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Ankylosing spondylitis (AS) is mostly characterized by inflammation of the sacroiliac joints, enthesis and the spine. This
study aims to determine gene expression profile of proinflammatory cytokines and their correlations with disease activity,
spinal mobility, functional status, quality of life, and smoking in Iranian patients with ankylosing spondylitis. Peripheral blood
mononuclear cells (PBMCs) were isolated from 48 patients with AS and 47 age and gender-matched healthy controls; then
total RNA content of leukocytes was extracted, followed by cDNA synthesis from the mRNA of PBMCs. Quantitative
polymerase chain reaction was performed to measure mRNA expression of TNF-a, IL-1f and IFN-y genes. Clinical
characteristics were evaluated and their correlations were analyzed with gene expression levels of the prionflammatory
cytokines. A significant overexpression of TNF-a was observed in the patient group, but there was no significant difference in
expression of other cytokines between groups. A positive correlation (P< 0.01) between TNF-a and Bath Ankylosing
Spondylitis Disease Activity Index (BASDAI) and negative correlation (P< 0.05) between IFN-y and Bath Ankylosing
Spondylitis Functional Index (BASFI) were found. Eta-Squared test supported significant results about the smoking effect on
Bath Ankylosing Spondylitis Metrology Index (BASMI) (P< 0.05) and IFN-y (P< 0.01). Our results demonstrated that TNF-o.
was the most important cytokine responsible for inflammatory-related outcomes of AS in the Iranian population.
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Introduction

About 0.1 to 1.4% of Caucasian population experiences
the debilitating chronic inflammatory disease named
ankylosing spondylitis (AS) [1]. This prototypic form of
seronegative spondyloarthropathies involves primarily
the axial skeleton joints. Enthesis, where ligaments,
tendons and joint capsules are attached to the bone, is
the main involved site [2]. Although the combination of
genetic, environmental and immunological factors can
cause the clinical manifestations, it seems that AS is of
the strongest genetic background when compared to any
other rheumatic diseases [3]. In this regard, the role of
human leukocyte antigen (HLA)-B27 in AS
pathogenesis has been discovered for more than 40
years [4].

From the immunological point of view, several
cytokine pathways have been associated with AS based
on both genome-wide association (GWA) studies and

experimental investigations [5-7]. Tumor necrosis factor
(TNF)-a, interleukin (IL)-1p and interferon (IFN)-y are
the main proinflammatory cytokines, culminating in
manifestations of autoimmune disorders [8]. In HLA-
B27 mis-folding theory, endoplasmic reticulum (ER)
stress leads to increased expression of proinflammatory
cytokines [9].

Tumor necrosis factor o is a pleiotropic cytokine,
mainly produced by activated macrophages and has
different biological functions in different tissues. This
proinflammatory cytokine belongs to TNF superfamily,
and exerts its function through ligation with two
receptors of TNFR1 and TNFR2. Signaling through
TNFR1 results in proinflammatory, anti-apoptotic and
regulatory processes, but TNFR2 is critical for
stabilization of regulatory T cells (Treg) [10-12].
Evidence shows that TNF-a blockade by infliximab is
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sufficient to reduce pain and inflammation in AS
patients [13].

Single Nucleotide Polymorphisms (SNPs) in TNF-a
gene promoter, especially at -238 (G/A) and -308 (G/A)
positions, have been demonstrated in a number of
population-based studies [14-17]. They rest on the belief
that these polymorphisms irrespective of HLA-B27,
might have an important role in AS pathogenesis.
However, their effect on susceptibility or severity of the
AS has remained a subject of debate.

As a proinflammatory cytokine, IL-1 is secreted by
all nucleated cells, especially macrophages [18]. Many
studies have established the role of IL-1 in autoimmune
diseases [19]. In addition, SNPs of IL-1 receptor (IL-
1R) have been shown to be associated with AS
susceptibility [20]. Moreover, IFN-y, which is produced
and secreted by a variety cells of innate and adaptive
immunity, plays an important role in autoimmunity
[21]. As mentioned above, ER stress molecules
especially unfolded protein response (UPR)-related
molecules cause increased IFN-y expression in HLA-
B27 positive patients [22].

Regarding the necessity to address such
discrepancies to gain a unique understanding, in this
study we evaluated mRNA expression levels of TNF-q,
IL-13 and IFN-y proinflammatory cytokines in
peripheral blood mononuclear cells (PBMCs) of AS
patients in comparison to the healthy control group.
Furthermore, it was attempted to find out if there were
plausible  correlations  between cytokine gene
expressions with disease manifestations.

Methods and Materials

Patients

Forty-eight (34 males and 14 females) unrelated AS
patients (40.02+11.25 vyears old) undertaking no
immunomodulatory therapy, whose diagnosis were
fulfilled according to the modified New York criteria
[23], were selected from patients recruited in the
rheumatology research center, Shariati hospital, Tehran
University of Medical Sciences. Forty-seven (36 males,
11 females) age and gender-matched healthy individuals
(37.79+9.43 years old) without any history of
autoimmune diseases for themselves and their first-
degree relatives were also included. The human research
ethics committees of the Tehran University of Medical
Sciences approved this study and written informed
consent was taken from all participants. In order to
record  demographic, medical, familial and
pharmacological history of the study subjects, a
questionnaire was exerted. To determine disease

activity, quality of life, spinal mobility and functional
disability, indexes including Bath Ankylosing
Spondylitis Disease Activity Index (BASDAI) [24],
Ankylosing Spondylitis Quality of Life (ASQoL), Bath
Ankylosing Spondylitis Metrology Index (BASMI) [25]
and Bath Ankylosing Spondylitis Functional Index
(BASFI) [26] were measured for each patient. About 5
mL of blood from all participants was collected in
Ethylenediaminetetraacetic acid (EDTA)-anticoagulated
tubes and Erythrocyte Sedimentation Rate (ESR) blood
collection test tubes by venipuncture.

Peripheral blood mononuclear cells separation and
RNA extraction

Ficoll-Hypaque density  gradient centrifugation
approach was used in order to isolate PBMCs from
peripheral blood of the subjects [27]. Total cellular
RNA was extracted using high pure RNA isolation kit
(Roche, Germany), according to the manufacturer’s
manual. Yield and purity of RNA were measured using
a NanoDrop spectrophotometer at 260/280 nm
(NanoDrop ND-2000c Spectrophotometer, Thermo
Fisher scientific, USA).

Reverse transcription and complementary DNA
synthesis

Complementary DNA (cDNA) was synthesized from
extracted RNA by the Transcriptor first strand cDNA
synthesis kit (Roche, Germany), according to the
manufacturer’s manual. To go through the procedure
briefly, first 1 pg of RNA was mixed with 2 pL of
random hexamer primer and corresponding amount of
RNase-free H,O to reach a total volume of 13 mL and
then incubated at 65°C for 10 minutes. Afterwards,
micro-tubes were chilled on ice and a mixture of
reaction buffer (4 pL), RNase inhibitor (0.5 pL), dNTP
mix (2 uL) and reverse transcriptase (0.5 uL) was added
to each sample. Samples were then incubated at 25°C
for 10 minutes followed by 50°C for 60 minutes; the
reaction was finally terminated by heating at 85°C for
five minutes with a final volume of 20 puL pre tube.

Real-time quantitative polymerase chain reaction

Primers for gene mRNA expressions of TNF-a, IL-1f
and IFN-y, and B2M as a housekeeping gene were
designed using primer express 3.0 (Applied Biosystems,
Foster city, CA, USA). For more details of primers,
refer to Table 1. To determine accuracy and specificity,
all primers were blasted using the basic local alignment
search tool on the USA national center for biotechnology
information  website  (http://www.ncbi.nlm.nih.gov/
tools/primerblast/). Primers were synthesized by the

32

Rheum. Res., Vol. 2, No. 1, Jan. 2017


http://www.ncbi.nlm.nih.gov/

Table 1. Primers used in real-time polymerase chain reaction

Asadbeik et al.

Gene Primer Product size (bp) Tm (°C) Gene ID
IL-1p F  5-ATGGCTTATTACAGTGGCAATGAG-3' 138 59.42 576.2
R 5-GTAGTGGTGGTCGGAGATTCG-3’ 60.20 '
F 5-CCTGCCCCAATCCCTTTATT-3' 57.52
UL R 5-CCCTAAGCCCCCAATTCTCT-3' e 58.77 A
IEN- F 5-CTGACTTGAATGTCCAACGCAAAGC-3' 120 63.47 619.2
¥ R 5-CTCTTCGACCTCGAAACAGCATCTG-3 63.58 '
F 5-CCTGAATTGCTATGTGTCTGGG-3' 59.05
p2M R 5-TGATGCTGCTTACATGTCTCGA-3' 244 59.83 4048.2

custom oligonucleotide synthesis service, Metabion
(Martinsried, Germany). Quantitative analysis was
performed by real-time polymerase chain reaction using
the SYBR Green PCR master mix and StepOne real-
time PCR system (both applied Biosystems). Each
reaction mixture contained a total volume of 20 pL
(master mix 10 uL, cDNA 2 plL, forward primer 0.2 pL,
reverse primer 0.2 uL and H20 7.6 pL). The quantitative
real- time PCR conditions were: 95°C for 10 minutes,
then 40 cycles at 95°C for 15 seconds and 60°C for 60
seconds. Using a melting curve, the purity of each
amplified product was confirmed. A widely used
approach to represent relative gene expression, the
comparative CT method, was exploited to evaluate
expressions, as previously described by Schmittgen and
Livak [28]. Relative amounts of target mMRNAS in test
samples were calculated and normalized to the
corresponding B2M mRNA transcript level as a
housekeeping gene. Next, relative expression for each
sample was calculated using the following equation:
relative mRNA expression =(27)x10°,

Statistical analysis

Chi-square and independent t-test were performed for
matching gender and age in the groups, respectively.
Normality test was done using Kolmogorov-Smirnov
for scale variables. If data did not have a normal
distribution, Mann-Whitney nonparametric test was
performed for comparing means. Correlation analysis
was done using Spearman’s Rank-Order. All the data
were analyzed using IBM SPSS version 21.0 (SPSS,
Chicago, IL, USA). The P values of less than 0.05
indicated statistical significance.

Results

Demographic and laboratory characteristics of study
subjects

Demographic and clinical characteristics of the study
participants are summarized in Table 2. There was no
significant difference in age or gender between case and
control groups. However, smoking rate and ESR level
were significantly higher in patients in comparison to
healthy subjects.

Table 2. Demographic and clinical characteristics of the study participants

. Groups
Variables . P Value
AS patients (n = 48) Healthy control (n = 47)

Age (Year) 40.02 +11.25 37.79£9.43 0.298
Sex

Male 34 36 0.524

Female 14 11
Smoking (%) 63.83 32.61 0.003
ESR (mm/h) 35.7+35.03 6.48+8.12 < 0.0001
BASDAI 4.32+2.22 - -
BASMI 4.93+1.88 - -
BASFI 3.64+2.45 - -
ASQoL 7.71+4.72 - -
Disease duration 12.40+9.48 - -

Abbreviations: AS, Ankylosing Spondylitis; ASQoL, Ankylosing Spondylitis Quality of Life; BASDAI, Bath Ankylosing
Spondylitis Disease Activity Index; BASMI, Bath Ankylosing Spondylitis Metrology Index; BASFI, Bath Ankylosing Spondylitis

Functional Index; ESR, Erythrocyte Sedimentation Rate.
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Gene expression results by the real-time Polymerase
Chain Reaction (PCR) method

Relative to the control, mRNA expression levels of the
studied cytokines were increased in PBMCs of AS
patients. The expression level of TNF-o mRNA was
upregulated significantly in AS patients compared with
healthy controls (AS vs. healthy controls; fold change=
3.58; P=0.024; Table 3 and Fig. 1). However, there was
no significant increased expression of 1L-1p and IFN-y
mMRNAs in AS patients relative to healthy controls with
the fold changes of 1.73 and 1.36, respectively.

Correlation between gene expression and clinical
features
The correlation coefficients (r) and corresponding P

Asadbeik et al.

values of correlation analysis between cytokine gene
expression levels and clinical data of patients are shown
in Table 4. A positive significant correlation was
observed between TNF-a mRNA expression and
BASDAI score (r= 0.416, P= 0.004). Moreover, there
was a negative correlation between IFN-y mRNA
expression with BASFI criteria (r=-0.308, P= 0.035).

Smoking effect as measured by Eta-squared,
demonstrated a significant positive effect on IFN-y
mRNA expression levels (n’= 0.240, P= 0.006).
Furthermore, a significant effect was observed between
smoking and BASMI scores (3°= 0.339, P= 0.029).
However, no significant correlation was observed
between BASMI and IFN-y.

Table 3. Comparison between IL-1p, TNF-a and IFN-y expression in ankylosing spondylitis patients and controls

Groups
Cytokines . P Fold change (AS vs. healthy controls) P value
AS patients (n=48)  Healthy controls (n=47)
IL-1B 29.43+48.81 17.04+28.52 1.73 0.170
TNF-a 30.64+45.06 8.54+8.60 3.58 0.024"
IFN-y 2.12+0.93 1.56+0.49 1.36 0.461
AS: Ankylosing Spondylitis; TNF-a: Tumor Necrosis Factor-a; IL-1p: Interleukin-1; IFN-y: interferon-y
* Significant correlation at 0.05 level
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Fig. 1. Relative mRNA expression of IL-1f (A), TNF-a (B) and IFN-y (C) in PBMCs from AS patients (n= 48) in comparison to

healthy controls (n= 47). Data are represented as mean+SEM
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Table 4. Correlation between gene expressions and patients’ clinical data®

Clinical data TNF-a. IL-1B IFN-y
BASDAI 0.416, (0.004)" 0.259, (0.078) 0.180, (0.227)
BASFI 0.171, (0.257) 0.201, (0.175) —0.308, (0.035)°
BASMI —0.136, (0.367) —-0.171, (0.251) —0.189, (0.203)
Disease duration 0.138, (0.359) 0.077, (0.605) —0.159, (0.284)
ASQoL 0.135, (0.382) 0.101, (0.510) —0.122, (0.425)
ESR 0.067, (0.527) 0.104, (0.323) —0.050, (0.639)

BASDAI: Bath Ankylosing Spondylitis Disease Activity Index; BASFI: Bath Ankylosing Spondylitis Functional Index; BASMI:
Bath Ankylosing Spondylitis Metric Index; ESR: Erythrocyte Sedimentation Rate

®Data in each cell shown as correlation coefficient, (P value)
bSignificant correlation at 0.05 level

Discussion

Although the importance of proinflammatory cytokines in
inflammatory diseases [29-32] is well established, so far
no study has been conducted for their gene expression
profiles in AS patients. Studies show incongruent results
about cytokine expression pattern in these patients.
However, such discrepancies might be explained
regarding the different clinical characteristics of various
populations and different laboratory methods. So far,
several studies about cytokine levels in AS patients were
performed based on protein-based techniques. Since the
actual levels of cytokines may be underestimated by
diagnostic methods at protein levels, a much more
sensitive  measurement, perhaps through mRNA
expression level, is required.

Furthermore, IL-1 and TNF-a are macrophage-
derived cytokines that induce autoimmunity setting in
many tissues [33]. In rheumatoid arthritis (RA), the
subchondral erosion process is mediated primarily by
these cytokines [34]. Because such erosions have been
also seen in AS [35], these cytokines might also play a
role in AS pathogenesis. Another cytokine is IFN-y,
which contributes to organ damage and systemic
involvement of inflammatory mechanisms [36].

Earlier evidence of involvement of proinflammatory
cytokines in AS pathogenesis came from the study of
Gratacos et al. [37]. They evaluated cytokine levels of 69
patients with AS in comparison to 43 RA patients and 36
outpatients with non-inflammatory back pain (NIBP),
through an enzyme linked immunosorbent assay (ELISA)
approach. By comparing AS and NIBP groups, they
observed a higher TNF-a concentration in sera of AS
patients; but no detectable IL-1B concentrations were
found in all groups. Through examining synovial biopsies
of AS patients, increased TNF-a but not IL-13 mRNA
expressions were found with the in situ hybridization
technique [38]. The study included only three patients for
evaluations; therefore, due to the small sample size,
experiments could not explain the reliability of the

findings. Significantly higher TNF-o and IL-1B
concentrations in a Chinese population of AS patients
were found. Furthermore, they observed a positive
correlation between IL-1B concentration and BASDAI
[39]. The correlation result between TNF-a and disease
activity index was in accordance with our study.
However, contrary to our results, they did not find any
correlation between BASFI and cytokine concentrations.
Peripheral blood mononuclear cells are important players
of immune responses [40]. Rudwaleit et al. [41] analyzed
PBMCs of HLA-B27 positive AS patients, and positive
and negative healthy controls with flow cytometry. They
found lower production of TNF-a and IFN-y in both
HLA-B27 positive patient and control groups with an
unknown mechanism. This study divulged an association
between HLA-B27 positivity and lower cytokine
concentrations. Vazquez-Del Mercado et al. [18] assessed
concentrations of TNF-a, IL-1p and some other cytokines
in a supernatant soup of cultured PBMCs of 27 AS and 24
control individuals in presence of Phytohemagglutinin
(PHA). Higher IL-1B but not TNF-a concentrations were
observed in AS patient. However, IL-1p concentration did
not correlate with disease activity indices of AS patients.
Their results were in accordance with the lower amount of
TNF-o in HLA-B27 positive individuals as shown in a
previous study, but both studies were in discordance with
our results. Toussirot et al. [42] wused the
Radioimmunoassay (RIA) technique to measure TNF-a
and IL-1p levels in spondyloarthritis patients with mixed
clinical manifestations. They reported equal IL-13 but
raised TNF-a levels in the patient group. Again, they had
a low sample size in their study.

To explain these contradictory results first we must
consider that in the ELISA method due to cellular
consumption of cytokines, it is difficult to estimate their
actual levels. Second, this method can detect targets at the
protein  level. Because of  post-transcriptional
modifications, RNA measurement through real-time PCR
technique does not always reflect the corresponding
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protein levels. Other possible factors include ethnic
differences in study populations and small sample size in
some studies.

In the study underway, we found higher expression of
IL-1B, TNF-a and IFN-y in AS patients; however only
TNF-o was significantly overexpressed in PBMCs of AS
patients compared with healthy subjects. According to the
correlation results shown in this study, by progressing
disease due to inflammation effect on axial skeleton,
patients dismiss their spinal flexibility. As a result, it is
obvious that increasing disease duration enhances BASMI
score. In addition, greater functional limitation (higher
BASFI score) is associated with poor quality of life (high
ASQoL score). Regarding the smoking effect on clinical
indexes and mRNA expression levels of cytokines, a
significant effect was observed on BASMI and IFN-y.

The role of smoking as a risk factor of AS
development is well-established in a bulk of studies. In
this respect, Fallahi et al. [43] revealed significantly
higher BASMI scores in current smokers. In a survey by
Zhang et al. [44], AS patients with a smoking habit were
shown to have a higher BASMI score than non-smokers.
Our data was in accordance with their results. However,
the limitation of both aforementioned studies was the type
of study. In the view that both studies were cross-
sectional, unilateral effect of smoking was not concluded
on related outcomes. This means that possessing these

criteria could result in AS susceptibility. Moreover, in
sight of Fallahi et al., other factors might be responsible
for restriction in spinal movement.

Many studies have considered smoking as an
independent variable for higher functional limitation [45-
47]. However in this study, no significant correlation was
found between smoking and BASFI scores.

Conclusion

Considering all these facts, this study was conducted to
measure mMRNA expression profile of proinflammatory
cytokines in Iranian patients with ankylosing spondylitis.
We found TNF-o as an important factor involved in
disease inflammatory mechanism and in determining
disease severity and outcomes. Further investigations with
emphasis on specific immune cell sorts are mandatory to
improve valid apprehension of the AS inflammatory
process.

Conflict of interest
The authors declare no conflict of interest.

Acknowledgment

This study was supported by the research deputy of
Tehran University of Medical Sciences (Grant No: 93-03-
41-24477).

References
1. Stolwijk C, van Onna M, Boonen spondylitis: new insights into Immunol. 2014; 57(1): 44-51.
A, van Tubergen A. Global disease pathogenesis. Appl Clin doi: 10.1016/j.molimm.2013.07.

Prevalence of Spondyloarthritis:

Genet. 2014; 7: 105-15. doi:

013.

A Systematic Review and Meta- 10.2147/TACG.S37325. 10. Cui X, Hawari F, Alsaaty S,
Regression  Analysis. Arthritis Reveille JD, Sims AM, Danoy P, Lawrence M, Combs CA, Geng
Care Res (Hoboken). 2015 doi: Evans DM, Leo P, Pointon JJ, et W, et al. ldentification of ARTS-1
10.1002/acr.22831. al. Genome-wide association as a novel TNFR1-binding

2. Tam LS, Gu J, Yu D. study of ankylosing spondylitis protein that promotes TNFR1
Pathogenesis  of  ankylosing identifies non-MHC susceptibility ectodomain shedding. J Clin
spondylitis. Nat Rev Rheumatol. loci. Nat Genet. 2010; 42(2): Invest. 2002; 110(4): 515-26. doi:
2010; 6(7): 399-405. doi: 123-7. doi: 10.1038/ng.513. 10.1172/JC113847.
10.1038/nrrheum.2010.79. Hreggvidsdottir HS, Noordenbos 11. Chen G, Goeddel DV. TNF-R1

3. Zambrano-Zaragoza JF, Agraz- T, Baeten DL. Inflammatory signaling: a beautiful pathway.
Cibrian JM, Gonzalez-Reyes C, pathways in spondyloarthritis. Science. 2002; 296(5573): 1634-
Duran-Avelar Mde J, Vibanco- Mol Immunol. 2014; 57(1): 28- 5. doi: 10.1126/science.1071924.
Perez N. Ankylosing spondylitis: 37. doi: 10.1016/j.molimm.2013. 12. Chen X, Wu X, Zhou Q, Howard
from cells to genes. Int J Inflam. 07.016. OM, Netea MG, Oppenheim JJ.
2013; 501653. doi: 10.1155/2013/ Keller C, Webb A, Davis J. TNFR2 is critical for the
501653. Cytokines in the seronegative stabilization of the

4. Brewerton DA, Hart FD, Nicholls spondyloarthropathies and their CD4+Foxp3+regulatory T. cell
A, Caffrey M, James DC, modification by TNF blockade: a phenotype in the inflammatory
Sturrock RD. Ankylosing brief report and literature review. environment. J Immunol. 2013;
spondylitis and HL-A 27. Lancet. Ann Rheum Dis. 2003; 62(12): 190(3): 1076-84. doi: 10.4049/
1973; 1(7809): 904-7. 1128-32. jimmunol.1202659.

5. Tsui FW, Tsui HW, Akram A, Colbert RA, Tran TM, Layh- 13. Mansour M, Cheema GS,
Haroon N, Inman RD. The Schmitt G. HLA-B27 misfolding Naguwa SM, Greenspan A,
genetic basis of ankylosing and ankylosing spondylitis. Mol Borchers AT, Keen CL, et al.

36 Rheum. Res., Vol. 2, No. 1, Jan. 2017



14.

15.

16.

17.

18.

19.

20.

Ankylosing spondylitis: a
contemporary  perspective  on
diagnosis and treatment. Semin
Arthritis Rheum. 2007; 36(4):
210-23. doi: 10.1016/j.semarthrit.
2006.08.003.

Nicknam MH, Mahmoudi M,
Amirzargar AA, Jamshidi AR,
Rezaei N, Nikbin B. HLA-B27
subtypes and tumor necrosis
factor alpha promoter region
polymorphism in Iranian patients
with ankylosing spondylitis. Eur
Cytokine Netw. 2009; 20(1):17-
20. doi: 10.1684/ecn.2009.0143.
Ji Y, Yang X, Yang L, Wu D,
Hua F, Lu T, et al. Studies on
correlation  between  single-
nucleotide  polymorphisms  of
tumor necrosis factor gene and
different stages of ankylosing
spondylitis. Cell Biochem
Biophys. 2013; 67(3): 915-22.
doi: 10.1007/s12013-013-9582-z.
Li B, Wang P, Li H. The
association between TNF-alpha
promoter  polymorphisms and
ankylosing spondylitis: a meta-
analysis. Clin Rheumatol. 2010;
29(9): 983-90. doi:
10.1007/s10067-010-1499-y.
Chung WT, Choe JY, Jang WC,
Park SM, Ahn YC, Yoon IK, et
al. Polymorphisms of tumor
necrosis factor-alpha promoter
region for susceptibility to HLA-
B27-positive ankylosing
spondylitis in Korean population.
Rheumatol Int. 2011; 31(9):
1167-75. doi: 10.1007/s00296-
010-1434-1.

Vazquez-Del Mercado M, Garcia-
Gonzalez A, Munoz-Valle JF,
Garcia-lglesias T, Martinez-
Bonilla G, Bernard-Medina G, et
al. Interleukin 1beta (IL-1lbeta),
IL-10, tumor necrosis factor-
alpha, and cellular proliferation
index in  peripheral  blood
mononuclear cells in patients with
ankylosing spondylitis. J
Rheumatol. 2002; 29(3): 522-6.
Palomo J, Dietrich D, Martin P,
Palmer G, Gabay C. The
interleukin (IL)-1  cytokine
family—Balance between agonists
and antagonists in inflammatory
diseases. Cytokine. 2015; 76(1):
25-37. doi: 10.1016/j.cyto.2015.
06.017.20.

Mahmoudi M, Amirzargar AA,
Jamshidi AR, Farhadi E, Noori S,
Avraee M, et al. Association of

21.

22.

23.

24.

25.

26.

27.

28.

29.

ILIR polymorphism with HLA-
B27 positive in Iranian patients
with ankylosing spondylitis. Eur
Cytokine Netw. 2011; 22(4): 175-
80. doi: 10.1684/ecn.2011.0293.
Palucka AK, Blanck JP, Bennett
L, Pascual V, Banchereau J.
Crossregulation of TNF and IFN-
alpha in autoimmune diseases.
Proc Natl Acad Sci U S A. 2005;
102(9): 3372-7. doi: 10.1073/
pnas.0408506102.

Feng Y, Ding J, Fan CM, Zhu P.
Interferon-gamma contributes to

HLAB27-associated unfolded
protein response in
spondyloarthropathies. J

Rheumatol. 2012; 39(3): 574-82.
doi: 10.3899/jrheum.101257.
Moll JM,Wright V. New York
clinical criteria for ankylosing
spondylitis. A statistical
evaluation. Ann Rheum Dis.
1973; 32(4): 354-63.

Garrett S, Jenkinson T, Kennedy
LG, Whitelock H, Gaisford P,
Calin A. A new approach to
defining  disease  status in
ankylosing spondylitis: the Bath
Ankylosing Spondylitis Disease
Activity Index. J Rheumatol.
1994; 21(12): 2286-91.

Jenkinson TR, Mallorie PA,
Whitelock HC, Kennedy LG,
Garrett SL, Calin A. Defining
spinal mobility in ankylosing
spondylitis (AS). The Bath AS
Metrology Index. J Rheumatol.
1994; 21(9): 1694-8.

Calin A, Garrett S, Whitelock H,
Kennedy LG, O’Hea J, Mallorie
P, et al. A new approach to
defining functional ability in
ankylosing  spondylitis:  the
development of the Bath
Ankylosing Spondylitis
Functional Index. J Rheumatol.
1994; 21(12): 2281-5.

Fuss 1J, Kanof ME, Smith PD,
Zola H. Isolation of whole
mononuclear cells from
peripheral blood and cord blood.
Curr Protoc Immunol. 2009;
Chapter 7: Unit7 1. doi: 10.1002/
0471142735.im0701s85.
Schmittgen TD, Livak KJ.
Analyzing real-time PCR data by
the comparative C(T) method.
Nat Protoc. 2008; 3(6): 1101-8.
Strober W, Zhang F, Kitani A,
Fuss l, Fichtner-Feigl S.
Proinflammatory cytokines
underlying the inflammation of

30.

31.

32.

33.

34.

35.

36.

37.

38.

Asadbeik et al.

Crohn’s disease. Curr Opin
Gastroenterol. 2010; 26(4): 310-
7. doi: 10.1097/MOG.
0b013e328339d099.

Strober W, Fuss 1J.
Proinflammatory cytokines in the
pathogenesis of inflammatory
bowel diseases.
Gastroenterology. 2011; 140(6):
1756-67. doi: 10.1053/j.gastro.
2011.02.016.

Smolen JS, Redlich K, Zwerina J,
Aletaha D, Steiner G, Schett G.
Proinflammatory  cytokines in
rheumatoid arthritis: pathogenetic
and therapeutic aspects. Clin Rev
Allergy Immunol. 2005; 28(3):
239-48. doi: 10.1385/CRIAI:28:3:
239.

Martins TB, Rose JW, Jaskowski
TD, Wilson AR, Husebye D,
Seraj HS, et al. Analysis of
proinflammatory ~ and anti-
inflammatory  cytokine serum
concentrations in patients with
multiple sclerosis by using a
multiplexed immunoassay. Am J
Clin Pathol. 2011; 136(5): 696-
704. doi: 10.1309/
AJCP7UBKS8IBVMVNR.
Dinarello CA. Inflammatory
cytokines: interleukin-1  and
tumor necrosis factor as effector
molecules in autoimmune
diseases. Curr Opin Immunol.
1991; 3(6): 941-8.

Schett G. Pathophysiology of
subchondral bone erosions in
rheumatoid arthritis. Arthritis Res
Ther. 2012; 14(Suppl 2): Al4.
doi: 10.1186/ar3721.

Ostergaard M, Lambert RG.
Imaging in ankylosing
spondylitis. Ther Adv
Musculoskelet Dis. 2012; 4(4):
301-11. doi: 10.1177/
1759720X11436240.

Pollard KM, Cauvi DM, Toomey
CB, Morris KV, Kono DH.
Interferongamma and systemic
autoimmunity.  Discov  Med.
2013; 16(87): 123-31.

Gratacos J, Collado A, Filella X,
Sanmarti R, Canete J, Llena J, et
al. Serum cytokines (IL-6, TNF-
alpha, IL-1 beta and IFN-gamma)
in ankylosing spondylitis: a close
correlation between serum IL-6
and disease activity and severity.
Br J Rheumatol. 1994; 33(10):
927-31.

Braun J, Bollow M, Neure L,
Seipelt E, Seyrekbasan F, Herbst

Rheum. Res., Vol. 2, No. 1, Jan. 2017

37



Proinflammatory cytokines and ankylosing spondylitis

39.

40.

41.

H, et al. Use of immunohistologic
and in situ  hybridization
techniques in the examination of
sacroiliac joint biopsy specimens
from patients with ankylosing
spondylitis.  Arthritis  Rheum.
1995; 38(4): 499-505.

Chou CT, Huo AP, Chang HN,
Tsai CY, Chen WS, Wang HP.
Cytokine production from
peripheral blood mononuclear
cells in patients with ankylosing
spondylitis and their first-degree
relatives. Arch Med Res. 2007;

38(2): 190-5. doi: 10.1016/j.
arcmed.2006.09.008.
Szekanecz  Z, Koch  AE.

Macrophages and their products
in rheumatoid arthritis. Curr Opin
Rheumatol. 2007; 19(3): 289-95.
doi: 10.1097/BOR.0b013e32805e
87ae.

Rudwaleit M, Siegert S, Yin Z,
Eick J, Thiel A, Radbruch A, et

al.LowT cell production of
TNFalpha and IFN gammain
ankylosing spondylitis: its

relation to HLA-B27andinfluence

42.

43.

44.

of the TNF-308 gene
polymorphism. Ann Rheum Dis.
2001; 60(1): 36-42.

Toussirot E, Lafforgue P,
Boucraut J, Despieds P, Schiano
A, Bernard D, et al. Serum levels
of interleukin 1-beta, tumor
necrosis  factoralpha,  soluble
interleukin 2 receptor and soluble
CD8 in seronegative
spondylarthropathies. Rheumatol
Int. 1994; 13(5): 175-80.

Fallahi S. The Correlation
between Pack-Years of Smoking
and Disease Activity, Quality of
Life, Spinal Mobility, and
Sacroiliitis Grading in Patients
with  Ankylosing  Spondylitis.
Turk J Rheumatol. 2013; 28(3):
181-8. doi: 10.5606/tjr.2013.
3269.

Zhang S, Li Y, Xu X, Feng X,
Yang D, Lin G. Effect of cigarette
smoking and alcohol consumption
on disease activity and physical
functioning in ankylosing
spondylitis: a  cross-sectional
study. Int J Clin Exp Med. 2015;

45.

46.

47.

8(8): 13919-27.

Sakellariou GT, Anastasilakis
AD, Kenanidis E, Potoupnis M,
Tsiridis E, Savvidis M, et al. The
effect of smoking on clinical and
radiographic variables, and acute
phase reactants in patients with

ankylosing spondylitis.
Rheumatol Int. 2015; 35(12):
2109-14. doi: 10.1007/s00296-
015-3381-3.

Ward MM, Weisman MH, Davis
JCJ, Reveille JD. Risk factors for
functional limitations in patients
with long-standing ankylosing
spondylitis.  Arthritis Rheum.
2005; 53(5): 710-7. doi: 10.1002/
art.21444.

Mattey DL, Dawson SR, Healey
EL, Packham JC. Relationship
between smoking and patient-
reported measures of disease
outcome in ankylosing
spondylitis. J Rheumatol. 2011;
38(12): 2608-15. doi: 10.3899/
jrheum.110641.

38

Rheum. Res., Vol. 2, No. 1, Jan. 2017



