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Abstract

Atherosclerosis is a chronic progressive vascular inflammation characterized by lipid deposition and plaque
formation, for which vascular cell dysfunction and impaired immune responses are involved. Up to now, lipid-
lowering drugs remain the main therapy for treating atherosclerosis; however, the surgical or interventional therapy
is often applied, and yet, morbidity and mortality of such cardiovascular disease remain high worldwide. Over the
past decades, an anti-inflammatory approach has become an important therapeutic target for dealing with
atherosclerosis, as altered immune responses have been regarded as an essential player in the pathological process
of vascular abnormality induced by hyperlipidemia. Interestingly, mesenchymal stem cells, one type of stem cells
with the capabilities of self-renewal and multi-potential, have demonstrated their unique immunomodulatory
function in the various pathological process, especially in atherosclerosis. While some controversies remain
regarding their therapeutic efficacy and working mechanisms, our present review aims to summarize the current
research progress on stem cell-based therapy, focusing on its immunomodulatory effects on the pathogenesis of
atherosclerosis and how endothelial cells, smooth muscle cells, and other immune cells are regulated by MSC-
based therapy.
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Background
Atherosclerosis (AS) is now being regarded as an aging-
associated chronic vascular inflammatory disease, which
also involves the inflammatory and immune responses.
Studies have shown that vascular endothelial cells (ECs),
smooth muscle cells (SMCs), and immune cells have
participated in and contributed to the atheroma forma-
tion, progression, and rupture at each stage of the
atherosclerosis. While preventing the development or
worsening of atherosclerotic lesion, such as the use of
hyperlipidemia-lowering drugs, remains the major thera-
peutic strategy, which has significantly improved the
prognosis of cardiovascular diseases, however, for

patients at high risk or with detectable advanced plaque
lesion, the progress of atherosclerotic plaque still has a
high mortality rate [1]. Thus, it is still highly desirable to
seek solutions for inhibiting the progression of the exist-
ing plaque or promoting the formation of stable lesions.
In addition to its inherent biological properties of stem

cells, such as multi-potential differentiation and self-
renewal capabilities, MSCs have become a hotspot in
various research fields with their characteristics of rich
sources, easy culture, and expansion [2]. MSCs have
been shown to be able to exert their strong anti-
inflammatory and immunomodulatory effects in the
various pathological process of cardiovascular diseases,
especially in the setting of myocardial infarction (MI)
and AS [3]. However, there remain some unsolved issues
and challenges regarding MSC-based therapy when ap-
plied to AS, including the dosage, i.e., the number of the
MSCs for each transplantation, their therapeutic efficacy,
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and the potential side effects on the recipient receiving
allogeneic MSCs. Nevertheless, there are some studies
demonstrating that MSC therapy can lead to regression
of plaque via regulating the functions of ECs, vascular
smooth muscle cells (VSMCs), and immune cells. Of
note, bone marrow has been a most widely applied
source in the MSC-based therapy within those various
sources, which is mainly discussed in our review. There-
fore, it is important to review all these data and discuss
the detailed information about the therapeutic effects
and their efficacy when bone marrow-derived MSCs
(BMSCs) are applied to treat patients with AS, providing
insights into the MSC-based therapy in the area of AS
and vascular biology.

Anti-inflammatory and immunomodulating effects
of BMSCs
Pro- vs. anti-inflammatory modulation via paracrine
effects of BMSCs
Early in 1960s, the transplantation of stem cells has been
postulated to have a potential regenerative capability, which
can be applied to treat the patients with cardiovascular dis-
eases, especially for generating cardiomyocytes to compen-
sate those lost in the event of MI [4]. However, recent
studies showed that fewer than 1% of the transplanted cells
actually reached the target tissues with most of the trans-
planted cells being trapped in the liver, spleen, and lung [5].
In fact, even the transplanted BMSCs that homed and
engrafted into the infarct area do not exhibit any evidence
demonstrating that they have differentiated into new cardi-
omyocytes [6]. Indeed, in the setting of MI, BMSC-based
therapy reduces the levels of pro-inflammatory factors such
as interleukin-1 (IL-1), interleukin-6 (IL-6), and tumor ne-
crosis factor alpha (TNF-α), while it increases the levels of
anti-inflammatory factors such as IL-10 and TGF-β, which
are associated with higher expression levels of vascular
endothelial growth factor (VEGF) and hepatocyte growth
factor (HGF), and all of these eventually improve
inflammatory-immune responses and promote the survival
of cardiomyocytes, hence preventing the adverse remodel-
ing process [7]. Further study has shown that injection of
BMSC-conditioned supernatant alone has achieved similar
effects as the BMSC transplantation [8], strongly supporting
that it is the paracrine effects of BMSCs that modulate the
progression and the pathological remodeling. Of note, a
substantial amount of biological active substances secreted
by BMSCs are enclosed within extracellular vesicles (EVs)
that contain various growth factors and chemokines.

Immuno- and inflammatory modulation by BMSCs
therapy in reverse cardiac remodeling
While BMSCs show their therapeutic effects on cardiac
remodeling process through paracrine effects, studies
have also indicated that immunomodulatory effects can

also show their protective effects [9–14], such as modu-
lating the function of regulatory T cells (Tregs) and re-
ducing the proliferation of T cells. T cells, a central
player in the adaptive immune system, take an important
role in affecting acute MI and cardiac remodeling via
their proliferation and differentiation [15]. Several
in vitro experiments have shown that BMSCs can inhibit
the proliferation of T cells via disturbing the cell cycle
[9], thereby the anti-proliferative effect of BMSCs causes
a shift in T cell differentiation from a pro-inflammatory
state (Th1, Th2, Th17etc.), with decreased interferon-
gamma (IFN-γ) production, to an anti-inflammatory
state with an increase in interleukin 10 (IL-10) produc-
tion by Tregs [10]. Moreover, BMSCs release anti-
inflammatory cytokines to affect the macrophage M2
polarization in MI [11]. Of note, inflammation resolution
is an important phase for reducing scar formation and
protecting cardiac function after MI [16]. Tregs exert
their strong immunosuppressive function in the stage of
inflammation resolution in post-ischemic cardiac remod-
eling via enhancing tolerance induction and promoting
macrophage phenotypic transition from a pro-
inflammatory state (M1) to an anti-inflammatory state
(M2) [16]. BMSC-mediated immunosuppression partially
relies on the soluble immunosuppressive factors secreted
by BMSCs including HGF, transforming growth factor
beta (TGF-β), IFN-γ, nitric oxide (NO), interleukin-2
(IL-2), prostaglandin E2 (PGE2), indoleamine-2,3-dioxy-
genase (IDO), and IL-10 [12, 13], further regulated by
the secreted EVs. It has been well-established that vari-
ous mRNA, microRNA, and non-protein encoding RNA
contained in BMSC-EVs are delivered to recipient cells
and affect intracellular immunological responses, which
are involved in processes of antigen presentation, angio-
genesis, coagulation, and programmed cell death [14].
However, limited data has showed BMSCs immunomo-
dulation on Tregs proliferation and differentiation
in vivo. Intracardiac injection of BMSCs in patients with
chronic ischemic heart failure was found to have a sig-
nificant improvement in both reducing scar tissue and
increasing myocardial function, but without improve-
ment in cardiac function [17–19]. Although the roles of
BMSCs in cardiac remodeling including anti-apoptosis
and pro-survival of ischemic myocytes [20], promoting
endothelial progenitor cell proliferation [21], increasing
the number of M2 macrophages [22], and alleviating
local and systemic inflammation have been reported in
several literatures, the effect of BMSCs on mediating the
crosstalk between immune cells and inflammatory cells
is still not fully understood. Furthermore, the maximum
efficacy for BMSCs treated in cardiac remodeling de-
pends on the optimal injection phase and duration time,
all of which can influence the immunomodulation effi-
cacy of BMSC-based therapy [23].
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Immuno- and inflammatory modulation by BMSCs
therapy in AS
As reported, secretome from BMSCs dictates the
bioactivity of immune cells, being of either pro- or anti-
inflammatory property, which actually orchestrates
inflammatory response during progress of cardiovascular
disease. Considering AS as a chronic inflammation dis-
ease caused by a dysregulated immunity system, BMSC-
based therapy might exert protective effects on patho-
logical progression of atherogenesis (Fig. 1). Growing
body of evidence has demonstrated that allogenic BMSC
transplantation can stabilize the plaque via altering im-
mune cellular components within atherosclerotic plaque
to alleviate inflammation [24–28]. Being similar to the
immunomodulatory effects during the cardiac remodel-
ing process as described above, in the pathogenesis of
atherosclerotic plaque, BMSCs increased the ratio of
Tregs over CD4+ T cells and promoted the macrophage
differentiation towards the M2 phenotype, thereby redu-
cing the monocyte infiltration and inflammatory re-
sponse [26]. However, BMSCs from patients with AS
lost their inherent immunomodulatory capability, in-
stead they excrete a set of pro-inflammatory secretome,
being strikingly different from BMSCs derived from
healthy donors [29]. A study has validated that EVs con-
tain a spectrum of components such as mRNA, micro-
RNA, non-coding RNA, proteins, and even organelles,
such as mitochondria [28]. EVs derived from BMSCs
can infuse with recipient cells to regulate gene expres-
sion at both transcriptional and post-transcriptional
levels of the recipient cells, hence affecting recipient cell
function [30]. Interestingly, the immunomodulatory cap-
abilities of BMSCs are not constitutive. It is mandatory

that BMSCs immunomodulatory function should be
primed and activated under specific circumstances [31].
For instance, for BMSCs under hypoxic treatment, in-
flammatory stimuli, and other environments, the benefi-
cial effects against AS appeared to be enhanced, showing
that an increased number of EVs are released into condi-
tioned medium of BMSCs [27]. Interestingly, BMSCs
can also improve the oxidative stress state and energy
metabolism of recipient cells by transmitting normal
mitochondrial organelles or mitochondrial DNA macro-
phages [28]. Both the in vivo and in vitro experiments
mentioned above have pointed out several interesting
questions. For example, where and how do BMSCs exert
its immunomodulation on myeloid cells, and how le-
sioned Tregs are differentiated and recruited from other
immune organs especially bone marrow and spleen.
However, whether and how BMSCs can influence the
action of hematopoietic progenitors in other locations
are still not fully known. Since intravenous injection of
BMSCs in a model of atherosclerosis as showed above
can alleviate the inflammatory circumstance, a question
regarding how BMSCs influence the crosstalk between
lesion-localized immune cells and local non-
inflammatory cells such as ECs and SMCs is therefore
put forward for researchers working in this area. More-
over, it is also interesting to answer how BMSCs play its
anti-inflammatory and/or immunosuppressive roles in
each stage of AS including the initial, later further pro-
gression, and advanced plaques, as each stage would
have their unique pathologic characteristics. Therefore,
we will discuss these issues in more detail, hoping that
the thorough discussion on these issues related to the
MSC-based therapy will provide some deep insights for

Fig. 1 The role of BMSCs in atherosclerotic plaque
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better understanding the mechanisms and efficacy of
BMSCs transplantation for treating patients with AS.

Responses of resident vascular wall progenitor
cells to AS
Impaired immunomodulation of resident vascular wall
progenitor cells within atherosclerotic plaque
Recent discoveries have uncovered the presence of a
range of multipotent and lineage-restricted progenitor
cells in the vascular adventitia, sharing high proliferative
capacity and potential to re-generate ECs, VSMCs, and
hematopoietic or mesenchymal cell progeny [32]. Vascu-
lar wall progenitor cells are quiescent in physiological
conditions and can be activated by a variety of stimuli
such as hyperlipidemia and other inflammatory cyto-
kines or chemokines [33, 34]. Sca1+ adventitial progeni-
tor cells showed enhanced capability of proliferation and
migration and can differentiate into VSMCs and ECs
contributing to the neointima formation in the setting of
vascular injury [34]. Using single-cell gene sequencing
techniques to compare the adventitial progenitor cells
derived from wild-type and ApoE−/−deficient mice, re-
search studies have found that several genes related to
cell migration and matrix protein degradation displayed
a significant alteration. Among them, a group of genes
have a role in regulating progenitor stem cell migration;
some genes were crucial for endothelial regeneration,
and five genes were associated with leukocyte adhesion
[35], indicating gene alternation is related to endothe-
lium repairment. Moreover, the activation of adventitial
progenitor stem cells depends on the oxidized LDL,
cholesterol, and chemokines such as CCL2, CXCL1, and
CCR2, all of which are actually released by vascular in-
flammatory cells and/or immune cells within the plaque
[36]. However, MSCs derived from extravascular tissues
exert an opposite role in atherogenesis, which showed a
diminished capability of immunoregulation owing to an
ineffective secretory profile [29].

The comparison of immunomodulatory capability
between BMSCs derived from patients with AS and
healthy donors
Compared to allogeneic BMSCs derived from health
donors, BMSCs from AS patients have significant differ-
ences in paracrine effects, either increasing the pro-
atherogenic substances or decreasing athero-protective
mediators [37]. In fact, BMSCs isolated from aged and
peripheral vascular disease patient characterized as a
pathological status of excessive mitochondrial oxidative
stress and imbalanced energy metabolism resulting in
the presence of chronic inflammation [38, 39]. More-
over, the impaired immunomodulation function of
BMSCs can be partially restored by reactive oxygen spe-
cies (ROS) scavenger and enhanced mitochondrial

function in vitro research [40]. Therefore, the differences
in their inherent immunomodulation capability of MSCs
that are isolated from healthy donors and patients with
atherosclerotic lesion, can certainly determine their
therapeutic effects on AS, as the healthy BMSCs exhibit
anti-athero effects whereas the BMSCs from diseased
donors might well be showing their pro-athero effects.
Thus, there are many unsolved issues in BMSC-based
therapy which certainly need further research work to
clarify on. Since progenitor stem cells located in vascular
wall have been shown to be athero-protective, searching
for changes in gene expression between BMSCs obtained
from healthy donors and diseased ones would elucidate
the potential molecular targets for rescuing the impaired
function of endogenous BMSCs in atherosclerotic pa-
tients and re-establish their immune-inflammatory
modulating function. This would be a promising treat-
ment for AS. In addition, ongoing research has shown
that mitochondria can also be manipulated to enhance
autologous BMSC cell function, hence the efficacy of
BMSC-based therapy. While BMSC-based therapy still
holds great promise for treating patients with AS, there
are still many questions that need to be answered. For
example, it remains unknown whether there exists po-
tential crosstalk between resident endogenous vascular
MSCs and allogenic transplanted BMSCs, and whether
transplanted BMSCs can help to enhance the reparative
function of those endogenous vascular progenitor stem
cells. Answering these questions would certainly not
only help to understand the natural biological functions,
i.e., the secretome profiles from both endogenous MSCs
and transplanted BMSCs, being either pro- or anti-
atherosclerotic to atherosclerotic lesion, but also would
further elucidate the underlying molecular mechanisms
which would provide unique therapeutic targets for
treatment of AS in the near future.

The role of allogeneic BMSCs on ECs
Endothelial cell dysfunction (ECD) is the primary cause
of AS. Under the influence of AS high-risk factors such
as lipid metabolism disorder and blood flow instability,
the integrity of the vascular intima lining is interrupted,
then continuous inflammatory stimulation and accumu-
lating lipid deposition lead to the development of ECD.
The dysregulated ECs mainly manifest the imbalance of
endothelial nitric oxide synthase (eNOS) and NO pro-
duction, leading to increased intracellular oxidative
stress and a series of phenotypic changes in ECs such as
inflammation phenotype and foam cell-like phenotype
[41]. On the one hand, growing literatures have reported
that acute and transient inflammatory stimulation can
enhance the capability of BMSCs to improve the ECs
function [42]. NO is mainly produced by the eNOS sys-
tem and participates in vasodilation and protecting the
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ECs function. In the progression of AS, inactivation of
the Akt/eNOS pathway leads to the degradation of
eNOS, causing the reduction of NO production which
increases reactive oxygen species (ROS) generation by
ECs and results in intracellular oxidative stress and the
development of AS. It was found that with co-culture of
BMSCs with ECs that were stimulated with ox-LDL,
BMSCs can activate the eNOS system by increasing the
expression of interleukin-8 (IL-8) and macrophage in-
flammatory protein-2 (MIP-2) to promote the produc-
tion of NO, and then improve the function of ECs [43].
Meanwhile, BMSCs can also activate β-catenin-mediated
Wnt signaling pathway by secreting Wnts protein to re-
duce ECs apoptosis via reducing oxidative stress [44].
TNF-α-stimulated ECs up-expressed cell adhesion mole-
cules (CAMs), a factor that can promote monocyte/
macrophage recruitment and adhesion, to initiate the
occurrence of AS [44]. It has been shown that when ECs
were co-cultured with conditional supernatant or puri-
fied exosomes derived from BMSCs, HGF within the
exosomes can inhibit CAM production by ECs via
downregulating mitogen-activated protein kinase
(MAPK) and nuclear factor kappa-B (NF-κB) pathways,
thereby reducing the recruitment of macrophages [24].

The role of allogenic BMSCs on EPCs
BMSCs may have the capability to regulate the endothe-
lial progenitor cells (EPCs) homing to repair or regulate
EC function. The number of EPCs is inversely related to
cardiovascular risk, and patients with healthy vessels
have a greater number of circulating EPCs [45]. Though
it has been found that circulating EPCs rarely contribute
to endothelium repairment or regeneration both during
the process of plaque development and after plaque
rupture in an ApoE−/−mice AS model [46], the vasculo-
protective role of EPCs, either being bone marrow
derived or obtained from local vessel, against athero-
sclerotic plaque is illustrated in several animal studies
[47, 48]. In an in vitro experiment, EPCs isolated from
health controls can rescue ECD via vascular regeneration
for which a strong paracrine mitogenic effect on mature
ECs has been observed [49]. A study has demonstrated
that when EPCs and BMSCs were co-cultured, an angio-
genesis secretome by BMSCs can confer enhanced pro-
liferation and migration capabilities for EPCs which was
associated with better endothelium-restoring function
[50]. Transplantation of allogeneic BMSCs into patients
with heart failure has resulted in a significant prolifera-
tion of functional EPCs and improvement in endothelial
function, which in turn restore vascular reactivity [21].
However, limited data has raised some questions. It will
be important to distinguish the paracrine secretome se-
creted by MSCs from EPCs, especially the relative role
of MSCs compared with that of endogenous EPCs in

treating AS. In other words, it is hard to determine
whether EPCs are needed to mediate the therapeutic ef-
fects of MSCs or MSCs can directly take the effects on
regulating ECD. Due to an absence of clear markers that
can define EPCs, there is inevitably an overlapping of
EPCs with other types of cells; therefore, it is difficult to
exclude all the possibilities that any potential type of
cells can also be involved in mediating the therapeutic
effects of MSCs. For example, the tie2 promoter has
been used extensively to follow the fate of EPCs; how-
ever, tie2 is not a specific marker for endothelial lineage
and can be expressed in some other nonendothelial cell
types, including a fraction of monocytic/macrophage
cells [51]. In summary, the protective role of BMSCs on
ECD should be carefully studied from various perspec-
tives, with interactions between different types of cells
being increasingly recognized along with their direct ef-
fects on ECs (Fig. 2).

The role of allogenic BMSCs on VSMCs
Phenotypic transition of VSMCs by BMSCs
Vascular smooth muscle cell phenotypic transition plays
an important role in the progression and regression of
AS. In the pathological environment, a series of alterna-
tions in gene expression of VSMCs have led to a transi-
tion from contractile phenotype (differentiated) to
secretory state (dedifferentiated), manifesting as differ-
ences in proliferation, migration, phagocytosis, and se-
cretion of inflammation substances and collagen fibers,
all of which can affect the formation and progression of
atherosclerotic plaque [52]. In recent years, studies have
found that the origins of SMCs in plaques are heteroge-
neous. Actually, VSMCs may originate from extravascu-
lar progenitor cells and myofibroblasts and bone marrow
stem cells, and they might well be that these cells are ac-
tually the resident cells within the vascular media [53].
However, during the progression of AS, Scar+ VSMCs
have shown decreases in the expression levels of con-
tractile phenotype marker proteins (such as Myh11,
Acta2, and Tagln), and increases in secretory phenotype
marker proteins (such as Spp1, Pde1c), which were asso-
ciated with their increased capability of migration and
proliferation [54].

VSMCs within atherosclerotic plaque by BMSCs
It is generally agreed that VSMCs has bidirectional roles
in plaque formation. It has been shown that VSMCs se-
crete inflammatory substances and form foam-like cell
in the early phase of plaque formation, whereas in the
advanced stage of plaques, VSMCs secrete extracellular
matrix proteins and collagen fibers to promote the for-
mation of stable plaques [55]. In fact, BMSCs affect the
roles of VSMCs in plaque formation by different regula-
tory mechanisms. In the early stages of AS, BMSCs
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inhibit the proliferation of VSMCs by secreting let-7a
contained in exosomes and activate the STAT3-BMPR2
signaling pathway [56]. In the advanced plaques in a
murine AS model, conditional medium derived from
BMSCs scan inhibit the expression of calcification genes
such as bone morphogenetic protein 2 (Bmp2), Runt-
related transcription factor 2 (Runx2), and homeobox
gene 2 (Msx2), and reduce VSMCs apoptosis by activat-
ing Bcl-2/Bax signals [57]. These mechanisms may pro-
mote a stable plaque (Fig. 3).

VSMCs reprogramming by BMSCs
Besides, a study showed that SMC-specific ablation of
TGF-β signaling in Apoe−/−mice fed western diet re-
sults in the reprogramming of VSMCs. These repro-
grammed VSMCs have acquired MSC-like phenotype
which can further transdifferentiate and generate

osteoblasts, chondrocytes, adipocytes, and macrophages,
resulting in the vascular abnormalities such as calcifica-
tion and ossification of the aortic wall and aortic aneu-
rysms [58]. This phenotype further suggests a potential
association between VSMCs and BMSCs. However, the
mechanism by which BMSCs influence the AS process
by regulating VSMC phenotypic changes is not fully
understood, and further research is urgently needed.

The role of BMSCs on macrophages
BMSCs affect macrophages polarization
Macrophages is a key cell type that regulates the innate
immune response during the development of AS. Bone
marrow-derived monocytes recruit to the circulation
and inflamed intima, which they differentiate into mac-
rophages and dendritic cells (DCs) under the sustained
stimulation of chronic inflammation, participating in a

Fig. 2 The role of allogeneic BMSCs on ECs

Fig. 3 The role of allogeneic BMSCs on VSMCs
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series of processes such as antigen presentation, lipid
phagocytosis, secretion of inflammatory factors, forma-
tion of foam-like cells, and in the worst case becoming
apoptotic and/or necrotic cells in the development of AS
[59]. It is well known that BMSCs can regulate
macrophage phenotype polarization, showing a transi-
tion from a pro-inflammatory phenotype (M1) to an
anti-inflammatory phenotype (M2) (Fig. 4). Different
macrophage phenotypes display distinct functions, in-
cluding phagocytic capacity, secretion profile, antigen
presentation ability, proliferation and migration ability,
and lipid metabolism ability [60]. It is currently believed
that increasing the ratio of M2 and M1 in the plaques
can significantly inhibit the progression of plaque. Com-
pared with the control group where atherosclerotic mice
models were fed with western diet, atherosclerotic
plaque size and lipid deposition were significantly re-
duced in mice after BMSC transplantation. Moreover,
the number of activated macrophages with inflammatory
phenotype and macrophage-derived foam cells was all
reduced [61].

BMSCs affect macrophage cholesterol influx and efflux
After co-culture of monocytes with BMSCs, one study
showed that the expression of macrophage surface pro-
tein arginase 1 (Arg1) was upregulated whereas indu-
cible nitric oxide synthase 2 (iNOS) expression was
downregulated; the secretion of inflammatory factors
such as TNF-α was reduced in the cell culture super-
natant where the anti-inflammatory factors such as IL-
10 increased. Moreover, the foam cells decreased

significantly after stimulation with oxidized LDL with
the expression of lipid phagocytosis receptors Cd36 and
Sra1 being downregulated, and the lipid transport recep-
tors ATP binding cassette subfamily A member 1
(Abca1) and ATP binding cassette subfamily G member
1 (Abcg1) were upregulated [26, 62]. Further, an in vivo
study showed that BMSCs can deliver a variety of
fluorescence-tagged microRNAs to the exosome and
were eventually transferred into the macrophages within
the plaque, and this can modulate the transcription pro-
file of macrophages in vivo and hence affect or convert
the phenotypic function of macrophages. MSC-secreted
exosomal miRNAs, which have been reported to regulate
macrophage function, include miR-21-5p [63], miR-146a
[64], miR-30a [65], and let-7 [66]. In addition, BMSCs
simultaneously secrete small molecule soluble sub-
stances such as TNF-stimulated gene (TSG), PGE2,
TGF-β, and IL-6 to regulate the function of macro-
phages [67, 68]. Furthermore, the alternated differen-
tiated macrophages within the atherosclerotic lesion
may have a role in educating CD4+T cell, which also
provides a novel insight into the crosstalk between
differentiated macrophage and T cells [69]. Of note,
according to the process of angiogenesis in mamma-
lian embryos, macrophages, as one of erythro-myeloid
progenitors, have the potential of differentiating into
EPCs, though the regulation mechanism has not been
recognized [70]. Therefore, it will be an interesting
question to answer whether BMSCs can influence the
impaired endothelial lining through affecting the ac-
tivity of macrophages.

Fig. 4 The role of allogeneic BMSCs on macrophages
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The role of BMSCs on T lymphocytes
BMSCs affect Tregs differentiation
T lymphocytes are the main cell type that regulates
adaptive immune response in AS. Studies have shown
that mouse atherosclerotic plaques are predominated by
CD4+ T lymphocytes, while human atherosclerotic pla-
ques have both CD4+ and CD8+ T lymphocytes. T lym-
phocytes can be divided into effector T lymphocytes
(Teff cells) and Tregs according to their effects on AS.
In the development of AS, phenotypic plasticity can be
found to be gradually reduced, with the number of Treg
cells reduced and Teff increased [71]. Therefore, we be-
lieve that a decrease in the ratio of Tregs to Teff lym-
phocytes can accelerate plaque progression (Fig. 5).
Tregs can directly exert immunosuppressive effects to
reduce the overt immune response in plaques and can
also indirectly affect the phenotypic differentiation of
macrophages to jointly play the role of athero-protection
[72]. Current research has found that BMSCs can secrete
IL-10, TGF-β, and PGE2 to promote the Treg differenti-
ation by upregulating Foxp3 on the T lymphocyte
surface, resulting in a favorable profile of immune com-
ponents in plaques [73].

BMSCs affect Tregs differentiation via regulating DCs
It is generally agreed that monocytes recruit to athero-
sclerotic plaque and differentiate into macrophages and
DCs, being involved in the plaque formation. Interest-
ingly, mature DCs that expressed CD11c+ CD103+

within the plaque have the capability of modulating Treg

differentiation [74]. A in vivo murine AS model has
shown that BMSC therapy can promote the maturation
of DCs within AS lesion, thereby increasing the number
of Treg cells herein [75].

BMSCs affect the crosstalk between macrophages and
Tregs
Besides, BMSCs exosomal miR-133 can downregulate
the macrophage surface cholesterol efflux-related genes
such as ABCA1 and ABCG1, resulting in an interrupted
cholesterol efflux and inhibiting foam cell formation.
Moreover, these changes are accompanied by a decrease
in the number of athero-protective Tregs within the AS
lesions, suggesting a potential link between immunome-
tabolism in macrophages and induction of Tregs in the
setting of AS pathological process [76]. However, the
exact causative relationship between BMSC-mediated
macrophage metabolism and Treg induction still re-
mains to be determined. At least, this set of data sug-
gests that both Tregs and macrophage play important
roles in BMSC-based therapy for treating AS.

The role of BMSCs on fibroblasts
In addition to the aforementioned endogenous progeni-
tor cells, fibroblasts are the predominant resident popu-
lation of the adventitia and responsible for depositing
abundant collagen fibrils around vessels [77]. Though
few studies have focused on the embryonic origin of
these cells, it is generally agreed that they are derived
from local mesenchymal cell populations [78, 79]. While

Fig. 5 The role of allogeneic BMSCs on T lymphocytes

Lin et al. Stem Cell Research & Therapy          (2020) 11:216 Page 8 of 13



fibroblasts exhibit the physiological roles in the static
conditions, however, they can differentiate into myofi-
broblasts when the micro-circumstance of vascular wall
has been changed [80]. These activated adventitial myo-
fibroblasts participate in the process of blood vessel re-
modeling via proliferating, depositing ECM, and
secreting inflammatory cytokines and chemokines [81].
In the advanced stage of an atherosclerotic plaque, while
media-derived VSMCs predominate in the neointima,
the activated adventitial myofibroblasts can also infiltrate
the lesion and contribute to the formation of both neo-
intima and fibrous cap through producing a majority of
the matrix components [34]. Up to now, there are a lot
of questions remained to be answered about the detailed
mechanisms by which fibroblasts are involved in the
pathological process of vascular abnormalities. This is
mainly due to significantly altered gene expression, most
of which are shared by many other cell types in vivo,
such as VSMCs, MSCs, and ECs [82]. Considering
BMSCs have the capability of differentiating into fibro-
blasts [83], it would be interesting to further investigate
how this transdifferentiation would affect the patho-
logical process of atherosclerosis. It certainly warrants
further studies to investigate whether the cross-talks be-
tween fibroblast with other different types of cells exist,
especially with the transplanted BMSCs that have been
homing to the AS lesion sites.

The factors involved in therapeutic effect of MSCs
transplantation
Tissue microenvironment and application routes as
decisive factors for MSCs therapy
Emerging evidence have shown that the spectrum of the
key components within the secretome from BMSCs is
mainly determined by the status of BMSCs which is
closely related to their microenvironment. Pathological
abnormalities such as calcifications and ossifications can
be observed in nearly half of the MI mice receiving
BMSCs therapy compared with those with purified
hematopoietic progenitor cells, indicating potential dele-
terious effects of BMSC-based therapy [84]. Even though
BMSCs usually only offer a transient paracrine effect ra-
ther than survive for a long period and exhibit further
differentiation showing aforementioned phenomenon, it
remains to be determined whether calcification abnor-
mality in MI heart with BMSCs transplantation is due to
the inflammatory environment or the inherent biological
fate of BMSCs. Nevertheless, this study has raised an im-
portant issue, i.e., the environment has to be taken into
account when BMSC-based therapy is instituted. For ex-
ample, in the tumor environment, MSCs could also ex-
hibit a pro-angiogenic phenotype which promotes the
development of tumor [85], while in other inflammatory
status, for example, various BMSC-based therapies

would achieve immunomodulatory effects as shown in
the condition of human umbilical cords (UCMSCs)
primed with inflammatory cytokines in the setting of
chronic liver disease [86]. For example, in an LPS-
induced acute inflammatory mouse model, BMSC
transplantation has shown to significantly alleviate the
inflammatory response in both pulmonary and circula-
tion. In contrast, BMSC-based therapy showed no effect
on the AS mouse models fed with western diet 20 weeks,
which is regarded as a chronic inflammatory status in
mouse [42]. In addition, the study also reported that ap-
plication routes of BMSCs are also an important factor
that influences BMSC therapeutic effect, including
treated period, the transplanted number and method,
and the extraction purity of BMSCs. We certainly would
assume that a broad range of phenomenon occur when
BMSCs therapies are applied to different diseases, offer-
ing either beneficial or unfavorable effects.

Homing as a key step for BMSC-based therapy
Though the crucial role of BMSCs paracrine function
has been increasingly recognized, it remains not fully
understood how and to what extent the transplanted
BMSCs can transit from circulation to the targeted le-
sions with an impaired vascular wall, as this is actually
an initial step, yet a key step, for BMSC-based therapies
in atherosclerotic plaque. Mobilization of BMSCs can be
mediated by chemokines and inflammatory cytokines, ei-
ther produced by inflammation cells or other activated
BMSCs [87]. Among them, stromal cell-derived factor 1
(SDF-1), recruiting BMSCs from their origin such as
bone marrow, and their receptor CXC chemokine recep-
tor 4 (CXCR4), for BMSCs being localized to its target
tissue, are the main molecules that mediate the homing
process of BMSCs. Blocking SDF-1/CXCR4 signal path-
ways can result in a remarkable decrease in the number
of transplanted stem cells that were recruited to sites of
target tissues [88]. It has been shown that multiple pro-
homing factors including SDF-1, VEGF-A, and FGF-2
are significantly increased in their plasma level a week
after the occurrence of MI in ST elevation myocardial
infarction (STEMI) patients, which suggests that the op-
timal time of homing for stem cell transplantation [89].
However, the detailed underlying mechanisms by which
the capability of BMSCs homing to target tissues is en-
hanced are still not fully understood, which certainly
merits further research.

Origins and sources of MSCs on their therapeutic effects
In addition to the aforementioned findings, BMSCs de-
rived from elderly subjects or patients with peripheral
vascular disease showed a decrease in immunomodula-
tion capabilities compared to BMSCs isolated from
healthy donors, indicating that the different sources of

Lin et al. Stem Cell Research & Therapy          (2020) 11:216 Page 9 of 13



BMSCs can influence the therapeutic effects of BMSCs.
One of the advantages of MSCs is their rich origins, as
MSCs can be isolated from various tissues, such as adi-
pocytes, skin, bone marrow, placenta, and umbilical
cord. Recent reports have found that MSCs derived from
different sources exhibit distinct characteristics in their
morphology, the success rate of isolation, colony forma-
tion frequency, maintenance period in cell culture, pro-
liferation, and multiple differentiation capacity as well as
their immunomodulatory effects [90] (Table 1). An in vi-
tro study found that adipose-derived mesenchymal stem
cells (ADSCs) when co-cultured with M1 macrophages
exert more advantageous effects over BMSCs, conferring
higher anti-inflammatory, phagocytic, anti-apoptotic ef-
fects and exhibiting much more enhanced cell viability
[91]. In contrast, another study has reported that BMSCs
could significantly decrease cytotoxic activity of natural
killer cells (NK cells) and increase IFN-γ secretion com-
pared to ADSCs, although both have the capability of
inhibiting NK cells proliferation [92]. However, few stud-
ies have side-by-side compared the anti-inflammatory
and immunomodulation effects of MSCs derived from
different origins or sources (i.e., various tissues), espe-
cially on the atherosclerotic plaque. The answers to
these questions in the future studies would certainly fur-
ther elucidate the underlying mechanisms by which
MSCs exert therapeutic effects on AS.

Conclusions and perspectives
MSCs, especially the BMSCs obtained from healthy do-
nors, hold great potential for treating patients with AS
for which the paracrine effects play the major roles;
however, there also exist many factors which can poten-
tially affect the biological functions of BMSCs, and these
issues certainly need to be further clarified to facilitate
their future clinical applications.
Specifically, some essential aspects related to BMSC-

based therapy warrant further investigations. First, due
to the rich sources of MSCs, their different origin, prob-
ably different environment where the MSCs were
isolated, will affect their immune- and inflammatory
modulation capability. Data is lacking, especially side-by-

side comparisons which should be made between MSCs
obtained from these different sources when they are ap-
plied to treat patients with AS. Second, a different strat-
egy would be carefully considered when BMSCs therapy
was instituted for patients with stable or unstable AS,
where the environment for transplanted BMSCs would
be totally different, and the data of related basic research
for this scenario is much lacking; therefore, much more
carefully designed research needs to be carried out to
better understand how the different inflammatory stages
dictate the final result of BMSC-based therapy. Third,
even though the paracrine effects have been regarded as
the main underlying mechanism by which BMSCs medi-
ate the inflammatory or immunomodulation, the specific
molecule, such as peptides, small non-coding RNA, or
other biological active products, should be identified,
which would provide a novel therapeutic approach.
Lastly, almost no data is available regarding whether and
how the transplanted BMSCs are actually recruited to
the targeted AS plaque; the detailed mechanism for
BMSCs homing should be elucidated which would en-
hance BMSC-based therapeutic efficacy. Alternatively,
the endogenous MSCs can also be re-activated by these
fresh energized BMSCs from healthy donors which is
probably another interesting mechanism involved in
BMSCs therapy. The answers for all the research ques-
tions would certainly elucidate some fundamental scien-
tific questions in this important research area and pave
the way for wide clinical application for BMSCs therapy
in treating patients with AS.

Abbreviations
AS: Atherosclerosis; MSCs: Mesenchymal stem cells; BMSCs: Bone marrow-
derived MSCs, adipose-derived MSCs; UCMSCs: Human umbilical cord-
derived MSCs; SDF-1: Stromal cell-derived factor 1; CXCR4: CXC chemokine
receptor 4; MI: Myocardial infarction; TGF-β: Transforming growth factor beta;
VEGF: Vascular endothelial growth factor; HGF: Hepatocyte growth factor;
PGE2: Prostaglandin E2; IDO: Indoleamine-2,3-dioxygenase; IGF: Insulin-like
growth factor; IL: Interleukin; LPS: Lipopolysaccharide; Tregs: Regulatory T
cells; Teff cells: Effector T lymphocytes; TNF-α: Tumor necrosis factor alpha;
TSG: TNF-stimulated gene; EVs: Extracellular vesicles; NO: Nitric oxide;
VSMCs: Vascular smooth muscle cells; ECs: Endothelial cells;
eNOS: Endothelial nitric oxide synthase; ROS: Reactive oxygen species; MIP-
2: Macrophage inflammatory protein 2; CAMs: Cell adhesion molecules;
MAPK: Mitogen-activated protein kinase; EPCs: Endothelial progenitor cells;
NF-kB: Nuclear factor kappa-B; Bmp2: Bone morphogenetic protein 2;

Table 1 Comparative analysis of MSCs from bone marrow, umbilical cord blood, or adipose tissue

Characteristics BMSCs ADSCs UCMSCs

The success rate of isolating High High Low

Colony frequency Middle Highest Lowest

Culture period Shortest Middle Longest

Proliferation capability Lowest Middle Highest

Multiple differentiation capacity Tri-lineage differentiation Tri-lineage differentiation No adipogenic differentiation

Without differences Morphology, immune phenotype (surface protein expression)

Lin et al. Stem Cell Research & Therapy          (2020) 11:216 Page 10 of 13



Runx2: Runt-related transcription factor 2; Msx2: Homeobox gene 2;
Abca1: ATP binding cassette subfamily A number 1; Abcg1: ATP binding
cassette subfamily G number 1; Th cells: T helper cells

Authors’ contributions
All authors wrote, read, and approved this manuscript.

Funding
This work was funded in part by research grants from Natural Science
Foundation of Zhejiang Province (Q19H020010, LY19H020003) and Natural
Science Foundation of Ningbo (2018A610418).

Availability of data and materials
Not applicable.

Ethics approval and consent to participate

Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1School of Medicine, Ningbo University, Ningbo, Zhejiang, China.
2Department of Cardiology, Ningbo First hospital, Ningbo, Zhejiang, China.
3Department of Cardiology and Key Lab of Cardiovascular Disease, Second
Affiliated Hospital of Zhejiang University School of Medicine, Hangzhou,
China.

Received: 31 March 2020 Revised: 25 April 2020
Accepted: 13 May 2020

References
1. Tunon J, Badimon L, Bochaton-Piallat ML, Cariou B, Daemen MJ, Egido J,

et al. Identifying the anti-inflammatory response to lipid lowering therapy: a
position paper from the working group on atherosclerosis and vascular
biology of the European Society of Cardiology. Cardiovasc Res. 2019;115(1):
10–9.

2. Salem HK, Thiemermann C. Mesenchymal stromal cells: current
understanding and clinical status. Stem Cells. 2010;28(3):585–96.

3. Golpanian S, Wolf A, Hatzistergos KE, Hare JM. Rebuilding the damaged
heart: mesenchymal stem cells, cell-based therapy, and engineered heart
tissue. Physiol Rev. 2016;96(3):1127–68.

4. Becker AJ, McCulloch EA, Till JE. Pillars article: cytological demonstration of
the clonal nature of spleen colonies derived from transplanted mouse
marrow cells. Nature. 1963;197:452–4.

5. Phinney DG, Prockop DJ. Concise review: mesenchymal stem/multipotent
stromal cells: the state of transdifferentiation and modes of tissue repair--
current views. Stem Cells. 2007;25(11):2896–902.

6. Vassilopoulos G, Wang PR, Russell DW. Transplanted bone marrow
regenerates liver by cell fusion. Nature. 2003;422(6934):901–4.

7. Shabbir A, Zisa D, Lin H, Mastri M, Roloff G, Suzuki G, et al. Activation of
host tissue trophic factors through JAK-STAT3 signaling: a mechanism of
mesenchymal stem cell-mediated cardiac repair. Am J Physiol Heart Circ
Physiol. 2010;299(5):H1428–38.

8. Zhu LP, Tian T, Wang JY, He JN, Chen T, Pan M, et al. Hypoxia-elicited
mesenchymal stem cell-derived exosomes facilitates cardiac repair through
miR-125b-mediated prevention of cell death in myocardial infarction.
Theranostics. 2018;8(22):6163–77.

9. Yang H, Sun J, Li Y, Duan WM, Bi J, Qu T. Human umbilical cord-derived
mesenchymal stem cells suppress proliferation of PHA-activated
lymphocytes in vitro by inducing CD4(+)CD25(high)CD45RA(+) regulatory T
cell production and modulating cytokine secretion. Cell Immunol.
2016;302:26–31.

10. Zhao J, Chen J, Huang F, Wang J, Su W, Zhou J, et al. Human gingiva tissue-
derived MSC ameliorates immune-mediated bone marrow failure of aplastic
anemia via suppression of Th1 and Th17 cells and enhancement of CD4+
Foxp3+ regulatory T cells differentiation. Am J Transl Res.
2019;11(12):7627–43.

11. Zhang B, Zhao N, Zhang J, Liu Y, Zhu D, Kong Y. Mesenchymal stem cells
rejuvenate cardiac muscle through regulating macrophage polarization.
Aging (Albany NY). 2019;11(12):3900–8.

12. Chinnadurai R, Copland IB, Patel SR, Galipeau J. IDO-independent
suppression of T cell effector function by IFN-gamma-licensed human
mesenchymal stromal cells. J Immunol. 2014;192(4):1491–501.

13. Obermajer N, Popp FC, Soeder Y, Haarer J, Geissler EK, Schlitt HJ, et al.
Conversion of Th17 into IL-17A(neg) regulatory T cells: a novel mechanism
in prolonged allograft survival promoted by mesenchymal stem cell-
supported minimized immunosuppressive therapy. J Immunol.
2014;193(10):4988–99.

14. Kordelas L, Schwich E, Dittrich R, et al. Individual Immune-Modulatory
Capabilities of MSC-Derived Extracellular Vesicle (EV) Preparations and
Recipient-Dependent Responsiveness. Int J Mol Sci. 2019;20(7):1642. https://
doi.org/10.3390/ijms20071642. Published 2019 Apr 2.

15. Tang TT, Zhu YC, Dong NG, Zhang S, Cai J, Zhang LX, et al. Pathologic T-cell
response in ischaemic failing hearts elucidated by T-cell receptor
sequencing and phenotypic characterization. Eur Heart J.
2019;40(48):3924–33.

16. Weirather J, Hofmann UD, Beyersdorf N, Ramos GC, Vogel B, Frey A, et al.
Foxp3+ CD4+ T cells improve healing after myocardial infarction by
modulating monocyte/macrophage differentiation. Circ Res.
2014;115(1):55–67.

17. Mathiasen AB, Qayyum AA, Jørgensen E, et al. Bone marrow-derived
mesenchymal stromal cell treatment in patients with ischaemic heart failure:
final 4-year follow-up of the MSC-HF trial. Eur J Heart Fail. 2020;22(5):884–92.
https://doi.org/10.1002/ejhf.1700.

18. Mathiasen AB, Qayyum AA, Jorgensen E, Helqvist S, Fischer-Nielsen A,
Kofoed KF, et al. Bone marrow-derived mesenchymal stromal cell treatment
in patients with severe ischaemic heart failure: a randomized placebo-
controlled trial (MSC-HF trial). Eur Heart J. 2015;36(27):1744–53.

19. Mathiasen AB, Jorgensen E, Qayyum AA, Haack-Sorensen M, Ekblond A,
Kastrup J. Rationale and design of the first randomized, double-blind,
placebo-controlled trial of intramyocardial injection of autologous bone-
marrow derived mesenchymal stromal cells in chronic ischemic Heart
Failure (MSC-HF Trial). Am Heart J. 2012;164(3):285–91.

20. de Morais SB, Da SL, Lataro RM, Silva CA, de Oliveira LF, de Carvalho EE,
et al. Mesenchymal stem cells improve heart rate variability and baroreflex
sensitivity in rats with chronic heart failure. Stem Cells Dev. 2015;24(18):
2181–92.

21. Premer C, Blum A, Bellio MA, Schulman IH, Hurwitz BE, Parker M, et al.
Allogeneic mesenchymal stem cells restore endothelial function in heart failure
by stimulating endothelial progenitor cells. Ebiomedicine. 2015;2(5):467–75.

22. Peng Y, Pan W, Ou Y, Xu W, Kaelber S, Borlongan CV, et al. Extracardiac-
lodged mesenchymal stromal cells propel an inflammatory response
against myocardial infarction via paracrine effects. Cell Transplant. 2016;
25(5):929–35.

23. Ankrum JA, Ong JF, Karp JM. Mesenchymal stem cells: immune evasive, not
immune privileged. Nat Biotechnol. 2014;32(3):252–60.

24. Takafuji Y, Hori M, Mizuno T, Harada-Shiba M. Humoral factors secreted from
adipose tissue-derived mesenchymal stem cells ameliorate atherosclerosis in
Ldlr−/− mice. Cardiovasc Res. 2019;115(6):1041–51.

25. Colmegna I, Stochaj U. MSC - targets for atherosclerosis therapy. Aging
(Albany NY). 2018;11(2):285–6.

26. Wang ZX, Wang CQ, Li XY, Feng GK, Zhu HL, Ding Y, et al. Mesenchymal
stem cells alleviate atherosclerosis by elevating number and function of
CD4(+)CD25 (+)FOXP3 (+) regulatory T-cells and inhibiting macrophage
foam cell formation. Mol Cell Biochem. 2015;400(1–2):163–72.

27. Kusuma GD, Carthew J, Lim R, Frith JE. Effect of the microenvironment on
mesenchymal stem cell paracrine signaling: opportunities to engineer the
therapeutic effect. Stem Cells Dev. 2017;26(9):617–31.

28. Phinney DG, Di Giuseppe M, Njah J, Sala E, Shiva S, St CC, et al.
Mesenchymal stem cells use extracellular vesicles to outsource mitophagy
and shuttle microRNAs. Nat Commun. 2015;6:8472.

29. Kizilay MO, Lora M, Cuillerier A, Shum-Tim D, Hamdy R, Burelle Y, et al.
Mitochondrial oxidative stress reduces the immunopotency of
mesenchymal stromal cells in adults with coronary artery disease. Circ Res.
2018;122(2):255–66.

30. Valadi H, Ekstrom K, Bossios A, Sjostrand M, Lee JJ, Lotvall JO. Exosome-
mediated transfer of mRNAs and microRNAs is a novel mechanism of
genetic exchange between cells. Nat Cell Biol. 2007;9(6):654–9.

Lin et al. Stem Cell Research & Therapy          (2020) 11:216 Page 11 of 13

https://doi.org/10.3390/ijms20071642
https://doi.org/10.3390/ijms20071642
https://doi.org/10.1002/ejhf.1700


31. Maffioli E, Nonnis S, Angioni R, Santagata F, Cali B, Zanotti L, et al.
Proteomic analysis of the secretome of human bone marrow-derived
mesenchymal stem cells primed by pro-inflammatory cytokines. J
Proteomics. 2017;166:115–26.

32. Corselli M, Chen CW, Sun B, Yap S, Rubin JP, Peault B. The tunica adventitia
of human arteries and veins as a source of mesenchymal stem cells. Stem
Cells Dev. 2012;21(8):1299–308.

33. Kramann R, Goettsch C, Wongboonsin J, Iwata H, Schneider RK, Kuppe C,
et al. Adventitial MSC-like cells are progenitors of vascular smooth muscle
cells and drive vascular calcification in chronic kidney disease. Cell Stem
Cell. 2016;19(5):628–42.

34. Hu Y, Zhang Z, Torsney E, Afzal AR, Davison F, Metzler B, et al. Abundant
progenitor cells in the adventitia contribute to atherosclerosis of vein grafts
in ApoE-deficient mice. J Clin Invest. 2004;113(9):1258–65.

35. Kokkinopoulos I, Wong MM, Potter C, Xie Y, Yu B, Warren DT, et al. Adventitial
SCA-1(+) progenitor cell gene sequencing reveals the mechanisms of cell
migration in response to hyperlipidemia. Stem Cell Rep. 2017;9(2):681–96.

36. Wu Y, Zhao RC. The role of chemokines in mesenchymal stem cell homing
to myocardium. Stem Cell Rev Rep. 2012;8(1):243–50.

37. Cheng RJ, Xiong AJ, Li YH, Pan SY, Zhang QP, Zhao Y, et al. Mesenchymal
stem cells: allogeneic MSC may be immunosuppressive but autologous
MSC are dysfunctional in lupus patients. Front Cell Dev Biol. 2019;7:285.

38. Goodell MA, Rando TA. Stem cells and healthy aging. Science. 2015;
350(6265):1199–204.

39. Kizilay MO, Shum-Tim D, Stochaj U, Correa JA, Colmegna I. Age,
atherosclerosis and type 2 diabetes reduce human mesenchymal stromal
cell-mediated T-cell suppression. Stem Cell Res Ther. 2015;6:140.

40. Denu RA, Hematti P. Effects of oxidative stress on mesenchymal stem cell
biology. Oxid Med Cell Longev. 2016;2016:2989076.

41. Gimbrone MJ, Garcia-Cardena G. Endothelial cell dysfunction and the
pathobiology of atherosclerosis. CIRC RES. 2016;118(4):620–36.

42. Khedoe P, de Kleijn S, van Oeveren-Rietdijk AM, Plomp JJ, de Boer HC, van
Pel M, et al. Acute and chronic effects of treatment with mesenchymal
stromal cells on LPS-induced pulmonary inflammation, emphysema and
atherosclerosis development. Plos One. 2017;12(9):e183741.

43. Lin YL, Yet SF, Hsu YT, Wang GJ, Hung SC. Mesenchymal stem cells
ameliorate atherosclerotic lesions via restoring endothelial function. Stem
Cells Transl Med. 2015;4(1):44–55.

44. Wang L, Qing L, Liu H, Liu N, Qiao J, Cui C, et al. Mesenchymal stromal cells
ameliorate oxidative stress-induced islet endothelium apoptosis and functional
impairment via Wnt4-beta-catenin signaling. Stem Cell Res Ther. 2017;8(1):188.

45. Hill JM, Zalos G, Halcox JP, Schenke WH, Waclawiw MA, Quyyumi AA, et al.
Circulating endothelial progenitor cells, vascular function, and
cardiovascular risk. N Engl J Med. 2003;348(7):593–600.

46. Hagensen MK, Shim J, Thim T, Falk E, Bentzon JF. Circulating endothelial
progenitor cells do not contribute to plaque endothelium in murine
atherosclerosis. Circulation. 2010;121(7):898–905.

47. Zampetaki A, Kirton JP, Xu Q. Vascular repair by endothelial progenitor cells.
Cardiovasc Res. 2008;78(3):413–21.

48. Rauscher FM, Goldschmidt-Clermont PJ, Davis BH, Wang T, Gregg D,
Ramaswami P, et al. Aging, progenitor cell exhaustion, and atherosclerosis.
Circulation. 2003;108(4):457–63.

49. Pula G, Mayr U, Evans C, Prokopi M, Vara DS, Yin X, et al. Proteomics
identifies thymidine phosphorylase as a key regulator of the angiogenic
potential of colony-forming units and endothelial progenitor cell cultures.
Circ Res. 2009;104(1):32–40.

50. Li Z, Yang A, Yin X, Dong S, Luo F, Dou C, et al. Mesenchymal stem cells
promote endothelial progenitor cell migration, vascularization, and bone
repair in tissue-engineered constructs via activating CXCR2-Src-PKL/Vav2-
Rac1. Faseb J. 2018;32(4):2197–211.

51. Weber C, Zernecke A, Libby P. The multifaceted contributions of leukocyte
subsets to atherosclerosis: lessons from mouse models. Nat Rev Immunol.
2008;8(10):802–15.

52. Basatemur GL, Jorgensen HF, Clarke M, Bennett MR, Mallat Z. Vascular
smooth muscle cells in atherosclerosis. Nat Rev Cardiol. 2019;16(12):727–44.

53. de Souza LE, Malta TM, Kashima HS, Covas DT. Mesenchymal Stem Cells and
Pericytes: To What Extent Are They Related? Stem Cells Dev. 2016;25(24):
1843–52.

54. Dobnikar L, Taylor AL, Chappell J, Oldach P, Harman JL, Oerton E, et al.
Disease-relevant transcriptional signatures identified in individual smooth
muscle cells from healthy mouse vessels. Nat Commun. 2018;9(1):4567.

55. Bennett MR, Sinha S, Owens GK. Vascular smooth muscle cells in
atherosclerosis. Circ Res. 2016;118(4):692–702.

56. Cheng G, Wang X, Li Y, He L. Let-7a-transfected mesenchymal stem cells
ameliorate monocrotaline-induced pulmonary hypertension by suppressing
pulmonary artery smooth muscle cell growth through STAT3-BMPR2
signaling. Stem Cell Res Ther. 2017;8(1):34.

57. Wang S, Tong M, Hu S, Chen X. The bioactive substance secreted by MSC
retards mouse aortic vascular smooth muscle cells calcification. Biomed Res
Int. 2018;2018:6053567.

58. Chen PY, Qin L, Li G, Malagon-Lopez J, Wang Z, Bergaya S, et al. Smooth muscle
cell reprogramming in aortic aneurysms. Cell Stem Cell. 2020;26(4):542–57.

59. Colin S, Chinetti-Gbaguidi G, Staels B. Macrophage phenotypes in
atherosclerosis. Immunol Rev. 2014;262(1):153–66.

60. Lawrence T, Natoli G. Transcriptional regulation of macrophage
polarization: enabling diversity with identity. Nat Rev Immunol. 2011;
11(11):750–61.

61. Zhang X, Huang F, Li W, Dang JL, Yuan J, Wang J, et al. Human gingiva-
derived mesenchymal stem cells modulate monocytes/macrophages and
alleviate atherosclerosis. Front Immunol. 2018;9:878.

62. Harrell CR, Jovicic N, Djonov V, Arsenijevic N, Volarevic V. Mesenchymal
stem cell-derived exosomes and other extracellular vesicles as new
remedies in the therapy of inflammatory diseases. Cells. 2019;8(12):1605.
https://doi.org/10.3390/cells8121605. Published 2019 Dec 11.

63. Ren W, Hou J, Yang C, Wang H, Wu S, Wu Y, et al. Extracellular vesicles
secreted by hypoxia pre-challenged mesenchymal stem cells promote
non-small cell lung cancer cell growth and mobility as well as
macrophage M2 polarization via miR-21-5p delivery. J Exp Clin Cancer
Res. 2019;38(1):62.

64. Song Y, Dou H, Li X, Zhao X, Li Y, Liu D, et al. Exosomal miR-146a
Contributes to the Enhanced Therapeutic Efficacy of Interleukin-1beta-
Primed Mesenchymal Stem Cells Against Sepsis. Stem Cells. 2017;35(5):
1208–21.

65. Hu E, Ding L, Miao H, Liu F, Liu D, Dou H, et al. MiR-30a attenuates
immunosuppressive functions of IL-1beta-elicited mesenchymal stem cells
via targeting TAB3. Febs Lett. 2015;589(24 Pt B):3899–907.

66. Li J, Xue H, Li T, Chu X, Xin D, Xiong Y, et al. Exosomes derived from
mesenchymal stem cells attenuate the progression of atherosclerosis in
ApoE(−/−) mice via miR-let7 mediated infiltration and polarization of M2
macrophage. Biochem Biophys Res Commun. 2019;510(4):565–72.

67. Spees JL, Lee RH, Gregory CA. Mechanisms of mesenchymal stem/stromal
cell function. Stem Cell Res Ther. 2016;7(1):125.

68. Vasandan AB, Jahnavi S, Shashank C, Prasad P, Kumar A, Prasanna SJ.
Human mesenchymal stem cells program macrophage plasticity by altering
their metabolic status via a PGE2-dependent mechanism. Sci Rep. 2016;6:
38308.

69. Ozdemir R, Ozdemir AT, Sariboyaci AE, Uysal O, Tuglu MI, Kirmaz C. The
investigation of immunomodulatory effects of adipose tissue mesenchymal
stem cell educated macrophages on the CD4 T cells. Immunobiology. 2019;
224(4):585–94.

70. Plein A, Fantin A, Denti L, Pollard JW, Ruhrberg C. Erythro-myeloid
progenitors contribute endothelial cells to blood vessels. Nature. 2018;
562(7726):223–8.

71. Maganto-Garcia E, Tarrio ML, Grabie N, Bu DX, Lichtman AH. Dynamic
changes in regulatory T cells are linked to levels of diet-induced
hypercholesterolemia. Circulation. 2011;124(2):185–95.

72. Hansson GK, Libby P. The immune response in atherosclerosis: a double-
edged sword. Nat Rev Immunol. 2006;6(7):508–19.

73. Reis M, Mavin E, Nicholson L, Green K, Dickinson AM, Wang XN.
Mesenchymal stromal cell-derived extracellular vesicles attenuate dendritic
cell maturation and function. Front Immunol. 2018;9:2538.

74. Tu L, Chen J, Zhang H, Duan L. Interleukin-4 inhibits regulatory T cell
differentiation through regulating CD103+ dendritic cells. Front Immunol.
2017;8:214.

75. Jung YJ, Ju SY, Yoo ES, Cho S, Cho KA, Woo SY, et al. MSC-DC interactions:
MSC inhibit maturation and migration of BM-derived DC. Cytotherapy. 2007;
9(5):451–8.

76. Tabas I, Lichtman AH. Monocyte-macrophages and T cells in atherosclerosis.
Immunity. 2017;47(4):621–34.

77. Stenmark KR, Yeager ME, El KK, Nozik-Grayck E, Gerasimovskaya EV, Li M,
et al. The adventitia: essential regulator of vascular wall structure and
function. Annu Rev Physiol. 2013;75:23–47.

Lin et al. Stem Cell Research & Therapy          (2020) 11:216 Page 12 of 13

https://doi.org/10.3390/cells8121605


78. Gittenberger-de GA, Vrancken PM, Mentink MM, Gourdie RG, Poelmann RE.
Epicardium-derived cells contribute a novel population to the myocardial
wall and the atrioventricular cushions. Circ Res. 1998;82(10):1043–52.

79. Singh MK, Epstein JA. Epicardium-derived cardiac mesenchymal stem cells:
expanding the outer limit of heart repair. Circ Res. 2012;110(7):904–6.

80. Yuen CY, Wong SL, Lau CW, Tsang SY, Xu A, Zhu Z, et al. From skeleton to
cytoskeleton: osteocalcin transforms vascular fibroblasts to myofibroblasts
via angiotensin II and Toll-like receptor 4. Circ Res. 2012;111(3):e55–66.

81. Stenmark KR, Nozik-Grayck E, Gerasimovskaya E, Anwar A, Li M, Riddle S,
et al. The adventitia: essential role in pulmonary vascular remodeling.
Compr Physiol. 2011;1(1):141–61.

82. Majesky MW. Developmental basis of vascular smooth muscle diversity.
Arterioscler Thromb Vasc Biol. 2007;27(6):1248–58.

83. D'Angelo W, Chen B, Gurung C, Guo YL. Characterization of embryonic stem
cell-differentiated fibroblasts as mesenchymal stem cells with robust
expansion capacity and attenuated innate immunity. Stem Cell Res Ther.
2018;9(1):278.

84. Breitbach M, Bostani T, Roell W, Xia Y, Dewald O, Nygren JM, et al. Potential
risks of bone marrow cell transplantation into infarcted hearts. Blood. 2007;
110(4):1362–9.

85. Giallongo C, Tibullo D, Camiolo G, Parrinello NL, Romano A, Puglisi F, et al.
TLR4 signaling drives mesenchymal stromal cells commitment to promote
tumor microenvironment transformation in multiple myeloma. Cell Death
Dis. 2019;10(10):704.

86. de Witte S, Merino AM, Franquesa M, Strini T, van Zoggel J, Korevaar SS,
et al. Cytokine treatment optimises the immunotherapeutic effects of
umbilical cord-derived MSC for treatment of inflammatory liver disease.
Stem Cell Res Ther. 2017;8(1):140.

87. Mahdavi Gorabi A, Banach M, Reiner Ž, et al. The role of mesenchymal stem
cells in atherosclerosis: prospects for therapy via the modulation of
inflammatory milieu. J Clin Med. 2019;8(9):1413. https://doi.org/10.3390/
jcm8091413. Published 2019 Sep 8.

88. Son BR, Marquez-Curtis LA, Kucia M, Wysoczynski M, Turner AR, Ratajczak J,
et al. Migration of bone marrow and cord blood mesenchymal stem cells
in vitro is regulated by stromal-derived factor-1-CXCR4 and hepatocyte
growth factor-c-met axes and involves matrix metalloproteinases. Stem
Cells. 2006;24(5):1254–64.

89. Wang Y, Johnsen HE, Mortensen S, Bindslev L, Ripa RS, Haack-Sorensen M,
et al. Changes in circulating mesenchymal stem cells, stem cell homing
factor, and vascular growth factors in patients with acute ST elevation
myocardial infarction treated with primary percutaneous coronary
intervention. Heart. 2006;92(6):768–74.

90. Kern S, Eichler H, Stoeve J, Kluter H, Bieback K. Comparative analysis of
mesenchymal stem cells from bone marrow, umbilical cord blood, or
adipose tissue. Stem Cells. 2006;24(5):1294–301.

91. Li JZ, Cao TH, Han JC, Qu H, Jiang SQ, Xie BD, et al. Comparison of adipose
and bone marrowderived stem cells in protecting against oxLDLinduced
inflammation in M1macrophagederived foam cells. Mol Med Rep. 2019;
19(4):2660–70.

92. Blanco B, Herrero-Sanchez MD, Rodriguez-Serrano C, Garcia-Martinez ML,
Blanco JF, Muntion S, et al. Immunomodulatory effects of bone marrow
versus adipose tissue-derived mesenchymal stromal cells on NK cells:
implications in the transplantation setting. Eur J Haematol.
2016;97(6):528–37.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Lin et al. Stem Cell Research & Therapy          (2020) 11:216 Page 13 of 13

https://doi.org/10.3390/jcm8091413
https://doi.org/10.3390/jcm8091413

	Abstract
	Background
	Anti-inflammatory and immunomodulating effects of BMSCs
	Pro- vs. anti-inflammatory modulation via paracrine effects of BMSCs
	Immuno- and inflammatory modulation by BMSCs therapy in reverse cardiac remodeling
	Immuno- and inflammatory modulation by BMSCs therapy in AS

	Responses of resident vascular wall progenitor cells to AS
	Impaired immunomodulation of resident vascular wall progenitor cells within atherosclerotic plaque
	The comparison of immunomodulatory capability between BMSCs derived from patients with AS and healthy donors

	The role of allogeneic BMSCs on ECs
	The role of allogenic BMSCs on EPCs
	The role of allogenic BMSCs on VSMCs
	Phenotypic transition of VSMCs by BMSCs
	VSMCs within atherosclerotic plaque by BMSCs
	VSMCs reprogramming by BMSCs

	The role of BMSCs on macrophages
	BMSCs affect macrophages polarization
	BMSCs affect macrophage cholesterol influx and efflux

	The role of BMSCs on T lymphocytes
	BMSCs affect Tregs differentiation
	BMSCs affect Tregs differentiation via regulating DCs
	BMSCs affect the crosstalk between macrophages and Tregs

	The role of BMSCs on fibroblasts
	The factors involved in therapeutic effect of MSCs transplantation
	Tissue microenvironment and application routes as decisive factors for MSCs therapy
	Homing as a key step for BMSC-based therapy
	Origins and sources of MSCs on their therapeutic effects

	Conclusions and perspectives
	Abbreviations
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

