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Abstract

Objective
Chorioamnionitis (inflammationof the placenta and fetal membranes) and abnormal gastro-

intestinal colonization have been associated with an increased risk of sepsis and death in

preterm infants, but whether chorioamnionitis causes abnormal pioneering gastrointestinal

colonization in infants is not known. We determined the relationship between chorioamnio-

nitis, altered infant fecal microbiome indicating abnormal gastrointestinal colonization, and

adverse outcomes.

Study Design
Preterm infants� 28 weeks at birthwere enrolled from 3 level III NICUs in Cincinnati, Ohio

and Birmingham,Alabama. Sequencing for 16S microbial gene was performed on stool

samples in the first 3 weeks of life. Chorioamnionitiswas diagnosed by placental histology.

Late onset sepsis and death outcomes were analyzed in relation to fecal microbiota and

chorioamnionitiswith or without funisitis (inflammationof the umbilical cord).

Results
Of the 106 enrolled infants, 48 infants had no chorioamnionitis, 32 infants had chorioamnio-

nitis but no funisitis (AC), and 26 infants had chorioamnionitis with funisitis (ACF). The fecal

samples fromACF infants collected by day of life 7 had higher relative abundance of family

Mycoplasmataceae (phylum Tenericutes), genus Prevotella (phylum Bacteroidetes) and

genus Sneathia (phylum Fusobacteria). Further, AC and ACF infants had higher incidence

of late-onset sepsis/death as a combined outcome. Presence of specific clades in fecal
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samples, specifically, order Fusobacteria, genus Sneathia or family Mycoplasmataceae,

were significantly associated with higher risk of sepsis or death.

Conclusion
The results support the hypothesis that specific alterations in the pioneering infant gastroin-

testinal microbiota induced by chorioamnionitis predispose to neonatal sepsis or death.

Introduction
Aberrant gastrointestinal colonization has been associated with an increased risk for postnatal
sepsis and necrotizing enterocolitis (NEC) in the preterm infant [1–5]. Treatment with benefi-
cial bacteria decreases the risk of NEC and mortality in preterm newborns [6–8]. On the con-
trary, prolonged use of antibiotics in preterm infants is associated with increased risk for NEC,
death and sepsis [9, 10]. Therefore, understanding the origins of intestinal dysbiosis in the pre-
term infant is important. It is now known that infant gastrointestinal tract, long thought to be
sterile at birth is colonized with microorganisms [11–13]. Therefore, factors in the intrauterine
environment likely play an important role in the initial colonization of infant gastrointestinal
tract with microorganisms.

Fetuses actively swallow amniotic fluid in utero. Recent studies have demonstrated that
amniotic fluid is often not sterile, and the profile of microorganisms in the amniotic fluid is dif-
ferent during intrauterine infections [14, 15]. The maternal and fetal immune response to
intrauterine infection/inflammation manifests as neutrophil infiltration of the chorioamnion
(chorioamnionitis) and umbilical cord (funisitis) respectively [16]. Although chorioamnionitis
is present in nearly all cases of funisitis, funisitis is present in only about 30–60% of cases of
chorioamnionitis [17]. Exposure to chorioamnionitis increases the risk of preterm infants to
adverse neonatal outcomes including early onset sepsis and NEC [18–22]. Despite chorioam-
nionitis being a common exposure, diagnosed histologically in about 50% of women delivering
at <28weeks gestation [23], the effects of chorioamnionitis on gastrointestinal microbial colo-
nization are not known. We hypothesized that exposure to chorioamnionitis and/or funisitis
will be associated with aberrant gut microbiota and that this profile of aberrant gastrointestinal
microbiota will correlate with adverse neonatal outcomes (sepsis, NEC, death) in preterm
infants. To ensure generalizability of findings, we enrolled preterm infants from NICUs in two
geographically different locations, since we previously reported that fecal microbiota in pre-
term infants differ by hospitals in which they are cared for [24].

Methods

Study Infants
A total of 106 study infants born between 2009 and 2012 at two level III NICUs located in Cin-
cinnati, Ohio and 1 level III NICU in Birmingham, Alabama were included for the study. This
study was nested within a larger novel infant biomarkers of necrotizing enterocolitis study
cohort [25]. The incidence of chorioamnionitis and adverse neonatal outcomes is the highest
in the extremely preterm infants. Therefore to meaningfully understand the association
between chorioamnionitis, aberrant pioneering gut colonization, and adverse neonatal out-
comes, the inclusion criteria were: (i) infants born at �28 weeks of gestation and alive free of
NEC prior to day 7 of life, (ii) placenta and umbilical cord sections available for review, and

Association of Chorioamnionitis with Aberrant Neonatal Gut Colonization

PLOSONE | DOI:10.1371/journal.pone.0162734 September 22, 2016 2 / 16

Funding: This study was supported by Ardythe
Morrow—R01HD 059140 (http://grants.nih.gov/
grants/guide/index.html?CFID=
41618578&CFTOKEN=68a8beccc3b1bc67-
13CE8F57-5056-9439-7EEFE1CC37E7529B). The
funders had no role in study design, data collection
and analysis, decision to publish, or preparation of
the manuscript.

Competing Interests: The authors have declared
that no competing interests exist.

Abbreviations: AC, Acute Chorioamnionitis with No
Funisitis; ACF, Acute Chorioamnionitis with Funisitis;
NC, No Chorioamnionitis; OTU, Operational
Taxonomical Unit; NEC, Necrotizing Enterocolitis;
LOS, Late-onsetSepsis.

http://grants.nih.gov/grants/guide/index.html?CFID=41618578&amp;CFTOKEN=68a8beccc3b1bc67-13CE8F57-5056-9439-7EEFE1CC37E7529B
http://grants.nih.gov/grants/guide/index.html?CFID=41618578&amp;CFTOKEN=68a8beccc3b1bc67-13CE8F57-5056-9439-7EEFE1CC37E7529B
http://grants.nih.gov/grants/guide/index.html?CFID=41618578&amp;CFTOKEN=68a8beccc3b1bc67-13CE8F57-5056-9439-7EEFE1CC37E7529B
http://grants.nih.gov/grants/guide/index.html?CFID=41618578&amp;CFTOKEN=68a8beccc3b1bc67-13CE8F57-5056-9439-7EEFE1CC37E7529B


(iii) microbial sequencing available from stool sample�7 days of life. All infants remained free
of NEC and sepsis in the first postnatal week and had no identified congenital anomalies. A
total of 106 subjects met the inclusion/exclusion criteria. Written consent was obtained from
the mothers of the infants enrolled in the study. The Institutional Review Boards at the 3 par-
ticipating hospitals approved the study. In this cohort, early empiric antibiotic use consisted of
ampicillin and gentamicin, using standard dosing. Most infants received at least 2 days of anti-
biotics. The duration of early empiric antibiotic therapy was defined as the total number of
continuous days of administration of antibiotics with sterile culture results. Sepsis was defined
as positive detection of organism in blood culture. Sepsis due to coagulase negative staphylo-
cocci was diagnosed if two consecutive blood cultures grew the same organisms or if the clini-
cian ordered a complete course of antibiotics (�5d treatment). NEC was defined using
modified Bell stage II or III criteria [26].

Chorioamnionitis (inflammation in the free fetal membranes or chorionic plate of the pla-
centa) and funisitis (umbilical cord inflammation) were diagnosed based on histopathology
slides. Pathology slides from each patient from the Cincinnati study site was reviewed in a
blinded fashion by two of the authors (KP and SGK) and another independently reviewed by a
board certified pathologist. In most cases there was a good agreement between these two inde-
pendent reviews. In the few cases of disagreements, the final determination was based on more
elaborate adjudication based on reviewing additional slides from the same patient. The slides
from the Alabama study site were reviewed by a board certified pathologist at the site and the
final interpretation was the same as that recorded in the patient medical record. Chorioamnio-
nitis and funisitis were diagnosed and severity classified histologically based on Redline criteria
[27]. Infants were divided into three groups for analysis, infants without chorioamnionitis
(NC), infants with acute chorioamnionitis but no funisitis (AC) and infants with acute chor-
ioamnionitis and funisitis (ACF).

Fecal microbiome
Serial stool samples were collected from infants during the first 3 weeks of life on days of life 5,
8, 11, 14 and 21 (±2 days for each time point). Samples were collected from soiled diapers,
immediately refrigerated in the NICU, transported to the laboratory where they remained in
the refrigerator until processing with thioglycollate and storage at -80°C. Bacterial DNA was
extracted from infant stool samples [24]. The V4 region of the 16S ribosomal RNA gene was
sequenced using the Illumina MiSeq platform by the Broad Institute (Boston, Massachusetts)
using production protocols established for the Human Microbiome Project. The resulting
sequence data was then processed as described by Taft et al [24].

Statistical Analyses
The operational taxonomical unit (OTU) table generated from the sequencing data was first
rarefied to 2000 reads per sample before any analysis. Consistent with our previous studies in
preterm infants, we rarefied samples to 2000 reads based on the entire Novel Biomarkers of
Necrotizing Enterocolitis cohort (a total of 1316 samples, described in ‘Results’ section); this
depth provided a stable estimate of microbial composition while maximizing the number of
infants with a successfully sequenced sample in the first 7 days of life. Alpha (within-sample)
diversity was analyzed using the vegan package in the statistical computing program R (https://
www.r-project.org) to calculate the Simpson diversity index and the Chao 1 metric. To analyze
beta (between-sample) diversity, we first generated ordination plots using non-metric multidi-
mensional scaling based on the weighted and un-weighted UniFrac distance calculated by
QIIME[28]. We then used Linear Discriminant Analysis Effect Size Estimator (LEfSe) [29] to
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screen for differences in specific taxa by chorioamnionitis or funisitis status in sample collected
during each week of life.

We classified the study infants a priori into three groups—no chorioamnionitis (NC), acute
chorioamnionitis with no funisitis (AC), and acute chorioamnionitis with funisitis (ACF). The
rationale for categorizing funisitis separately is that funisitis indicates fetal inflammation with
infiltration of inflammatory cells of fetal origin in the umbilical cord [16]. During chorioam-
nionitis, inflammatory cells of maternal origin infiltrate fetal membranes[16]. Furthermore,
increases in cord blood cytokines are largely restricted to funisitis cases, and chorioamnionitis
is more severe when funisitis is also present [30, 31]. We then used a 3-way comparison
between the study groups NC, AC and ACF, setting comparison criteria as one against all
using a p-value of 0.05, and a minimum linear discriminant analysis (LDA) score of 2.0. We
then used the statistical package R and Fisher’s Exact test to test the association between the
presence/absence of the clades identified by LEfSe with each study group.

Study groups were then examined in relation to risk of late-onset sepsis (LOS), NEC or
death, and combinations of these outcomes. Clinical outcomes that were significantly different
in incidence between the groups were then analyzed for presence/absence of clades associated
with those study groups. To check for potential confounders (gestational age, antibiotic use
etc.) of the association between the adverse outcome and clades of interest, we first tested for
an association between potential confounders and the outcomes of interest (at p�0.1). The fac-
tors analyzed for potential confounding effect were as follows—infant gender, infant race,
delivery mode, infant birth length, duration of antibiotic exposure in the first 7 days of life,
maternal preeclampsia, infant gestational age, and the DNA extraction protocol used with the
stool sample. If a potential confounder was identified, we then tested for association (p<0.1)
between that confounder and the clade of interest by Fisher’s Exact test for categorical variables
and ANOVA for continuous variables. We then used R to build logistic regression models that
adjusted for potentially confounding variables. We were limited to adjusting for a single vari-
able at a time to meaningfully analyze the low number of LOS cases and deaths within our
cohort.

Results

Demographic and maternal variables (Table 1)
As expected, we had no cases of funisitis without chorioamnionitis. The study groups (NC,
n = 48), (AC, n = 32), and (ACF, n = 26) were similar with respect to maternal characteristics,
gender distribution, race and ethnicity, birth weight, and city of hospitalization. As expected,
the NC group had a higher rate of maternal diagnosis of pre-eclampsia, and Cesarean section
deliveries.

Fecal microbiomeanalysis
Since infant fecal microbial profile changes significantly in the first few weeks of life [12], we
analyzed the association of chorioamnionitis or funisits with fecal microbiome separately in
each week of postnatal life. In the full cohort, sequencing depth ranged from 594 reads to
321,900 reads. By selecting a rarefaction of 2000, we excluded 4 infants from this study who
would otherwise have been eligible for inclusion. We noticed that sequencing depth was signifi-
cantly associated with infant day of life at time of sample collection, with the lowest sequencing
depth occurring in the earliest samples (when tested by ANOVA based on target day of life of
collection, p = 0.002).

First Week of Life. Depiction of various phyla represented in the feces revealed that the
infants exposed to funisitis (ACF) had visibly more Tenericutes (purple) and Fusobacteria
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(turquoise) than either of the other two groups, while the no chorioamnionitis group (NC) had
more Firmicutes (green) (Fig 1). There was no significant difference in alpha (within sample)
diversity across the three study groups. Principal component analysis did not reveal clusters on
the ordinations based on either the weighted or the un-weighted UniFrac matrices (data not
shown), indicating that there was no community-wide shift in microbial composition. Using
LEfSe to compare the intestinal microbiota of the infants, differentially enriched taxa were
observed only between NC and ACF in a 3-way comparison between NC, AC, and ACF. In the
ACF group, there was a higher relative abundance of microorganisms belonging to family
Mycoplasmataceae and genus Ureaplasma and the differences persisted at the higher taxa-
nomic levels (Fig 2). Similarly, fecal samples from the ACF group had more relative abundance
of Sneathia at the genus and higher order taxa level, genus Prevotella, and species Streptococcus
anginosus (higher order taxa were not enriched for Prevotella and Streptococcus anginosus)
(Fig 2). On the other hand, fecal samples from NC were enriched in family Aeromonadaceae
and order Aeromonadales. LEfSe also detected additional OTU level differences which are not
reported here because of sequencing of the 16S rRNA gene does not consistently allow for clas-
sification of reads below the genus level. The heirarchial taxonomical nomenclature for these
organisms is detailed in Table 2.

Table 1. Demographic characteristics and deliverydata for study infants andmothers.

Controls (NC)
n = 48

Acute Choriowith no
Funisitis (AC) n = 32

Acute Choriowith
Funisitis (ACF) n = 26

p-
value

MATERNAL
CHARACTERISTICS

Age at Delivery Mean ± S.D. (years) 28 ± 6 25 ± 5 27 ± 6 0.310

Insurance Medicaid (%) 19 (40%)$ 16 (50%) 11 (42%) 0.230

Gravidity Mean ± S.D. 2.8 ± 2.4 2.6 ± 1.8 2.7 ± 1.9 0.800

Preeclampsia (%) 17 (35%) 3 (9%) 1 (4%) 0.001*

Medications Antenatal Steroids
(%)

48 (100%) 30 (94%) 26 (100%) 0.150

Antenatal antibiotics
(%)

22 (45.8%) 23 (71.9%) 22 (84.6%) 0.002*

DELIVERY DATA Mode of Delivery Cesarean Section
(%)

39 (81%) 16 (50%) 12 (46%) 0.002*

Gestation Mean ± S.D.
(weeks)

27.7 (1.8) 26.7 (2.1) 26.6 (2.1) 0.023*

Rupture of Membranes PPROM>72hours
(%)

6 (13%) 3 (9%) 10 (38%) 0.032*

Apgar Scores 1 min score <7 (%) 33 (69%) 25 (81%) 19 (73%) 0.490

5 min score<7 (%) 8 (17%) 7 (23%)# 7 (27%) 0.530

INFANT
CHARACTERISTICS

BirthWeight Mean ± S.D. (grams) 1019 ± 275 1023 ± 231 933 ± 262 0.220

Gender Male (%) 18 (38%) 20 (62%) 13 (50%) 0.086

Ethnicity Hispanic (%) 2 (4%) 1 (3%) 0 (0%) 0.790

Race White (%) 37 (77%) 23 (72%) 15 (58%)

Black (%) 11 (23%) 8 (25%) 11 (42%) 0.180

Other (%) 0 (0%) 0 (0%) 0 (0%)

Days on antibiotics in
first week of life

Mean ± S.D. (days) 2.8 ± 1.9 3.5 ± 2.0 4.8 ± 2.1 0.000*

NC–no chorioamnionitis, AC–acute chorioamnionitis with no funisitis, ACF–acute chorioamnionitis with funisitis

* p <0.05
$ Mothers of 2 infants with ACF did not have insurance

# One AC infant did not have Apgar scores reported

doi:10.1371/journal.pone.0162734.t001
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To further explore the differences detected by LEfSe analyses, we analyzed differences in
proportion of subjects with detection of either genus, family or order level of organisms (pres-
ence or absence of organism) across the different groups (Table 3). We confirmed the differ-
ences in genus Sneathia, family Mycoplasmataceae, and genus Prevotella in the feces when
analyzing on the basis of presence or absence. There was borderline greater prevalence in the
ACF group for order Fusobacteriales and genus Ureaplasma. The differences between NC and
the combined (AC+ACF) group were the same as those found between NC and ACF and a dot
plot of the differential distribution in taxa revealed that almost all the differences were contrib-
uted by ACF (data not shown). Thus, ACF was a significant determinant of aberrant fecal
microbial colonization. Reassuringly, the higher relative abundance of Fusobacteria, Myco-
plasma and Prevotella in the ACF group remained when each center was analyzed separately
suggesting a generalizability of the findings.

Second and Third Week of Life. Similar to results in the first week, fecal samples from the
ACF group in the second week had higher levels of Fusobacteria compared to AC and NC
groups, and the differences persisted at higher taxonomy (Fig 3). Consistent with these find-
ings, compared to AC or NC group, fecal samples from ACF had higher numbers of subjects
with Fusobacterium when analyzed as presence or absence of organism (p = 0.015). However,
the differences seen in week 1 in presence of family Mycoplasmataceae, Genus Prevotella, or
Streptococcus anginosus were no longer detected in week 2 samples. In week 2 samples, NC had
higher levels of species Streptococcus infantis and genus Streptococcus compared to AC or
ACF. The association between the presence/absence of species Streptococcus infantis and NC
was also significant (p<0.001), and these were new associations compared to week 1. Com-
pared to ACF and NC, AC infants had higher levels of species Veillonella dispar. All other dif-
ferences were only at the OTU level and not considered clinically significant.

Association of chorioamnionitis, and aberrant microbiota with adverse clinical out-
comes. Next, we examined for the association of chorioamnionitis with or without funisitis

Fig 1. Barchart showing the relative abundanceof bacteria in feces at the phylum level duringweek 1
of life.Each bar represents one infant. (A) No chorioamnionitis (NC) (B) Acute chorioamnionitis, no funisitis
(AC), (C) Acute chorioamnionitis with funisitis (ACF). Infants exposed to funisitis have visibly more
Tenericutes (purple)and Fusobacteria (blue green) than either of the other two groups.

doi:10.1371/journal.pone.0162734.g001
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with adverse outcomes (Table 4). Of the 14 patients developing LOS or death, 12 were exposed
to chorioamnionitis (AC + ACF), of whom 5 were in the ACF group. There was no difference
in the incidence of LOS, NEC, or death between the groups (Table 4). However, when LOS and
death were combined as a single outcome, compared to the NC group, infants with AC and
ACF had a higher incidence of the LOS or death outcome. Nearly 50% of LOS was due to Coag-
ulase negative Staphylococci (all of whom were classified as having sepsis based on a single pos-
itive blood culture followed by receiving a full course of antibiotics), with Enterococcus faecalis
and Klebsiella accounting for 18% of sepsis cases each (Table 5).

Fig 2. Differences in intestinalcolonization in groups during the first week of lifeRed indicates taxa
enriched in the no chorioamnionitis (NC) group. Green indicates taxa enriched in the acute chorioamnionitis
with funisitis group (ACF). ACF infants had significantly higher levels of Mycoplasma, Fusobacteria and
Prevotella. NC control infants had higher levels of Aeromonads.

doi:10.1371/journal.pone.0162734.g002

Table 2. Hierarchical taxonomical nomenclature for microorganismsdifferentially detected in samples#.

Phylum Tenericutes Fusobacteria Bacteroidetes Firmicutes

Class Mollicutes Fusobacteria

Order Mycoplasmatales Fusobacteriales Aeromonadales

Family Mycoplasmataceae Leptotrichiaceae Prevotellaceae Aeromonadaceae

Genus Ureaplasma Sneathia Prevotella Streptococcus anginosus

# as referenced in Fig 2.

doi:10.1371/journal.pone.0162734.t002
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Since intraamniotic infection was associated with adverse clinical outcomes and aberrant
fecal microbiota, we then tested the association between the fecal microbiota overrepresented
in chorioamnionitis with or without funisitis and adverse clinical outcomes. Of the microbes
associated with chorioamnionitis with or without funisitis reported in Table 3, only Family
Mycoplasmataceae (p = 0.0009) and genus Sneathia (p = 0.045) emerged as significantly
associated with the outcomes of LOS or death. Since colonization with Mycoplasmataceae
and Sneathia were significantly associated with the adverse outcomes of LOS or death, we
created a model to adjust for gestational age and antibiotic duration, to gain a quantitative
sense of the association of the single factor defined as presence of Mycoplasmataceae or
Sneathia (Table 6).

Potential confounders (gestational age, antibiotic use etc.) were assessed (as detailed in
‘Methods’) and were considered for inclusion in the final model only if they were associated
(p<0.1) with both the sepsis or death outcome AND colonization with either family Mycoplas-
mataceae or genus Sneathia. NICU site was initially considered as a potential confounder, but a
stratified analysis suggested that differences observed at each site were similar. Given site simi-
larity, we proceeded with a unified analysis for the two centers. Only four potential confound-
ers were found significantly associated with risk of sepsis or death–number of days on
antibiotics during the first week of life, infant gestational age at delivery, infant birth NICU,
and infant birth length. Of these, only the number of days on antibiotics during the first week
of life and infant gestational age at delivery emerged significant when included in the model.
Final ORs were adjusted for infant gestational age only, as antibiotic use was not significant in
the same models with infant gestational age. After adjustment, this combined presence/absence
variable remained significantly associated with all three outcomes: LOS (OR = 7.2 [95% CI 1.6,
33.7]); LOS or death (OR 9.0 [95% CI 1.8, 45.2], p = 0.008); and NEC, LOS or death (OR 5.6
[95% CI 1.2, 25.5], p = 0.026).

Table 3. Detectionof specific clades in fecal samples of study infants in the first week of life.

MICROBE NO. (%) OF INFANTS WITHDETECTABLE LEVELSOFMICROBE #

NC (N = 48) AC (N = 32) ACF (N = 26) p-value

Order Fusobacterialesa 3 (6.2) 2 (6.2) 6 (23.1) 0.080

Genus Sneathiab 0 0 3 (11.5) 0.013*

Family Mycoplasmataceaec 1 (2.1) 3 (9.4) 8 (30.8) 0.001*

Genus Ureaplasmad 1 (2.1) 1 (3.1) 4 (15.4) 0.062

Genus Prevotellae 1 (2.1) 3 (9.4) 8 (30.8) 0.001*

Family Aeromonadaceaef 11 (22.9) 4 (12.5) 0 0.016*

#—detectable levels on LEfSe defined as at least two reads belonging to a particular taxa

*—p <0.05 by Fisher’s exact test using 3x2 table (comparing presence/absence of negative outcome across all three chorioamnionitis conditions (NC, AC,
and ACF)

NC–no chorioamnionitis, AC–acute chorioamnionitis with no funisitis, ACF–acute chorioamnionitis with funisitis. Taxanomic ranks, listed from highest to

lowest used here, are phylum, class, order, family, and genus.

a–Phylum Fusobacteria, Class Fusobacteria. Phylum, class, and order had the same p-value

b–Phylum Fusobacteria, Class Fusobacteria, Order Fusobacteriales, Family Leptotrichiaceae. Family and genus had the same p-value

c–Phylum Tenericutes, Class Mollicutes, OrderMycoplasmatales. Phylum, class, order, and family had the same p-value

d—Phylum Tenericutes, Class Mollicutes, OrderMycoplasmatales, Family Mycoplasmataceae. Genus had a different p-value from all other taxanomic

levels

e–Phylum Bacteroidetes, Class Bacteroidetes, Order Bacteroidales, Family Prevotellaceae. Family and genus had the same p-value

f–Phylum Proteobacteria, Class Gammaproteobacteria,Order Aeromonadales. Order and family had the same p-value

doi:10.1371/journal.pone.0162734.t003
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Fig 3. Differences in intestinalcolonizationby funisitisstatus during the secondweek of life.Red
indicates taxa enriched in the group no chorioamnionitis (NC) group. Green indicates taxa enriched in the
chorioamnionitis without funisitis group (AC). Blue indicates taxa enriched in the acute chorioamnionitis with
funisitis group (ACF). ACF infants had higher levels of Fusobacteria and NC control infants had higher levels
of Streptococcus.By the third week of life, the only difference between the NC, AC, and ACF groups above
the OTU level was an enrichment of genus Clostridium (and speciesClostridiumneonatale) in the AC group
(data not shown.) The persistence of the Fusobacteria signal fromweek 1 to week 2, and its absence in week
3 suggests that the detectable impact of chorioamnionitis on the fecal microbiomehad vanished by week 3 of
life.

doi:10.1371/journal.pone.0162734.g003

Table 4. Incidenceof adverse clinical outcomesamong study infants.

CLINICALOUTCOME NC (N = 48) AC (N = 32) ACF (N = 26) p-value

No. (%) No. (%) No. (%)

LOS 2 (4.2) 5 (15.6) 4 (15.4) 0.130

NEC 2 (4.2) 4 (12.5) 1 (3.8) 0.356

Death 1 (2.1) 2 (6.2) 2 (7.7) 0.514

LOS or death 2 (4.2) 7 (21.9) 5 (19.2) 0.033*

NEC or death 3 (6.2) 5 (15.6) 3 (11.5) 0.360

NEC, LOS, or death 4 (8.3) 8 (25) 5 (19.2) 0.12

NC–no chorioamnionitis, AC–acute chorioamnionitis with no funisitis, ACF–acute chorioamnionitis with funisitis, NEC–necrotizing enterocolitis; LOS–late-

onset sepsis

*—p <0.05 by Fisher’s exact test, using 3x2 table (comparing presence/absence of negative outcome across all three chorioamnionitis conditions (NC, AC,
and ACF)

doi:10.1371/journal.pone.0162734.t004
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Discussion
In a multi-center study setting, we report a novel finding of the association of chorioamnionitis
or funisitis with aberrant early gastrointestinal microbiota in extremely preterm infants. A
conundrum in the field is which antenatal factors influence initial neonatal gastrointestinal col-
onization.[13] Our findings clearly demonstrate that chorioamnionitis, a relatively common
exposure in preterm infants,[23] is one potential factor. The association of aberrant gastroin-
testinal colonization with chorioamnionitis or funisitis was only demonstrated in week 1, with
a fading signal in week 2 that disappeared by week 3, lending biologic plausibility for a casual
association. Interestingly, the microorganisms belonging to Genus Sneathia and/or family
Mycoplasmataceae, overrepresented in chorioamnionitis or funisitis cases, were correlated
with later development of sepsis or death. Chorioamnionitis or funisitis were also correlated
with increased incidence of sepsis or death. Thus, our data suggest a mechanistic role for spe-
cific aberrations in early neonatal gut microbiome in the development of later sepsis or death
in infants exposed to intra-amniotic infection.

Table 5. Characteristics of infantswith adverse outcome sepsis or death.

Subject Cohort Gestational age at birth (weeks) Age at Sepsis (days of life) OrganismCultured from Blood Death (age)

1 NC 27 13 Enterococcus faecalis Yes (5weeks)

2 NC 24 8 Methicillin-resistant Staphylococcus aureus No

3 AC 27 30 Klebsiella pneumoniae No

4 AC 24 NA NA Yes (2weeks)

5 AC 24 9 Staphylococcus (coagulase negative) No

6 AC 27 12 Staphylococcus (coagulase negative) No

7 AC 24 NA NA Yes (11weeks)

8 AC 24 17 Enterococcus faecalis No

9 AC 27 8 Staphylococcus (coagulase negative) No

10 ACF 25 40 Klebsiella No

11 ACF 24 NA NA Yes (4weeks)

12 ACF 25 12 Staphylococcus (coagulase negative) No

13 ACF 24 8 Staphylococcus (coagulase negative) No

14 ACF 23 11 Escherichia coli Yes (2weeks)

NC–no chorioamnionitis, AC–acute chorioamnionitis with no funisitis, ACF–acute chorioamnionitis with funisitis; NA–not applicable

doi:10.1371/journal.pone.0162734.t005

Table 6. Associationof presence/absence of specificmicrobeswith adverse clinical outcomesamong study infants.

CLINICALOUTCOME Genus Sneathia+ Family Mycoplasmataceae+ Eithermicrobe* Eithermicrobe

O.R. (95%CI) p-value

LOS, n = 11, no. (%) 2 (18.2) 4 (36.4) 5 (45.4) 8.4 (1.6, 41.2) 0.005

NEC, n = 7, no. (%) 1 (14.3) 1 (14.3) 1 (14.3) 1.7 (0.03, 16.9) 0.51

Death, n = 5, no. (%) 0 (0) 2 (40.0) 2 (40.0) 6.8 (0.5, 66.3) 0.086

LOS or death, n = 14, no. (%) 2 (14.3) 5 (35.7) 6 (42.9) 7.6 (1.7, 32.4) 0.004

NEC or death, n = 11, no. (%) 1 (9.1) 3 (27.3) 3 (27.3) 3.8 (0.5, 20.2) 0.100

NEC, LOS or death, n = 17, no. (%) 2 (11.8) 5 (29.4) 6 (35.3) 5.5 (1.3, 21.0) 0.010

Controls, n = 89, no. (%) 1 (1.1) 7 (7.9) 8 (9.0) reference

LOS = late onset sepsis, NEC = necrotizing enterocolitis

+ Sneathia belongs to Order Fusobacteria and Phylum Fusobacteria. Microorganisms in family Mycoplasmataceae belong to Phylum Tenericutes.

*Eithermicrobe refers to identification of either genus Sneathia or family Mycolasmataceae

doi:10.1371/journal.pone.0162734.t006
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What constitutes normal gastrointestinal flora in preterm infants is not known, since pre-
term infants usually have multiplicity of exposures (antibiotics, holding feeds, feeding tubes)
that would be expected to alter normal microbial gut colonization. The number of sequence
reads in the samples collected from our preterm infant cohort (594 to 321,900) is notably lower
than that reported in adult cohorts, which we attribute to the lower microbial colonization
reported for early postnatal life compared to later infancy [32], and potentially, to the prematu-
rity of our study infants. Compared to week 2 samples, we found a distinct meconium flora in
week 1 fecal samples in extremely preterm infants, similar to findings reported by Moles et al
[12]. We extend the findings of Moles et al by demonstrating that the initial meconium flora
varies based on exposure to chorioamnionitis or funisitis. Using a case control study design,
Mai et al reported predominance of Firmicutes [2] and Madan et al showed a predominance of
Proteobacteria and Firmicutes (Staphylococcus) in stool from preterm infants developing late-
onset sepsis [33]. Here, we examined a more limited set of taxa in relation to LOS, and found
the strongest correlation to later sepsis was with Genus Sneathia (Phylum Fusobacteria) and
family Mycoplasmataceae (Phylum Tenericutes). The risk of sepsis associated with Sneathia
and Mycoplasmataceae might be mediated by the in utero exposure to inflammation from
chorioamnionitis, making detecting this signal dependent on the correct classification of chor-
ioamnionitis exposure. Other potential explanations for the different results of microorganisms
associated with sepsis between our study and those of others are different study design, focus
on chorioamnionitis, and differences in patient population or care/feeding practices. Several
studies have correlated changes in fecal microbiota with later development of NEC. While the
inter-individual variation in microbiome is large in these studies, some common themes are
low microbial diversity, increased abundance of Enterobacteriaceae, Proteobacteria and
decreasing Firmicutes, and Bacteriodes in infants who went on to develop NEC [1, 3, 34, 35].
We did not find associations between microbiota and NEC in our cohort, possibly due to the
relatively low incidence of the disease in our study. Although more studies are needed, collec-
tively the studies demonstrate an association of changes in gastrointestinal microbiota with
outcomes in preterm neonates, and the potential for a causative role.

At term gestation, initial fecal microbiome in infants delivered vaginally reflected their own
mother's vaginal microbiota, dominated by Lactobacillus, Prevotella, or Sneathia spp., and
those delivered by C-section harbored bacterial communities similar to those found on the
skin surface of their mothers, dominated by Staphylococcus, Corynebacterium,and Proprioni-
bacterium [36]. Our data in extremely preterm infants revealed an increased abundance of
microbes belonging to the family Aeromonadaceae in infants not exposed to chorioamnionitis,
and increased abundance of phylum Fusobacteria (Genus Sneathia) and family Mycoplasmata-
ceae in infants with exposure to chorioamnionitis with funisitis. There were no clades specifi-
cally enriched in the chorioamnionitis without funisitis group. The differences in fecal
microbiome between no chorioamnionitis subjects were more striking when funisitis was also
present in addition to chorioamnionitis. The degree of inflammation was in general higher in
funisitis cases. Recent reports demonstrate detection of amniotic fluid microorganisms (pre-
dominantly Ureaplasma, Mycoplasma, Sneathia and Fusobacterium species) much more fre-
quently in cases with more severe intrauterine inflammation [37]. Furthermore, Ureaplasma
(Family Mycoplasmataceae, Phylum Tenericutes) and Sneathia (Phylum Fusobacter) are the
most common organisms isolated from the amniotic fluid [14], and increased abundance of
Tenericutes in amniotic fluid [14], or Ureaplasma in vaginal microbiota is correlated with pre-
term labor [38, 39]. Taken together, the predominance of the same organisms in infant stool as
those previously reported in amniotic fluid microbial cultures, lend weight to the hypothesis
that organisms causing chorioamnionitis or intrauterine infection also colonize the preterm
infant gut via fetal swallowing. However we did not have culture reports from the placenta,
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umbilical cord or amniotic fluid to conclusively confirm this hypothesis. Interestingly, placen-
tal microbiome is more closely related to the oral microbiome than to the vaginal microbiome
[40]. Further, we recently reported in another cohort of preterm infants that women who expe-
rienced spontaneous preterm labor harbor placental microbiota that differed by severity of
chorioamnionitis. Integrative metagenomic analysis revealed significant decreases in butyrate
and riboflavin metabolites in cases of severe chorioamnionitis [41]. Since these metabolites are
known to have anti-inflammatory properties [42, 43], the data provide a plausible explanation
for the association of severity of chorioamnionitis, placental microbiota, and local metabolites.
Thus, chorioamnionitis may determine which organisms are able to colonize the preterm gut.
Further studies will be needed to interrogate interactions between microbial communities in
different maternal and fetal/neonatal niches during health and disease.

A major source of discrepancy in the chorioamnionitis outcomes literature is the definition
of chorioamnionitis. In a large Neonatal Network study (NICHD) study of preterm infants
�28 weeks gestation, the incidence of chorioamnionitis diagnosed by clinicians was 18% vs.
histologic diagnosis of 48% [44]. In recent studies using the histologic definition, chorioamnio-
nitis was associated with increased incidence of early-onset sepsis but not LOS [18, 20, 21]. We
also did not find a significant association between chorioamnionitis and LOS, but chorioam-
nionitis was associated with LOS or death as a combined outcome. In our study, LOS was
caused mostly by Coagulase negative Staphylocci (45% cases), E. faecalis or Kleibsiella (18%
cases each). Well-known risk factors for LOS include prematurity, indwelling catheters, and
nosocomial transmission of infection in the intensive care setting [45]. In large Neonatal
Research Network studies in the US, the incidence of LOS was 36–45% [18, 44], while the inci-
dence of LOS in our smaller study was 12%. It should be noted that all the three centers in our
study also participate in the Neonatal Research Network and therefore contributed data to the
reports by Pappas et al and Stoll et al. Whether the recent decrease in the incidence of LOS due
to quality improvement efforts in care practices [45], now bring out associations that were pre-
viously hidden is not known. Regardless, our finding of the association of histologic chorioam-
nionitis, aberrant neonatal gut colonization and LOS/death outcome in extremely preterm
infants warrant further investigation at a time of decreasing LOS.

The intestinal microbiota could translocate across the intestine and cause sepsis, or alterna-
tively in cases where the causative organism of sepsis is not detected in the intestine prior to
the onset of sepsis, intestinal dysbiosis may have altered local and systemic immune function
[2, 33]. Elegant studies in mice have clearly demonstrated the role for intestinal bacterial flora
in modulating local intestinal immune function, systemic T-cell and neutrophil function,
which in turn modulated the risk for experimental sepsis [46–49]. We recently reported that
preterm infants with chorioamnionitis and funisitis, and fetal Rhesus macaques with experi-
mental intrauterine inflammation have decreased function of the anti-inflammatory T-regula-
tory cell subset [50, 51]. Thus aberrant immune function may be a missing link between
chorioamnionitis, intestinal dysbiosis, and increased predilection for LOS. Since the neonatal
sepsis and death outcomes are relatively rare, our findings may be limited by the sample size
and will need confirmation in a larger cohort.

Previously reported association between chorioamnionitis and NEC was restricted to funisi-
tis cases [22], but we did not find such a correlation. Smaller numbers of subjects and overall
low incidence of NEC probably explain the discrepancies. The large numbers of subjects in
clinical retrospective studies are not practical for the mechanistic metagenomic study in this
report and indeed ours is one of the larger ones for a metagenomic study. Our earlier work on
gastrointestinal colonization and LOS failed to detect an association with either Sneathia or
Mycoplasmataceae [52] likely due to the difference in time windows used for analysis, as our
prior work included samples collected in the first and the second week even in the earliest time
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period examined. This highlights the critical importance of time as a variable in seeking to
understand the role of the intestinal microbiota in early life, as the preterm infant gut micro-
biome evolves rapidly in the first weeks of life, and even a difference of few days in timing can
obscure the ability to detect a potentially important signal.

Our study was limited by the small numbers of the infants in the study. Hence we did not
have adequate power to assess for clinical variables confounding the picture in cases of chor-
ioamnionitis and/or funisitis and antibiotic exposure, for example, the obstetrician’s clinical
response to the diagnosis leading to initiation of antibiotics in the mother and hence exposure
to antibiotics for the fetus. We cannot precisely quantify the contribution of altered preterm
gut microbiome alone to the adverse outcomes, since the preterm low birth weight infant
cohort is a higher risk group with multiple noxious exposures. However, after adjusting for
possible confounders, the association of colonization by Mycoplasma or Sneathia do emerge as
a significant association with adverse outcomes. This is a potentially novel association which is
important in the light of the previous reports of these bacteria being cultured from amniotic
fluid in cases of chorioamnionitis. Further studies would benefit from corresponding cultures
from amniotic fluid and placental or cord tissue, to confirm the origin of the organisms we are
finding enriched in the guts of preterm infants exposed to intrauterine infection. We also did
not analyze type of feeding as a confounder for this study, as all the infants enrolled in Cincin-
nati received either maternal breastmilk or donor breastmilk exclusively for the first 14 days of
life.

In summary, we report a predominant early gut microbial colonization with Sneathia and
Mycoplasmatacea in extremely preterm subjects with chorioamnionitis and funisitis. These
organisms in the week 1 fecal samples were associated with increased risk for LOS or death and
the diagnosis of chorioamnionitis and funisitis were also associated with adverse outcomes.
Consistency in neonatal preterm gut microbial patterns, and clinical findings across two geo-
graphically distinct centers adds more confidence to the results. These findings prompt further
investigations in to microbial functional genomic and metabolic perturbations induced by
antenatal infections and impact on host immunity and susceptibility to infections in preterm
infants.

Author Contributions

Conceptualization: KP DHT NA KRS ALM SGK.

Data curation: DHT ALM.

Formal analysis: DHT ALM.

Funding acquisition: ALM.

Investigation: KP DHT NA ALM SGK.

Methodology:KP DHT NA KRS ALM SGK.

Project administration: KRS ALM SGK.

Resources: DHT KRS ALM SGK.

Software: DHT ALM.

Supervision: ALM SGK.

Validation: DHT ALM SGK.

Visualization: KP DHT ALM SGK.

Association of Chorioamnionitis with Aberrant Neonatal Gut Colonization

PLOSONE | DOI:10.1371/journal.pone.0162734 September 22, 2016 13 / 16



Writing – original draft: KP DHT ALM SGK.

Writing – review & editing: KP DHT NA KRS ALM SGK.

References
1. Claud EC, Keegan KP, Brulc JM, Lu L, BartelsD, Glass E, et al. Bacterial community structureand

functional contributions to emergenceof health or necrotizing enterocolitis in preterm infants. Micro-
biome. 2013; 1(1):20. doi: 10.1186/2049-2618-1-20 PMID: 24450928; PubMed Central PMCID:
PMCPMC3971604.

2. Mai V, Torrazza RM, Ukhanova M,Wang X, Sun Y, Li N, et al. Distortions in development of intestinal
microbiota associatedwith late onset sepsis in preterm infants. PloS one. 2013; 8(1):e52876. doi: 10.
1371/journal.pone.0052876 PMID: 23341915; PubMedCentral PMCID: PMCPMC3544792.

3. Torrazza RM, Ukhanova M,Wang X, SharmaR, HudakML, Neu J, et al. Intestinalmicrobial ecology
and environmental factors affecting necrotizing enterocolitis. PloS one. 2013; 8(12):e83304. doi: 10.
1371/journal.pone.0083304 PMID: 24386174; PubMedCentral PMCID: PMCPMC3875440.

4. Stewart CJ, Marrs EC, MagorrianS, Nelson A, Lanyon C, Perry JD, et al. The pretermgut microbiota:
changes associatedwith necrotizing enterocolitis and infection. Acta paediatrica. 2012; 101(11):1121–
7. doi: 10.1111/j.1651-2227.2012.02801.xPMID: 22845166.

5. Carl MA, Ndao IM, Springman AC, ManningSD, Johnson JR, Johnston BD, et al. Sepsis from the gut:
the enteric habitat of bacteria that cause late-onset neonatal bloodstream infections. Clin Infect Dis.
2014; 58(9):1211–8. doi: 10.1093/cid/ciu084 PMID: 24647013; PubMedCentral PMCID:
PMCPMC3982840.

6. DeshpandeG, Rao S, Patole S, BulsaraM. Updatedmeta-analysis of probiotics for preventing necro-
tizing enterocolitis in pretermneonates. Pediatrics. 2010; 125(5):921–30. Epub 2010/04/21.
peds.2009-1301 [pii] doi: 10.1542/peds.2009-1301PMID: 20403939.

7. Robinson J. Cochrane in context: probiotics for prevention of necrotizing enterocolitis in preterm infants.
Evid Based Child Health. 2014; 9(3):672–4. doi: 10.1002/ebch.1977 PMID: 25236308.

8. Dilli D, Aydin B, Fettah ND, Ozyazici E, Beken S, ZencirogluA, et al. The propre-save study: effects of
probiotics and prebiotics alone or combined on necrotizing enterocolitis in very low birthweight infants.
The Journal of pediatrics. 2015; 166(3):545–51 e1. doi: 10.1016/j.jpeds.2014.12.004 PMID: 25596096.

9. Cotten CM, Taylor S, Stoll B, GoldbergRN, HansenNI, Sanchez PJ, et al. Prolonged duration of initial
empirical antibiotic treatment is associated with increased rates of necrotizing enterocolitis and death
for extremely low birthweight infants. Pediatrics. 2009; 123(1):58–66. Epub 2009/01/02. 123/1/58 [pii]
doi: 10.1542/peds.2007-3423 PMID: 19117861.

10. Kuppala VS, Meinzen-Derr J, MorrowAL, Schibler KR. Prolonged initial empirical antibiotic treatment is
associatedwith adverse outcomes in premature infants. The Journal of pediatrics. 2011; 159(5):720–5.
Epub 2011/07/26. S0022-3476(11)00511-7 [pii] doi: 10.1016/j.jpeds.2011.05.033 PMID: 21784435;
PubMedCentral PMCID: PMC3193552.

11. Koenig JE, Spor A, Scalfone N, Fricker AD, Stombaugh J, Knight R, et al. Succession of microbial con-
sortia in the developing infant gut microbiome.Proceedings of the National Academy of Sciences of the
United States of America. 2011; 108 Suppl 1:4578–85. doi: 10.1073/pnas.1000081107 PMID:
20668239; PubMed Central PMCID: PMCPMC3063592.

12. Moles L, GomezM, Heilig H, Bustos G, Fuentes S, de Vos W, et al. Bacterial diversity in meconiumof
pretermneonates and evolution of their fecal microbiota during the first month of life. PloS one. 2013; 8
(6):e66986.doi: 10.1371/journal.pone.0066986 PMID: 23840569; PubMed Central PMCID:
PMCPMC3695978.

13. Mshvildadze M, Neu J, Shuster J, Theriaque D, Li N, Mai V. Intestinalmicrobial ecology in premature
infants assessed with non-culture-based techniques. The Journal of pediatrics. 2010; 156(1):20–5. doi:
10.1016/j.jpeds.2009.06.063 PMID: 19783002; PubMedCentral PMCID: PMCPMC3628625.

14. DiGiulio DB. Diversity of microbes in amniotic fluid. Seminars in fetal & neonatalmedicine. 2012; 17
(1):2–11. doi: 10.1016/j.siny.2011.10.001 PMID: 22137615.

15. DiGiulio DB, RomeroR, Kusanovic JP, GomezR, Kim CJ, Seok KS, et al. Prevalence and diversity of
microbes in the amniotic fluid, the fetal inflammatory response, and pregnancy outcome in womenwith
pretermpre-labor ruptureof membranes. American journal of reproductive immunology. 2010; 64
(1):38–57.Epub 2010/03/25.AJI830 [pii] doi: 10.1111/j.1600-0897.2010.00830.x PMID: 20331587;
PubMedCentral PMCID: PMC2907911.

16. Redline RW. Inflammatory response in acute chorioamnionitis. Seminars in fetal & neonatalmedicine.
2012; 17(1):20–5.Epub 2011/08/26. doi: 10.1016/j.siny.2011.08.003 PMID: 21865101.

Association of Chorioamnionitis with Aberrant Neonatal Gut Colonization

PLOSONE | DOI:10.1371/journal.pone.0162734 September 22, 2016 14 / 16

http://dx.doi.org/10.1186/2049-2618-1-20
http://www.ncbi.nlm.nih.gov/pubmed/24450928
http://dx.doi.org/10.1371/journal.pone.0052876
http://dx.doi.org/10.1371/journal.pone.0052876
http://www.ncbi.nlm.nih.gov/pubmed/23341915
http://dx.doi.org/10.1371/journal.pone.0083304
http://dx.doi.org/10.1371/journal.pone.0083304
http://www.ncbi.nlm.nih.gov/pubmed/24386174
http://dx.doi.org/10.1111/j.1651-2227.2012.02801.x
http://www.ncbi.nlm.nih.gov/pubmed/22845166
http://dx.doi.org/10.1093/cid/ciu084
http://www.ncbi.nlm.nih.gov/pubmed/24647013
http://dx.doi.org/10.1542/peds.2009-1301
http://www.ncbi.nlm.nih.gov/pubmed/20403939
http://dx.doi.org/10.1002/ebch.1977
http://www.ncbi.nlm.nih.gov/pubmed/25236308
http://dx.doi.org/10.1016/j.jpeds.2014.12.004
http://www.ncbi.nlm.nih.gov/pubmed/25596096
http://dx.doi.org/10.1542/peds.2007-3423
http://www.ncbi.nlm.nih.gov/pubmed/19117861
http://dx.doi.org/10.1016/j.jpeds.2011.05.033
http://www.ncbi.nlm.nih.gov/pubmed/21784435
http://dx.doi.org/10.1073/pnas.1000081107
http://www.ncbi.nlm.nih.gov/pubmed/20668239
http://dx.doi.org/10.1371/journal.pone.0066986
http://www.ncbi.nlm.nih.gov/pubmed/23840569
http://dx.doi.org/10.1016/j.jpeds.2009.06.063
http://www.ncbi.nlm.nih.gov/pubmed/19783002
http://dx.doi.org/10.1016/j.siny.2011.10.001
http://www.ncbi.nlm.nih.gov/pubmed/22137615
http://dx.doi.org/10.1111/j.1600-0897.2010.00830.x
http://www.ncbi.nlm.nih.gov/pubmed/20331587
http://dx.doi.org/10.1016/j.siny.2011.08.003
http://www.ncbi.nlm.nih.gov/pubmed/21865101


17. AndrewsWW, Goldenberg RL, Faye-PetersenO, Cliver S, Goepfert AR, Hauth JC. The AlabamaPre-
termBirth study: polymorphonuclear andmononuclear cell placental infiltrations, othermarkers of
inflammation, and outcomes in 23- to 32-week pretermnewborn infants. American journal of obstetrics
and gynecology. 2006; 195(3):803–8. PMID: 16949415.

18. Pappas A, Kendrick DE, Shankaran S, Stoll BJ, Bell EF, Laptook AR, et al. Chorioamnionitis and early
childhood outcomes among extremely low-gestational-age neonates. JAMA pediatrics. 2014; 168
(2):137–47.doi: 10.1001/jamapediatrics.2013.4248PMID: 24378638; PubMedCentral PMCID:
PMC4219500.

19. Bastek JA, Weber AL, McSheaMA, Ryan ME, Elovitz MA. Prenatal inflammation is associated with
adverse neonatal outcomes. American journal of obstetrics and gynecology. 2014; 210(5):450e1-10.
doi: 10.1016/j.ajog.2013.12.024 PMID: 24361788.

20. Strunk T, DohertyD, Jacques A, SimmerK, RichmondP, Kohan R, et al. Histologic chorioamnionitis is
associatedwith reduced risk of late-onset sepsis in preterm infants. Pediatrics. 2012; 129(1):e134–41.
Epub 2011/12/14. peds.2010-3493 [pii] doi: 10.1542/peds.2010-3493 PMID: 22157134.

21. TsiartasP, KacerovskyM, Musilova I, Hornychova H, Cobo T, Savman K, et al. The association
between histological chorioamnionitis, funisitis and neonatal outcome in womenwith pretermprelabor
ruptureof membranes. The journal of maternal-fetal & neonatalmedicine: the official journal of the
EuropeanAssociation of Perinatal Medicine, the Federation of Asia and Oceania Perinatal Societies,
the International Society of Perinatal Obstet. 2013; 26(13):1332–6. doi: 10.3109/14767058.2013.
784741 PMID: 23489073.

22. Been JV, Lievense S, Zimmermann LJ, KramerBW, Wolfs TG. Chorioamnionitis as a risk factor for nec-
rotizing enterocolitis: a systematic review andmeta-analysis. The Journal of pediatrics. 2013; 162
(2):236–42e2. doi: 10.1016/j.jpeds.2012.07.012 PMID: 22920508.

23. Goldenberg RL, Hauth JC, AndrewsWW. Intrauterine infection and pretermdelivery. The New England
journal of medicine. 2000; 342(20):1500–7. doi: 10.1056/NEJM200005183422007PMID: 10816189.

24. Taft DH, Ambalavanan N, Schibler KR, Yu Z, Newburg DS, Ward DV, et al. Intestinalmicrobiota of pre-
term infants differ over time and between hospitals. Microbiome. 2014; 2:36. doi: 10.1186/2049-2618-
2-36 PMID: 25332767; PubMedCentral PMCID: PMCPMC4203463.

25. MorrowAL, Lagomarcino AJ, Schibler KR, Taft DH, Yu Z,Wang B, et al. Earlymicrobial andmetabolo-
mic signatures predict later onset of necrotizing enterocolitis in preterm infants. Microbiome. 2013; 1
(1):13. Epub 2014/01/24. doi: 10.1186/2049-2618-1-13 PMID: 24450576.

26. Walsh MC, KliegmanRM. Necrotizing enterocolitis: treatment based on staging criteria.Pediatr Clin
NorthAm. 1986; 33(1):179–201. PMID: 3081865.

27. Redline RW, Faye-PetersenO, Heller D, Qureshi F, Savell V, Vogler C. Amniotic infection syndrome:
nosology and reproducibility of placental reaction patterns.Pediatr Dev Pathol. 2003; 6(5):435–48.
PMID: 14708737.

28. Caporaso JG, Kuczynski J, Stombaugh J, Bittinger K, Bushman FD, Costello EK, et al. QIIME allows
analysis of high-throughput community sequencing data. Nat Methods. 2010; 7(5):335–6.doi: 10.1038/
nmeth.f.303PMID: 20383131; PubMed Central PMCID: PMCPMC3156573.

29. Segata N, Izard J, Waldron L, Gevers D, Miropolsky L, GarrettWS, et al. Metagenomic biomarker dis-
covery and explanation. Genomebiology. 2011; 12(6):R60. doi: 10.1186/gb-2011-12-6-r60 PMID:
21702898; PubMed Central PMCID: PMCPMC3218848.

30. Gisslen T, Alvarez M,Wells C, SooMT, LambersDS, Knox CL, et al. Fetal inflammation associated
with minimal acutemorbidity in moderate/late preterm infants. Archives of disease in childhood Fetal
and neonatal edition. 2016:In press. doi: 10.1136/archdischild-2015-308518PMID: 27010018.

31. McDowell KM, Jobe AH, Fenchel M, HardieWD, Gisslen T, Young LR, et al. Pulmonarymorbidity in
infancy after exposure to chorioamnionitis in late preterm infants. Annals of the American Thoracic
Society. 2016; 13(6):In press. doi: 10.1513/AnnalsATS.201507-411OCPMID: 27015030.

32. Palmer C, Bik EM, DiGiulio DB, RelmanDA, Brown PO. Development of the human infant intestinal
microbiota.PLoS Biol. 2007; 5(7):e177. doi: 10.1371/journal.pbio.0050177 PMID: 17594176; PubMed
Central PMCID: PMCPMC1896187.

33. Madan JC, Salari RC, Saxena D, Davidson L, O'Toole GA, Moore JH, et al. Gut microbial colonisation
in premature neonates predicts neonatal sepsis. Archives of disease in childhood Fetal and neonatal
edition. 2012; 97(6):F456–62. doi: 10.1136/fetalneonatal-2011-301373 PMID: 22562869; PubMed
Central PMCID: PMCPMC3724360.

34. Mai V, Young CM, Ukhanova M,Wang X, Sun Y, Casella G, et al. Fecal microbiota in premature infants
prior to necrotizing enterocolitis. PloS one. 2011; 6(6):e20647. doi: 10.1371/journal.pone.0020647
PMID: 21674011; PubMedCentral PMCID: PMCPMC3108958.

35. Wang Y, Hoenig JD, Malin KJ, Qamar S, Petrof EO, Sun J, et al. 16S rRNA gene-based analysis of
fecal microbiota from preterm infants with and without necrotizing enterocolitis. ISME J. 2009; 3

Association of Chorioamnionitis with Aberrant Neonatal Gut Colonization

PLOSONE | DOI:10.1371/journal.pone.0162734 September 22, 2016 15 / 16

http://www.ncbi.nlm.nih.gov/pubmed/16949415
http://dx.doi.org/10.1001/jamapediatrics.2013.4248
http://www.ncbi.nlm.nih.gov/pubmed/24378638
http://dx.doi.org/10.1016/j.ajog.2013.12.024
http://www.ncbi.nlm.nih.gov/pubmed/24361788
http://dx.doi.org/10.1542/peds.2010-3493
http://www.ncbi.nlm.nih.gov/pubmed/22157134
http://dx.doi.org/10.3109/14767058.2013.784741
http://dx.doi.org/10.3109/14767058.2013.784741
http://www.ncbi.nlm.nih.gov/pubmed/23489073
http://dx.doi.org/10.1016/j.jpeds.2012.07.012
http://www.ncbi.nlm.nih.gov/pubmed/22920508
http://dx.doi.org/10.1056/NEJM200005183422007
http://www.ncbi.nlm.nih.gov/pubmed/10816189
http://dx.doi.org/10.1186/2049-2618-2-36
http://dx.doi.org/10.1186/2049-2618-2-36
http://www.ncbi.nlm.nih.gov/pubmed/25332767
http://dx.doi.org/10.1186/2049-2618-1-13
http://www.ncbi.nlm.nih.gov/pubmed/24450576
http://www.ncbi.nlm.nih.gov/pubmed/3081865
http://www.ncbi.nlm.nih.gov/pubmed/14708737
http://dx.doi.org/10.1038/nmeth.f.303
http://dx.doi.org/10.1038/nmeth.f.303
http://www.ncbi.nlm.nih.gov/pubmed/20383131
http://dx.doi.org/10.1186/gb-2011-12-6-r60
http://www.ncbi.nlm.nih.gov/pubmed/21702898
http://dx.doi.org/10.1136/archdischild-2015-308518
http://www.ncbi.nlm.nih.gov/pubmed/27010018
http://dx.doi.org/10.1513/AnnalsATS.201507-411OC
http://www.ncbi.nlm.nih.gov/pubmed/27015030
http://dx.doi.org/10.1371/journal.pbio.0050177
http://www.ncbi.nlm.nih.gov/pubmed/17594176
http://dx.doi.org/10.1136/fetalneonatal-2011-301373
http://www.ncbi.nlm.nih.gov/pubmed/22562869
http://dx.doi.org/10.1371/journal.pone.0020647
http://www.ncbi.nlm.nih.gov/pubmed/21674011


(8):944–54.doi: 10.1038/ismej.2009.37PMID: 19369970; PubMedCentral PMCID:
PMCPMC2713796.

36. Dominguez-BelloMG, Costello EK, Contreras M, MagrisM, HidalgoG, Fierer N, et al. Delivery mode
shapes the acquisition and structureof the initial microbiota acrossmultiple body habitats in newborns.
Proceedings of the National Academy of Sciences of the United States of America. 2010; 107
(26):11971–5. Epub 2010/06/23. 1002601107 [pii] doi: 10.1073/pnas.1002601107 PMID: 20566857;
PubMedCentral PMCID: PMC2900693.

37. CombsCA, Gravett M, Garite TJ, Hickok DE, Lapidus J, Porreco R, et al. Amniotic fluid infection,
inflammation, and colonization in preterm labor with intact membranes. American journal of obstetrics
and gynecology. 2014; 210(2):125e1–e15. doi: 10.1016/j.ajog.2013.11.032 PMID: 24274987.

38. DiGiulio DB, CallahanBJ, McMurdiePJ, Costello EK, Lyell DJ, Robaczewska A, et al. Temporal and
spatial variation of the humanmicrobiota during pregnancy. Proceedings of the National Academy of
Sciences of the United States of America. 2015. doi: 10.1073/pnas.1502875112 PMID: 26283357.

39. Kacerovsky M, Vrbacky F, Kutova R, Pliskova L, Andrys C, Musilova I, et al. Cervicalmicrobiota in
womenwith pretermprelabor ruptureof membranes. PloS one. 2015; 10(5):e0126884. doi: 10.1371/
journal.pone.0126884 PMID: 25993616; PubMed Central PMCID: PMCPMC4439143.

40. Aagaard K, Ma J, Antony KM, Ganu R, Petrosino J, Versalovic J. The placenta harbors a uniquemicro-
biome. Science translationalmedicine. 2014; 6(237):237ra65. doi: 10.1126/scitranslmed.3008599
PMID: 24848255.

41. PrinceAL, Ma J, Kannan PS, Alvarez M, Gisslen T, HarrisRA, et al. The placental membranemicro-
biome is altered among subjects with spontaneous pretermbirthwith and without chorioamnionitis.
American journal of obstetrics and gynecology. 2016; 214(5):627e1–e16. doi: 10.1016/j.ajog.2016.01.
193 PMID: 26965447; PubMedCentral PMCID: PMCPMC4909356.

42. ZimmermanMA, Singh N, MartinPM, Thangaraju M, Ganapathy V, Waller JL, et al. Butyrate sup-
presses colonic inflammation throughHDAC1-dependent Fas upregulation and Fas-mediated apopto-
sis of T cells. Am J Physiol Gastrointest Liver Physiol. 2012; 302(12):G1405–15. doi: 10.1152/ajpgi.
00543.2011PMID: 22517765; PubMed Central PMCID: PMCPMC3378095.

43. BertolloCM, Oliveira AC, Rocha LT, Costa KA, Nascimento EB Jr., CoelhoMM. Characterizationof the
antinociceptive and anti-inflammatory activities of riboflavin in different experimental models. Eur J
Pharmacol. 2006; 547(1–3):184–91. doi: 10.1016/j.ejphar.2006.07.045 PMID: 16962092.

44. Stoll BJ, HansenNI, Bell EF, ShankaranS, Laptook AR,Walsh MC, et al. Neonatal outcomes of
extremely preterm infants from the NICHDNeonatal ResearchNetwork. Pediatrics. 2010; 126(3):443–
56. Epub 2010/08/25. peds.2009-2959 [pii] doi: 10.1542/peds.2009-2959 PMID: 20732945.

45. Kaplan HC, LannonC, Walsh MC, Donovan EF, Ohio Perinatal Quality C. Ohio statewide quality-
improvement collaborative to reduce late-onset sepsis in preterm infants. Pediatrics. 2011; 127
(3):427–35.doi: 10.1542/peds.2010-2141PMID: 21339274.

46. Rakoff-NahoumS, Paglino J, Eslami-Varzaneh F, Edberg S, Medzhitov R. Recognition of commensal
microflora by toll-like receptors is required for intestinal homeostasis. Cell. 2004; 118(2):229–41. Epub
2004/07/21. doi: 10.1016/j.cell.2004.07.002 S0092867404006610 [pii]. PMID: 15260992.

47. Round JL, Mazmanian SK. The gut microbiota shapes intestinal immune responses during health and
disease. Nature reviews Immunology. 2009; 9(5):313–23.Epub 2009/04/04. nri2515 [pii] doi: 10.1038/
nri2515PMID: 19343057.

48. DeshmukhHS, Liu Y, Menkiti OR,Mei J, Dai N, O'LearyCE, et al. Themicrobiota regulates neutrophil
homeostasis and host resistance to Escherichia coli K1 sepsis in neonatalmice. Naturemedicine.
2014; 20(5):524–30. doi: 10.1038/nm.3542 PMID: 24747744; PubMedCentral PMCID: PMC4016187.

49. ZhangD, ChenG, Manwani D, MorthaA, Xu C, Faith JJ, et al. Neutrophil ageing is regulated by the
microbiome.Nature. 2015; 525(7570):528–32. doi: 10.1038/nature15367PMID: 26374999; PubMed
Central PMCID: PMCPMC4712631.

50. Rueda CM,Wells CB, Gisslen T, Jobe AH, Kallapur SG, Chougnet CA. Effect of chorioamnionitis on
regulatoryT cells in moderate/late pretermneonates. Human immunology. 2015; 76(1):65–73. doi: 10.
1016/j.humimm.2014.10.016 PMID: 25451985; PubMedCentral PMCID: PMC4282957.

51. Rueda CM, Presicce P, Jackson CM,Miller LA, Kallapur SG, Jobe AH, et al. Lipopolysaccharide-
InducedChorioamnionitis Promotes IL-1-Dependent Inflammatory FOXP3+ CD4+ T Cells in the Fetal
RhesusMacaque. J Immunol. 2016; 196(9):3706–15. doi: 10.4049/jimmunol.1502613 PMID:
27036917; PubMed Central PMCID: PMCPMC4868637.

52. Taft DH, Ambalavanan N, Schibler KR, Yu Z, Newburg DS, Deshmukh H, et al. Center Variation in
IntestinalMicrobiotaPrior to Late-Onset Sepsis in PretermInfants. PloS one. 2015; 10(6):e0130604.
doi: 10.1371/journal.pone.0130604 PMID: 26110908; PubMedCentral PMCID: PMCPMC4482142.

Association of Chorioamnionitis with Aberrant Neonatal Gut Colonization

PLOSONE | DOI:10.1371/journal.pone.0162734 September 22, 2016 16 / 16

http://dx.doi.org/10.1038/ismej.2009.37
http://www.ncbi.nlm.nih.gov/pubmed/19369970
http://dx.doi.org/10.1073/pnas.1002601107
http://www.ncbi.nlm.nih.gov/pubmed/20566857
http://dx.doi.org/10.1016/j.ajog.2013.11.032
http://www.ncbi.nlm.nih.gov/pubmed/24274987
http://dx.doi.org/10.1073/pnas.1502875112
http://www.ncbi.nlm.nih.gov/pubmed/26283357
http://dx.doi.org/10.1371/journal.pone.0126884
http://dx.doi.org/10.1371/journal.pone.0126884
http://www.ncbi.nlm.nih.gov/pubmed/25993616
http://dx.doi.org/10.1126/scitranslmed.3008599
http://www.ncbi.nlm.nih.gov/pubmed/24848255
http://dx.doi.org/10.1016/j.ajog.2016.01.193
http://dx.doi.org/10.1016/j.ajog.2016.01.193
http://www.ncbi.nlm.nih.gov/pubmed/26965447
http://dx.doi.org/10.1152/ajpgi.00543.2011
http://dx.doi.org/10.1152/ajpgi.00543.2011
http://www.ncbi.nlm.nih.gov/pubmed/22517765
http://dx.doi.org/10.1016/j.ejphar.2006.07.045
http://www.ncbi.nlm.nih.gov/pubmed/16962092
http://dx.doi.org/10.1542/peds.2009-2959
http://www.ncbi.nlm.nih.gov/pubmed/20732945
http://dx.doi.org/10.1542/peds.2010-2141
http://www.ncbi.nlm.nih.gov/pubmed/21339274
http://dx.doi.org/10.1016/j.cell.2004.07.002
http://www.ncbi.nlm.nih.gov/pubmed/15260992
http://dx.doi.org/10.1038/nri2515
http://dx.doi.org/10.1038/nri2515
http://www.ncbi.nlm.nih.gov/pubmed/19343057
http://dx.doi.org/10.1038/nm.3542
http://www.ncbi.nlm.nih.gov/pubmed/24747744
http://dx.doi.org/10.1038/nature15367
http://www.ncbi.nlm.nih.gov/pubmed/26374999
http://dx.doi.org/10.1016/j.humimm.2014.10.016
http://dx.doi.org/10.1016/j.humimm.2014.10.016
http://www.ncbi.nlm.nih.gov/pubmed/25451985
http://dx.doi.org/10.4049/jimmunol.1502613
http://www.ncbi.nlm.nih.gov/pubmed/27036917
http://dx.doi.org/10.1371/journal.pone.0130604
http://www.ncbi.nlm.nih.gov/pubmed/26110908

