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Objective: Wound repair is a complex integration of dynamic processes mediated by
humeral messages controlling the levels of cytokines, growth factors, and matrix met-
alloproteinases in the wound space. Isolated growth factors and growth factor combi-
nations have been used to accelerate wound healing with limited success. A cellular
cytokine solution can be collected by harvesting the proteins released from amnion-
derived multipotent progenitor cells. The purpose of this study was to compare levels
of cytokines/growth factors in amnion-derived cellular cytokine solution with physio-
logical levels reported in the medical literature. Methods: Amnion-derived multipotent
progenitor cells were grown to confluency, and the proteins secreted were characterized
by qualitative and quantitative analysis. These results were compared with physiologic
levels reported in the medical literature. Results: The results demonstrated that amnion-
derived cellular cytokine solution contained physiologic levels of cytokines relevant to
wound healing, including platelet-derived growth factor, vascular endothelial growth
factor, angiogenin, transforming growth factor β2, tissue inhibitor of metalloproteinase-
1, and tissue inhibitor of metalloproteinase-2. The ranges (mean ± standard deviation)
were as follows: platelet-derived growth factor, 86 ± 33 pg/mL; vascular endothelial
growth factor, 5.7 ± 1.5 ng/mL; angiogenin, 1.0 ± 0.33 ng/mL; transforming growth
factor β2, 500 ± 330 pg/mL; tissue inhibitor of metalloproteinase-1, 530 ± 140 ng/mL;
and tissue inhibitor of metalloproteinase-2230 ± 40 ng/mL. These levels are compara-
ble with the physiologic levels reported in the literature. Conclusions: The physiologic
levels of cytokines important to healing found in amnion-derived cellular cytokine solu-
tion suggest that amnion-derived cellular cytokine solution may be of benefit in healing
certain acute and chronic wounds.

Wound repair is a complex integration of dynamic interactive processes involving
cell-cell and cell-matrix interactions mediated by humoral messengers.1 These messen-
gers that control the various cellular processes include cytokines, growth factors, and
matrix metalloproteinases (MMPs).2 They regulate many of the processes that are cru-
cial for wound healing, including chemotactic migration of inflammatory cells; mitosis of
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fibroblasts, keratinocytes, and vascular endothelial cells; neovascularization; and synthesis
and degradation of extracellular components.3

The literature is replete with examples of effects of exogenous application of cytokines
in animal models of both acute and chronic wounds.4 In all of these animal models, it has
been suggested that wound healing would be enhanced by topical application of cytokines.
Clinical trials have been performed for many of the cytokines and/or growth factors in
both acute and chronic wounds.4 Unfortunately, the results of these trials have been largely
disappointing, with only a single growth factor, platelet-derived growth factor (PDGF)-
BB, being approved by the US Food and Drug Administration, and that was for a single
indication, diabetic foot ulcers.

There are several reasons why topical cytokine/growth factor therapy has failed.5

These include application of a single growth factor, application in large pharmaceutical
doses, degradation of the peptide by proteases, and improper preparation of the wound.
The application of a single growth factor may seem ill conceived. Normal wound healing
is accomplished by a combination of cytokines, and they occur in a “natural” cascade.6

Only a few attempts of combination or sequential cytokine therapy have been reported.
Knighton et al7 used an autologous platelet releasate labeled as platelet-derived wound
healing factors (PDWHF). Steed et al8 reported similar success with PDWHF. An extract
of milk that contained insulin-like growth factor-1, PDGF, basic fibroblast growth factor,
and transforming growth factor β (TGF-β) has been reported to be effective in accelerating
healing in animal models.9 The first wound healing clinical trial using sequential topically
applied cytokines to accelerate healing was reported in 2000.10

The possible combinations or sequences for cytokines are endless. Moreover, attempt-
ing to determine levels of the various factors to include is formidable. The concept behind
PDWHF was that the platelet releasate contained its cytokines in physiologic levels. Un-
fortunately, these levels were never critically examined, nor determined to be physiologic.
Stem cells and stem cell–like multipotent cells are known to produce cytokine growth fac-
tors that serve as mediators to the cellular processes of the wound healing scheme.11 In a
recent article, Xing et al12 demonstrated that amnion-derived multipotent progenitor cells
increased gain of incisional breaking strength and decreased the incidence and severity of
acute wound failure.12 They postulated that 1 possible mechanism for their results could be
the effect of the cocktail of secreted cytokines from the cells.

Cells in culture secrete factors, which may provide support to or affect the growth, dif-
ferentiation, and protein production of other cells. These factors include cytokines, growth
factors, chemokines, hormones, proteins, extracellular matrix, vesicles, receptors, antibod-
ies, inhibitors, and granules. The purpose of this study was to determine the presence and
levels of cytokines/growth factors in amnion-derived cellular cytokine solution (ACCS) and
review the literature to determine the natural or physiological levels of these peptides in
normally healing wounds.

MATERIALS AND METHODS

Full-term placentas donated for research using an “honest broker” system to maintain
anonymity were obtained from scheduled caesarian section deliveries with hospital approval.
All placentas were devoid of identifiers when received. Amnion-derived multipotent
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progenitor cells were grown to confluency, and using proprietary techniques, the super-
natant was harvested. This secreted product was labeled ACCS. The proteins in the ACCS
were characterized by both qualitative and quantitative analysis.

Qualitative analysis

ACCS samples were shipped overnight on dry ice to RayBiotech (Norcross, Ga) for analysis
in the Human Growth Factor Antibody Array 1, Human Matrix Metalloproteinase Antibody
Array 1, and Human Cytokine Antibody Arrays 6, 7, and 8.

Quantitative analysis

ACCS samples were shipped overnight on dry ice to Pierce Biotechnology (Woburn, Mass)
for analysis in the Multiplex Custom Searchlight Human Protein Antibody Array.

Samples were also sent to RayBiotech (Norcross, Ga) for analysis in the Custom Hu-
man Cytokine Antibody Array. In-house quantitative measurements were conducted using
RayBiotech’s RayBio Human ELISA kits for the cytokines VEGF, PDGF-BB, angiogenin,
TGF-β2, TIMP-1, and TIMP-2. Detectable limits of the assays were the following: VEGF,
20 pg/mL; PDGF-BB, 2 pg/mL; angiogenin, 1.5 pg/mL; TGF-β2, 15 pg/mL; TIMP-1,
40 pg/mL; and TIMP-2, 10 pg/mL. ACCS samples were assayed in duplicate. Results were
in the linear portion of the standard curve. Other cytokines and growth factors were detected
but not quantified.

To determine the physiologic levels of cytokines and growth factors in humans, the
literature was reviewed by searching PubMed, MEDLINE, and the Cochrane Database of
Systematic Reviews.

RESULTS

ACCS was characterized by assaying for physiologically relevant cytokines, including
PDGF, VEGF, angiogenin, TGF-β2, TIMP-1, and TIMP-2. Cytokines are secreted from
these cells in the physiologic range reported in the literature.

Results are as follows (see Fig 1):

Cytokine Level in ACCS Literature

PDGF 53–119 pg/mL 20–1,700 pg/mL (references 13–18)
VEGF 4.2–7.2 ng/mL 0.2–20 ng/mL (references 17–25)
Angiogenin 0.67–1.33 ng/mL 0.2–334 ng/mL (references 26–30)
TGF-β2 0.17–0.83 ng/mL 0.3–4.2 ng/mL (references 15, 16, 31–33)
TIMP-1 390–670 ng/mL 56–373 ng/mL (references 34–37)
TIMP-2 190–270 ng/mL 10–208 ng/mL (references 38–40)

LITERATURE REVIEW

PDGF levels have been measured and reported in many different fluids in both normal and
diseased tissues. Some reports measure total PDGF, whereas others measure the PDGF-BB
homodimer or the PDGF-AB heterodimer. In most studies, PDGF was present in picograms
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Figure 1. Cytokine, levels in amnion-derived cellular cytokine solution (ACCS) literature. Pools
are made up of 9 (pool 1), 8 (pools 2 and 4), or 4 (pool 3) individual ACCS harvests. The solid
bar shows the average and SD of the ACCS harvests for the 29 individual placentas contributing to
the pools. TIMP-1 indicates tissue inhibitor of metalloproteinase-1; TGF-β2, transforming growth
factor β2; TIMP-2, indicates tissue inhibitor of metalloproteinase-2; PDGF-BB, platelet-derived
growth factor-BB; and VEGF, vascular endothelial growth factor.

per milliliter, although some studies found amounts in nanogram. The physiologic range
chosen here was from studies sampling serum in healthy patients (1700 pg/mL),13 normal
sinus fluid (311 pg/mL),14 healing and nonhealing ankle ulcers (133 pg/mL and 97 pg/mL),15

burn blister fluid (154 pg/mL),16 and surgical drains (20–180 pg/mL)17 and wound drainage
following colorectal procedures (817 pg/mL, 74–1015 pg/mL).18 PDGF-BB level in ACCS
is within the normal physiologic range reported in the literature.

VEGF levels were also measured in many different tissues, both healthy and diseased,
at many different time points. In most cases, the levels were in amounts of nanograms per
milliliter. VEGF level was low in serum (0.2 ng/mL).19 This would be anticipated because
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there is little reason physiologically why an angiogenesis factor should circulate through
the blood at an elevated level under normal circumstances. VEGF levels were the same
in drainage from breast wounds, whether benign or malignant disease (1–3.1 ng/mL).18,20

Similar levels of VEGF were found in fluid from hernia repairs, surgical drains, and seromas
(1.2–20 ng/mL),17,21 as well as in wounds following colorectal surgery (0.8–2.8 ng/mL)22

and thyroid cysts which spontaneously regressed (4.3 ng/mL).23 In most cases, VEGF levels
were similar to ACCS. Very high levels of VEGF were found in wound fluid following hernia
repair with mesh (160–330 ng/mL),24 but these levels were not considered physiologic and
not included in the table because they may have been associated with the prosthetic material.
VEGF level was also much higher in the granulation tissue of healing sacral decubitus ulcers,
well above the physiologic range (1100 ng/mL)25.

Angiogenin levels were measured in a control population of several different studies.
Levels of angiogenin in ACCS were at the lower end of the physiologic ranges reported
(0.2–334 ng/mL).26–29 Angiogenin levels were measured in amniotic fluid and were greater
than ACCS (22–32 ng/mL).30

TGF-β2 plays a critical role in the healing process and scarring. TGF-β2 was mea-
sured in split-thickness skin grafts (0.03 ng/mL)31 and in healing and nonhealing wounds
(0.02–0.03 ng/mL).15 These levels were about the same in burn blisters (0.04 ng/mL)16 and
breast cysts (0.1–0.3 ng/mL).32 In each of these cases, the levels of TGF-β2 measured were
in the range found in ACCS. The levels of TGF-β2 were much high in the wound fluid of
patients following reduction mammoplasty, an operation with much soft tissue dissection
(16–38 ng/mL).33

TIMP-1 and TIMP-2 have been measured as controls in 2 studies (373 ng/mL and
106 ng/mL).34,35 TIMP-1 level has been shown to be higher in patients with pressure ulcers
characterized as “good healers” (170 ng/mL)36 than “poor healers” (56 ng/mL).36 TIMP-1
level is much higher in wound drainage when negative pressure wound therapy is used
(1493 ng/mL),37 perhaps related again to stimulation by foreign body. For this reason, this
level was not considered to be physiologic. TIMP-1 levels in ACCS are at the upper limit of
normal or somewhat above. TIMP-2 level was much higher in healthy controls (49 ng/mL
and 136–208 ng/mL)38,39 than patients with diabetes (10 ng/mL).40 Thus, ACCS levels of
both TIMP-1 and TIMP-2 are at the upper limit of the physiologic range and above.

DISCUSSION

The purpose of this work was to determine the levels of certain cytokines or growth factors
released into the supernatant of cultures of amnion-derived multipotent progenitor cells.
These levels were then compared with physiologic levels measured in humans and reported
in the literature. An extensive review of the literature yielded very few direct measurements
of cytokines or growth factors in normal tissues.

The data that are available, in general, and are reported for individual cytokines or
growth factors isolated from a single site. A physiologic growth factor solution containing a
combination of growth factors has been reported as PDWHF. These growth factors have been
harvested from platelets by centrifugation of platelets from whole blood, then releasing the
contents of the α-granules of the platelet with thrombin. The “platelet releasate” was used
clinically by diluting the growth factor preparation with buffered saline. The concentration
of growth factors is not “physiologic” in contrast with the concentrations measured in
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ACCS. The concentration in PDWHF depends on the amount of buffered saline added to
the releasate. There have been several reports of successful treatment of lower-extremity
wounds with PDWHF, but the concentration of growth factors was much higher than the
physiologic concentration measured in ACCS.7,8

One of the growth factors in ACCS, PDGF-BB, has been made through a recombi-
nant DNA technique. It has been used in the healing of diabetic foot ulcers in randomized
prospective blinded trials and found to be of benefit. It is marketed as becaplermin (Re-
granex). Packaged in a concentration of 0.1% or 0.1 mg/mL, PDGF is present in 1 million
times the concentration found in ACCS. Of note, there have been no reported cases of
toxicity from systemic absorption of becaplermin and no antibodies to becaplermin were
found in patients exposed to this drug applied topically.

VEGF, angiogenin, and to some degree, PDGF, are angiogenesis factors. VEGF is a
signaling protein involved in stimulating the growth of new blood vessels. In hypoxia, cells
may produce hypoxia-inducible factor, which stimulates the release of VEGF, which binds
to VEGF receptors, in turn leading to angiogenesis. Angiogenesis is essential to wound
healing in every clinical setting. Angiogenin is also a polypeptide involved in angiogenesis.
It triggers angiogenesis by inducing the proliferation of endothelial cells. PDGF regulates
the growth and replication of cells and, as such, plays a pivotal role in wound healing. It
stimulates angiogenesis but plays a role in many other functions including cell proliferation
and cell migration. Angiogenesis factors may promote tumor growth; VEGF and angiogenin
levels are low in ACCS.

TGF-β controls proliferation and differentiation of cells. Many cells make TGF-β and
most have receptors for this protein. TGF-β plays a role in hormone secretion and wound
healing.

TIMPs are natural inhibitors of MMPs, a group of peptidases, which degrade extra-
cellular matrix. MMPs degrade growth factors; TIMPs counteract that process. TIMP also
promotes cell proliferation and many prevent apoptosis. TIMP-1 binds to proMMP-9 and
TIMP-2 binds to proMMP-2. MMPs have been shown to inhibit healing and degrade growth
factors. Inhibition or inactivation of MMPs should facilitate healing.

The study of normal cytokine levels in animals is necessary if one is to determine
the direction and magnitude of change of these proteins in pathological conditions. Tissues
can be sampled and animals can be sacrificed to allow for these measurements. Invasive
monitoring and sampling can be performed with little regard, to some degree, for sterility and
the consequences to the laboratory animal. These issues become critical when attempting
to measure the cytokine levels in humans. First, there is the issue of scientific merit. An
investigator must convince himself or herself, the patient, and the institutional review board
that the risk to the individual of measuring these levels is justified. The challenges are a
bit different when one attempts to measure these levels in disease states. The levels can be
determined by the study of tissue, blood, body fluids, tumors, cysts, wounds, seromas, and
wound drainage. Cytokines can be measured in both the pathological tissue and the normal
tissue adjacent to the abnormality. The issue in this circumstance is, of course, whether the
neighboring tissue in a diseased patient is truly normal.

If one samples over time, cytokine levels change. The question then becomes what
measurement is the physiological value versus a pathophysiological level.

All of the issues discussed here were encountered when attempting to determine the
physiologic levels of cytokines to compare with the levels secreted by amnion-derived
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multipotent progenitor cells. The first issue is which of the many cytokines known to be
present should be studied in depth. Some of the factors measured in ACCS are known to be
important to wound healing. These include PDGF, VEGF, angiogenin, TGF-β2, TIMP-1,
and TIMP-2. The levels were measured by antibody array, enzyme-linked immunosorbent
assay, and multiplex and mass spectroscopy.

Each of the techniques yielded a somewhat different result. Differences in culture tech-
niques and conditions also lead to some differences in cytokine levels. The measurements
were, however, within the same magnitude even when measured by different methods.

The greater challenge was to decide what constituted a “physiologic” level. Cytokines
and growth factor levels were measured in normal tissues including blood. In some cases,
the “normal” tissue levels were taken from patients with illnesses—were these truly normal?
In other cases, the levels were taken from diseased tissues, but most were from normal phys-
iologic states and processes including wounds, wound drainage, cysts, and fluid collections
such as seromas. Moreover, the levels were measured at different stages of wound healing
in patients with problems of different severity. Our approach was to decide the “normal or
physiologic range” by looking for normal tissues or tissues closest to normal in patients
with the least amount of problems.

There was reasonably good correlation between levels of cytokines measured in hu-
mans and the level of cytokines found to be secreted by the amnion-derived multipotent
progenitor cells. In most cases, the levels measured in ACCS were near the lower end of the
physiologic range, except for TIMP-1 and TIMP-2, which were at the upper limit. These
physiologic levels of cytokines important in wound healing lead us to believe that an ACCS
may be of benefit in healing acute and chronic wounds when used in a context of good
clinical care.

ACKNOWLEDGMENTS

This study was supported by Stemnion, Inc, Pittsburgh, Pennsylvania.

REFERENCES

1. Robson MC. Growth factors as wound healing agents. Curr Opin Biotech. 1991;2:863–7.
2. Robson MC, Steed DL, Franz MG. Wound healing: biologic features and approaches to maximize healing

trajectories. Curr Prob Surg. 2001;38:61–140.
3. Nwomeh BC, Yager DR, Cohen IK. Physiology of the chronic wound. Clin Plast Surg. 1998;25:341–56.
4. Robson MC. Cytokine manipulation of the wound. Clin Plast Surg. 2003;30:57–65.
5. Robson MC, Pines B, Mustoe TA, Hunt TK. The future of recombinant growth factors in wound healing.

Am J Surg. 1998;176(suppl 2A):80S–2.
6. Dvonch WM, Murphey RJ, Matsuoka J, Grotendorst GR. Changes in growth factor levels in human wound

fluid. Surgery. 1992;112:18–23.
7. Knighton DR, Feigel VD, Austin LL, et al. Classification and treatment of chronic nonhealing wounds:

successful treatment with autologous platelet-derived wound healing factors (PDWHF). Ann Surg.
1986;204:322–30.

8. Steed DL, Goslen JB, Holloway GA, Malone JM, Bunt TJ, Webster MW. Randomized prospective double
blind trial in healing of chronic diabetic foot ulcers: CT-102 activated platelet supernatant, topical. Diabetes
Care. 1992;15(11):1598–604.

163



ePlasty VOLUME 8

9. Rayner TE, Cowin AS, Cooter RD, Belford DA. Wound strength is returned to normal levels in steroid
compromised rats by treatment with milk-derived growth factors. Wound Repair Regen. 1997;5:A123–7.

10. Robson MC, Hill DP, Smith PD, et al. Sequential cytokine therapy for pressure ulcers: clinical and mecha-
nistic responses. Ann Surg. 2000;231:600–11.

11. Han SK, Yoon TH, Lee DG, Lee MA, Kim WK. Potential of human bone marrow stromal cells to accelerate
wound healing in vitro. Ann Plast Surg. 2005;55:414–9.

12. Xing L, Franz MG, Marcelo CL, et al. Amnion-derived multipotent progenitor cells increase gain of in-
cisional breaking strength and decrease incidence and severity of acute wound failure. J Burns Wounds.
2007;7:39–52.

13. Czarkowska-Paczek B, Bartlomiejczyk I, Przybylski J. The serum levels of growth factors: PDGF, TGF-beta
and VEGF are increased after strenuous exercise. J Physiol Pharmacol. 2006;57(2):189–97.

14. Watelet JB, Gevaert P, Bachert C, Holtappels G, van Cauwenberger P. Secretion of TGF-B1, TGF-B2, EGF,
and PDGF into nasal fluid after sinus surgery. Eur Arch Oto-rhino-laryngol. 2002;259:234–8.

15. Trengove NJ, Bielefeldt-Ohmann H, Stacey MC. Mitogenic activity and cytokine levels in non-healing and
healing chronic leg ulcers. Wound Repair Regen. 2000;8:13–25.

16. Ono I, Gunji H, Zhang J, Maruyama K, Kaneko F. A study of cytokines in burn blister fluid related to wound
healing. Burns. 1995;21(5):352–5.

17. Aiba-Kojima E, Tsuno N, Inoue K, et al. Characterization of wound drainage fluid as a source of soluble
factors associated with wound healing: comparison with platelet-rich plasma and potential use in cell culture.
Wound Repair Regen. 2007;15:511–20.

18. Baker EA, Leaper DJ. Proteinases, their inhibitors, and cytokine profiles in acute wound fluid. Wound Repair
Regen. 2000; 8(5):392–8.

19. Karayiannakis AJ, Syrigos KN, Zbar A, et al. Clinical significance of preoperative serum vascular en-
dothelial growth factor levels in patients with colorectal cancer and the effect of tumor surgery. Surgery.
2002;131(5):548–53.

20. Wu FP, Hoekman K, Meijer S, Cuesta MA. VEGF and endostatin levels in wound fluid and plasma after
breast surgery. Angiogenesis. 2003;6:255–7.

21. Di Vita G, Patti R, D’Agostino P, et al. Cytokines and growth factors in wound drainage fluid from patients
undergoing incisional hernia repair. Wound Repair Regen. 2006;14(3):259–70.

22. Baker EA, El-Gaddal S, Aitken DG, Leaper DJ. Growth factor profiles in intraperitoneal drainage fluid
following colorectal surgery: relationship to wound healing and surgery. Wound Repair Regen. 2003;11:261–
7.

23. Sato K, Miyakawa M, Onoda N, et al. Increased concentration of vascular endothelial growth factor/vascular
permeability factor in cyst fluid of enlarging and recurrent thyroid nodules. Clin Endocrinol Metab. 1997;
82(6):1968–73.

24. Di Vita G, Patti R, D’Agostino P et al. Modifications in the production of cytokines and growth factors in
drainage fluids following mesh implantation after incisional hernia repair. Am J Surg. 2006;191(6):785–90.

25. Pufe T, Paulsen F, Petersen W, Mentlein R, Tsokos M. The angiogenic peptide vascular endothelial growth
factor (VEGF) is expressed in chronic sacral pressure ulcers. J Pathol. 2003;200:130–6.

26. Molica S, Vitelli G, Levato D, et al. Serum angiogenin is not elevated in patients with early B-cell chronic
lymphocytic leukemia but is prognostic factor for disease progression. Eur J Hematol. 2004;73(1):36–42.

27. Cronin S, Greenway MJ, Ennis S, et al. Elevated serum angiogenin levels in ALS. Neurology.
2006;67(10):1833–6.

28. Bruserud O, Grovan F, Lindas R, Blymke Meinichen C, Osterhus KK. Serum levels of angioregulatory
mediators in healthy individuals depend on age and physical activity: studies of angiogenin, basic fibroblast
growth factor, leptin and endostatin. Scand J Clin Lab Invest. 2005;65(6):505–11.

29. Musolino C, Alonci A, Bellomo G, et al. Levels of soluble angiogenin in chronic myeloid malignancies:
clinical implications. Eur J Hematol. 2004;72(6):416–9.

30. Poggi SH, Spong CY, Ghidini A, Ossandon M. Gender differences in amniotic fluid cytokine levels. J
Matern Fetal Neonatal Med. 2004;15(6):367–71.

31. Vogt PM, Lenhardt M, Wagner DM, et al. Determination of endogenous growth factors in human wound
fluid: temporal presence and profiles of secretion. Plast Reconstr Surg. 1998;102(1):117–23.

32. Lai LC, Siraj AK, Erbas H, et al. Transforming growth factors alpha, beta 1 and beta 2 in breast cyst fluid.
Anticancer Res. 1994;14(6B):2805–9.

164



STEED ET AL

33. Holzheimer RG, Steinmetz WG. Local and systemic concentrations of pro- and anti-inflammatory cytokines
in human wounds. Eur J Med Res. 2000;5:347–55.

34. Lipton A, Ali SM, Leitzel K, et al. Elevated plasma tissue inhibitor on metalloproteinase-1 level predicts
decreased response and survival in metastatic breast cancer. Cancer. 2007;109(10):1933–9.

35. Hammer JH, Basse L, Svendsen MN, et al. Impact of elective resection on plasma TIMP-1 levels in patients
with colon cancer. Colorectal Dis. 2006;8(3):168–72.

36. Ladwig GP, Robson MC, Liu R, Kuhn MA, Muir DF, Schultz GS. Ratios of activated matrix
metalloproteinase-9 to tissue inhibitor of matrix metalloproteinase-1 in wound fluids are inversely cor-
related with healing of pressure ulcers. Wound Repair Regen. 2002;10(1):26–37.

37. Stechmiller JK, Kilpadi DV, Childress B, Schultz G. Effect of vacuum-assisted closure therapy on the
expression of cytokines and proteases in wound fluid of adults with pressure ulcers. Wound Repair Regen.
2006;14(3):371–3.

38. Yazawa N, Kikuchi K, Ihn H, et al. Serum levels of tissue inhibitor of metalloproteinases 2 in patients with
systemic sclerosis. J Am Acad Dermatol. 2000;42(1 pt 1):70–5.

39. Larsen MB, Stephens RW, Brunner N, et al. Quantification of tissue inhibitor of metalloproteinase 2 in
plasma from healthy donors and cancer patients. Scand J Immunol. 2005;61(5):449–60.

40. Lobmann R, Zemlin C, Motzkau M, Reschke K, Lehnert H. Expression of matrix metalloproteinases and
growth factors in diabetic foot wounds treated with a protease absorbent dressing. J Diabetes Complications.
2006;20(5):329–35.

165


