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Biodistribution, migration and homing of
systemically applied mesenchymal stem/
stromal cells
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Abstract

Mesenchymal stem/stromal cells (MSCs) are increasingly
used as an intravenously applied cellular therapeutic.
They were found to be potent in situations such as
tissue repair or severe inflammation. Still, data are
lacking with regard to the biodistribution of MSCs,
their cellular or molecular target structures, and the
mechanisms by which MSCs reach these targets. This
review discusses current hypotheses for how MSCs can
reach tissue sites. Both preclinical and clinical studies
using MSCs applied intravenously or intra-arterially are
discussed in the context of our current understanding of
how MSCs might work in physiological and pathological
situations.
marker analysis. In a second study [6], these authors
Background
In the 1970s, Friedenstein and colleagues [1] first reported
that locally applied culture-expanded populations of bone
marrow stroma-derived fibroblastic cells remained at their
injection sites under the kidney capsule, where an ectopic
hematopoiesis was initiated. Later, Arnold Caplan’s group
described mesenchymal stem/stromal cells (MSCs) as
multipotent mesenchymal cell populations which can
differentiate into several tissue types, and demonstrated
roles for MSCs in the regeneration of bone, cartilage or
ligaments in animal and clinical studies [2–4]. In these
studies, however, transplanted cells were followed, if at
all, at the site of transplantation, and biodistribution
was not an issue.
By the year 2000, clinicians had become increasingly

interested in intravenously applied MSCs. Pivotal studies
by the group of Horwitz in children with osteogenesis
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imperfecta, an inherited enzyme deficiency of collagen
synthesis by mesenchymal cells in bone, opened the field
for intravenous use of MSCs. This concept started from
the observation that bone marrow transplantation can
provide stromal cells able to synthesize intact collagen
type I, replacing deficient patient cell function and
ameliorating disease symptoms [5]. Therefore, the au-
thors concluded that transplantation of isolated healthy
allogeneic MSCs might cure the disease. This implies
homing of transplanted MSCs to sites in bone marrow
and/or bone. Efficacy was noted in all six infants treated
[5]. Children who received transplants showed improved
growth rates and started to synthesize intact bone. En-
graftment of donor-type MSC-derived osteoblasts was
shown using bone specimens and microsatellite DNA

showed that autologous, enzyme-deficient MSCs trans-
duced with a copy of the intact gene resulted in normal
collagen production in bone cavities. Moreover, children
who received transplants approached growth curves simi-
lar to the children transplanted with allogeneic complete
bone marrow [6]. This pioneering work provided the basis
for the successful application of MSCs using the intraven-
ous route in other clinical entities.
Establishment of methods to track intravenously
administered MSCs
After 2000, the therapeutic use of MSCs by intravenous
administration was explored by a number of studies in
animals and also humans. These studies used various
ways to label culture-expanded MSCs, and to track them
in different tissues over time. The tissue source of the
MSCs was in most cases not decisive, and cells from
various tissue sources were explored. The labeling meth-
odologies used included radioactive labeling of MSCs,
labeling with fluorescent vital dyes, contrast agents,
transduction with reporter genes, or the use of donor
cell-specific DNA markers such as microsatellites [7–11]
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(reviewed in [12]). The labeling methodologies were, in
part, designed to detect only short-term homing of MSCs.
In addition, they do not enable the determination of
whether detected cells are still alive. These studies were
mainly conducted in rodents and nonhuman primates and
mostly in non-injury situations. The main common results
of these studies were that: MSCs distribute to a variety
of tissues after intravenous (i.v.) injection; MSCs are
detectable at low or very low frequencies in tissues
after transplantation; and signals from the injected cells
were found early after administration of the MSCs at
the highest frequencies in the lungs, followed by liver
and spleen.
The observed biodistribution patterns were confirmed

by studies in humans. In patients with mammary carcin-
oma, Koç et al. [13] demonstrated that i.v. MSCs were
well-tolerated in patients at a dose of one million MSCs/
kg body weight; however, the cells were trackable in
blood only. The data were confirmed in patients with
liver cirrhosis using 111In-oxine labeled MSCs, which
were found to first accumulate in the lungs followed by
continuous increases in liver and spleen up to day 10
after administration [14]. The proportion of accumulation
in lung decreased from about 35 % early after transplant-
ation to 2 % or less by day 10, whereas spleen had the
highest signals by day 10 after transplant. These results
confirm a similar overt biodistribution of MSCs in lung,
liver and spleen in humans to that observed in animal
models.

Expression of cell adhesion molecules by MSCs as
a basis for their interaction with endothelial cells
and tissue-directed extravasation
In theory, the main prerequisite for the interaction of
transplanted MSCs with endothelial cells are adhesion
molecules present on the cell surface of MSCs, and
expression of appropriate adhesion counter-receptors
on endothelial cells. MSCs (most investigations were
performed in human MSCs (hMSCs)) have shown deficits
in receptor binding to selectins and/or their ligands. They
lack expression of L-selectin, and their E-selectin ligand
(CD44) is not functional [15]. MSCs can bind to P-selectin
through a fucosylated ligand, which nevertheless is not P-
selectin glycoprotein ligand (PSGL)-1 [16]. Thankamony
and Sackstein [17] have, however, defined an enzymatic
fucosylation procedure which causes the CD44 epitope on
MSCs to strongly bind to endothelial E-selectin, resulting
in effective rolling of MSCs on endothelial cells and,
moreover, extravasation into bone marrow sites. Of the
integrins, alpha4beta1 (VLA-4) and alpha5beta1 (VLA-5)
have been found to be expressed by MSCs, whereas the
beta2 integrins alphaLbeta2 (LFA-1) and alphaMbeta2
(Mac1) could not be detected [15, 16, 18–20] (reviewed in
[12, 21]). Interestingly, several chemokine receptors have
been found to be expressed on MSCs, including CXCR4,
which has been described as a major mediator of the
homing and mobilization of hematopoietic cell types
[12, 19, 20]. In summary, these findings indicate that
MSCs have a deficit with regard to the expressing and/
or employing adhesion receptors for coordinated ex-
travasation and tissue-specific homing, as do leukocyte
populations.

Emergence of common themes in exploring the
biodistribution of MSCs
Subsequent to the first reports on the homing and migra-
tion of transplanted MSCs to tissues, additional questions
about MSC biodistribution have been addressed, including
quantification of MSCs, their preferential homing to
several target sites, and the involvement of cues, such
as regeneration or inflammation, and the size of MSCs
in determining their biodistribution (Table 1).
In many of the earlier studies, the target sites as well

as the molecular mechanisms governing the interactions
of MSCs with the local environment after transplantation
(e.g., endothelial cells, target tissue), such as adhesion mol-
ecules or signaling mechanisms, were either not addressed
or were analyzed only to a minor degree. Moreover, MSCs
were often evaluated by microscopy, a method relatively
prone to artifacts. Many studies also did not quantify the
numbers of MSCs in target or other tissues. Likewise, only
few studies reported on the size of the identified MSCs.
Despite this lack of information, other themes have
emerged, especially research on cues that may regulate the
biodistribution of systemically applied MSCs; these in-
clude first pass tissues, specifically the lungs, inflamma-
tion, irradiation, sites of hypoxia or repair, and cancer
(Table 1). As a result, concepts have been raised which
imply an ability of MSCs to migrate to specific sites—e.g.,
MSCs as an “injury drugstore” for several acute clinical
situations [21, 22].

First-line accumulation of intravenously
administered MSCs in the lungs
The first hurdle for intravenously transplanted MSCs is
the lung capillary bed. After culture expansion, MSCs
are relatively large cells with an estimated average size of
around 30 μm in suspension (ranging from 16–53 μm)
[23]. Their size may also vary depending on the osmolarity
of the culture media, passage number, and/or cell density
during seeding as well as general culture conditions (two-
dimensional versus three-dimensional culture). In com-
parison with MSCs, hematopoietic stem cells have a much
smaller diameter, ranging from 4–12 μm depending on
the subfraction analyzed [24, 25]. Therefore, obstructive
events during lung passage are expected after intravenous
administration of MSCs. Lee et al. [26] presented a kinetic
study of MSCs accumulating in murine lungs in which up



Table 1 Common themes in MSC biodistribution research

Theme Targeted tissues (possible mechanism) References

Increased homing after intra-arterial delivery compared with
intravenous delivery?

Kidney [33, 34]

Joints [32]

Stroke [30]

Other (many) tissues [31]

Side effects of intra-arterial versus intravenous delivery? Incorporation into vessel wall [23, 35]

Obstruction of microvessels [38]

Vascular occlusion [39]

Targeting of vessel wall and vessel-associated tissues? Lungs, lymph nodes, intestine [47]

Targeting of tissues for regeneration Myocardium [18, 48–55]

Beta1 integrins [48, 49]

CCL2, monocytes [52]

Kidney [33, 56–63]

Gut and liver [64–67]

Skin [44, 68–71]

CCL21 [44]

JAM-A [68]

Brain [72–75]

P/E selectin (CD44) [73]

CXCR4/flk-1/EPO-R [74]

Homing to bone marrow Bone marrow [76–81]

HCELL/E-selectin [15]

Subendothelial localization [79]

Biodistribution to the immune system? Macrophages [37, 41, 42]

Dendritic cells [38]

T cells [39]

Unknown target cells

Idoleamine desoxygenase [43]

Prostaglandin E2 [37, 41]

Elimination mechanisms? Antibody formation [6]

Phagocytes [102]

Influence of radiation on homing? Increased in brain, heart, bone marrow, and muscles [43, 82]

Homing in malignancies? Tumor [83–85, 87–92]

Mediated by CCL25 [88]

Mediated by sodium iodide symporter under the control of
RANTES/CCL-5 promoter

[87]

Homed MSCs form tumor-associated fibroblasts [90]

Formation of microvesicles Microvesicles may contribute to/be part of MSC biodistribution [14, 63, 93–97]

Mediated by horizontal transfer of microRNAs [96]

MSC Mesenchymal stromal/stem cell
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to 80 % of injected cells were found in the lungs within a
few minutes after injection. Moreover, formation of emboli
in lung vessels was noted. The MSC signal (an Alu se-
quence DNA marker) fell exponentially, with a half-life of
about 24 h and practically complete disappearance after
4 days [26]. Barbash and colleagues [10] confirmed the
detection of the overall MSC load in the lungs using
99mTc-labeled MSCs in a rat model with induced myocar-
dial infarction. Murine MSCs also showed deleterious ef-
fects in mice, including post-injection lethality, which was
not the case after administration of hMSCs [27]. Inter-
action of human or murine MSCs with lung endothelial
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cells was dependent on the suspension medium in which
the transplanted cells were administered [27]. Adhesion of
the MSCs to endothelial cells was found to involve the in-
tegrin ligand vascular cell adhesion molecule (VCAM)-1.
When comparing MSCs with mononuclear cells from
bone marrow, neural stem cells and multipotent adult
progenitor cells, Fischer et al. [28] found that MSCs
showed the highest interaction with lung endothelia,
which could be inhibited by pretreatment with anti-
CD49d antibody. In a study by Kerkelä et al. [29], adhesion
of MSCs to lung tissue (probably endothelial cells) was
dependent on the enzyme treatment used during harvest-
ing of confluent MSCs in culture before transplantation;
after treatment with pronase, MSCs more readily cleared
the lungs and could be found in other tissues compared
with trypsinization treatment. Taken together, these data
indicate an active role of the adhesion molecules VLA-4/
VCAM-1 on MSCs/endothelial cells during interaction of
MSCs with lung tissue. It remains to be clarified, however,
whether this is a passive or active process. Also, relatively
little is known about possible adhesion molecules other
than VLA-4/VCAM-1 which may be operative in the
interaction of MSCs with endothelial cell surfaces in the
lung. This includes the fucosylation of CD44 to HCELL, a
highly active E-selectin ligand on MSCs, which is relevant
in bone marrow endothelia but seemingly did not affect
lung interactions [15].
In summary, presently there is strong evidence that ac-

cumulation of MSCs in the lungs is a key determining
factor for their biodistribution. The major adhesion
molecule involved seems to be VLA-4/VCAM1. Still, it is
not clear to what degree the findings in animal studies are
quantitatively transferable to humans (Table 1).

Biodistribution of MSCs after intra-arterial versus
intravenous administration
Studies comparing intra-arterial and intravenous appli-
cation of MSCs have demonstrated a major association
between intravenous application and retention of MSCs
in the lungs, and their increased accumulation in thera-
peutic target tissues after intra-arterial injection. Walczak
et al. [30] in a rat transient ischemia stroke model applied
two independent detection methods (magnetic resonance
imaging and Doppler flowmetry). They demonstrated that
higher cerebral engraftment rates are associated with im-
peded cerebral blood flow, and that intra-arterial delivery
may be advantageous in ischemic stroke to deliver MSCs
to the site of injury. Mäkelä et al. [31] compared intra-
arterial and intravenous administration of MSCs labeled
with 99mTc, and also found that the intra-arterial trans-
plantation route has a positive impact on the biodistri-
bution of bone marrow-derived MSCs (BM-MSCs) to
peripheral tissues. They found that intra-arterial trans-
plantation decreased the deposition of BM-MSCs in the
lungs and increased uptake in other organs, especially
in the liver. In a study looking at human adipose tissue-
derived MSCs in SCID mice, Toupet et al. [32] showed
that 15 % of intra-arterially injected MSCs accumulate
in inflamed joints during the first month, and 1.5 %
over a longer term of >6 months, also favoring intra-
arterial over intravenous application for, in their case,
anti-inflammatory MSCs. Therapeutic effects of MSCs
in kidney have been generally achieved after intra-
arterial delivery [33, 34]. Although more studies will be
needed, these data suggest that the intra-arterial route
of administration is effective in avoiding pulmonary en-
trapment of BM-MSCs, and may thus improve the bio-
distribution and bioavailability of transplanted MSCs in
clinically relevant tissues for, e.g., tissue repair.

Interactions of MSCs with the blood vessel wall:
integration into the vessel wall or transmigration?
As described above, the majority of intravenously injected
MSCs are generally detected in the lungs, and in no other
tissue at comparable numbers even at later time points.
Some groups asked whether MSCs may directly target
vessels or perivascular tissue and investigated the fate of
MSCs in and around blood vessels. These studies followed
the cells using intravital microscopy and histologic exam-
ination in different tissues after intra-arterial [23, 30, 35]
administration. In the cremaster muscle intravital micros-
copy model, Furlani et al. [23] observed that the microcir-
culation was disturbed, with some MSCs obstructing
small vessels. In addition, pulmonary emboli were found.
Toma et al. [35] also observed occlusion of microvessels
and entrapment of the injected MSCs. Moreover, they ob-
served stable integration of some transplanted cells into
the vessel wall. Cui et al. [36] reported a risk of vascular
occlusion in their rat stroke infarction model after intra-
arterial injection, pointing to the fact that local intravasal
entrapment of MSCs may frequently occur, and MSCs
may obstruct the microcirculation. Currently, however, we
lack conclusive data that MSCs that are entrapped in
capillaries and/or are incorporated into the vessel wall
or adjacent to endothelial cells would relocate (i.e., “home”)
to their main tissue of origin, pericytes.

Transplanted MSCs interact with cells of the
immune system
Transplanted MSCs have been shown to rapidly interact
with immune cell types, which are—at least in part—
present also in the bloodstream. In a lung sepsis model,
Nemeth et al. [37] observed that MSCs co-localize with
lung-resident macrophage cells and induce them to pro-
duce anti-inflammatory interleukin (IL)-10 via release of
prostaglandin E by MSCs as part of their therapeutic ef-
fect. Chiesa et al. [38] showed that interstitial dendritic
cells (DCs) decrease their physiological migration from
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skin to lymph nodes rapidly after intravenous administra-
tion of MSCs. They describe that MSCs inhibit Toll-like re-
ceptor (TLR)-4-induced activation of DCs, which results in
the inhibition of cytokine secretion by DCs, downregulation
of adhesion molecules involved in the migration of DCs to
the lymph nodes, suppression of DC antigen presentation
to CD4+ T cells, and cross-presentation to CD8+ T cells.
Akiyama et al. [39] demonstrated that both human and
murine MSCs can induce immune suppression by attract-
ing and killing autoreactive T cells through FasL, thereby
stimulating transforming growth factor beta production
by macrophages and generation of regulatory T cells.
The interaction has been shown to involve the secretion
of MCP-1 by MSCs. The dying T cells in turn activate
macrophages to produce transforming growth factor beta,
thus stimulating regulatory T cells and promoting immune
tolerance. Possibly, the secretion of anti-inflammatory
protein TSG-6 by activated MSCs, which has been de-
scribed in a zymosan-induced mouse peritonitis model,
involves an interaction via TLR2/reduction of NF-κB
signaling in resident macrophages [40].
Another type of potential interaction between MSCs

and immune cells is suggested by data from Kim et al.
[41], who used an in vitro system showing that murine
MSCs inhibit functionality of DCs through TLR-4-
mediated signals in co-culture with monocytes. During
this study, hMSCs revealed a unique immunophenotype
of alternatively activated human monocytes which are
CD206-high, IL-10-high, IL-6-high, IL12-low, and
tumor necrosis factor (TNF)-alpha-low [42]. The im-
mune suppressive effects of MSCs have been shown to
depend on induction of indoleamine 2,3-dioxygenase
[43], or production of prostaglandin E2 as a main ef-
fector to dampen inflammation [37, 44]. These data
indirectly support the hypothesis that MSCs interact
directly with monocytic and/or antigen-presenting
cells in vivo.
The successful therapeutic use of MSCs in patients

with severe immune dysregulations, such as graft-versus-
host disease after allogeneic hematopoietic stem cell trans-
plantation, has attracted high interest by hematologists
(reviewed in [45]). The studies were based on a number of
in vitro findings that MSCs can either interact with or
affect the function of various types of immune effector
cells such as antigen-presenting cells, B or T lymphocytes,
or natural killer (NK) cells (reviewed in [46]). In all these
studies, identification of MSCs at target sites has been
cumbersome, and often no transplanted MSCs were iden-
tified. von Bahr et al. [47] reported that MSC donor DNA
was detectable at low levels in 8 out of 18 patients in
vessel-associated tissues in the patients, including lungs,
lymph nodes, and intestine. Detection of MSC donor
DNA was negatively correlated with time from infusion to
sample collection.
Together, these studies strongly indicate the existence
of interactions between transplanted MSCs and cells of
the immune system. This way, MSCs also biodistribute
to the immune system through contact with different
types of leukocytes in the circulation or various tissues
such as skin, spleen, and lymph nodes.

Potential mechanisms of elimination of MSCs
from the circulation
A relevant aspect of the interaction between trans-
planted MSCs and immune system cells, in both animal
models and humans, is the induction of xenogeneic and
allogeneic immune responses, resulting in antibody for-
mation or T-cell responses against the transplanted
MSCs. Induction of antibody formation explains the
failure to identify transplanted MSCs in patients upon
repeated administration of allogeneic MSCs that had
been cultured in fetal bovine serum-containing media
[6]. Anti-fetal calf serum antibody formation has been
demonstrated in patients that did not respond to re-
peated MSC applications [6]. Elimination of xenogeneic
MSCs in some of the animal models studied may occur
in ways analogous to those in the allogeneic situation.
Despite the fact that several target tissues of MSCs

have been established, there are few data as to the place
to which systemically applied MSCs will finally migrate,
or where they end up before or when they are elimi-
nated. The fact that the transplanted MSCs are often not
detectable at all, or only a small fraction of them is
traced, underscores the potential relevance of the lung
as a “first pass” tissue, and may indicate an involvement
of lung trapping in elimination of MSCs. On the other
hand, the fact that MSCs are barely or not at all detect-
able in patients after transplantation demonstrates that
systemic pathways to eliminate transplanted MSCs may
be operating in humans, leading to barely detectable
long-term engraftment.

Tissue repair situations which provide cues to
attract transplanted MSCs
The interactions of MSCs with different types of immune
cells point to their ability to respond to signals from the
immune system. Since aspects of tissue repair have been
associated with (adaptive) immune responses, it is likely
that inflammatory and tissue repair signals influence MSC
responses in vivo, including their biodistribution.

Myocardial infarction
The VLA-4/VCAM receptor axis has been shown to be
involved in MSC migration in myocardial infarction.
Pre-treatment of MSCs with TNF-1alpha stimulated
migration of MSCs through heart endothelia mediated
through VCAM-1, indicating that beta1 integrins are
actively involved in this process [48]. Confirming this
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hypothesis, Ip et al. [49] demonstrated in a murine
model that alpha4 integrin is required for migration of
MSCs to myocardium, whereas the chemokine receptor
CXCR4 was dispensable for the entry of transplanted
cells into ischemic tissue.
Intravenously administered MSCs have been observed

to, at least transiently, accumulate in areas of myocardial
ischemia [18, 50, 51]. To this end, Belema-Bedada et al.
[52] employed a transgenic mouse model expressing the
monokine CC-chemokine ligand (CCL)2 under a cardiac
specific promotor, increasing CCL2 expression in heart
muscle. These authors observed that i.v. MSCs accumu-
late rapidly and selectively in the heart. They showed
that the migration of the MSCs to heart is preceded by
monocyte emigration to the myocardium, and involves
G-protein-coupled receptors, pointing also towards the
involvement of chemokine signals. Kraitchman et al. [11]
confirmed the accumulation of i.v. MSCs into myocardial
infarction areas using a radioimaging tracer and single-
photon emission computed tomography in a dog model.
Wang et al. [53] traced MSCs at later stages after infarction,
and saw markers of newly regenerated cardiomyocytes. It is
also not clear whether MSCs steadily incorporate into car-
diac tissue. Other studies have failed to detect any homed
MSCs in cardiac tissue over the long term (e.g., [54]).
Jasmin et al. [55] injected MSCs i.v. after nanoparticle
labeling in a model of heart inflammation caused by
the Chagas disease parasite Trypanosoma cruzi. They
observed that although most MSCs migrated to the
lungs, liver and spleen, a few cells homed to the in-
flamed heart. In conclusion, some mechanisms seem to
recruit, mostly transiently, some MSCs to inflamed or
ischemic heart, including VLA-4/VCAM-1 and the CCL2
and possibly other chemokine receptor signals.
Kidney damage
Despite the wide range of beneficial effects seen with the
therapeutic use of MSCs in animal models, only a few
clinical trials have tested the efficacy of MSCs for renal
diseases. Reinders and colleagues [56] used intravenous
injection of 1 × 106 autologous BM-MSCs/kg in six kid-
ney allograft recipients to dampen rejection of the graft
and/or decrease interstitial fibrosis and tubular atrophy.
Likewise, Tan et al. investigated autologous BM-MSCs
(1–2 × 106/kg) at kidney reperfusion and 2 weeks after
application; the incidence of acute rejection decreased
and renal function at 1 year improved compared with
anti-IL-2 receptor antibody induction therapy [57]. In a
clinical phase I safety trial, five patients aged >65 years
with underlying renal disease and multiple comorbidities
were infused with allogenic MSCs during coronary artery
bypass or cardiac surgery. Although the follow-up period
was short and one of the patients died, none of the patients
required dialysis, supporting the beneficial influence of
MSCs on repair of kidney damage [58, 59].
In animal studies, MSCs were also associated with re-

pair of the permeability barrier of the glomerulus in an
Alport disease model [60] and improved kidney function
in an experimental sepsis mouse model through repro-
gramming of macrophages via release of prostaglandin
E2 [37]. Morigi and colleagues [61, 62] have shown that
treatment with murine BM-MSCs (2 × 105 per mouse) in
an acute renal failure mouse model induced by cisplatin
(a nephrotoxic anti-cancer drug) protected the animals
from renal function impairment and tubular injury. In-
triguingly, the effects of MSCs in stimulating prolifera-
tion and inhibiting apoptosis of tubular epithelial cells in
a glycerol-induced acute kidney injury SCID mouse model
could also be achieved by using microvesicles derived
from hMSCs [63]. In addition to these human studies, sev-
eral studies demonstrate that MSCs localize within injured
kidneys when injected in mice with acute kidney injury
(e.g., [34, 63]; reviewed in [58]). The presence of MSCs at
later stages of kidney injury or regeneration has not been
studied, but the therapeutic benefits have been measured,
and intra-arterial injection of MSCs seems to be more
favorable [33, 34, 61].

Liver damage
Gholamrezanezhad et al. [14] studied i.v. infused 111In-
oxine-labeled MSCs in patients with liver cirrhosis. The
radioactivity was first observed to accumulate in the
lungs. During the following hours to days, the radio-
activity gradually increased in the liver and spleen, with
spleen uptake exceeding that in the liver in all patients.
In the liver and spleen, radioactivity increased by day
10 post-infusion, whereas residual activity in the lungs
decreased approximately tenfold. In contrast, Briquet
et al. [64] saw no recruitment of hMSCs to liver dam-
aged by CCl4 intoxication in immune-deficient mice. A
study by Zhang et al. [65] indicates that corticosteroids
and the SDF-1/CXCR4 axis are involved in MSC migra-
tion in a carbon tetrachloride-induced liver fibrosis model.
Another liver regeneration model in mice indicated that
MSC homing to liver was associated with regeneration,
but the mechanisms for this were not investigated [66].
In summary, although many of the published studies
have not addressed aspects of MSC biodistribution,
there is some evidence for biodistribution to injured or
diseased livers, but the underlying mechanisms are
mostly unclear.

Gut and skin
Only a few studies have analyzed MSC accumulation in
epithelial tissues so far. Inflammatory bowel disease
models have addressed homing of i.v. MSCs. Parekaddan
et al. [67] demonstrated the presence of MSC-derived
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signals not only in lungs and spleen but also in the gut
of affected animals. Sasaki et al. [44] assessed whether
homed MSCs can differentiate into skin cells, including
keratinocytes, and whether they could contribute to wound
repair. They i.v. injected green fluorescence protein (GFP)
transgenic MSCs and identified GFP-positive cells associ-
ated with specific markers for keratinocytes, endothelial
cells, and pericytes. They attribute the extravasation to
inflamed areas to the presence of the chemokine CCL21
in vessels in the inflamed tissue. Still, numbers of detected
MSCs in the wounded skin areas were low. MSCs have
been found in wound tissues several days after trans-
plantation in animal models [68–71] but their engraft-
ment efficiency ranged from <0.01 % when MSCs were
intravenously injected to 3.5 % in a study where MSCs
were locally applied. This points to a minor role of i.v.
injected MSCs in skin repair. One study reported that,
after intravenous injection of GFP transgenic MSCs,
keratinocytes, endothelial cells, pericytes and macro-
phages within the healed wound were all found to be
GFP-positive. The authors concluded that they might
be derived from donor MSCs [71].
Brain
Some studies have investigated whether transplanted MSCs
migrate into inflamed brain tissue. In murine stroke
models, MSCs migrated into ischemic areas after intra-
venous delivery [72, 73]. The latter study mentions that
the MSCs are recruited to these sites via endothelial
expressed P- and E-selectin, and that CD44 is present
on the MSCs. In their rat brain ischemia model, Wei et al.
[74] found that i.v. MSCs localize to ischemic zones and
deliver neurotrophic factors. This occurs at an increased
rate when MSCs have been exposed to hypoxia before
transplantation. The extravasation efficiency of the MSCs
correlated with increased expression of CXCR4, flk-1 and
the erythropoietin receptors, and downregulation of pro-
inflammmatory regulators in the homing MSCs. The ac-
tivity of microglia formation was suppressed in animals
after MSC therapy, and NeuN-positive and Glut1-positive
cells were increased. Constantin et al. [75] used intravital
microscopy in a murine experimental autoimmune en-
cephalitis model. They found, using bioluminescence,
accumulation of a subset of transplanted MSCs in in-
flamed brain venules in inflammatory foci of experimental
autoimmune encephalomyelitis 16 and 30 days after
transplantation, and showed a role for alpha4 integrin
in the migration process of MSCs into brain tissue. Al-
though absolute numbers of transplanted MSCs were
not determined and may be low, the results indicate
that active inflammation may switch the homing behavior
of transplanted MSCs from unspecific entrapment to
specific recruitment.
Together, these data indicate that MSCs can migrate
into ischemic and proinflammatory regions in certain
disease models. Mostly short- (within the first 3 days)
and mid-term (3 days to 3 months) homing has been re-
ported, whereas long-term persistence (>3 months) of
MSCs is rarely detected. Due to the technologies used to
detect transplanted cells, there is only limited evidence
to indicate whether the MSCs home as intact cells into
their target environments. The data are in favor of tran-
sient homing and locally acting MSCs in the investigated
pathologies.
Homing of transplanted MSCs to bone marrow
Several decades of clinical and experimental work in
the field of bone marrow transplantation have shown
that donor type MSCs will generally not engraft in
allogeneic hosts, including the precursor cell type for
MSCs, fibroblast colony-forming units [76–78]. Rombouts
and Ploemacher [79] demonstrated that prolonged time
in culture induces a defect in MSCs that affects their
engraftment into bone marrow in a classic bone mar-
row transplantation situation. In contrast, as reported
above, Horwitz and colleagues [5, 6] demonstrated that
MSCs engraft into bone marrow of children with osteo-
genesis imperfecta. Possibly, engraftment of MSCs
therefore requires a “niche” which is not free in normal
bone marrow transplant recipients, but is created in a
deficiency state such as the collagen synthase defect
found in osteogenesis imperfecta. Follenzi et al. [80]
recently demonstrated that mice suffering from hemophilia
A, when transplanted with normal healthy total bone
marrow cells, show engraftment not only of hematopoietic
cells but also of subendothelial MSC-like cells. Interest-
ingly, these MSCs had not been cultured before trans-
plantation. Functional MSCs may, therefore, engraft, at
least in the case of certain deficiencies in the transplanted
hosts. Interestingly, the group of Horwitz more recently
showed that non-plastic-adherent bone marrow cells en-
graft in a murine model and give rise to osteoprogenitors,
which are more potent osteoprogenitors than “classic”
plastic-adherent MSCs in mice [81]. This underscores the
possibility that the culture period induces the engraftment
defect, and that, in addition, cells other than “classic”
MSCs can mediate stromal engraftment. On the other
hand, “classic” plastic-adherent MSCs have been shown to
remain as a source of hematopoietic environment when
transplanted into tissues other than bone marrow [1]. In
contrast to these findings, the model by Sackstein et al.
[15], where an active E-selectin ligand was engineered on
the surface of plastic-adherent MSCs, resulted in efficient
homing to bone marrow, indicating the possibility of
BM-MSCs (or MSCs from other tissue sources) distributing
to bone marrow.
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Influence of irradiation on migration and
biodistribution of MSCs
In a murine study, Francois et al. [43] showed that both
total body irradiation and local irradiation (e.g., selective
irradiation of abdomen or legs) affected the distribution
of i.v. infused hMSCs in NOD/SCID mice compared
with untreated animals. Intravenously infused hMSCs were
found only in minimal amounts exclusively in the lung,
bone marrow, and muscles in non-irradiated control
animals. Mice after total body irradiation had increased
absolute numbers of hMSCs in brain, heart, bone marrow,
and muscles. Moreover, selective radiation of limbs or the
abdomen yielded increased engraftment of hMSCs in the
exposed skin or muscles than with total body irradiation
alone. hMSC engraftment outside the locally irradiated re-
gions was also increased, pointing to both local and sys-
temic effects of irradiation on MSC engraftment. The
study did not investigate long-term engraftment. Sémont
et al. [82] looked at the engraftment and efficacy of trans-
planted MSCs in an immunodeficient mouse model of
radiation-induced gastrointestinal tract failure. They dem-
onstrated accelerated recovery in the group receiving
hMSCs, with decreased apoptosis of epithelial cells and in-
creased proliferation within the small intestinal mucosa.
Yet, transplanted MSCs were not detected at significant
amounts.

A special case: migration and engraftment of
MSCs into tumors
Tumor-associated fibroblasts have been described as a
form of MSCs, which are recruited from the MSC pool and
are an integral part of the microenvironment of many dif-
ferent solid tumors [83, 84]. Tumor tissue therefore also
represents a target for the homing of i.v. injected MSCs. In
experimental studies, both beneficial and adverse effects
have been reported. Beckermann et al. [85] verified the mi-
gration of i.v. MSCs into areas close to the vessel wall in
human pancreatic tumors in immunodeficient mice. Alieva
et al. [86] followed locally implanted adipose tissue-derived
MSCs with a genetic modification induced by lentiviral
transduction and traced them by bioluminescence in a glio-
blastoma model. After incorporation of the transplanted
MSCs, administration of gancyclovir activates the thymi-
dine kinase transgene, resulting in death and elimination of
the transplanted MSCs and tumor regression. A PECAM-
Promotor-driven second transgene as reporter construct
served to indicate that the transplanted MSCs can acquire
endothelial-like characteristics. Similarly, Knoop et al. [87]
used i.v. MSCs expressing sodium iodide symporter under
the control of the RANTES/CCL-5 promoter; when loaded
with 131I compound these conferred significant anti-tumor
effects.
Xu et al. [88], in a myeloma model, showed that MSCs

are chemoattracted by the chemokine CCL25, thus
supporting myeloma growth. In a Ewing sarcoma nude
mouse model, i.v. injected MSCs expressing IL-12 were
effective in treating the sarcomas [89]. Interestingly, the
transplanted MSCs themselves were not identified, while
the secreted IL-12 was. Kidd et al. [90] showed that
tumor-associated fibroblasts originating from transplanted
MSCs in syngeneic ovarian and breast cancers are re-
cruited from the bone marrow, whereas the bulk of
the vascular and fibrovascular stromal cells (pericytes,
α-smooth muscle actin-positive myofibroblasts, and
endothelial cells) were recruited from adipose tissue.
These data indicate a process whereby, once bone
marrow homing of transplanted MSCs is established,
these MSCs may be (genetically) directed along pre-
established pathways of endogenous MSCs that circu-
late from bone marrow to the tumor. Further work by
Grisendi et al. [91] demonstrated that the process of
MSC incorporation into tumors implies the formation
of epithelial–mesenchymal or endothelial–mesenchymal
transitions, and requires the formation of fibroblasts
derived from mesenchymal progenitors.
MSCs were also found to enhance angiogenesis, as

shown in models of B16 melanoma cells and Lewis lung
carcinoma [92]. Co-injection of tumor cells and MSCs
led to increased tumor size compared with injection of
tumor cells alone. Tumor vessel areas were greater in
tumors after co-injection of tumor cells with MSCs than
in tumors induced by injection of cancer cells alone. Co-
injected MSCs localized close to vascular walls, and also
expressed the endothelial marker CD31/PECAM-1.
In conclusion, MSCs show a clear tumor tropism.

Many data indicate that they are incorporated into the
tumor microenvironment and can stimulate tumor growth.
Their biodistribution and tumor tropism, however, may
also be exploited to target tumors, e.g., using a suicide
transgene approach.
Recent developments: exosomes, microparticles
and MSCs
As with many other cell types, MSCs are capable of
forming exosomes [63, 93, 94]. Exosomes are small
membrane vesicles (40–100 nm in diameter) of endoso-
mal origin derived from MSCs. Exosomes have been
found to accumulate in target cells of MSC therapy, such
as tubular cells in acute kidney injury [63], or after re-
covery from traumatic brain injury [95]. In other studies,
microvesicles have been found to contain signaling mol-
ecules which are hypothesized to be important for MSC-
mediated therapeutic effects by horizontal transfer, such
as miR-133b in a rodent stroke model [96], or insulin-
like growth factor receptor in renal tubular injury [97].
Kordelas et al. [98] administered exosomes isolated from
MSCs to a patient with severe graft-versus-host disease; this
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patient showed marked improvement after the exosome
infusion. This field is currently expanding rapidly, and
can only be covered briefly by this review. One of the
relevant open questions for the biodistribution of MSCs
is whether exosomes are indeed formed by intravasally
administered MSCs.
Summary: possible ways for MSCs to interact
within the local environment of the bloodstream
to direct their biodistribution
A summary of the possible ways MSC might interact
within the blood circulation is shown in Fig. 1. MSC sur-
face marker profiling has revealed no expression of the
co-stimulatory molecules CD40, CD86, and CD80 needed
for correct T-cell responses leading to T-cell anergy. In
vitro studies also showed that CD4+ T cells in contact
with MSCs were arrested in the G1/G0 phase and stopped
proliferating whereas regulatory T cell proliferation was
favored and IgG production by plasma cells seemed to
be affected [46]. In addition, MSCs only express a low
Fig. 1 Possible ways that MSCs interact within the local environment of th
possible interactions are circled in green. APC antigen-presenting cell, EC en
IFN interferon, MHC major histocompatibility complex, MSC mesenchymal s
amount of major histocompatibility complex (MHC) I and
almost no MHC II (except after interferon-γ treatment),
making them more evasive to NK cell cytoxicity in an allo-
genic/xenogenic setting. Interactions between NK cells
and MSCs in general have been controversial, as discussed
by different groups (e.g., [99–101]). MSCs seem to lower
NK cell cytoxicity through downregulation of interferon-γ
expression and production of anti-inflammatory IL-4 and
IL 10, but NK cells were associated with the ability to lyse
MSCs from allogenic donors [99]. Additionally, the
so-called instant blood-mediated inflammatory response
might be triggered by the innate immune response caused
by tropism of dying MSCs within the blood circulation,
resulting in complement activation and opsonization of
injected MSCs following uptake of marked MSC cell frag-
ments by primary/secondary phagocytes, as was shown by
Moll et al. [102]. Intravital microscopy of MSCs in a
cremaster muscle mouse model (our unpublished data)
revealed that MSCs are likely to be disrupted by the
shear force of the blood flow, resulting in fragmentation of
the cell and creation of small extracellular vesicles able to
e bloodstream. Descriptions of cell types are shown below and the
dothelial cell, IBMIR instant blood mediated inflammatory response,
tem/stromal cell, NK natural killer, Treg regulatory T cell
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influence paracrine secretion of immunomodulatory
molecules or cause phagocytosis of these fragments by
macrophages and endothelial cells, subsequently followed
by clearance of disrupted MSCs in the liver and spleen
within a few days. MSCs that find a niche and survived
the journey through the bloodstream might interact
actively or passively with the endothelial wall and may
extravasate after interacting with the extracellular
matrix (e.g., with MMP 2 and gelatinase) and reside in
a pericyte-like location in the long term.
Conclusion
The final fate of the bulk of i.v. injected MSCs remains
elusive, since preclinical animal studies and some human
data have been able to detect only small proportions, if
any, of injected MSCs. A number of open questions re-
main. These include: Which contacts are made between
MSCs and other cells upon infusion in the bloodstream
and what are the consequences of these? What is the
fate of MSCs that do not migrate into inflamed tissue
and are there physiological clearance pathways for trans-
planted MSCs? Given that many therapeutic effects have
been observed without detectable MSCs in the target tis-
sues, are intact MSCs therefore relevant for the observed
effects?
We believe that further careful analysis of animal disease

models, including investigation of the role of mediators
such as exosomes, signaling proteins, and microRNAs, will
help further advance our understanding of why we have so
far not obtained clear answers about how MSCs biodistri-
bute, migrate and home, and how these cells exert their
beneficial effects, and what might be the potential of these
new insights for the development of further improvements
of MSC-derived therapies.
Note: This article is part of a thematic series ‘Mesenchymal

Stem/Stromal Cells—An update’. Other articles in this series can

be found at http://www.biomedcentral.com/series/mesenchymal
Abbreviations
BM-MSC: Bone marrow-derived mesenchymal stem/stromal cell;
DC: Dendritic cell; GFP: Green fluorescence protein; hMSC: Human
mesenchymal stem/stromal cell; i.v.: Intravenous/intravenously; IL: Interleukin;
MHC: Major histocompatibility complex; MSC: Mesenchymal stem/stromal
cell; NK: Natural killer; TLR: Toll-like receptor; TNF: Tumor necrosis factor;
VCAM: Vascular cell adhesion molecule.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
All authors read and approved the final manuscript.
Acknowledgments
The authors thank the team of the Institute of Transfusion Medicine and
Immune Hematology, German Red Cross Blood Donor Service, University of
Frankfurt for their constant support.

References
1. Friedenstein AJ, Chailakhyan RK, Latsinik NV, Panasyuk AF, Keiliss-Borok IV.

Stromal cells responsible for transferring the micro-environment of the
hemopoietic tissues. Cloning in vitro and retransplantation in vivo.
Transplantation. 1974;17:331–40.

2. Pittenger MF, Mackay AM, Beck SC, Jaiswal RK, Douglas R, Mosca JD, et al.
Multilineage potential of adult human mesenchymal stem cells. Science.
1999;284:143–7.

3. Caplan AI, Dennis JE. Mesenchymal stem cells as trophic mediators. J Cell
Biochem. 2006;98:1076–84.

4. Caplan AI. Why are MSCs therapeutic? New data: new insight. J Pathol.
2009;217:318–24.

5. Horwitz EM, Gordon PL, Koo WK, Marx JC, Neel MD, McNall RY, et al.
Isolated allogeneic bone marrow-derived mesenchymal cells engraft and
stimulate growth in children with osteogenesis imperfecta: implications for
cell therapy of bone. Proc Natl Acad Sci U S A. 2002;99:8932–7.

6. Horwitz EM, Prockop DJ, Fitzpatrick LA, Koo WW, Gordon PL, Neel M, et al.
Transplantability and therapeutic effects of bone marrow-derived mesenchymal
cells in children with osteogenesis imperfecta. Nat Med. 1999;5:309–13.

7. Devine SM, Bartholomew A, Mahmud N, Nelson M, Patil S, Hardy W, et al.
Mesenchymal stem cells are capable of homing to the bone marrow
of non-human primates following systemic infusion. Exp Hematol.
2001;29:244–55.

8. Devine SM, Cobbs C, Jennings M, Bartholomew A, Hoffman R. Mesenchymal
stem cells distribute to a wide range of tissues following systemic infusion
into nonhuman primates. Blood. 2003;101:2999–3001.

9. Gao J, Dennis JE, Muzic RF, Lundberg M, Caplan AI. The dynamic in vivo
distribution of bone marrow-derived mesenchymal stem cells after infusion.
Cells Tissues Organs. 2001;169:12–20.

10. Barbash IM, Chouraqui P, Baron J, Feinberg MS, Etzion S, Tessone A, et al.
Systemic delivery of bone marrow-derived mesenchymal stem cells to the
infarcted myocardium: feasibility, cell migration, and body distribution.
Circulation. 2003;108:863–8.

11. Kraitchman D, Tatsumi M, Gilson WD, Ishimori T, Kedziorek D, Walczak P,
et al. Dynamic imaging of allogeneic mesenchymal stem cells trafficking to
myocardial infarction. Circulation. 2005;112:1451–61.

12. Karp JM, Leng Teo GS. Mesenchymal stem cell homing: the devil is in the
details. Cell Stem Cell. 2009;4:206–16.

13. Koç ON, Gerson SL, Cooper BW, Dyhouse SM, Haynesworth SE, Caplan AI,
et al. Rapid hematopoietic recovery after coinfusion of autologous-blood
stem cells and culture-expanded marrow mesenchymal stem cells in
advanced breast cancer patients receiving high-dose chemotherapy. J Clin
Oncol. 2000;18:307–16.

14. Gholamrezanezhad A, Mirpour S, Bagheri M, Mohamadnejad M,
Alimoghaddam K, Abdolahzadeh L, et al. In vivo tracking of 111In-oxine
labeled mesenchymal stem cells following infusion in patients with
advanced cirrhosis. Nucl Med Biol. 2011;38:961–7.

15. Sackstein R, Merzaban JS, Cain DW, Dagia NM, Spencer JA, Lin CP, et al. Ex
vivo glycan engineering of CD44 programs human multipotent
mesenchymal stromal cell trafficking to bone. Nat Med. 2008;14:181–7.

16. Ruster B, Gottig S, Ludwig RJ, Bistrian R, Muller S, Seifried E, et al.
Mesenchymal stem cells display coordinated rolling and adhesion behavior
on endothelial cells. Blood. 2006;108:3938–44.

17. Thankamony SP, Sackstein R. Enforced hematopoietic cell E- and L-selectin
ligand (HCELL) expression primes transendothelial migration of human
mesenchymal stem cells. Proc Natl Acad Sci U S A. 2011;108:2258–63.

18. Schenk S, Mal N, Finan A, Zhang M, Kiedrowski M, Popovic Z, et al.
Monocyte chemotactic protein-3 is a myocardial MSC homing factor. Stem
Cells. 2007;25:245–51.

19. Shi M, Li J, Liao L, Chen B, Li B, Chen L, et al. Regulation of CXCR4
expression in human mesenchymal stem cells by cytokine treatment: role in
homing efficiency in NOD/SCID mice. Haematologica. 2007;92:897–904.

20. Potapova IA, Brink PR, Cohen IS, Doronin SV. Culturing of human
mesenchymal stem cells as three-dimensional aggregates induces

http://www.biomedcentral.com/series/mesenchymal


Leibacher and Henschler Stem Cell Research & Therapy  (2016) 7:7 Page 11 of 12
functional expression of CXCR4 that regulates adhesion to endothelial cells.
J Biol Chem. 2008;283:13100–7.

21. Caplan A, Correa D. The MSC: an injury drugstore. Cell Stem Cell. 2011;9:11–5.
22. Stappenbeck TS, Miyoshi H. The role of stromal stem cells in tissue

regeneration and wound repair. Science. 2009;324:1666–9.
23. Furlani D, Ugurlucan M, Ong L, Bieback K, Pittermann E, Westien I, et al. Is

the intravascular administration of mesenchymal stem cells safe?
Mesenchymal stem cells and intravital microscopy. Microvasc Res.
2009;77:370–6.

24. Sharma S, Krishan A. Hematopoietic Stem Cells. In: Krishan A, Krishnamurthy
H, Totey S, editors. Applications of flow cytometry in stem cell research and
tissue regeneration. New Jersey: Wiley-Blackwell; 2010. p. 103–14.

25. Radley JM, Ellis S, Palatsides M, Williams B, Bertoncello I. Ultrastructure of
primitive hematopoietic stem cells isolated using probes of functional
status. Exp Hematol. 1999;27:365–9.

26. Lee RH, Pulin AA, Seo MJ, Kota DJ, Ylostalo J, Larson BL, et al. Intravenous
hMSCs improve myocardial infarction in mice because cells embolized in
lung are activated to secrete the anti-inflammatory protein TSG-6. Cell Stem
Cell. 2009;5:54–63.

27. Deak E, Rüster B, Keller L, Eckert K, Fichtner I, Seifried E, et al. Suspension medium
influences interaction of mesenchymal stromal cells with endothelium and
pulmonary toxicity after transplantation in mice. Cytotherapy. 2010;12:260–4.

28. Fischer UM, Harting MT, Jimenez F, Monzon-Posadas WO, Xue H, Savitz SI,
et al. Pulmonary passage is a major obstacle for intravenous stem cell
delivery: the pulmonary first-pass effect. Stem Cells Dev. 2009;18(5):683–92.

29. Kerkelä E, Hakkarainen T, Mäkelä T, Raki M, Kambur O, Kilpinen L, et al. Transient
proteolytic modification of mesenchymal stromal cells increases lung clearance
rate and targeting to injured tissue. Stem Cells Transl Med. 2013;2(7):510–20.

30. Walczak P, Zhang J, Gilad AA, Kedziorek DA, Ruiz-Cabello J, Young RG, et al.
Dual-modality monitoring of targeted intraarterial delivery of mesenchymal
stem cells after transient ischemia. Stroke. 2008;39:1569–74.

31. Mäkelä T, Takalo R, Arvola O, Haapanen H, Yannopoulos F, Blanco R, et al.
Safety and biodistribution study of bone marrow-derived mesenchymal
stromal cells and mononuclear cells and the impact of the administration
route in an intact porcine model. Cytotherapy. 2015;17:392–402.

32. Toupet K, Maumus M, Luz-Crawford P, Lombardo E, Lopez-Belmonte J, van
Lent P, et al. Survival and biodistribution of xenogenic adipose
mesenchymal stem cells is not affected by the degree of inflammation in
arthritis. PLoS One. 2015;10:e0114962.

33. Tögel F, Yang Y, Zhang P, Hu Z, Westenfelder C. Bioluminescence imaging
to monitor the in vivo distribution of administered mesenchymal stem cells
in acute kidney injury. Am J Physiol Renal Physiol. 2008;295:F315–21.

34. Morigi M, De Coppi P. Cell therapy for kidney injury: different options and
mechanisms—mesenchymal and amniotic fluid stem cells. Nephron Exp
Nephrol. 2014;126:59.

35. Toma C, Wagner WR, Bowry S, Schwartz A, Villanueva F. Fate of culture-
expanded mesenchymal stem cells in the microvasculature: in vivo
observations of cell kinetics. Circ Res. 2009;104(3):398–402.

36. Cui LL, Kerkelä E, Bakreen A, Nitzsche F, Andrzejewska A, Nowakowski A,
et al. The cerebral embolism evoked by intraaterial delivery of allogeneic
bone marrow mesenchymal stem cells in rats is related to cell dose and
infusion velocity. Stem Cell Res Ther. 2015;6:11.

37. Nemeth K, Leelahavanichkul A, Yuen PS, Mayer B, Parmelee A, Doi K, et al.
Bone marrow stromal cells attenuate sepsis via prostaglandin E(2)-dependent
reprogramming of host macrophages to increase their interleukin-10
production. Nat Med. 2009;15:42–9.

38. Chiesa S, Morbelli S, Morando S, Massollo M, Marini C, Bertoni A, et al.
Mesenchymal stem cells impair in vivo T-cell priming by dendritic cells. Proc
Natl Acad Sci U S A. 2011;108:17384–9.

39. Akiyama K, Chen C, Wang D, Xu X, Qu C, Yamaza T, et al. Mesenchymal
stem cell-induced immunoregulation involves Fas ligand/Fas-mediated T
cell apoptosis. Cell Stem Cell. 2012;10(5):544–55.

40. Choi H, Lee RH, Bazhanov N, Oh JY, Prockop DJ. Anti-inflammatory protein
TSG-6 secreted by activated MSCs attenuates zymosan-induced mouse
peritonitis by decreasing TLR2/NF-κB signaling in resident macrophages.
Blood. 2011;118:330–8.

41. Kim J, Hematti P. Mesenchymal stem celleducated macrophages: a novel
type of alternatively activated macrophages. Exp Hematol. 2009;37:1445–53.

42. Maggini J, Mirkin G, Bognanni I, Holmberg J, Piazzón IM, Nepomnaschy I, et al.
Mouse bone marrow-derived mesenchymal stromal cells turn activated
macrophages into a regulatory-like profile. PLoS One. 2010;5(2):e9252.
43. Francois M, Romieu-Mourez R, Li M, Galipeau J. Human MSC suppression
correlates with cytokine induction of indoleamine 2,3-dioxygenase and
bystander M2 macrophage differentiation. Mol Ther. 2011;20:187–95.

44. Sasaki M, Abe R, Fujita Y, Ando S, Inokuma D, Shimizu H. Mesenchymal stem
cells are recruited into wounded skin and contribute to wound repair by
transdifferentiation into multiple skin cell type. J Immunol. 2008;180:2581–7.

45. Le Blanc K, Mougiakanos D. Multipotent mesenchymal stromal cells and the
innate immune system. Nat Rev Immunol. 2012;12:383–96.

46. Nauta AJ, Fibbe WE. Immunomodulatory properties of mesenchymal
stromal cells. Blood. 2007;110:3499–506.

47. von Bahr L, Batsis I, Moll G, Hägg M, Szakos A, Sundberg B, et al. Analysis of
tissues following mesenchymal stromal cell therapy in humans indicates
limited long-term engraftment and no ectopic tissue formation. Stem Cells.
2012;30:1575–8.

48. Segers VFM, Van Riet I, Andries LJ, Lemmens K, Demolder MJ, De Becker
AJML, et al. Mesenchymal stem cell adhesion to cardiac microvascular
endothelium: activators and mechanisms. Am J Physiol Heart Circ Physiol.
2006;290:H1370–7.

49. Ip JE, Wu Y, Huang J, Zhang L, Pratt RE, Dzau VJ. Mesenchymal stem cells
use integrin beta1 not CXC chemokine receptor 4 for myocardial migration
and engraftment. Mol Biol Cell. 2007;18:2873–82.

50. Wu Y, Zhao RC. The role of chemokines in mesenchymal stem cell homing
to myocardium. Stem Cell Rev. 2012;8:243–50.

51. Zhang M, Mal N, Kiedrowski M, Chacko M, Askari AT, Popovic ZB, et al.
SDF-1 expression by mesenchymal stem cells results in trophic support of
cardiac myocytes after myocardial infarction. FASEB J. 2007;21:3197–207.

52. Belema-Bedada F, Uchida S, Martire A, Kostin S, Braun T. Efficient homing of
multipotent adult MSCs depends on FROUNT-mediated clustering of CCR2.
Cell Stem Cell. 2008;2:566–75.

53. Wang Y, Zhang D, Ashraf M, Zhao T, Huang W, Ashraf A, et al. Combining
neuropeptide Y and mesenchymal stem cells reverses remodeling after
myocardial infarction. Am J Physiol Heart Circ Physiol. 2010;298:H275–86.

54. Laurila JP, Laatikainen L, Castellone MD, Trivedi P, Heikkila J, Hinkkanen A,
et al. Human embryonic stem cell-derived mesenchymal stromal cell
transplantation in a rat hind limb injury model. Cytotherapy. 2009;11:726–37.

55. Jasmin, Jelicks LA, Tanowitz HB, Peters VM, Mendez-Otero R, de Carvalho AC
C, et al. Molecular imaging, biodistribution and efficacy of mesenchymal
bone marrow cell therapy in a mouse model of Chagas disease. Microbes
Infect. 2014;16:923–35.

56. Reinders ME, de Fijter JW, Roelofs H, Bajema IM, de Vries DK, Schaapherder
AF, et al. Autologous bone marrow-derived mesenchymal stromal cells for
the treatment of allograft rejection after renal transplantation: results of a
phase I study. Stem Cells Transl Med. 2013;2:107–11.

57. Tan J, Wu W, Xu X, Liao L, Zheng F, Messinger S, et al. Induction therapy
with autologous mesenchymal stem cells in living-related kidney
transplants: a randomized controlled trial. JAMA. 2012;307:1169–77.

58. Humphreys BD, Bonventre JV. Mesenchymal stem cells in acute kidney
injury. Annu Rev Med. 2008;59:311–25.

59. Gooch A, Doty J, Flores J, Swenson L, Toegel FE, Reiss GR, et al. Initial report
on a phase I clinical trial: prevention and treatment of post-operative acute
kidney injury with allogeneic mesenchymal stem cells in patients who
require on-pump cardiac surgery. Cell Ther Transplant. 2008;1:e.000028.01.
doi:10.3205/ctt-2008-en-000028.01.

60. Sugimoto H, Mundel TM, Sund M. Bone-marrow-derived stem cells repair
basement membrane collagen defects and reverse genetic kidney disease.
Proc Natl Acad Sci U S A. 2006;103:7321–6.

61. Morigi M, Imberti B, Zoja C, Corna D, Tomasoni S, Abbate M, et al. Mesenchymal
stem cells are renotropic, helping to repair the kidney and improve function in
acute renal failure. J Am Soc Nephrol. 2004;15(7):1794–804.

62. Imberti B, Morigi M, Tomasoni S, Rota C, Corna D, Longaretti L, et al.
Insulin-like growth factor-1 sustains stem cell mediated renal repair. J Am
Soc Nephrol. 2007;18:2921–8.

63. Bruno S, Grange C, Deregibus MC, Calogero RA, Saviozzi S, Collino F, et al.
Mesenchymal stem cell-derived microvesicles protect against acute tubular
injury. J Am Soc Nephrol. 2009;20:1053–67.

64. Briquet A, Grégoire C, Comblain F, Servais L, Zeddou M, Lechanteur C, et al.
Human bone marrow, umbilical cord or liver mesenchymal stromal cells fail
to improve liver function in a model of CCl4-induced liver damage in NOD/
SCID/IL-2Rγ(null) mice. Cytotherapy. 2014;16:1511–8.

65. Zhang S, Lv C, Yang X, Han Z, Zhang S, Zhang J, et al. Corticosterone
mediates the inhibitory effect of restraint stress on the migration of

http://dx.doi.org/10.3205/ctt-2008-en-000028.01


Leibacher and Henschler Stem Cell Research & Therapy  (2016) 7:7 Page 12 of 12
mesenchymal stem cell to carbon tetrachloride-induced fibrotic liver by
downregulating CXCR4/7 expression. Stem Cells Dev. 2015;24(5):587–96.

66. Li Q, Zhou X, Shi Y, Li J, Zheng L, Cui L, et al. In vivo tracking and
comparison of the therapeutic effects of MSCs and HSCs for liver injury.
PLoS One. 2013;8(4), e62363.

67. Parekkadan B, Upadhyay R, Dunham J, Iwamoto Y, Mizoguchi E, Mizoguchi A,
et al. Bone marrow stromal cell transplants prevent experimental enterocolitis
and require host CD11b + splenocytes. Gastroenterology. 2011;140:966–75.

68. Wu M, Ji S, Xiao S, Kong Z, Fang H, Zhang Y, et al. JAM-A promotes wound
healing by enhancing both homing and secretion activities of
mesenchymal stem cells. Clin Sci (Lond). 2015. [Epub ahead of print].

69. Kidd S, Spaeth E, Dembinski JL, Dietrich M, Watson K, Klopp A, et al. Direct
evidence of mesenchymal stem cell tropism for tumor and wounding
microenvironments using in vivo bioluminescent imaging. Stem Cells.
2009;27:2614.

70. Fathke C, Wilson L, Hutter J, Kapoor V, Smith A, Hocking A, et al. Contribution
of bone marrow-derived cells to skin: collagen deposition and wound repair.
Stem Cells. 2004;22:812.

71. Wu Y, Chen L, Scott PG, Tredget EE. Mesenchymal stem cells enhance wound
healing through differentiation and angiogenesis. Stem Cells. 2007;25:2648.

72. Wu J, Sun Z, Sun H-S, Wu J, Weisel RD, Keating A, et al. Intravenously
administered bone marrow cells migrate to damaged brain tissue and
improve neural function in ischemic rats. Cell Transplant. 2008;16:993–1005.

73. Yilmaz G, Vital S, Yilmaz CE, Stokes KY, Alexander JS, Granger DN. Selectin-
mediated recruitment of bone marrow stromal cells in the postischemic
cerebral microvasculature. Stroke. 2011;42:806–11.

74. Wei L, Fraser JL, Lu ZY, Hu X, Yu SP. Transplantation of hypoxia preconditioned
bone marrow mesenchymal stem cells enhances angiogenesis and
neurogenesis after cerebral ischemia in rats. Neurobiol Dis. 2012;46:635–45.

75. Constantin G, Marconi S, Rossi B, Angiari S, Calderan L, Anghileri E, et al.
Adipose-derived mesenchymal stem cells ameliorate chronic experimental
autoimmune encephalomyelitis. Stem Cells. 2009;27:2624–35.

76. Simmons PJ, Przepiorka D, Thomas ED, Torok-Storb B. Host origin of marrow
stromal cells following allogeneic bone marrow transplantation. Nature.
1987;328:429–32.

77. Cilloni D, Carlo-Stella C, Falzetti F, Sammarelli G, Regazzi E, Colla S, et al.
Limited engraftment capacity of bone marrow-derived mesenchymal cells
following T-cell-depleted hematopoietic stem cell transplantation. Blood.
2000;96:3637–43.

78. Rieger K, Marinets O, Fietz T, Körper S, Sommer D, Mücke C, et al. Mesenchymal
stem cells remain of host origin even a long time after allogeneic peripheral
blood stem cell or bone marrow transplantation. Exp Hematol. 2005;33:605–11.

79. Rombouts WJ, Ploemacher RE. Primary murine MSC show highly efficient
homing to the bone marrow but lose homing ability following culture.
Leukemia. 2003;17:160–70.

80. Follenzi A, Raut S, Merlin S, Sarkar R, Gupta S. Role of bone marrow
transplantation for correcting hemophilia A in mice. Blood. 2012;119:5532–42.

81. Otsuru S, Gordon PL, Shimono K, Jethva R, Marino R, Phillips CL, et al.
Transplanted bone marrow mononuclear cells and MSCs impart clinical
benefit to children with osteogenesis imperfecta through different
mechanisms. Blood. 2012;120:1933–41.

82. Sémont A, Mouiseddine M, François A, Demarquay C, Mathieu N, Chapel A,
et al. Mesenchymal stem cells improve small intestinal integrity through
regulation of endogenous epithelial cell homeostasis. Cell Death Differ.
2010;17:952–61.

83. Fakhrejahani E, Toi M. Tumor angiogenesis: pericytes and maturation are
not to be ignored. J Oncol. 2012;2012:261750.

84. D’souza N, Burns JS, Grisendi G, Candini O, Veronesi E, Piccinno S, et al. MSC
and tumors: homing, differentiation, and secretion influence therapeutic
potential. Adv Biochem Eng Biotechnol. 2013;130:209–66.

85. Beckermann BM, Kallifatidis G, Groth A, Frommhold D, Apel A, Mattern J,
et al. VEGF expression by mesenchymal stem cells contributes to
angiogenesis in pancreatic carcinoma. Br J Cancer. 2008;99:622–31.

86. Alieva M, Bagó JR, Aguilar E, Soler-Botija C, Vila OF, Molet J, et al.
Glioblastoma therapy with cytotoxic mesenchymal stromal cells optimized
by bioluminescence imaging of tumor and therapeutic cell response. PLoS
One. 2012;7:e35148.

87. Knoop K, Schwenk N, Schmohl K, Müller A, Zach C, Cyran C, et al.
Mesenchymal stem cell (MSC)-mediated, tumor stroma-targeted radioiodine
therapy of metastatic colon cancer using the sodium iodide symporter as
theranostic gene. J Nucl Med. 2015;pii:jnumed.114.146662.
88. Xu S, Menu E, De Becker A, Van Camp B, Vanderkerken K, Van Riet I. Bone
marrow-derived mesenchymal stromal cells are attracted by multiple
myeloma cell-produced chemokine CCL25 and favor myeloma cell growth
in vitro and in vivo. Stem Cells. 2012;30:266–79.

89. Duan X, Guan H, Cao Y, Kleinerman ES. Murine bone marrow-derived
mesenchymal stem cells as vehicles for interleukin-12 gene delivery into
Ewing sarcoma tumors. Cancer. 2009;115:13–22.

90. Kidd S, Spaeth E, Watson K, Burks J, Lu H, Klopp A, et al. Origins of the
tumor microenvironment: quantitative assessment of adipose-derived and
bone marrow-derived stroma. PLoS One. 2012;7:e30563.

91. Grisendi G, Bussolari R, Veronesi E, Piccinno S, Burns JS, De Santis G, et al.
Understanding tumor-stroma interplays for targeted therapies by armed
mesenchymal stromal progenitors: the Mesenkillers. Am J Cancer Res.
2011;1:787–805.

92. Suzuki K, Sun R, Origuchi M, Kanehira M, Takahata T, Itoh J, et al. Mesenchymal
stromal cells promote tumor growth through the enhancement of
neovascularization. Mol Med. 2011;17:579–87.

93. Yu B, Zhang X, Li X. Exosomes derived from mesenchymal stem cells. Int J
Mol Sci. 2014;15:4142–57.

94. Akyurekli C, Le Y, Richardson RB, Fergusson D, Tay J, Allan DS. A systematic
review of preclinical studies on the therapeutic potential of mesenchymal
stromal cell-derived microvesicles. Stem Cell Rev. 2015;11:150–60.

95. Zhang Y, Chopp M, Meng Y, Katakowski M, Xin H, Mahmood A, et al. Effect
of exosomes derived from multipluripotent mesenchymal stromal cells on
functional recovery and neurovascular plasticity in rats after traumatic brain
injury. J Neurosurg. 2015;16:1–12.

96. Xin H, Li Y, Liu Z, Wang X, Shang X, Cui Y, et al. MiR-133b promotes neural
plasticity and functional recovery after treatment of stroke with multipotent
mesenchymal stromal cells in rats via transfer of exosome-enriched
extracellular particles. Stem Cells. 2013;31:2737–46.

97. Tomasoni S, Longaretti L, Rota C, Morigi M, Conti S, Gotti E, et al. Transfer of
growth factor receptor mRNA via exosomes unravels the regenerative effect
of mesenchymal stem cells. Stem Cells Dev. 2013;22:772–80.

98. Kordelas L, Rebmann V, Ludwig AK, Radtke S, Ruesing J, Doeppner TR, et al.
MSC-derived exosomes: a novel tool to treat therapy-refractory graft-versus-
host disease. Leukemia. 2014;28:970–3.

99. Spaggiari GM, Capobianco A, Becchetti S, Mingari MC, Moretta L.
Mesenchymal stem cell-natural killer cell interactions: evidence that
activated NK cells are capable of killing MSCs, whereas MSCs can inhibit
IL-2-induced NK-cell proliferation. Blood. 2006;107:1484–90.

100. Giuliani M, Bennaceur-Griscelli A, Nanbakhsk A, Oudrhiri N, Chouaib S,
Azzarone B, et al. TLR ligands stimulation protects MSC from NK killing.
Stem Cells. 2014;32:290–300.

101. Reinders ME, Hoogduijn MJ. NK cells and MSCs: possible implications for
MSC therapy in renal transplantation. J Stem Cell Res Ther. 2014;4:10000166.

102. Moll G, Rasmusson-Duprez I, Von Bahr L, Conolly-Andersen AM, Elgue G,
Funke L, et al. Are therapeutic human mesenchymal stromal cells
compatible with human blood. Stem Cells. 2012;30:1565–74.


	Abstract
	Background
	Establishment of methods to track intravenously administered MSCs
	Expression of cell adhesion molecules by MSCs as a basis for their interaction with endothelial cells and tissue-directed extravasation
	Emergence of common themes in exploring the biodistribution of MSCs
	First-line accumulation of intravenously administered MSCs in the lungs
	Biodistribution of MSCs after intra-arterial versus intravenous administration
	Interactions of MSCs with the blood vessel wall: integration into the vessel wall or transmigration?
	Transplanted MSCs interact with cells of the immune system
	Potential mechanisms of elimination of MSCs from the circulation
	Tissue repair situations which provide cues to attract transplanted MSCs
	Myocardial infarction
	Kidney damage
	Liver damage
	Gut and skin
	Brain

	Homing of transplanted MSCs to bone marrow
	Influence of irradiation on migration and biodistribution of MSCs
	A special case: migration and engraftment of MSCs into tumors
	Recent developments: exosomes, microparticles and MSCs
	Summary: possible ways for MSCs to interact within the local environment of the bloodstream to direct their biodistribution
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgments
	References



