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Abstract 
IL-36 has been implicated in the pathogenesis of spondyloarthropathies (SpA) like psoriasis and inflammatory bowel disease. Enthesitis-related 
arthritis (ERA) category of juvenile idiopathic arthritis is a form of juvenile SpA, however, no data is available on the role of IL-36 in this disease. 
IL-36α, β, γ and IL-36R mRNA expression in blood and synovial fluid mononuclear cells and IL-36α, γ, IL-36Ra, IL-6, and IL-17 levels were measured 
in serum and synovial fluid (SF). IL-36γ production by fibroblast-like synoviocytes (FLS) upon stimulation with pro-inflammatory cytokines and its 
effect on FLS were also studied. mRNA levels of IL-36α, IL-36γ, and IL-36R were increased in PBMCs of ERA patients as compared to healthy con-
trols however only IL-36γ was measurable in the serum of one-third of patients. In SFMCs, all four mRNA were detectable but were lower than 
RA patients. SF IL-36γ levels correlated with disease activity score (r = 0.51, P < 0.0001), SF IL-6 (r = 0.4, P = 0.0063) and IL-17 levels (r = 0.57, P 
= 0.0018). Pro-inflammatory cytokines increased the expression of IL-36γ and IL-6 in FLS cultures. SFs from five ERA patients also increased ex-
pressions of IL-36γ and IL-6 in FLS which could be blocked by using IL-36Ra. This suggests that pro-inflammatory cytokines aid in the upregulation 
of IL-36γ which in turn may upregulate the expression of IL-6. This might lead to a positive feedback loop of inflammation in ERA. Association of 
SF levels of IL-36γ with disease activity further supports this possibility. IL-36Ra based therapy may have a role in ERA.
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Abbreviations: ELISA: enzyme-linked immunosorbent assay; ERA-JIA: enthesitis-related arthritis-juvenile idiopathic arthritis; FLS: fibroblast-like synoviocytes; 
IBD: inflammatory bowel disease; IL: interleukin; ILAR: international league of associations for rheumatology; JSpaDA: juvenile spondyloarthropathy disease 
activity score; PBMC: peripheral blood mononuclear cells; PBS: phosphate-buffered saline; PsA: psoriatic arthritis; RA: rheumatoid arthritis; RT-qPCR: real-time 
quantitative polymerase chain reaction; SF: synovial fluid; SFMC: synovial fluid mononuclear cells; SpA: spondyloarthropathy.

Introduction
Juvenile idiopathic arthritis (JIA) is the most common form 
of childhood rheumatic disease and encompasses a hetero-
geneous group of arthritic diseases. Among its different sub-
types, enthesitis-related arthritis (JIA-ERA) is one of the most 
common forms of JIA in southeast Asia including India and 
constitutes 30–35% of patients, in contrast to only 5–10% in 
Western countries. It resembles adult spondyloarthropathies 
(SpA) with which it shares male preponderance, presence of 
enthesitis, lower limb arthritis, sacroiliitis, and HLA B27 as-
sociation where HLA B27 prevalence varies from 60% to 
90% in different forms of SpA [1, 2].

Although the pathogenesis of JIA-ERA is unclear, recent 
data shows evidence of gut dysbiosis suggesting a role in the 
interaction between HLA B27 and the gut microbiome. Gut 
microbes, by activating TLR mediated pathway and HLA 
B27 induce an unfolded protein response (UPR) that re-
sults in the activation of monocyte-macrophage lineage cells. 
This leads to the production of pro-inflammatory cytokines 
including IL-23 by these cells. IL-23 in turn acts on IL-23R 
bearing T cells, innate lymphoid cells, and NK cells to cause 
the production of IL-17 and IL-22, the two key cytokines in-
volved in inflammation in joints and enthesitis. In addition, 
other proinflammatory cytokines like IL-6, TNF-alpha, IL-8, 
and IL-15 are also produced which enhance the inflammation 
[3–10].

Recently, the IL-1 family member IL-36 (having isoforms α, 
β, and γ) and its receptor antagonist IL-36Ra have also been 
implicated in the pathogenesis of psoriasis and inflamma-
tory bowel disease (IBD) both of which can precipitate SpA. 
Psoriatic skin lesions show upregulation of all three isoforms 
of IL-36, and keratinocytes derived from psoriatic lesions 
produce IL-36 in response to TNF-α, IL-17, and IL-22. Mice 
over-expressing IL-36α develop psoriasis-like skin lesions and 
deletion of the IL-36Ra gene in them increases disease severity 
[11, 12]. Synovial lining in patients with psoriatic arthritis 
(PsA) as well as rheumatoid arthritis (RA) also shows higher 
expression of IL-36 compared to osteoarthritis [13–17]. The 
synovial plasma cells were identified as the primary source 
of IL-36, which in turn induced the production of inflam-
matory cytokines by fibroblast-like synoviocytes (FLS) [11]. 
In animal models of psoriasis, blockage of IL-36R results in 
disease amelioration accompanied by a reduction in IL-17, 
leukocyte infiltration and keratinocyte activation [18–20]. 
Most importantly, IL-17 stimulates keratinocytes to produce 
IL-36 which in turn induces IL-17 production leading to a 
positive feedback loop in psoriasis [21], possibly resulting 
in the dysregulated state of the immune response. However, 
in RA, IL-36 expression does not seem to correlate with the 
IL-17 signal [11, 17].

As mentioned above, JIA-ERA, IBD, and psoriasis belong 
to the broad group of SpA, but not RA since the synovitis in 
RA is different from that in SpA. We, therefore, hypothesized 
that, like PsA and IBD, IL-36 may also be associated with 
synovitis in JIA-ERA and contribute to the dysregulated in-
flammatory response of the synovium, accompanied by the 
production of other pro-inflammatory cytokines.

Materials and methods
Patients
Fifteen ERA patients fulfilling the JIA-International League 
of Associations for Rheumatology (ILAR) classification cri-
teria [22] were included in the study. None of the patients had 
psoriasis or IBD. Clinical details were collected, and disease 
activity was assessed using Juvenile Spondyloarthropathy 
Disease Activity Score (JSpaDA) by the treating rheumatolo-
gist at the time of sample collection. As controls, blood from 
10 young adult healthy males and blood and synovial fluid 
(SF) from five patients with RA undergoing joint aspiration 
were also obtained. Approval from the Institutional Ethics 
Committee was obtained prior to commencement of the 
study (IEC approval code: 2018-10-EMP-102) and all pa-
tients/guardians provided written informed consent. We have 
also used previously stored synovial fluid and serum samples 
from 69 patients with JIA-ERA, 15 patients with RA, and 14 
healthy subjects. A total of 84 patients were included in the 
study. All clinical details of patients are listed in Table 1.

Isolation of PBMCs and SFMCs
Peripheral blood mononuclear cells (PBMC) and synovial 
fluid mononuclear cells (SFMC) were isolated by density gra-
dient centrifugation. Briefly, diluted heparinized blood or di-
luted pelleted synovial fluid cells were layered on Histopaque 
1077 (Sigma–Aldrich, St Louis, MO, USA) and centrifuged 
(1800  rpm, 30 min). The interface containing mononuclear 
cells was collected and washed (×3) with PBS.

RNA isolation, cDNA synthesis, and gene 
expression studies using RT-qPCR
RNA was isolated from PBMCs and SFMCs by the Trizol-
Chloroform extraction method and cDNA was synthesized 
utilizing the High-Capacity cDNA synthesis kit (Invitrogen, 
USA). Real-time PCR was performed using the SYBR Green 
Master mix (Invitrogen, USA). Primer sets used for RT-qPCR 
are listed in Supplementary Table S1. All RT-qPCR analyses 
were performed in the Roche Light Cycler 480 instrument 
(Roche, USA). Melting curve analyses were performed for 
every experiment to rule out non-specific mRNA ampli-
fication. Fold change calculation was done using the ΔΔCt 
method. Results were denoted either by fold difference (com-
pared to healthy control) or difference in Ct values (ΔCt) of 
the gene of interest and housekeeping genes.

Fibroblast like synoviocyte (FLS) culture
SF was collected from a JIA-ERA patient in a heparinized 
tube and centrifuged (1800  rpm, 10  min). The cell pellet 
was re-suspended in Dulbecco’s modified Eagle’s medium 
(DMEM) containing 10% fetal bovine serum (FBS) and 
plated in a tissue culture flask. Cells were incubated at 37 °C 
in 5% CO2 for 48 h. The medium was aspirated and the cell 
monolayer was washed with PBS to remove any non-adherent 
cells prior to the addition of fresh medium.

FLS cultures from synovial biopsies were done as previ-
ously described [23]. Briefly, perioperatively obtained synovial 
tissues from patients undergoing joint replacement (n = 4)  
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were finely minced and treated with collagenase A (37 °C, 
90 min). After removing collagenase, cells were washed (×3) 
with PBS and allowed to adhere (48 h) in cell culture flasks. 
Non-adherent cells were removed with PBS washes and a 
fresh complete medium (DMEM + 5% FBS) was added. The 
medium was replaced every 3–4 days and routinely split after 
reaching confluency. All experiments were performed when 
FLS were between the 4th and 6th passages.

For gene expression studies, FLS were seeded in 6-well 
culture plates (2 × 105 cells/well) and allowed to adhere for 
24  h. Cells were initially starved for serum (2  h) and then 
stimulated for 3, 6 or 24 h with complete medium containing 
IL-36γ (1 µg/ml), IL-6 + IL-6R (100 ng/ml + 100 ng/ml), IL-17 
(50 ng/ml), IL-6 + IL-6R + IL-17, TNF-α (50 ng/ml) or me-
dium alone. All recombinant protein concentrations were 
used as previously reported [24].

To study the effect of SF from JIA-ERA patients on FLS, 
cells were stimulated with SF from five JIA-ERA patients 
having detectable levels of IL-36γ (10% SF in complete me-
dium), in the presence or in the absence of IL-36Ra (1 µg/ml). 
All simulations were done in duplicates. Post-stimulation, 
cells were harvested and stored in trizol for RNA extraction. 
RT-qPCR was performed with the cDNA reverse transcribed 
from isolated RNA samples.

For ELISA, FLS were seeded in 96-well plates (104 cells/well) 
and stimulated (8 h, in triplicate) with the stimulants as previ-
ously described. Later, stimulants were removed, and cells were 
washed (×3) with PBS. Cells were replenished with a fresh com-
plete medium and allowed to rest overnight. Supernatants were 
stored and cell viability was assessed using an MTT assay.

ELISA
Clotted blood and SF were centrifuged (1800 rpm, 10 min) 
and serum and cell-free SF were stored at −80 °C in aliquots. 
ELISAs for IL-36α, IL-36γ, IL-36 Ra, IL-6, and IL-17A were 
performed using ELISA kits (R&D Systems, USA or BD 
Biosciences, USA). The minimum detection limit for IL-17 was 
15.6 pg/ml; IL-6 was 9.38 pg/ml; IL-36γ was 18.75 pg/ml; 
IL-36α was 12.5 pg/ml; IL-36Ra was 93.8 pg/ml. All ELISAs 
were performed by following the manufacturer's protocols.

Statistical analyses
The data were analyzed using Graph Pad Prism 8.0 Software 
(GraphPad Software Inc. San Diego, CA, USA). All clinical 

parameters and cytokine levels (protein and mRNA) are ex-
pressed as the median and interquartile range (IQR). Non-
parametric Mann–Whitney U test and Wilcoxon signed-rank 
test were used for intergroup comparisons. Proportion ana-
lysis was done using the Chi-square test with Yates correc-
tion if needed. Correlation analysis was performed using 
Spearman’s rank correlation test. A P value of <0.05 was con-
sidered statistically significant.

Results
Clinical characteristics of JIA-ERA patients
For mRNA expression studies, cells from the 15 enrolled JIA-
ERA patients and controls (RA patients and healthy subjects) 
were used. In addition, for SF and serum studies, previously 
stored samples were also included from 69 patients. A total 
of 84 JIA-ERA, 20 RA, and 24 healthy subject samples were 
used for ELISA, out of which 48 were paired samples (both 
serum and SF). Among the 84 JIA-ERA patients, 77 were 
boys. Their median age was 17 years and disease duration 
was 60 months. All had active disease with a median ESR 
of 57  mm and JSpaDA of 3.5, The median age of healthy 
subjects was 19 years. Out of 84 JIA-ERA patients, 21 were 
on disease-modifying anti-rheumatic drugs (DMARDs), 3 
patients were on corticosteroids and the rest were on treat-
ment with non-steroidal anti-inflammatory drugs (NSAIDs). 
(Table 1)

Patient mononuclear cells showed increased 
expression of IL-36α, IL-36γ, and IL-36R
PBMCs of JIA-ERA patients (n = 15) had higher levels of 
IL-36α, IL-36γ, and IL-36R mRNA as compared to healthy 
controls (n = 10) and no difference was observed in the ex-
pression levels of IL-36β (Fig. 1A). Though mRNA expression 
of all four genes was observed in SFMCs of JIA-ERA patients, 
it was lower than that seen in RA (Fig. 1B).

Serum and SF levels of IL-36γ were significantly 
higher in JIA-ERA compared to healthy subjects
Serum IL-36γ was detected in 21 of 61 JIA-ERA patients 
and only 1 of 24 healthy subjects (P < 0.005). The median 
value was higher in patients as compared to healthy control 
(P < 0.01; Fig. 2A). In SF, it was present in 24 of 75 JIA-ERA 

Table 1: Clinical characteristics of patients with JIA-ERA.

Variables Patients from whom 

PBMCs or SFMCs 

were obtained 

Patients from whom 

serum were obtained 

Patients from whom 

synovial fluid were 

obtained 

Patients from whom 

paired serum and SF 

were obtained 

Total patients 

Number of patients 15 (13M + 2F) 62 (58M + 4F) 75 (68M + 7F) 48 (45M + 3F) 84 (77M + 7F)

Age (years) 15(4.5) 17(3.5) 16 (4) 16 (3.5) 17 (5)

Duration of disease 

(months)

54 (71.75) 60 (69) 60 (72) 60 (69) 60 (72)

ESR (mm) 68(66) 64 (55.5) 56 (49.5) 62 (56) 57 (55)

JSpaDA score 2.5 (1.5) 3.5 (1.8) 3.5 (2) 3.5 (1.8) 3.5 (2)

DMARD usage 12 (8 on MTX and 4 

on SSZ)

16 (10 on MTX and 6 

on SSZ)

20 (13 on MTX and 7 

on SSZ)

17 (10 on MTX and 7 

on SSZ)

21 (14 on MTX and 7 

on SSZ)

Patients on corticosteroids 1 2 2 2 3

All values are median and IQR. 
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Figure 1: mRNA expression of IL-36 genes in PBMCs and SFMCs of patients with JIA-ERA. (A) Fold difference in mRNA expression of IL-36 cytokine 
genes in PBMCs of JIA-ERA patients compared to healthy controls. (B) ΔCT values depicting differences in mRNA expression of IL-36 genes in SFMCs 
of JIA-ERA patients compared to RA patients. All data are represented as median (IQR). Significance was determined by s-parametric Mann–Whitney U 
test (*P ≤ 0.05, ***P ≤ 0.001). n(JIA-ERA) = 15, n(HC) = 10, n(RA) = 5.

Figure 2: IL-36γ levels in serum and synovial fluids of patients with JIA-ERA. (A) IL-36γ levels in serum. (B) IL-36γ levels in synovial fluid. (C) Correlation 
of IL-36γ levels in serum and synovial fluid. (D) Comparison of serum and synovial fluid levels of IL-36γ. All data are represented as median (IQR). 
Significance was determined by non-parametric Mann–Whitney U test (*P ≤ 0.05, ***P ≤ 0.001 and ****P ≤ 0.0001). n(JI-ERA) = 84, n(RA) = 20, n(HC) = 
24.
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samples (Fig. 2B). However, IL-36γ levels in the serum as well 
as SF of patients with JIA-ERA were lower than in patients 
with RA patients. IL-36α was detected in the serum and SF 
of only one JIA-ERA patient and none of the healthy sera. 
IL-36Ra was also not found in any sample (data not shown). 
In paired samples, serum and SF levels of IL-36γ showed a 
positive correlation (r = 0.69, P < 0.0001, Fig. 2C and D), but 
were not significantly different from each other.

Correlation of SF IL-36γ levels with disease activity 
and other cytokines
Patients with JIA-ERA had significantly higher serum and SF 
levels of IL-6 and IL-17 than the healthy subjects (Fig. 3A and 
C). In patients, SF levels of both cytokines were significantly 
higher than the serum level (Fig. 3B and D). Serum IL-36γ 
positively correlated with disease activity score JSpaDa in 
DMARD naïve patients (r = 0.44, P = 0.0017) (Supplementary 
Fig. 1). SF IL-36 γ levels correlated positively with JSpADA  
(r = 0.51, P < 0.0001) IL-6 and IL-17 levels (r = 0.40, P = 
0.0063 and r = 0.57, P = 0.0018, respectively; Fig. 3E–G).

Effect of proinflammatory cytokines on FLS
Stimulation of FLS with pro-inflammatory cytokines in-
creased the mRNA expression of both IL-6 and IL-36γ and 
protein expression of IL-6 (Fig. 4A–C). TNF-α was found 
to be the most potent inducer of IL-36γ mRNA expres-
sion from FLS. (Fig. 4B). IL-6 mRNA expression induced 
by pro-inflammatory cytokines peaked at 6  h and IL-36γ 

mRNA expression was the highest at 3 h, reducing thereafter 
(Supplementary Fig. S2A and B).

Effect of SF from patients with JIA-ERA on FLS and 
impact of IL-36Ra treatment
Stimulation of FLS with SF from five JIA-ERA patients (who 
had detectable levels of IL-36γ) enhanced the mRNA ex-
pression of both IL-6 and IL-36γ as compared to controls. 
However, in the presence of IL-36Ra, the SF-induced expres-
sion of both genes was significantly reduced (P < 0.0001; Fig. 
5A and B). IL-6 protein expression was also induced in the 
presence of SF and reduced significantly when stimulated 
in presence of IL-36Ra (P < 0.0001; Fig. 5C). This further 
strengthened the notion that IL-36γ can induce the expression 
of pro-inflammatory cytokines like IL-6 as well as of IL-36γ 
itself.

Discussion
JIA-ERA patients had higher expression of IL-36γ as well as 
higher serum levels compared to healthy controls. Further SF 
IL-36γ correlated with SF IL-17 and IL-6 levels as well as 
with disease activity.

Our finding of enhanced IL-36γ expression in PBMC and 
its higher serum levels in JIA-ERA is similar to that reported 
for other rheumatic diseases including PsA, RA [25]. IL-36γ 
was also found significantly increased in SLE patients with 
arthritis compared to those without arthritis [26]. In psoriasis, 

Figure 3: Correlation of IL-36γ with disease activity and pro-inflammatory cytokine levels. (A) Serum IL-6 levels in patients with JIA-ERA compared 
to healthy control (B) Comparison of serum and synovial fluid levels of IL-6 in patients with JIA-ERA (C) serum IL-17 levels in patients with JIA-ERA 
compared to healthy control (C) Comparison of serum and synovial fluid levels of IL-17 in patients with JIA-ERA (E) Correlation of synovial IL-36γ levels 
with disease activity score JSpaDA. (F) Correlation of synovial IL-36γ levels with synovial IL-6 levels. (G) Correlation of synovial IL-36γ levels with synovial 
IL-17 levels. All data are represented as median (IQR). Significance was determined by non-parametric Mann–Whitney U test (*P ≤ 0.05, ***P ≤ 0.001 
and ****P ≤ 0.0001). n(JI-ERA) = 84, n(HC) = 24.

http://academic.oup.com/cei/article-lookup/doi/10.1093/cei/uxac027#supplementary-data
http://academic.oup.com/cei/article-lookup/doi/10.1093/cei/uxac027#supplementary-data
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rheumatoid arthritis, and SLE also, the expression of IL-36 
cytokines correlated significantly with disease activity [11, 15, 
26, 27, 28]. This suggests that IL-36γ may have a role in the 
pathogenesis of synovitis.

High levels of IL-36γ in SF and its correlation with disease 
activity and SF IL-6 and IL-17 levels suggest its importance 
in the local milieu. Skin biopsies of psoriasis patients, intes-
tinal tissue of IBD patients, synovial tissue of patients with 

psoriatic arthritis, and RA and urine of lupus nephritis pa-
tients have also shown localized expression of IL-36 further 
supporting its role in local inflammation [13, 14, 17, 25, 28, 
29].

A positive correlation of SF IL-36γ with IL-6 and IL-17 
levels could either suggest that all three proinflammatory 
cytokines are produced in response to the same stimuli or 
alternatively, IL-36 may enhance the production of these 

Figure 4: Expression of IL-36γ and IL-6 in FLS upon stimulation with pro-inflammatory cytokines. (A) Difference in mRNA expression of IL-6 in FLS 
upon stimulation with pro-inflammatory cytokines compared to unstimulated controls at 6 h. (B) Difference in mRNA expression of IL-36γ in FLS upon 
stimulation with pro-inflammatory cytokines compared to unstimulated controls at 3h. (C) IL-6 levels in FLS cell supernatant post-stimulation with pro-
inflammatory cytokines. All data are represented as median (IQR). Significance was determined by one way analysis of variance (ANOVA) (**P ≤ 0.01, 
***P ≤ 0.001, ****P ≤ 0.0001, ns = non-significant); n(FLS) = 10.

Figure 5: Expression of IL-36γ and IL-6 in FLS upon stimulation with synovial fluids of patients with JIA-ERA in the presence or in the absence of 
IL-36Ra. (A) Difference in mRNA expression of IL-6 in FLS upon stimulation with synovial fluids of patients with JIA-ERA in the presence or in the 
absence of IL-36Ra. (B) Difference in mRNA expression of IL-36γ in FLS upon stimulation with synovial fluids of patients with JIA-ERA in the presence 
or absence of IL-36Ra. (C) IL-6 levels in FLS cell supernatant post-stimulation with synovial fluids of patients with JIA-ERA in the presence or in the 
absence of IL-36Ra. All data are represented as median (IQR). Significance was determined by non-parametric Mann–Whitney U test (****P ≤ 0.0001). 
n(FLS) = 10.
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cytokines. In this context, we did observe increased expres-
sion of mRNA as well as IL-6 production by FLS upon ex-
posure to IL-36γ. In a previous study, IL36α was shown to 
induce IL-6 and IL-8 production in synovial fibroblasts [25]. 
IL-36 cytokines were also found to induce the production of 
IL-6 in human colonic subepithelial myofibroblasts [17, 30, 
31] further supporting our finding of IL-36γ as an inducer of 
pro-inflammatory cytokines.

The in vitro effects of SF from JIA-ERA on FLS further 
supported role of IL-36γ. It suggested that IL-36γ could in-
duce the production of IL-6 and IL-36γ and may drive inflam-
mation in JIA-ERA. Besides IL-17, IL-6 is also an important 
cytokine associated with synovial inflammation of JIA-ERA 
[5]. Similar to our observation of inhibition of IL-6 produc-
tion by IL-36Ra in FLS stimulated by patients SF, the previous 
study has shown a reduction in IL-8, IL-17, and IL-22 pro-
duction in PBMCs induced by IL-36γ [32]. Boutet et al. have 
shown that IL-36γ-induced production of IL-8 by human 
PBMCs was also reduced by IL-36Ra [25]. However, to the 
best of our knowledge, no previous studies have reported re-
duced IL-6 or IL-36 production in the presence of IL-36Ra.

One of the limitations of our study is the inclusion of pa-
tients with significant disease duration. It would have been 
ideal to study patients in the early phase of the disease, as the 
inclusion of patients with longer disease duration may result 
in a bias toward patients with persistent disease. Thus, our 
findings need to be validated in a cohort of early ERA patients.

To conclude, our results suggest that, among the IL-36 
family of pro-inflammatory cytokines, IL-36γ may have a 
role in the synovial inflammation seen in a subset of JIA-ERA 
patients. Since TNF-α increases IL-36, anti-TNF agents cur-
rently licensed for use in ERA may be beneficial in blocking 
this axis. However, on chronic use patients develop secondary 
resistance to anti-TNF therapy and alternative therapies are 
needed. And as Spesolimab and Imsidolimab, the IL-36 re-
ceptor antibodies are currently undergoing clinical trials and 
showing promise in the treatment of general pustular psor-
iasis and palmoplantar pustulosis [16, 18, 33, 34], these may 
also have some role in a subset of patients with JIA-ERA with 
high IL-36γ levels.
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Immunology online.

Funding
The work was supported by the National Post Doctoral 
Fellowship (no: PDF/2018/000543/LS) to Sanjukta Majumder 
from the Department of Science and Technology, Science and 
Engineering Research Board, Government of India.

Conflicts of interest
The authors declare that there is no conflict of interest.

Author contributions
Study conception and design: Sanjukta Majumder, Amita 
Aggarwal; Data collection: Sanjukta Majumder, Shivika 
Guleria; Analysis and interpretation of results: Sanjukta 

Majumder, Amita Aggarwal; Draft manuscript preparation: 
Sanjukta Majumder, Amita Aggarwal; All authors reviewed 
the results and approved the final version of the manuscript.

Ethical approval
Approval from the Institutional Ethics Committee was 
obtained prior to the commencement of the study (IEC ap-
proval code: 2018-10-EMP-102).

Patient consent
All patients/guardians provided written informed consent.

Data availability
The data that support the findings of this study are available 
from the corresponding author, upon reasonable request.

References
1. Ravelli A, Martini A. Juvenile idiopathic arthritis. Lancet 2007, 

369, 767–78. doi:10.1016/S0140-6736(07)60363-8.
2. Aggarwal A, Misra DP. Enthesitis-related arthritis. Clin Rheumatol 

2015, 34, 1839–46. doi:10.1007/s10067-015-3029-4.
3. Bridgewood C, Sharif K, Sherlock J, Watad A, McGonagle D. 

Interleukin-23 pathway at the enthesis: The emerging story of 
enthesitis in spondyloarthropathy. Immunol Rev 2020, 294, 27–
47. doi:10.1111/imr.12840.

4. Agarwal S, Misra R, Aggarwal A. Interleukin 17 levels are in-
creased in juvenile idiopathic arthritis synovial fluid and induce 
synovial fibroblasts to produce proinflammatory cytokines and 
matrix metalloproteinases. J Rheumatol 2008, 35, 515–9.

5. Mahendra A, Misra R, Aggarwal A. Th1 and Th17 predominance in 
the enthesitis-related arthritis form of juvenile idiopathic arthritis. J 
Rheumatol 2009, 36, 1730–6. doi:10.3899/jrheum.081179.

6. Majumder S, Aggarwal A. Juvenile idiopathic arthritis and the gut 
microbiome: Where are we now?. Best Pract Res Clin Rheumatol 
2019, 33, 101496. doi:10.1016/j.berh.2020.101496.

7. DeLay ML, Turner MJ, Klenk EI, Smith JA, Sowders DP, Colbert 
RA. HLA-B27 misfolding and the unfolded protein response aug-
ment interleukin-23 production and are associated with Th17 ac-
tivation in transgenic rats. Arthritis Rheum 2009, 60, 2633–43. 
doi:10.1002/art.24763.

8. Colbert RA, DeLay ML, Layh-Schmitt G, Sowders DP. HLA-B27 
misfolding and spondyloarthropathies. Prion 2009, 3, 15–26. 
doi:10.4161/pri.3.1.8072.

9. Smith JA, Colbert RA. Review: The interleukin-23/interleukin-17 
axis in spondyloarthritis pathogenesis: Th17 and beyond. Arthritis 
Rheumatol 2014, 66, 231–41. doi:10.1002/art.38291.

10. Saxena N, Aggarwal A, Misra R. Elevated concentrations of mon-
ocyte derived cytokines in synovial fluid of children with enthesitis 
related arthritis and polyarticular types of juvenile idiopathic ar-
thritis. J Rheumatol 2005, 32, 1349–53.

11. Boutet MA, Bart G, Penhoat M, Amiaud J, Brulin B, Charrier C, 
et al. Distinct expression of interleukin (IL)-36alpha, beta and 
gamma, their antagonist IL-36Ra and IL-38 in psoriasis, rheuma-
toid arthritis and Crohn’s disease. Clin Exp Immunol 2016, 184, 
159–73. doi:10.1111/cei.12761.

12. Towne JE, Sims JE. IL-36 in psoriasis. Curr Opin Pharmacol 2012, 
12, 486–90. doi:10.1016/j.coph.2012.02.009.

13. Leon G, Hussey S, Walsh PT. The diverse roles of the IL-36 family 
in gastrointestinal inflammation and resolution. Inflamm Bowel 
Dis 2021, 27, 440–50. doi:10.1093/ibd/izaa232.

14. Fonseca-Camarillo G, Furuzawa-Carballeda J, Iturriaga-Goyon 
E, Yamamoto-Furusho JK. Differential expression of IL-36 family 

https://doi.org/10.1016/S0140-6736(07)60363-8
https://doi.org/10.1007/s10067-015-3029-4
https://doi.org/10.1111/imr.12840
https://doi.org/10.3899/jrheum.081179
https://doi.org/10.1016/j.berh.2020.101496
https://doi.org/10.1002/art.24763
https://doi.org/10.4161/pri.3.1.8072
https://doi.org/10.1002/art.38291
https://doi.org/10.1111/cei.12761
https://doi.org/10.1016/j.coph.2012.02.009
https://doi.org/10.1093/ibd/izaa232


IL-36γ in ERA-JIA, 2022, Vol. 208, No. 2 219

members and IL-38 by immune and nonimmune cells in patients 
with active inflammatory bowel disease. Biomed Res Int 2018, 
2018. Article ID: 5140691. doi:10.1155/2018/5140691.

15. Boutet MA, Nerviani A, Pitzalis C. IL-36, IL-37, and IL-38 
cytokines in skin and joint inflammation: A comprehensive review 
of their therapeutic potential. Int J Mol Sci  2019, 20, 1257.

16. Buhl AL, Wenzel J. Interleukin-36 in infectious and inflamma-
tory skin diseases. Front Immunol 2019, 10, 1162. doi:10.3389/
fimmu.2019.01162.

17. Frey S, Derer A, Messbacher ME, Baeten DL, Bugatti S, Montecucco 
C, et al. The novel cytokine interleukin-36alpha is expressed in pso-
riatic and rheumatoid arthritis synovium. Ann Rheum Dis 2013, 
72, 1569–74. doi:10.1136/annrheumdis-2012-202264.

18. Iznardo H, Puig L. Exploring the role of IL-36 cytokines as a new 
target in psoriatic disease. Int J Mol Sci  2021, 22, 4344.

19. Hovhannisyan Z, Liu N, Khalil-Aguero S, Panea C, VanValkenburgh 
J, Zhang R, et al. Enhanced IL-36R signaling promotes barrier im-
pairment and inflammation in skin and intestine. Sci Immunol 
2020, 5, eaax1686.

20. Mahil SK, Catapano M, Di Meglio P, Dand N, Ahlfors H, Carr 
IM, et al. An analysis of IL-36 signature genes and individuals with 
IL1RL2 knockout mutations validates IL-36 as a psoriasis thera-
peutic target. Sci Transl Med 2017, 9, eaan2514.

21. Pfaff CM, Marquardt Y, Fietkau K, Baron JM, Luscher B. The 
psoriasis-associated IL-17A induces and cooperates with IL-36 
cytokines to control keratinocyte differentiation and function. Sci 
Rep 2017, 7, 15631. doi:10.1038/s41598-017-15892-7.

22. Petty RE, Southwood TR, Manners P, Baum J, Glass DN, 
Goldenberg J, et al. International league of associations for rheu-
matology classification of juvenile idiopathic arthritis: Second revi-
sion, Edmonton, 2001. J Rheumatol 2004, 31, 390–2.

23. Rosengren S, Boyle DL, Firestein GS. Acquisition, culture, and 
phenotyping of synovial fibroblasts. Methods Mol Med 2007, 135, 
365–75. doi:10.1007/978-1-59745-401-8_24.

24. Vigne S, Palmer G, Lamacchia C, Martin P, Talabot-Ayer D, Rodriguez 
E, et al. IL-36R ligands are potent regulators of dendritic and T cells. 
Blood 2011, 118, 5813–23. doi:10.1182/blood-2011-05-356873.

25. Boutet MA, Nerviani A, Lliso-Ribera G, Lucchesi D, Prediletto 
E, Ghirardi GM, et al. Interleukin-36 family dysregulation drives 
joint inflammation and therapy response in psoriatic arthritis. 

Rheumatology (Oxford) 2020, 59, 828–38. doi:10.1093/rheuma-
tology/kez358.

26. Mai SZ, Li CJ, Xie XY, Xiong H, Xu M, Zeng FQ, et al. Increased 
serum IL-36alpha and IL-36gamma levels in patients with sys-
temic lupus erythematosus: Association with disease activity and 
arthritis. Int Immunopharmacol 2018, 58, 103–8. doi:10.1016/j.
intimp.2018.03.011.

27. Hahn M, Frey S, Hueber AJ. The novel interleukin-1 cytokine 
family members in inflammatory diseases. Curr Opin Rheumatol 
2017, 29, 208–13. doi:10.1097/BOR.0000000000000361.

28. Majumder S, Singh P, Chatterjee R, Pattnaik SS, Aggarwal A. El-
evated urinary IL-36gamma in patients with active lupus ne-
phritis and response to treatment. Lupus 2021, 30, 921–5. 
doi:10.1177/0961203321995246.

29. Ngo VL, Kuczma M, Maxim E, Denning TL. IL-36 cytokines and 
gut immunity. Immunology 2021, 163, 145–54. doi:10.1111/
imm.13310.

30. Kanda T, Nishida A, Takahashi K, Hidaka K, Imaeda H, Inatomi 
O, et al. Interleukin(IL)-36alpha and IL-36gamma induce 
proinflammatory mediators from human colonic subepithelial 
myofibroblasts. Front Med (Lausanne) 2015, 2, 69. doi:10.3389/
fmed.2015.00069.

31. Chu M, Wong CK, Cai Z, Dong J, Jiao D, Kam NW, et al. Elevated 
expression and pro-inflammatory activity of IL-36 in patients with 
systemic lupus erythematosus. Molecules 2015, 20, 19588–604. 
doi:10.3390/molecules201019588.

32. van de Veerdonk FL, Stoeckman AK, Wu G, Boeckermann AN, 
Azam T, Netea MG, et al. IL-38 binds to the IL-36 receptor and 
has biological effects on immune cells similar to IL-36 receptor an-
tagonist. Proc Natl Acad Sci USA 2012, 109, 3001–5. doi:10.1073/
pnas.1121534109.

33. Mrowietz U, Burden AD, Pinter A, Reich K, Schakel K, Baum P, 
et al. Spesolimab, an anti-interleukin-36 receptor antibody, in 
patients with palmoplantar pustulosis: results of a phase IIa, 
multicenter, double-blind, randomized, placebo-controlled pilot 
study. Dermatol Ther (Heidelb) 2021, 11, 571–85. doi:10.1007/
s13555-021-00504-0.

34. Ratnarajah K, Jfri A, Litvinov IV, Netchiporouk E. Spesolimab: A 
novel treatment for pustular psoriasis. J Cutan Med Surg 2020, 24, 
199–200. doi:10.1177/1203475419888862.

https://doi.org/10.1155/2018/5140691
https://doi.org/10.3389/fimmu.2019.01162
https://doi.org/10.3389/fimmu.2019.01162
https://doi.org/10.1136/annrheumdis-2012-202264
https://doi.org/10.1038/s41598-017-15892-7
https://doi.org/10.1007/978-1-59745-401-8_24
https://doi.org/10.1182/blood-2011-05-356873
https://doi.org/10.1093/rheumatology/kez358
https://doi.org/10.1093/rheumatology/kez358
https://doi.org/10.1016/j.intimp.2018.03.011
https://doi.org/10.1016/j.intimp.2018.03.011
https://doi.org/10.1097/BOR.0000000000000361
https://doi.org/10.1177/0961203321995246
https://doi.org/10.1111/imm.13310
https://doi.org/10.1111/imm.13310
https://doi.org/10.3389/fmed.2015.00069
https://doi.org/10.3389/fmed.2015.00069
https://doi.org/10.3390/molecules201019588
https://doi.org/10.1073/pnas.1121534109
https://doi.org/10.1073/pnas.1121534109
https://doi.org/10.1007/s13555-021-00504-0
https://doi.org/10.1007/s13555-021-00504-0
https://doi.org/10.1177/1203475419888862

