., . . .  

Nosten, F. (2007). Safety of benzyl benzoate lotion and permethrin in pregnancy: a 

retrospective matched cohort study. BJOG: Intern. J. Obstes & Gynecol., 114(5), 582-

587. 

 
Nardozza, L., Araujo Júnior, E., Barbosa, M., Caetano, A., Lee, D., & Moron, A. (2012). Fetal 

growth restriction: current knowledge to the general Obs/Gyn. Arch. Gynecol. Obstet., 

286(1), 1-13. 

Netchine, I., Azzi, S., Le Bouc, Y., & Savage, M. O. (2011). IGF1 molecular anomalies 

demonstrate its critical role in fetal, postnatal growth and brain development. Best 

Practice & Research Clinical Endocrinology & Metabolism, 25(1), 181-190. 

Nyirjesy, P., & Sobel, J. D. (2003). Vulvovaginal candidiasis. Obstet. Gynecol. Clin. North 

Am., 30(4), 671-676. 



95 

 

Oakeshott, P., Hay, P., Hay, S., Steinke, F., Rink, E., & Kerry, S. (2002). Association between 

bacterial vaginosis or chlamydial infection and miscarriage before 16 weeks' gestation: 

prospective community based cohort study. BMJ, 325(7376), 1334. 

Ødegård, R. A., Vatten, L. J., Nilsen, S. T., Salvesen, K. Å., Vefring, H., & Austgulen, R. 

(2001). Umbilical cord plasma interleukin-6 and fetal growth restriction in 

preeclampsia: a prospective study in Norway. Obstet & Gynecol., 98(2), 289-294. 

Odiere, M. R., Scott, M. E., Weiler, H. A., & Koski, K. G. (2010). Protein deficiency and 

nematode infection during pregnancy and lactation reduce maternal bone 

mineralization and neonatal linear growth in mice. J. Nutr., 140(9), 1638-1645. 

Oka, A., Iwaki, F., & Dohgo, T. (2004). Effects of vitamin A deficiency on growth hormone 

secretion and circulating insulin-like growth factor-1 concentration in Japanese Black 

steers. Anim. Sci., 78, 31-36. 

Ong, K. K. L., Preece, M. A., Emmett, P. M., Ahmed, M. L., & Dunger, D. B. (2002). Size at 

birth and early childhood growth in relation to maternal smoking, parity and infant 

breast-feeding: Longitudinal birth cohort study and analysis. Pediatr. Res., 52(6), 863-

867. 

Opsjon, S. L., Austgulen, R., & Waage, A. (1995). Interleukin-1, interleukin-6 and tumor-

necrosis-factor at delivery in preeclamptic disorders. Acta Obstet. Gynecol. Scand., 

74(1), 19-26. 

Paquette, D. W. (2002). The periodontal infection-systemic disease link: a review of the truth 

or myth. J. Int. Acad. Period., 4(3), 101-109. 

Pardi, G., Marconi, A. M., & Cetin, I. (2002). Placental-fetal interrelationship in IUGR fetuses-

-a review. Placenta, (23 Suppl A), S136-141. 

Parikh, S. M., & Karumanchi, S. A. (2008). Putting pressure on pre-eclampsia. Nat. Med., 

14(8), 810-812. 

Payne, L. G., Koski, K. G., Ortega-Barria, E., & Scott, M. E. (2007). Benefit of vitamin A 

supplementation on ascaris reinfection is less evident in stunted children. J. Nutr., 

137(6), 1455-1459. 

Pfeiffer, C. M., Johnson, C. L., Jain, R. B., Yetley, E. A., Picciano, M. F., Rader, J. I., . . . 

Osterloh, J. D. (2007). Trends in blood folate and vitamin B-12 concentrations in the 

United States, 1988–2004. Am. J. Clin. Nutr., 86(3), 718-727. 

Phiri, K. S. (2008). Approaches to treating chronic anemia in developing countries. 

Transfusion Alternatives in Transfusion Medicine, 10(2), 75-81. 

Pinto, E., Barros, H., & dos Santos Silva, I. (2009). Dietary intake and nutritional adequacy 

prior to conception and during pregnancy: a follow-up study in the north of Portugal. 

Public Health Nutr., 12(7), 922-931. 

Pitkin, R. M. (2007). Folate and neural tube defects. Am. J. Clin. Nutr., 85(1), 285S-288S. 



96 

 

Powe, C. E., Seely, E. W., Rana, S., Bhan, I., Ecker, J., Karumanchi, S. A., & Thadhani, R. 

(2010). First trimester vitamin D, vitamin D binding protein, and subsequent 

preeclampsia. Hypertension, 56(4), 758-763. 

Prentice, A., Schoenmakers, I., Laskey, M. A., de Bono, S., Ginty, F., & Goldberg, G. R. 

(2006). Nutrition and bone growth and development. Proc. Nutr. Soc., 65(4), 348-360. 

Rai, K., Hegde, A. M., & Shetty, S. (2010). Estimation of salivary cortisol in children with 

rampant caries. J. Clin. Pediatr. Dent., 34(3), 249-252. 

Raisanen, S., Gissler, M., Sankilampi, U., Saari, J., Kramer, M., & Heinonen, S. (2013). 

Contribution of socioeconomic status to the risk of small for gestational age infants -- a 

population-based study of 1,390,165 singleton live births in Finland. Int. J.  Equity 

Health, 12(1), 28. 

Ramma, W., & Ahmed, A. (2011). Is inflammation the cause of pre-eclampsia? Biochem. Soc. 

Trans., 39(6), 1619-1627. 

Refsum, H., Yajnik, C. S., Gadkari, M., Schneede, J., Vollset, S. E., Örning, L., . . . Ueland, P. 

M. (2001). Hyperhomocysteinemia and elevated methylmalonic acid indicate a high 

prevalence of cobalamin deficiency in Asian Indians. Am. J. Clin. Nutr., 74(2), 233-

241. 

Reyes, L., & Manalich, R. (2005). Long-term consequences of low birth weight. Kidney Int. 

Suppl.(97), S107-111. 

Rivera, J., & Ruel, M. T. (1997). Growth retardation starts in the first three months of life 

among rural Guatemalan children. Eur. J. Clin. Nutr., 51(2), 92-96. 

Robert, P. J., Ho, J. J., Valliapan, J., & Sivasangari, S. (2012). Symphysial fundal height (SFH) 

measurement in pregnancy for detecting abnormal fetal growth. Cochrane Database 

Syst. Rev., 7, CD008136. 

Rogers, I. S., Emmett, P. M., & Golding, J. (1997). The growth and nutritional status of the 

breast-fed infant. Early Hum. Dev., 49, S157-S174. 

Roland, M. C. P., Friis, C. M., Voldner, N., Godang, K., Bollerslev, J., Haugen, G., & 

Henriksen, T. (2012). Fetal growth versus birthweight: the role of placenta versus 

other determinants. PLoS ONE, 7(6), e39324. 

Romagnani, S., Maggi, E., Liotta, F., Cosmi, L., & Annunziato, F. (2009). Properties and 

origin of human Th17 cells. Mol. Immunol., 47(1), 3-7. 

Rondo, P. H., Abbott, R., & Tomkins, A. M. (2001). Vitamin A and neonatal anthropometry. J. 

Trop. Pediatr., 47(5), 307-310. 

Rondó, P. H. C., Maia Filho, N. L., & Valverde, K. K. (2003). Symphysis-fundal height and 

size at birth.  

Intern. J. Obstes & Gynecol.,, 81(1), 53-54. 

 



97 

 

Ronnenberg, A. G., Goldman, M. B., Chen, D. F., Aitken, I. W., Willett, W. C., Selhub, J., & 

Xu, X. P. (2002). Preconception homocysteine and B vitamin status and birth 

outcomes in Chinese women. Am. J. Clin. Nutr., 76(6), 1385-1391. 

Rossant, J., & Cross, J. C. (2001). Placental development: Lessons from mouse mutants. Nat. 

Rev. Genet., 2(7), 538-548. 

Ruiz, R. J., Fullerton, J., Brown, C. E., & Schoolfield, J. (2001). Relationships of cortisol, 

perceived stress, genitourinary infections, and fetal fibronectin to gestational age at 

birth. Biol. Res. Nurs., 3(1), 39-48. 

Rumbold, A., Middleton, P., Pan, N., & Crowther, C. A. (2011) Vitamin supplementation for 

preventing miscarriage. Cochrane Database Syst. Rev., CD004073. 

Sabour, H., Hossein-Nezhad, A., Maghbooli, Z., Madani, F., Mir, E., & Larijani, B. (2006). 

Relationship between pregnancy outcomes and maternal vitamin D and calcium intake: 

A cross-sectional study. Gynecol. Endocrinol., 22(10), 585-589. 

Saito, S. (2000). Cytokine network at the feto-maternal interface. J. Reprod. Immunol., 47(2), 

87-103. 

Saito, S., Nakashima, A., Shima, T., & Ito, M. (2010). Review Article: Th1/Th2/Th17 and 

Regulatory T-Cell Paradigm in Pregnancy. Am. J. Reprod. Immunol., 63(6), 601-610. 

Saito, S., & Sakai, M. (2003). Th1/Th2 balance in preeclampsia. J. Reprod. Immunol., 59(2), 

161-173. 

Sakaguchi, S. (2005). Naturally arising Foxp3-expressing CD25+CD4+ regulatory T cells in 

immunological tolerance to self and non-self. Nat. Immunol., 6(4), 345-352. 

Sanchez, S. E., Zhang, C., Rene Malinow, M., Ware-Jauregui, S., Larrabure, G., & Williams, 

M. A. (2001). Plasma folate, vitamin B12, and homocysteine concentrations in 

preeclamptic and normotensive Peruvian women. Am. J. Epidemiol., 153(5), 474-480. 

Sankaran, S., & Kyle, P. M. (2009). Aetiology and Pathogenesis of IUGR. Best Pract. Res. 

Clin. Obstet. Gynaecol, 23(6), 765-777. 

Saravanan, P., & Yajnik, C. S. (2010). Role of maternal vitamin B12 on the metabolic health 

of the offspring: a contributor to the diabetes epidemic? Br. J. Diabetes Vasc. Dis., 

10(3), 109-114. 

Schiff, E., Friedman, S. A., Baumann, P., Sibai, B. M., & Romero, R. (1994). Tumor-necrosis-

factor-alpha in pregnancies associated with preeclampsia or small-for-festational-age 

newborns. Am. J. Obstet. Gynecol., 170(5), 1224-1229. 

Schnarr, J., & Smaill, F. (2008). Asymptomatic bacteriuria and symptomatic urinary tract 

infections in pregnancy. Eur. J. Clin. Invest., 38 Suppl 2, 50-57. 

Scholl, T. O., & Chen, X. (2009). Vitamin D intake during pregnancy: association with 

maternal characteristics and infant birth weight. Early Hum. Dev., 85(4), 231-234. 



98 

 

Scholl, T. O., Hediger, M. L., Schall, J. I., Khoo, C. S., & Fischer, R. L. (1996). Dietary and 

serum folate: their influence on the outcome of pregnancy. Am. J. Clin. Nutr., 63(4), 

520-525. 

Schwebke, J. R., & Burgess, D. (2004). Trichomoniasis. Clin. Microbiol. Rev., 17(4), 794-803. 

Scrimshaw, N. S., Taylor, C. E., & Gordon, J. E. (1968). Interactions of nutrition and infection. 

Monogr. Ser. World Health Organ, 57, 3-329. 

Searing, D. A., Zhang, Y., Murphy, J. R., Hauk, P. J., Goleva, E., & Leung, D. Y. (2010). 

Decreased serum vitamin D levels in children with asthma are associated with 

increased corticosteroid use. J. Allergy Clin. Immunol., 125(5), 995-1000. 

Seder, R., & Mosmann, T. (1998). Differentiation of effector phenotypes of CD4+ and CD8+ 

T cells. In P. WE (Ed.), Fundamental Immunology (pp. 525): Lippincott, Williams and 

Wilkins. 

Selwitz, R. H., Ismail, A. I., & Pitts, N. B. (2007). Dental caries. Lancet, 369(9555), 51-59. 

Semba, R. D., Miotti, P., Chiphangwi, J. D., Henderson, R., Dallabetta, G., Yang, L. P., & 

Hoover, D. (1997). Maternal vitamin A deficiency and child growth failure during 

human immunodeficiency virus infection. J. Acquir. Immune Defic. Syndr. Hum. 

Retrovirol., 14(3), 219-222. 

Shah, R. S., & Rajalakshmi, R. (1984). Vitamin A status of the newborn in relation to 

gestational age, body weight, and maternal nutritional status. Am. J. Clin. Nutr., 40(4), 

794-800. 

Shand, A. W., Nassar, N., Von Dadelszen, P., Innis, S. M., & Green, T. J. (2010). Maternal 

vitamin D status in pregnancy and adverse pregnancy outcomes in a group at high risk 

for pre-eclampsia. BJOG-Int. J. Obstet. Gy., 117(13), 1593-1598. 

Sharma, P., & Thapa, L. (2007). Acute pyelonephritis in pregnancy: A retrospective study. 

Aust. N. Z. J. Obstet Gynaecol., 47(4), 313-315. 

Shen, W. H., Zhou, J. H., Broussard, S. R., Freund, G. G., Dantzer, R., & Kelley, K. W. 

(2002). Proinflammatory cytokines block growth of breast cancer cells by impairing 

signals from a growth factor receptor. Cancer Res., 62(16), 4746-4756. 

Shrimpton, R., Victora, C. G., de Onis, M., Lima, R. C., Blossner, M., & Clugston, G. (2001). 

Worldwide timing of growth faltering: implications for nutritional interventions. 

Pediatrics, 107(5), E75. 

Shrimpton, R., Victora, C. G., de Onis, M., Lima, R. C., Blössner, M., & Clugston, G. (2001). 

Worldwide timing of growth faltering: implications for nutritional interventions. 

Pediatrics, 107(5), e75. 

Shroff, R., Knott, C., Gullett, A., Wells, D., Marks, S. D., & Rees, L. (2011). Vitamin D 

deficiency is associated with short stature and may influence blood pressure control in 

paediatric renal transplant recipients. Pediatr. Nephrol., 26(12), 2227-2233. 



99 

 

Shub, A., Swain, J. R., & Newnham, J. P. (2006). Periodontal disease and adverse pregnancy 

outcomes. J. Matern. Fetal Neonatal Med., 19(9), 521-528. 

Siega-Riz, A. M., Savitz, D. A., Zeisel, S. H., Thorp, J. M., & Herring, A. (2004). Second 

trimester folate status and preterm birth. Am. J. Obstet. Gynecol., 191(6), 1851-1857. 

Sifakis, S., Akolekar, R., Kappou, D., Mantas, N., & Nicolaides, K. H. (2012). Maternal serum 

insulin-like growth factor (IGF-I) and binding proteins IGFBP-1 and IGFBP-3 at 11-

13 weeks' gestation in pregnancies delivering small for gestational age neonates. Eur. 

J. Obstet. Gynecol. Reprod. Biol., 161(1), 30-33. 

Simhan, H. N., Himes, K. P., Venkataramanan, R., & Bodnar, L. M. (2011). Maternal serum 

folate species in early pregnancy and lower genital tract inflammatory milieu. Am. J. 

Obstet. Gynecol., 205(1), 61.e61-61.e67. 

Simpson, J. L., Bailey, L. B., Pietrzik, K., Shane, B., & Holzgreve, W. (2011). Micronutrients 

and women of reproductive potential: required dietary intake and consequences of 

dietary deficiency or excess. Part II--vitamin D, vitamin A, iron, zinc, iodine, essential 

fatty acids. J. Matern. Fetal Neonatal Med., 24(1), 1-24. 

Smaill, F., & Vazquez, J. C. (2007). Antibiotics for asymptomatic bacteriuria in pregnancy. 

Cochrane Database Syst. Rev.(2), CD000490. 

Sobel, J. D. (2007). Vulvovaginal candidosis. Lancet, 369(9577), 1961-1971. 

Steel, D. M., & Whitehead, A. S. (1994). The major acute phase reactants: C-reactive protein, 

serum amyloid P component and serum amyloid A protein. Immunol. Today, 15(2), 

81-88. 

Stephensen, C. B. (2001). Vitamin A, infection, and immune function. Annu. Rev. Nutr., 21, 

167-192. 

Street, M. E., Seghini, P., Fieni, S., Ziveri, M. A., Volta, C., Martorana, D., . . . Bernasconi, S. 

(2006). Changes in interleukin-6 and IGF system and their relationships in placenta 

and cord blood in newborns with fetal growth restriction compared with controls. Eur. 

J. Endocrinol., 155(4), 567-574. 

Suissa, K. (2013). Impact of Maternal Vitamin A and D Deficiency and Infection Status on 

Fetal and Infant Growth in Panama. Master of Science, McGill University, Montreal.    

Svare, J. A., Schmidt, H., Hansen, B. B., & Lose, G. (2006). Bacterial vaginosis in a cohort of 

Danish pregnant women: prevalence and relationship with preterm delivery, low 

birthweight and perinatal infections. BJOG-Int. J. Obstet. Gy., 113(12), 1419-1425. 

Swamy, G. K., Garrett, M. E., Miranda, M. L., & Ashley-Koch, A. E. (2011). Maternal vitamin 

D receptor genetic variation contributes to infant birthweight among black mothers. 

Am. J. Med. Genet. A., 155A(6), 1264-1271. 

Szabo, S. J., Dighe, A. S., Gubler, U., & Murphy, K. M. (1997). Regulation of the interleukin 

(IL)-12R beta 2 subunit expression in developing T helper 1 (Th1) and Th2 cells. J. 

Exp. Med., 185(5), 817-824. 



100 

 

Szarka, A., Rigo, J., Jr., Lazar, L., Beko, G., & Molvarec, A. (2010). Circulating cytokines, 

chemokines and adhesion molecules in normal pregnancy and preeclampsia 

determined by multiplex suspension array. BMC Immunol, 11, 59. 

Tamura, T., Udagawa, N., Takahashi, N., Miyaura, C., Tanaka, S., Yamada, Y., . . . et al. 

(1993). Soluble interleukin-6 receptor triggers osteoclast formation by interleukin 6. 

Proc. Natl. Acad. Sci. U. S. A., 90(24), 11924-11928. 

Taneja, S., Bhandari, N., Strand, T. A., Sommerfelt, H., Refsum, H., Ueland, P. M., . . . Bhan, 

M. K. (2007). Cobalamin and folate status in infants and young children in a low-to-

middle income community in India. Am. J. Clin. Nutr., 86(5), 1302-1309. 

Tang, J., Zhou, R., Luger, D., Zhu, W., Silver, P. B., Grajewski, R. S., . . . Caspi, R. R. (2009). 

Calcitriol suppresses antiretinal autoimmunity through inhibitory effects on the Th17 

effector response. J. Immunol., 182(8), 4624-4632. 

Thacher, T. D., & Clarke, B. L. (2011). Vitamin D insufficiency. Mayo Clin. Proc., 86(1), 50-

60. 

Thaxton, J. E., & Sharma, S. (2010a). Interleukin-10: a multi-faceted agent of pregnancy. Am. 

J. Reprod. Immunol., 63(6), 482-491. 

Thompson, J. M. D., Clark, P. M., Robinson, E., Becroft, D. M. O., Pattison, N. S., Glavish, 

N., . . . Mitchell, E. A. (2001). Risk factors for small-for-gestational-age babies: The 

Auckland Birthweight Collaborative Study. J. Paediatr. Child Health, 37(4), 369-375. 

Thorne-Lyman, A., & Fawzi, W. W. (2012a). Vitamin A and carotenoids during pregnancy 

and maternal, neonatal and infant health outcomes: A systematic review and meta-

analysis. Paediatr. Perinat. Epidemiol., 26, 36-54. 

Thorne-Lyman, A., & Fawzi, W. W. (2012b). Vitamin D during pregnancy and maternal, 

neonatal and infant health outcomes: a systematic review and meta-analysis. Paediatr. 

Perinat. Epidemiol., 26 Suppl 1, 75-90. 

Thorsen, P., Vogel, I., Olsen, J., Jeune, B., Westergaard, J. G., Jacobsson, B., & Moller, B. R. 

(2006). Bacterial vaginosis in early pregnancy is associated with low birth weight and 

small for gestational age, but not with spontaneous preterm birth: a population-based 

study on Danish women. J. Matern. Fetal Neonatal Med., 19(1), 1-7. 

Thota, C., Farmer, T., Garfield, R. E., Menon, R., & Al-Hendy, A. (2013). Vitamin D elicits 

anti-inflammatory response, inhibits contractile-associated proteins, and modulates 

Toll-like receptors in human myometrial cells. Reprod Sci, 20(4), 463-475. 

Tielsch, J. M., Rahmathullah, L., Katz, J., Thulasiraj, R. D., Coles, C., Sheeladevi, S., & 

Prakash, K. (2008). Maternal night blindness during pregnancy is associated with low 

birthweight, morbidity, and poor growth in South India. J. Nutr., 138(4), 787-792. 

Tolba, A. M., Hewedy, F. M., al-Senaidy, A. M., & al-Othman, A. A. (1998). Neonates' 

vitamin A status in relation to birth weight, gestational age, and sex. J. Trop. Pediatr., 

44(3), 174-177. 



101 

 

Toloza, S. M., Cole, D. E., Gladman, D. D., Ibanez, D., & Urowitz, M. B. (2010). Vitamin D 

insufficiency in a large female SLE cohort. Lupus, 19(1), 13-19. 

Tse, S. M., Kelly, H. W., Litonjua, A. A., Van Natta, M. L., Weiss, S. T., & Tantisira, K. G. 

(2012). Corticosteroid use and bone mineral accretion in children with asthma: Effect 

modification by vitamin D. J. Allergy Clin. Immunol., 130(1), 53-60.e54. 

Tsuji, M., Fujii, K., Nakano, T., & Nishii, Y. (1994). 1 alpha-hydroxyvitamin D3 inhibits type 

II collagen-induced arthritis in rats. FEBS Lett., 337(3), 248-250. 

Ulbricht, C., Basch, E., Chao, W., Conquer, J., Costa, D., Culwell, S., . . . Zhou, S. (2012). An 

evidence-based systematic review of vitamin A by the natural standard research 

collaboration. J. Diet. Suppl., 9(4), 299-416. 

Urrutia, R. P., & Thorp, J. M. (2012). Vitamin D in pregnancy: current concepts. Curr. Opin. 

Obstet. Gynecol., 24(2), 57-64. 

van den Broek, N., Dou, L., Othman, M., Neilson, J. P., Gates, S., & Gulmezoglu, A. M. 

(2010). Vitamin A supplementation during pregnancy for maternal and newborn 

outcomes. Cochrane Database Syst. Rev.(11), CD008666. 

Vandevijvere, S., Amsalkhir, S., Van Oyen, H., & Moreno-Reyes, R. (2012). High prevalence 

of vitamin D deficiency in pregnant women: a national cross-sectional survey. PLoS 

ONE, 7(8), e43868. 

Veldhuis, J. D., Lizarralde, G., & Iranmanesh, A. (1992). Divergent effects of short term 

glucocorticoid excess on the gonadotropic and somatotropic axes in normal men. J. 

Clin. Endocr. Metab., 74(1), 96-102. 

Victora, C. G., Adair, L., Fall, C., Hallal, P. C., Martorell, R., Richter, L., & Sachdev, H. S. 

(2008). Maternal and child undernutrition: consequences for adult health and human 

capital. Lancet, 371(9609), 340-357. 

Voigt, M., Briese, V., Jorch, G., Henrich, W., Schneider, K. T., & Straube, S. (2009). The 

influence of smoking during pregnancy on fetal growth. Considering daily cigarette 

consumption and the SGA rate according to length of gestation. Z. Geburtshilfe 

Neonatol., 213(5), 194-200. 

Voldner, N., Frøslie, K. F., Bo, K., Haakstad, L., Hoff, C., Godang, K., . . . Henriksen, T. 

(2008). Modifiable determinants of fetal macrosomia: role of lifestyle-related factors. 

Acta Obstet. Gynecol. Scand., 87(4), 423-429. 

Von Dadelszen, P., & Magee, L. A. (2002). Could an infectious trigger explain the differential 

maternal response to the shared placental pathology of preeclampsia and normotensive 

intrauterine growth restriction? Acta Obstet. Gynecol. Scand., 81(7), 642-648. 

Walker, C. K., & Sweet, R. L. (2011). Gonorrhea infection in women: prevalence, effects, 

screening, and management. Int. J. Womens Health, 3, 197-206. 

Waterlow, J. C. (1973). Note on assessment and classification of protein-energy malnutrition in 

children. Lancet, 2(7820), 87-89. 



102 

 

Waterlow, J. C., & Thomson, A. M. (1979). Observations on the adequacy of breast-feeding. 

Lancet, 2(8136), 238-242. 

Wawer, M. J., Sewankambo, N. K., Serwadda, D., Quinn, T. C., Paxton, L. A., Kiwanuka, N., . 

. . Gray, R. H. (1999). Control of sexually transmitted diseases for AIDS prevention in 

Uganda: a randomised community trial. Lancet, 353(9152), 525-535. 

Wegmann, T. G. (1984). Foetal protection against abortion: is it immunosuppression or 

immunostimulation? Ann. Immunol., 135D(3), 309-312. 

Wegmann, T. G., Lin, H., Guilbert, L., & Mosmann, T. R. (1993). Bidirectional cytokine 

interactions in the maternal-fetal relationship: Is successful pregnancy a TH2 

phenomenon? Immunol. Today, 14(7), 353-356. 

Weinstein, R. S., Jilka, R. L., Parfitt, A. M., & Manolagas, S. C. (1998). Inhibition of 

osteoblastogenesis and promotion of apoptosis of osteoblasts and osteocytes by 

glucocorticoids. Potential mechanisms of their deleterious effects on bone. J. Clin. 

Invest., 102(2), 274-282. 

West, K. P., Jr. (2002). Extent of vitamin A deficiency among preschool children and women 

of reproductive age. J. Nutr., 132(9 Suppl), 2857S-2866S. 

WHO. (2001). Panama Country Health Profile Retrieved December 2nd 2010, from 

http://www.paho.org/english/sha/prflpan.htm 

WHO. (2008). Conclusions of a WHO technical consultation on folate and vitamin B12 

deficiencies. Food and Nutrition Bulletin, 29(2S), S238-244. 

WHO. (2009). Global prevalence of vitamin A deficiency in populations at risk 1995-2005; 

WHO Global  Database on Vitamin A Deficiency.  Geneva: World Health 

Organization. 

WHO. (2001). Panama: Country Health Profile Retrieved 09/30/2012, 

from http://www.paho.org/english/sha/prflpan.htm 

 

WHO. (2013). Accelerating progress towards the health-related Millennium Development 

Goals Retrieved May 13th 2013, from 

http://www.who.int/topics/millennium_development_goals/MDG-

NHPS_brochure_2010.pdf 

WHO/FAO. (2004). Vitamin and mineral requirements in human nutrition: World Health 

Organization Food and Agricultural Organization of the United Nations. 

Wiedermann, U., Chen, X. J., Enerback, L., Hanson, L. A., Kahu, H., & Dahlgren, U. I. 

(1996). Vitamin A deficiency increases inflammatory responses. Scand. J. Immunol., 

44(6), 578-584. 

Wiedermann, U., Hanson, L. A., Kahu, H., & Dahlgren, U. I. (1993). Aberrant T-cell function 

in vitro and impaired T-cell dependent antibody response in vivo in vitamin A-

deficient rats. Immunology, 80(4), 581-586. 

http://www.paho.org/english/sha/prflpan.htm


103 

 

Willams, B. (2012). The interrelationship among maternal infection, folate and vitamin B12 

status, and offspring growth in Indigenous Panamanians. Master of Science, McGill 

University, Montreal.    

Wintergerst, E. S., Maggini, S., & Hornig, D. H. (2007). Contribution of selected vitamins and 

trace elements to immune function. Ann. Nutr. Metab., 51(4), 301-323. 

Wiysonge, C. S., Shey, M. S., Sterne, J. A., & Brocklehurst, P. (2005). Vitamin A 

supplementation for reducing the risk of mother-to-child transmission of HIV 

infection. Cochrane Database Syst. Rev.(4), CD003648. 

Woods, K. A., Camacho-Hubner, C., Barter, D., Clark, A. J., & Savage, M. O. (1997). Insulin-

like growth factor I gene deletion causing intrauterine growth retardation and severe 

short stature. Acta Paediatr. Suppl., 423, 39-45. 

Xiong, X., Buekens, P., Fraser, W. D., Beck, J., & Offenbacher, S. (2006). Periodontal disease 

and adverse pregnancy outcomes: a systematic review. BJOG-Int. J. Obstet. Gy., 

113(2), 135-143. 

Yajnik, C. S., Deshpande, S. S., Panchanadikar, A. V., Naik, S. S., Deshpande, J. A., Coyaji, 

K. J., . . . Refsum, H. (2005). Maternal total homocysteine concentration and neonatal 

size in India. Asia Pac. J. Clin. Nutr., 14(2), 179-181. 

Yakoob, M. Y., Menezes, E. V., Soomro, T., Haws, R. A., Darmstadt, G. L., & Bhutta, Z. A. 

(2009). Reducing stillbirths: behavioural and nutritional interventions before and 

during pregnancy. BMC Pregnancy Childbirth, 9 Suppl 1, S3. 

Young, F. (2006). Dealing with trichomoniasis. J. Fam. Health Care, 16(5), 153-155. 

Yuan, M., Jordan, F., McInnes, I. B., Harnett, M. M., & Norman, J. E. (2009). Leukocytes are 

primed in peripheral blood for activation during term and preterm labour. Mol. Hum. 

Reprod., 15(11), 713-724. 

Zhou, L., Chong, M. M., & Littman, D. R. (2009). Plasticity of CD4+ T cell lineage 

differentiation. Immunity, 30(5), 646-655. 

 

  



104 

 

APPENDIX 

A. Histograms of cytokines and chemokine (pg/mL) (n=184) 
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