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Abstract: This study aimed to evaluate the association between bifidobacterial colonization in
low birth weight infants and perinatal factors, including the timing of initial colostrum and the
effect of probiotics on this colonization. In this non-randomized controlled trial, we enrolled
98 low-birth-weight infants from a neonatal intensive care unit (NICU) in Japan. Infants were divided
into three groups: group N (no intervention), group H (received non-live bifidobacteria), and group
L (received live bifidobacteria). The number of bifidobacteria in the infants’ stools at 1 month
of age was measured using real-time polymerase chain reaction (PCR). We divided infants into
“rich bifidobacteria” (≥104.8 cells/g feces) and “poor bifidobacteria” (<104.8 cells/g feces) subgroups.
The ratio of “rich bifidobacteria” infants was 20/31, 34/36, and 30/30 in groups N, H, and L, respectively.
In group N, the “rich bifidobacteria” group received first colostrum significantly earlier than the
“poor bifidobacteria” group (1 day vs. 4 days, P < 0.05). Compared with the N group, both groups H
and L had a significantly high proportion of “rich bifidobacteria” infants (P < 0.05). Bifidobacterial
colonization was poor in premature infants at 1 month compared with term infants, and the level of
colonization was associated with the timing of initial provision of colostrum. Providing probiotics to
premature infants can improve bifidobacterial colonization.
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1. Introduction

Bifidobacteria are commonly found in the intestine of breast-fed term infants; they are initially
found in feces on days 2–3 in breast-fed term infants, and then become predominant within the
first week of life [1]. Live bifidobacteria provide beneficial effects to host infants (e.g., inhibiting
potential pathogenic microorganisms) through secreted substances and/or metabolic products [2].
Their bacterial cell components, such as cell walls, also exert effects on the host, regardless of whether
they are alive or dead [3], whereas little has been known about the impact of dead cells on the
bifidobacterial colonization.

In premature infants, the intestinal barrier system is immature [4]. The establishment of intestinal
flora in premature infants is different from that in term infants not only due to their prematurity, but also
due to the unique hospital environment (e.g., cesarean section, antibiotic use, delayed establishment of
enteral feeding) [1,5–8]. Under such conditions, premature infants are born with many risk factors
which predispose them to developing necrotizing enterocolitis and sepsis [9,10]. There are reports
that abnormal intestinal flora is a risk factor for necrotizing enterocolitis and sepsis in premature
infants [11,12]. It has been suggested that the administration of probiotics such as bifidobacteria to
premature infants prevents necrotizing enterocolitis and sepsis and shortens the time to establishment
of enteral feeding [13–16]. In addition, in our previous multicenter study [17], oral administration
of Bifidobacterium bifidum OLB6378 (OLB6378), a strain derived from the intestine of human infants,
reduced the incidence of late-onset sepsis in very low birth weight (VLBW) infants.

Bifidobacterial colonization in premature infants is delayed compared with that in term infants [1].
It has been reported that the colonization depends on delivery mode, antibiotic use, and feeding
method [2,5,6,8,18–22]. However, the mechanism behind delayed bifidobacterial colonization in
premature infants has not been fully elucidated. Thus, to ensure their healthy growth, further
investigation of intestinal bifidobacterial colonization in premature infants is important.

Colostrum, the first milk produced by mothers after delivery, contains high concentrations
of immunoprotective agents compared with mature human milk [23]. One study showed that
administration of colostrum during the first few days of life significantly reduced the occurrence
of clinical sepsis with an increase in immunoprotective factors in extremely premature infants [24].
We hypothesized that early provision of colostrum may accelerate the colonization of bifidobacteria,
resulting in reducing severe neonatal infection, although the effect of the time of initial provision of
colostrum is still poorly understood.

In this study, we evaluated bifidobacterial colonization and related perinatal factors, such as the
timing of first colostrum, in low birth weight (LBW) infants at 1 month of age and we examined the
influence of the administration of live OLB6378 on the bifidobacterial colonization levels in these infants.
In addition, we examined whether partially similar effects would be observed with the administration
of non-live OLB6378.

2. Materials and Methods

2.1. Ethical Statement

This study was registered in the UMIN (University Hospital Medical Information Network in
Japan) Clinical Trial Registry (UMIN000020520) and was conducted in accordance with the Declaration
of Helsinki. We used fecal samples collected for our previously reported study [25] after obtaining
written informed consent from the guardians of the infants according to the approval provided by the
Institutional Review Board of Shiga University of Medical Science (approval number 24-151), Japan.

2.2. Subjects and Study Protocol

The subject and protocol have been described previously [25], and this study is a secondary
analysis focusing on bifidobacterial colonization in LBW infants. The subjects of the study were
selected from LBW infants (1500–2500 g) who were admitted in the neonatal intensive care unit (NICU)
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of Shiga University of Medical Science Hospital between March 2013 and May 2014, and whose legal
guardians provided written informed consent for participation in the study within 48 h after birth.
We excluded subjects from the study whose legal guardians refused to sign the informed consent form
or who had congenital malformations.

We determined the infants to the study groups based on entry order to prevent cross colonization
because cross contamination of the control group infants with the probiotic administration to the study
group was observed in studies of probiotic use [26]. The subjects were divided into three groups as
follows: group N (no intervention), group H (received non-live OLB6378 concentrate), and group
L (received live OLB6378 concentrate) in a 1:1:1 proportion, such that each group had >30 subjects.
The sample size was determined on the basis of a previous study on the effect of probiotics [18].
We conducted a non-randomized evaluation and made entries in the following order: group H
(March 2013 to July 2013), group L (August 2013 to November 2013), and group N (December 2013 to
May 2014). The technicians who counted the number of bifidobacteria in the stools of the subjects
were blinded to the subjects’ groups, and the legal guardians were not informed of the type of trial
compound administered.

2.3. Study Intervention

We used a lyophilized probiotic powder containing OLB6378 (Meiji Co., Ltd., Tokyo, Japan),
which contains 0.5 g/g of live OLB6378 concentrate, 0.25 g/g of sucrose, and 0.25 g/g of trehalose,
as previously reported [25]. For non-live OLB6378, we dissolved live OLB6378 powder in sterile water
with a concentration of 10% and lyophilized them by freeze drying after a 10-min heat treatment at
80 ◦C. The heat-treated batches were subjected to a culture test to ensure that they did not contain any
live bacteria.

Group N received no intervention. Group L received a mixture of 20 mg of live OLB6378 powder
(containing 10 mg of lyophilized live OLB6378 concentrate with >2.5 × 109 live cells) and 480 mg
of dextrin (Matsutani Chemical Industry Co., Ltd., Itami City, Japan), which is the same as the dose
used in our previous multicenter study [17]. Group H received a mixture of 20 mg of lyophilized
non-live OLB6378 powder (containing 10 mg of lyophilized non-live OLB6378 concentrate with
>2.5 × 109 non-live cells) and 480 mg of dextrin. Each mixture (500 mg) was diluted in 1 mL of warm
water, mixed with either breast milk or infant formula (depending on the extent of lactation in the
mothers), and divided into two 250-mg doses. A 250-mg dose was administered to subjects in each
group twice daily. The interventions were started within 48 h after birth and continued for at least
1 month after birth. Prior to discharge from the NICU, the parents of the infants in groups L and H
were instructed on how to administer the trial compound to their infants at home and were requested
to perform ongoing intervention. Furthermore, after discharge from the NICU, compliance with the
use of the trial compound was assessed by interviewing the parents.

2.4. Sample Collection and Bacteriological Analyses

For measuring the number of bifidobacteria, the subjects’ stools were collected at 1 month of
age. The collected stool samples were immediately frozen at −20 ◦C. We collected stool samples of
the infants on admission in the hospital. In cases of the infants after discharge from the hospital at
1 month of age, we asked the parents to collect their infants’ stool sample and bring them to the hospital
at 1 month. There were 14 infants on admission in the hospital and 17 infants were discharged at
1 month of age. Then, bacterial genomic DNA was extracted from stool samples using a commercial
extraction kit (QuickGene DNA tissue kit; KURABO, Osaka, Japan) as previously described [27].
Real-time polymerase chain reaction (PCR) was performed with genus-specific primers, which could
detect the bifidobacteria genus including the OLB6378 strain. The primer sequences were as follows:
Bifidobacterium spp. sense primer, 5′-GATTCTGGCTCAGGATGAACGC-3′; Bifidobacterium spp.
antisense primer, 5′-CTGATAGGACGCGACCCCAT-3′ [28]. Each PCR reaction mixture contained
20 pmol of each primer, 5 µL of SYBR® premix Ex taq (Takara Bio, Shiga, Japan), and 1 µL DNA
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solution in a total volume of 10 µL. The PCR amplification protocol included initial denaturation for
1 min at 95 ◦C followed by 40 cycles of melting, annealing, and extension at 95 ◦C for 15 s and 60 ◦C for
20 s, respectively. The bacterial DNA from stool samples that were too small to be measured were
excluded from this analysis.

2.5. Characteristics and Feeding Modes

Background information, including gestational age, birth weight, and body weight at 1 month
of age, Apgar score, sex, mode of delivery, multiple birth ratio, and antibiotic use during the first
month, was collected from the case report forms. The data of initiation time of colostrum intake and
breast milk intake rate (breast milk intake/total milk intake) was also collected from the case report
forms. We assessed the data that we could confirm exactly when colostrum intake began. As accurate
measurements of the feeding methods were not possible during the observation period post-NICU
discharge, data were only collected while the infant was in the NICU. We provided formula, not donor
milk, to the infants who were unable to obtain their own mother’s milk in the NICU.

2.6. Statistical Analysis

Non-normally distributed data were subjected to log transformation before analysis. Differences
were evaluated using the Student’s t-test, Fisher exact test, or Mann–Whitney U test using the Bell Curve
for Excel (Social Survey Research Information Co., Ltd. Tokyo, Japan) and by multiple comparisons
using Ryan’s method [29]. A P value of <0.05 indicated a significant difference.

3. Results

3.1. Background Characteristics

As shown in Figure 1, after exclusions, we included 98 infants in the study as follows: group N,
n = 31; group H; n = 37; and group L, n = 30, and these infants were evaluated as an intent-to-treat
population. As described previously [25], no significant differences were observed in baseline
characteristics, such as gestational age, body weight, Apgar score, sex, mode of delivery, or multiple
births in the three groups.

Nutrients 2019, 11, x FOR PEER REVIEW 4 of 11 

 

Background information, including gestational age, birth weight, and body weight at 1 month 
of age, Apgar score, sex, mode of delivery, multiple birth ratio, and antibiotic use during the first 
month, was collected from the case report forms. The data of initiation time of colostrum intake and 
breast milk intake rate (breast milk intake/total milk intake) was also collected from the case report 
forms. We assessed the data that we could confirm exactly when colostrum intake began. As accurate 
measurements of the feeding methods were not possible during the observation period post-NICU 
discharge, data were only collected while the infant was in the NICU. We provided formula, not 
donor milk, to the infants who were unable to obtain their own mother’s milk in the NICU. 

2.6. Statistical Analysis 

Non-normally distributed data were subjected to log transformation before analysis. Differences 
were evaluated using the Student’s t-test, Fisher exact test, or Mann–Whitney U test using the Bell 
Curve for Excel (Social Survey Research Information Co., Ltd. Tokyo, Japan) and by multiple 
comparisons using Ryan’s method [29]. A P value of <0.05 indicated a significant difference. 

3. Results 

3.1. Background Characteristics 

As shown in Figure 1, after exclusions, we included 98 infants in the study as follows: group N, 
n = 31; group H; n = 37; and group L, n = 30, and these infants were evaluated as an intent-to-treat 
population. As described previously [25], no significant differences were observed in baseline 
characteristics, such as gestational age, body weight, Apgar score, sex, mode of delivery, or multiple 
births in the three groups. 
 

 
Figure 1. Classification of subjects. N group, non-intervention control; H group, non-live OLB6378; L 
group, live OLB6378. 

3.2. Number of Bifidobacteria in the Low Birth Weight (LBW) Infants at 1 Month of Age 

In the no intervention control group at 1 month of age, who did not receive OLB6378, 20 cases 
had a bifidobacterial count of >108 cells, and six cases had a count of approximately 104 cells. In five 
cases, no bifidobacteria were detected. For comparison with the bifidobacterial colonization level in 
term infants, we set the lower limit of normal bifidobacterial counts in term infants at 104.8 cells/g 
feces, according to the mean value −2 SD (as the 95% confidence interval) for Japanese term infants 
in the report by Tsuji et al. [30]. As shown in Figure 2, the 31 infants in the non-intervention control 
group were divided into a group of 20 cases above the lower limit (the subgroup “rich bifidobacteria”) 
and a group of 11 cases below the lower limit (the subgroup “poor bifidobacteria”). These subgroups 
were used for the following comparison analysis. 

Figure 1. Classification of subjects. N group, non-intervention control; H group, non-live OLB6378; L
group, live OLB6378.

3.2. Number of Bifidobacteria in the Low Birth Weight (LBW) Infants at 1 Month of Age

In the no intervention control group at 1 month of age, who did not receive OLB6378, 20 cases
had a bifidobacterial count of >108 cells, and six cases had a count of approximately 104 cells. In five
cases, no bifidobacteria were detected. For comparison with the bifidobacterial colonization level in
term infants, we set the lower limit of normal bifidobacterial counts in term infants at 104.8 cells/g feces,
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according to the mean value −2 SD (as the 95% confidence interval) for Japanese term infants in the
report by Tsuji et al. [30]. As shown in Figure 2, the 31 infants in the non-intervention control group
were divided into a group of 20 cases above the lower limit (the subgroup “rich bifidobacteria”) and a
group of 11 cases below the lower limit (the subgroup “poor bifidobacteria”). These subgroups were
used for the following comparison analysis.

Figure 2. Fecal bifidobacterial counts in the non-intervention control group at 1 month of age.
The horizontal dotted line indicates the representative value of the lower limit of the 95% confidence
interval of the bifidobacterial counts in Japanese term infants [30].

3.3. Comparison of the Characteristics and Feeding History Between the Subgroups

Table 1 shows the characteristics and feeding histories of the subgroups in the no intervention
control group. No significant differences in characteristics, including gestational age, birth weight,
and body weight at 1 month of age, Apgar score, sex, mode of delivery, multiple birth ratio, and antibiotic
use during the first month were found between the subgroups. As feeding history data were only
collected for the period when infants were in the NICU, the colostrum start date was confirmed in
30 infants. Regarding the day of initiation of colostrum intake (day, median [interquartile range]),
a significant difference was confirmed between the “poor bifidobacteria” subgroup (4 (2–4)) and
“rich bifidobacteria” subgroup (1 (1–2)) (p = 0.04). An average of breast milk intake rate (breast
milk intake/total milk intake) during the observation period was determined. For all periods, the
average of breast milk intake rate was lower in the “poor bifidobacteria” subgroup than in the “rich
bifidobacteria” subgroup.
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Table 1. Comparison of characteristics and feeding histories of subjects between the subpopulation in
the N group.

Poor Bifidobacteria Rich Bifidobacteria

n = 11 n = 20 P Value

Characteristics
Gestational age, weeks a 36.1 ± 1.9 35.1 ± 1.6 0.11 †
Body weight at birth, g a 1930 ± 275 2081 ± 234 0.13 †

Body weight at 1 month, g a 2481 ± 315 2808 ± 552 0.09 †
Apgar score at 1 min ≤ 3 b 0 (0) 0 (0) 1.00 ‡
Apgar score at 5 min ≥ 7 b 11 (100) 20 (100) 1.00 ‡

Male sex b 4 (36) 10 (50) 0.36 ‡
Cesarean section b 9 (82) 16 (80) 0.65 ‡
Multiple births b 7 (64) 7 (35) 0.12 ‡

Antibiotic administration during the
first month b 0 (0) 3 (15) 0.25 ‡

Time of initiation of colostrum intake,
day c,d 4 (2–4) [n = 11] 1 (1–2) [n = 19] 0.04 §

Average of breast milk intake rate
(breast milk intake/total milk intake)

during 0–7 day c 0.08 (0.01–0.22) 0.24 (0.13–0.33) 0.04 §
during 8–14 day c,d 0.63 (0.33–0.80) [n = 8] 0.73 (0.63–0.88) [n = 16] 0.27 §

during 15–21 day c,d 0.56 (0.19–0.89) [n = 8] 1.00 (0.63–1.00) [n = 12] 0.04 §
during 22–28 day c,d 0.30 (0.09–0.63) [n = 6] 0.89 (0.47–1.00) [n = 8] 0.052 §

N group, no intervention control, a Mean ± standard deviation, b Number (%), c Median (interquartile range),
d Number of infants acquired feeding records during NICU admission. † Student’s t-test, ‡ Fisher exact test,
§ Mann–Whitney U test, P values of <0.05 are given in bold.

3.4. Impact of OLB6378 Administration on Fecal Bifidobacterial Counts at 1 Month of Age

Figure 3 shows the fecal bifidobacterial counts at 1 month of age for the following three groups:
group N, n = 31; group H, n = 36; and group L, n = 30. One sample from the H group was excluded
owing to the lack of bacterial DNA from the stool sample. As the probiotic interventions were started
within 48 h after the infants’ birth, we divided infants into one group who were first provided colostrum
earlier than 48 h after birth and another group who were first provided colostrum later than 48 h after
birth. The solid dots (�) indicate infants who ingested colostrum within 48 h of birth, and circles (O)
indicate infants that did so after 48 h since birth. We also set the lower limit of normal bifidobacterial
counts in term infants at 104.8 cells/g feces. The ratios of infants above the lower limit were 20/31, 34/36,
and 30/30, in group N, H, and L, respectively. Furthermore, compared with the N group, both the H
and L groups had a significantly high number of infants with bifidobacterial counts above the lower
limit set in this study (P < 0.05, by Ryan’s method). In addition, the proportion of infants provided
colostrum earlier than 48 h among the three groups was not significantly different.
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Figure 3. Impact of OLB6378 administration on fecal bifidobacterial counts at 1 month of age. N group,
non-intervention control; H group, non-live OLB6378; L group, live OLB6378. The solid dots (�)
indicate infants who infants received first colostrum within 48 h of birth, and circles (O) indicate
infants that received first colostrum more than 48 h after birth. The horizontal dotted line indicates the
representative value of the lower limit of the 95% confidence interval of the bifidobacterial counts in
Japanese term infants [30]. Compared with the N group, both the H and L groups had a significantly
high proportion of “rich bifidobacteria” infants (p < 0.05, by Ryan’s method). One sample in the H
group was excluded owing to the lack of microbial DNA from the stool sample.

4. Discussion

In this study, we found that bifidobacterial colonization in LBW infants at 1 month of age was
poor compared with that in term infants, and the level of that colonization was associated with the
timing of initial colostrum provision to LBW infants. Next, we found that providing OLB6378 to LBW
infants improved the bifidobacterial colonization to the same level as that in the term infants.

First, the bifidobacterial colonization in LBW infants at 1 month was poor compared with that in
the term infants in a previous report [30]. In VLBW infants, who are more immature than our study
subjects, bifidobacterial colonization is controversial. Sakata et al. [1] reported that bifidobacteria
became predominant at approximately 3 weeks after birth; on the other hand, Butcher et al. [31]
reported that high levels of bifidobacteria could not be detected even 80 days after birth. In our
study, the bifidobacterial counts at 1 month were still lower in more than one-third of premature
infants than those in term infants (Figure 2) [30]. Although the reason for the different bifidobacterial
colonization compared with that in the previous reports [1,31] is unknown, differences in the hospital
environment and infant management are one possible explanation. Importantly, we found that the
poor colonization at 1 month was associated with the delayed intake of first colostrum. Previous
discussions have identified earlier gestational age [1,8,19], antibiotic administration [8,19,22], and
cesarean section [8,19,22] as risk factors for reduced bifidobacterial colonization in premature infants.
However, the results of the current study are inconsistent with these findings. Instead, there was a
significant association with the timing of the first colostrum feeding. Although it has been reported that
the differences in feeding method (breast-fed vs. bottle-fed) is a factor in bifidobacterial colonization
in premature infants [21,32], we could not find any study focusing on the implications of the timing
of initial colostrum feeding. Thus, to the best of our knowledge, this is the first study to report
the association between the timing of initial colostrum feeding and bifidobacterial colonization in
premature infants. It is desirable to initiate colostrum feeding in the early postnatal period in LBW
infants with birth weight between 1500 and 2500 g to enhance bifidobacterial colonization to the same
level as that in term infants. A recent study regarding the association between mode of breast feeding
and infantile bacterial colonization indicates that indirect breastfeeding such as pumped milk decreases
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bifidobacterial colonization [33]. Unfortunately, we were unable to evaluate the mode of breastfeeding.
We should consider this effect on bifidobacterial colonization in a future study.

In addition to the poor bifidobacterial colonization in LBW infants, we also found that providing
live OLB6378 to LBW infants improved the bifidobacterial colonization to the same level as that in term
infants (Figure 3). The current findings are consistent with previous findings wherein bifidobacteria
were found to promote bacterial colonization in LBW infants [18,34,35]. Some infants have difficulty
receiving colostrum feeding in the early postnatal period due to maternal or infantile problems. Thus,
as an alternate strategy in premature infants who cannot receive colostrum, the administration of
probiotics such as OLB6378 may confer a health benefit on the infant by enhancing bifidobacterial
colonization to the same level as that in term infants.

As shown in Figure 3, a significant increase in bifidobacterial counts was observed after the
administration of non-live OLB6378, as well as live OLB6378. It has been shown that live bacterium
such as bifidobacteria in the intestine provide beneficial effects to the host through secreted substances
and/or metabolic products (e.g., lactic acid, acetic acid, enzymes, and vitamins) [2]. In addition, their
bacterial cell components, such as cell walls, also exert effects on the host, regardless of whether they
are dead [3]. The cell wall component of Gram-positive bacteria, including bifidobacteria, plays an
important role in maintaining health, homeostasis, and mucosal barrier function of the intestinal
epithelium and in repairing the intestinal epithelium [36–38]. Therefore, in order to maintain the
health of the intestinal epithelium, it is considered meaningful to influence the composition of bacterial
cell components in the intestine, even if they are dead. For infants who are born with LBW and are
bottle-fed in particular, administering sterilized cell components of bifidobacteria is considered to be
beneficial in altering the composition of bacterial cell components in the intestine, similar to that in
full-term and breast-fed infants.

There were some limitations in our study. First, the data on bifidobacterial colonization in term
infants were quoted data that were not measured under the same conditions as those in this study.
Thus, the results of the comparison between LBW infants and term infants may be inaccurate. Second,
this study could not employ multiple regression analysis to identify other confounding factors due
to the small sample size. However, there have been no reports showing that the timing of initiation
of colostrum feeding affects bifidobacterial colonization in LBW infants. Thus, further investigation
regarding the effects of the timing of initial colostrum feeding on bifidobacterial colonization may
contribute to the understanding of the intestinal flora in premature infants. Additionally, as we had
not given dextrin as placebo to infants in N group, we could not conclude that dextrin had any effects
on bifidobacterial colonization.

5. Conclusions

We showed that bifidobacterial colonization of LBW infants at 1 month was poor compared with
that of the term infants, and the level of that colonization was associated with the timing of initial
colostrum in LBW infants. We also showed that providing OLB6378 to LBW infants increased the
bifidobacterial colonization to the same level as that in term infants. Further studies on bifidobacterial
colonization in premature infants are required for the neonatal healthy growth during hospitalization
in the NICU.

Author Contributions: Conceptualization: K.T., Y.N., M.T., S.K. Acquisition of data: K.T., T.Y., S.N., O.F., H.T.,
R.I., T.T., S.K. Formal analysis: K.T., Y.N., M.T., R.I., T.T., S.K. writing—original draft preparation: K.T., Y.N.
writing—review and editing: Y.N., M.T., T.T., S.K. Final approval of the version to be published: all authors

Funding: This research received no external funding.

Acknowledgments: We thank all infants and their parents who participated. We also thank the staff in the NICU
of Shiga University of Medical Science Hospital for helping us with the study.

Conflicts of Interest: The authors declare no conflict of interest.



Nutrients 2019, 11, 839 9 of 10

References

1. Sakata, H.; Yoshioka, H.; Fujita, K. Development of the intestinal flora in very low birth weight infants
compared to normal full-term newborns. Eur. J. Pediatr. 1985, 144, 186–190. [CrossRef]

2. Oozeer, R.; van Limpt, K.; Ludwig, T.; Ben Amor, K.; Martin, R.; Wind, R.D.; Boehm, G.; Knol, J. Intestinal
microbiology in early life: Specific prebiotics can have similar functionalities as human-milk oligosaccharides.
Am. J. Clin. Nutr. 2013, 98, 561S–571S. [CrossRef] [PubMed]

3. Salminen, S.; Ouwehand, A.; Benno, Y.; Lee, Y.K. Probiotics: How should they be defined? Trends Food
Sci. Technol. 1999, 10, 107–110. [CrossRef]

4. Collins, A.; Weitkamp, J.H.; Wynn, J.L. Why are preterm newborns at risk of infection? Arch. Dis. Child. Fetal
Neonatal Ed. 2018, 103, F391–F394. [CrossRef]

5. Forsgren, M.; Isolauri, E.; Salminen, S.; Rautava, S. Late preterm birth has direct and indirect effects on
infant gut microbiota development during the first six months of life. Acta Paediatr. 2017, 106, 1103–1109.
[CrossRef] [PubMed]

6. Magne, F.; Suau, A.; Pochart, P.; Desjeux, J.F. Fecal microbial community in preterm infants. J. Pediatr.
Gastroenterol. Nutr. 2005, 41, 386–392. [CrossRef] [PubMed]

7. Moles, L.; Gomez, M.; Heilig, H.; Bustos, G.; Fuentes, S.; de Vos, W.; Fernández, L.; Rodríguez, J.M.; Jiménez, E.
Bacterial diversity in meconium of preterm neonates and evolution of their fecal microbiota during the first
month of life. PLoS ONE 2013, 8, e66986. [CrossRef]

8. Korpela, K.; Blakstad, E.W.; Moltu, S.J.; Strømmen, K.; Nakstad, B.; Rønnestad, A.E.; Brække, K.; Iversen, P.O.;
Drevon, C.A.; de Vos, W. Intestinal microbiota development and gestational age in preterm neonates. Sci. Rep.
2018, 8, 2453. [CrossRef] [PubMed]

9. Battersby, C.; Santhalingam, T.; Costeloe, K.; Modi, N. Incidence of neonatal necrotizing enterocolitis in
high-income countries: A systematic review. Arch. Dis. Child. Fetal Neonatal Ed. 2018, 103, F182–F189.
[CrossRef] [PubMed]

10. Dong, Y.; Speer, C.P. Late-onset neonatal sepsis: Recent developments. Arch. Dis. Child. Fetal Neonatal Ed.
2015, 100, F257–F263. [CrossRef] [PubMed]

11. Mai, V.; Torrazza, R.M.; Ukhanova, M.; Wang, X.; Sun, Y.; Li, N.; Shuster, J.; Sharma, R.; Hudak, M.L.; Neu, J.
Distortions in development of intestinal microbiota associated with late onset sepsis in preterm infants.
PLoS ONE 2013, 8, e52876. [CrossRef] [PubMed]

12. Mai, V.; Young, C.M.; Ukhanova, M.; Wang, X.; Sun, Y.; Casella, G.; Theriaque, D.; Li, N.; Sharma, R.;
Hudak, M.; et al. Fecal microbiota in premature infants prior to necrotizing enterocolitis. PLoS ONE 2011,
6, e20647. [CrossRef] [PubMed]

13. AlFaleh, K.; Anabrees, J. Probiotics for prevention of necrotizing enterocolitis in preterm infants.
Cochrane Database Syst. Rev. 2014, 10, CD005496.

14. Athalve-Jape, G.; Deshpande, G.; Rao, S.; Patole, S. Benefits of probiotics on enteral nutrition in preterm
neonates: A systematic review. Am. J. Clin. Nutr. 2014, 100, 1508–1519. [CrossRef]

15. Lau, C.S.; Chamberlain, R.S. Probiotic administration can prevent necrotizing enterocolitis in preterm infants:
A meta-analysis. J. Pediatr. Surg. 2015, 50, 1405–1412. [CrossRef]

16. Rao, S.C.; Athalve-Jape, G.K.; Deshpande, G.C.; Simmer, K.N.; Patole, S.K. Probiotic supplementation and
late-onset sepsis in preterm infants: A meta-analysis. Pediatrics 2016, 137, e20153684. [CrossRef]

17. Totsu, S.; Yamasaki, C.; Terahara, M.; Uchiyama, A.; Kusuda, S. Probiotics Study Group in Japan.
Bifidobacterium and enteral feeding in preterm infants: Cluster-randomized trial. Pediatr. Int. 2014,
56, 714–719. [CrossRef]

18. Mohan, R.; Koebnick, C.; Schildt, J.; Schmidt, S.; Mueller, M.; Possner, M.; Radke, M.; Blaut, M. Effect of
Bifidobacterium lactis Bb12 supplementation on intestinal microbiota of preterm infants: A double-blind,
placebo-controlled, randomized study. J. Clin. Microbiol. 2006, 44, 4025–4031. [CrossRef]

19. Butel, M.J.; Suau, A.; Campeotto, F.; Magne, F.; Aires, J.; Ferraris, L.; Kalach, N.; Leroux, B.; Dupont, C.
Conditions of bifidobacterial colonization in preterm infants: A prospective analysis. J. Pediatr.
Gastroenterol. Nutr. 2007, 44, 577–582. [CrossRef] [PubMed]

20. Rouge, C.; Goldenberg, O.; Ferraris, L.; Berger, B.; Rochat, F.; Legrand, A.; Göbel, U.B.; Vodovar, M.; Voyer, M.;
Rozé, J.C.; et al. Investigation of the intestinal microbiota in preterm infants using different methods. Anaerobe
2010, 16, 362–370. [CrossRef]

http://dx.doi.org/10.1007/BF00451911
http://dx.doi.org/10.3945/ajcn.112.038893
http://www.ncbi.nlm.nih.gov/pubmed/23824728
http://dx.doi.org/10.1016/S0924-2244(99)00027-8
http://dx.doi.org/10.1136/archdischild-2017-313595
http://dx.doi.org/10.1111/apa.13837
http://www.ncbi.nlm.nih.gov/pubmed/28316118
http://dx.doi.org/10.1097/01.mpg.0000179855.38543.85
http://www.ncbi.nlm.nih.gov/pubmed/16205503
http://dx.doi.org/10.1371/journal.pone.0066986
http://dx.doi.org/10.1038/s41598-018-20827-x
http://www.ncbi.nlm.nih.gov/pubmed/29410448
http://dx.doi.org/10.1136/archdischild-2017-313880
http://www.ncbi.nlm.nih.gov/pubmed/29317459
http://dx.doi.org/10.1136/archdischild-2014-306213
http://www.ncbi.nlm.nih.gov/pubmed/25425653
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.0020647
http://www.ncbi.nlm.nih.gov/pubmed/21674011
http://dx.doi.org/10.3945/ajcn.114.092551
http://dx.doi.org/10.1016/j.jpedsurg.2015.05.008
http://dx.doi.org/10.1542/peds.2015-3684
http://dx.doi.org/10.1111/ped.12330
http://dx.doi.org/10.1128/JCM.00767-06
http://dx.doi.org/10.1097/MPG.0b013e3180406b20
http://www.ncbi.nlm.nih.gov/pubmed/17460489
http://dx.doi.org/10.1016/j.anaerobe.2010.06.002


Nutrients 2019, 11, 839 10 of 10

21. Patel, K.; Konduru, K.; Patra, A.K.; Chandel, D.S.; Panigrahi, P. Trends and determinants of gastric bacterial
colonization of preterm neonates in a NICU setting. PLoS ONE 2015, 10, e0114664. [CrossRef]

22. Itani, T.; Ayoub Moubareck, C.; Melki, I.; Rousseau, C.; Mangin, I.; Butel, M.J.; Karam Sarkis, D. Establishment
and development of the intestinal microbiota of preterm infants in a Lebanese tertiary hospital. Anaerobe
2017, 43, 4–14. [CrossRef]

23. Cacho, N.T.; Lawrence, R.M. Innate immunity and breast milk. Front. Immunol. 2017, 8, 584. [CrossRef]
24. Lee, J.; Kim, H.S.; Jung, Y.H.; Choi, K.Y.; Shin, S.H.; Kim, E.K.; Choi, J.H. Oropharyngeal colostrum

administration in extremely premature infants: An RCT. Pediatrics 2015, 135, e357–e366. [CrossRef]
25. Tanaka, K.; Tsukahara, T.; Yanagi, T.; Nakahara, S.; Furukawa, O.; Tsutsui, H.; Koshida, S. Bifidobacterium

bifidum OLB6378 simultaneously enhances systemic and mucosal humoral immunity in low birth weight
infants: A non-randomized study. Nutrients 2017, 9, 195. [CrossRef]

26. Gengaimuthu, K. The cross contamination (cross colonization) phenomenon of probiotic use in neonatal
intensive care units: Putative mechanisms and clinical and research implications. Cureus 2018, 10, e2691.
[CrossRef]

27. Tsukahara, T.; Inoue, R.; Nakayama, K.; Inatomi, T. Inclusion of Bacillus amyloliquefaciens strain TOA5001 in
the diet of broilers suppresses the symptoms of coccidiosis by modulating intestinal microbiota. Anim. Sci. J.
2018, 89, 679–687. [CrossRef]

28. Gueimonde, M.; Tolkko, S.; Korpimaki, T.; Salminen, S. New real-time quantitative PCR procedure for
quantification of Bifidobacteria in human fecal samples. Appl. Environ. Microbiol. 2004, 70, 4165–4169.
[CrossRef]

29. Ryan, T.A. Significance tests for multiple comparison of proportions, variances, and other statistics.
Psychol. Bull. 1960, 57, 318–328. [CrossRef]

30. Tsuji, H.; Oozeer, R.; Matsuda, K.; Matsuki, T.; Ohta, T.; Nomoto, K.; Tanaka, R.; Kawashima, M.;
Kawashima, K.; Nagata, S.; et al. Molecular monitoring of the development of intestinal microbiota
in Japanese infants. Benef. Microbes 2012, 3, 113–125. [CrossRef]

31. Butcher, J.; Unger, S.; Li, J.; Bando, N.; Romain, G.; Francis, J.; Mottawea, W.; Mack, D.; Stintzi, A.;
O’Connor, D.L. Independent of birth mode or gestational age, very-low-birth-weight infants fed their
mothers’ milk rapidly develop personalized microbiotas low in bifidobacterium. J. Nutr. 2018, 148, 326–335.
[CrossRef] [PubMed]

32. Fanaro, S.; Chierici, R.; Guerrini, P.; Vigi, V. Intestinal microflora in early infancy: Composition and
development. Acta Paediatr. Suppl. 2003, 91, 48–55. [CrossRef] [PubMed]

33. Moosavi, S.; Sepehri, S.; Robertson, B.; Bode, L.; Goruk, S.; Field, C.J.; Lix, L.M.; de Souza, R.J.; Becker, A.B.;
Mandhane, P.J.; et al. Composition and variation of the human milk microbiota are influenced by maternal
and early-life factors. Cell Host Microbe 2019, 25, 324–335. [CrossRef] [PubMed]

34. Li, Y.; Shimizu, T.; Hosaka, A.; Kaneko, N.; Ohtsuka, Y.; Yamashiro, Y. Effects of Bifidobacterium breve
supplementation on intestinal flora of low birth weight infants. Pediatr. Int. 2004, 46, 509–515. [CrossRef]
[PubMed]

35. Kitajima, H.; Sumida, Y.; Tanaka, R.; Yuki, N.; Takayama, H.; Fujimura, M. Early administration of
Bifidobacterium breve to preterm infants: Randomised controlled trial. Arch. Dis. Child. Fetal Neonatal Ed.
1997, 76, F101–F107. [CrossRef] [PubMed]

36. Latorre, E.; Layunta, E.; Grasa, L.; Castro, M.; Pardo, J.; Gomollón, F.; Alcalde, A.I.; Mesonero, J.E. Intestinal
Serotonin Transporter Inhibition by Toll-Like Receptor 2 Activation. A Feedback Modulation. PLoS ONE
2016, 11, e0169303. [CrossRef] [PubMed]

37. Cario, E.; Gerken, G.; Podolsky, D.K. Toll-like receptor 2 enhances ZO-1-associated intestinal epithelial barrier
integrity via protein kinase C. Gastroenterology 2004, 127, 224–238. [CrossRef]

38. Hörmann, N.; Brandão, I.; Jäckel, S.; Ens, N.; Lillich, M.; Walter, U.; Reinhardt, C. Gut microbial colonization
orchestrates TLR2 expression, signaling and epithelial proliferation in the small intestinal mucosa. PLoS ONE
2014, 9, e113080. [CrossRef]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1371/journal.pone.0114664
http://dx.doi.org/10.1016/j.anaerobe.2016.11.001
http://dx.doi.org/10.3389/fimmu.2017.00584
http://dx.doi.org/10.1542/peds.2014-2004
http://dx.doi.org/10.3390/nu9030195
http://dx.doi.org/10.7759/cureus.2691
http://dx.doi.org/10.1111/asj.12980
http://dx.doi.org/10.1128/AEM.70.7.4165-4169.2004
http://dx.doi.org/10.1037/h0044320
http://dx.doi.org/10.3920/BM2011.0038
http://dx.doi.org/10.1093/jn/nxx071
http://www.ncbi.nlm.nih.gov/pubmed/29546315
http://dx.doi.org/10.1111/j.1651-2227.2003.tb00646.x
http://www.ncbi.nlm.nih.gov/pubmed/14599042
http://dx.doi.org/10.1016/j.chom.2019.01.011
http://www.ncbi.nlm.nih.gov/pubmed/30763539
http://dx.doi.org/10.1111/j.1442-200x.2004.01953.x
http://www.ncbi.nlm.nih.gov/pubmed/15491374
http://dx.doi.org/10.1136/fn.76.2.F101
http://www.ncbi.nlm.nih.gov/pubmed/9135288
http://dx.doi.org/10.1371/journal.pone.0169303
http://www.ncbi.nlm.nih.gov/pubmed/28033388
http://dx.doi.org/10.1053/j.gastro.2004.04.015
http://dx.doi.org/10.1371/journal.pone.0113080
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Ethical Statement 
	Subjects and Study Protocol 
	Study Intervention 
	Sample Collection and Bacteriological Analyses 
	Characteristics and Feeding Modes 
	Statistical Analysis 

	Results 
	Background Characteristics 
	Number of Bifidobacteria in the Low Birth Weight (LBW) Infants at 1 Month of Age 
	Comparison of the Characteristics and Feeding History Between the Subgroups 
	Impact of OLB6378 Administration on Fecal Bifidobacterial Counts at 1 Month of Age 

	Discussion 
	Conclusions 
	References

