Ohta et al. Stem Cell Research & Therapy
(2020) 11:538
https://doi.org/10.1186/s13287-020-02067-x

RESEARCH

Open Access

Autologous adipose mesenchymal stem
cell administration in arteriosclerosis and
potential for anti-aging application: a
retrospective cohort study
Hiroki Ohta*, Xiaolan Liu and Miho Maeda

Abstract
Objective: Arteriosclerosis is an age-related disease and a leading cause of cardiovascular disease. In animal
experiments, mesenchymal stem cells and its culture-conditioned medium have been shown to be promising tools
for prevention or treatment of arteriosclerosis. On the basis of these evidences, we aimed to assess whether
administration of autologous adipose-derived mesenchymal stem cells (Ad-MSC) is safe and effective for treatment
of arteriosclerosis.
Methods: We retrospectively reviewed clinical records of patients with arteriosclerosis who had received
autologous Ad-MSC administration at our clinic. Patients’ characteristics were recorded and data on lipid profile,
intimal-media thickness (IMT), cardio-ankle vascular index (CAVI), and ankle-brachial index (ABI) before and after AdMSC administration were collected and compared.
Results: Treatment with Ad-MSC significantly improved HDL, LDL, and remnant-like particle (RLP) cholesterol levels.
No adverse effect or toxicity was observed in relation to the treatment. Of the patients with abnormal HDL values
before treatment, the vast majority showed improvement in the values. Overall, the measurements after treatment
were significantly increased compared with those before treatment (p < 0.01). In addition, decreases in LDL
cholesterol and RLP levels were observed after treatment in patients who had abnormal LDL cholesterol or RLP
levels before treatment. The majority of patients with pre-treatment abnormal CAVI values had improved values
after treatment. In patients with available IMT values, a significant decrease in the IMT values was found after
therapy (p < 0.01). All patients with borderline arteriosclerosis disease had improved laboratory findings after
treatment. In general, post-treatment values were significantly decreased as compared with pre-treatment values. Of
the patients with normal ABI values before treatment at the same time as CAVI, the vast majority remained normal
after treatment.
Conclusions: These findings suggest that Ad-MSC administration is safe and effective in patients developing
arteriosclerosis, thereby providing an attractive tool for anti-aging application.
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Background
Arteriosclerosis is an age-related disease and is considered a leading cause of death and disability in adults
worldwide [1]. Minimally invasive treatment is developing with many endovascular treatments being indicated
for vascular disease [2]. The pitfalls in the study of
vascular disease are also becoming more apparent. However, there is still room for improvement [3]. Arteriosclerosis develops as a slow and progressive disease of
blood vessels during the aging process mainly affecting
large (aorta, pulmonary, and iliac arteries) and medium
size arteries (coronary, cerebral, and limbs arteries) leading to cardiovascular disease. In general, blood vessels
lose some degree of elasticity (loss of elasticity) with
aging and subsequently a build-up of fatty deposits
(plaque) in the wall of an artery begins [4]. Contributory
factors such as smoking, hypertension, diabetes mellitus,
obesity, hyperlipidemia, and family history will promote
the disease [5].
Pathology of arteriosclerosis comprises hardening of
the arterial wall and narrowing of the lumen caused by
gradual build-up of plaque in the arterial wall. Plaque
formation restricts blood flow lumen and contributes to
the development of coronary artery disease. Moreover,
plaque rupture and thrombus formation lead to many
ischemic cardiac events. Arteriosclerosis is considered a
modern lifestyle disease [6, 7] and its incidence is
decreasing due to better understanding and change in
life style. The diagnosis of arteriosclerosis includes
physical examination and laboratory tests and various
imaging methods. One convenient method is to assess
carotid artery intima-media thickness (IMT). IMT has
been identified as a risk factor for myocardial infarction
and stroke in older adults [8], and in diabetes mellitus,
intensive diabetes treatment resulted in decreased progression of intima-media thickness 6 years after the end
of the trial [9]. Other available assessment tests include
cardio-ankle vascular index (CAVI) and ankle-brachial
index (ABI). CAVI is a well-known indicator of arterial
stiffness from the origin of the aorta to the ankle and is
theoretically independent of blood pressure at the time
of measurement. CAVI increases in parallel with age and
is elevated even in mild arteriosclerotic disease. On the
other hand, ABI is the ratio of the blood pressure at the
ankle to the blood pressure in the arm [10]. CAVI can
be measured simultaneously with the measurement of
ABIs, and it is a test method with little burden for patients [11]. CAVI and ABI are widely used because of
the ease of examination.
Several strategies are available to treat and prevent
arteriosclerosis including dietary regimens, changes in
the lifestyle, and cholesterol lowering drugs. The most
frequent drug therapy for this disease includes statins
which are associated with some adverse effects. Recently,
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with the development of stem cell technology, new
therapeutic approaches have become available for
various diseases including arteriosclerosis. Among stem
cell therapies, human mesenchymal stem cells (MSC)
and particularly adipose-derived mesenchymal stem cells
(Ad-MSC) have attracted much attention due to their
extremely low or no adverse reactions [12–15]. Longterm follow-up of patients with ischemic stroke after
MSC administration showed some improvement with no
adverse effects after 5 years [16]. In addition, conditioned
medium (CM) derived from the culture of such stem
cells has also been collected and used for therapy
[15, 17]. In general, Ad-MSC possess pluripotential
properties capable of differentiating into several types
of cells such as adipocyte, myocyte, chondrocyte, and osteocyte [16]. In a rodent study, MSC prevented inflammatory
and apoptotic processes involved in brain injury by suppressing pro-inflammatory cytokines [18, 19]. It inhibited
expression of cytokines such as IL-1α, IL-1β, IL-6, and
TNF-α in the CSF and periventricular brain region. It also
modulated immune function by impairing the differentiation of dendritic cells that are the main antigen-presenting
cells in human immunity [20]. Taken together, these results
suggested the importance of immunomodulatory function
of MSC which can also be applicable to the effect of
Ad-MSC.
Ischemic heart disease and cerebrovascular disease
caused by arteriosclerosis not only are life-threatening,
but also inflict various complications after treatment
such as impaired motor skills and cognitive dysfunction.
As a result, the quality of life (QOL) and activities of
daily living (ADL) will be reduced, and long-term costly
medical care will be enforced. Inflammatory processes
play a major role in the initiation and progression of
arteriosclerosis and Ad-MSC possesses strong antiinflammatory and immunomodulatory capacity and thus
may provide a potential therapeutic tool to prevent or
treat arteriosclerosis. Here, we retrospectively studied a
cohort of patients with arteriosclerosis who had received
autologous Ad-MSC administration at our clinic. We
focused on the safety and efficacy of this approach as an
adjunct to the standard treatment modalities for this
disease. To our knowledge, this is the first report evaluating the potential application of Ad-MSC in patients
with arteriosclerosis.

Methods
Study design and patients

This retrospective study was performed following the
ethical policies of the Sun Field Clinic in Tokyo, Japan,
and were approved by its related Ethics Committee of
the World Academy of Anti-Aging and Regenerative
Medicine (approval No. 4-001). In addition, written
informed consent and consent to publish had been
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obtained from the patients before performing the procedures. Inclusion and exclusion criteria were as follows:
Inclusion criteria. (1) Patients aged 18 years or older;
(2) patients who were judged to have arteriosclerotic
lesions and who had two or more relatives within the
second degree with arteriosclerotic disease; (3) patients
who were judged to have a high predisposition to
arteriosclerosis as a result of genetic testing or who met
the following selection criteria and have no conflicts
with exclusion criteria: (a) pulse wave velocity (PWV) ≥
1400 (cm/s) or cardio-ankle vascular index (CAVI) ≥ 8.0,
(b) ankle-brachial index (ABI) ≤ 0.9, and (c) carotid
ultrasonography with IMT ≥ 1.1 in the carotid arteries
(common carotid artery, internal carotid artery); (4)
patients who remained fit and healthy enough to allow
fat tissue collection; (5) patients who have the normal
ability to give informed consent or who have obtained
informed consent from their legally acceptable guardian;
(6) patients who have been given sufficient explanation
and a consent form for this treatment and have given
their voluntary informed consent (if the patient does not
have the ability to consent, then their legal guardian had
to agree in writing); and (7) patients who were deemed
eligible by the physician in charge through interview,
examinations, and else.
Exclusion criteria. We excluded patients having any of
the following infections using virus and bacterial tests:
(1) HIV (antigen antibody method), (2) HCV antibody
(CLIA method), (3) HBs antigen (CLIA method), (4)
HBs antigen (CLIA method), (5) HTLV-I antibody
(CLEIA method), (6) syphilis (RPR method, TPHA
method), (7) herpes simplex (CF method), (8) mycoplasma
(PA method), and (9) parvovirus B19 (IgM antibody).
We confirmed that there were no pathogen infections.
In the event of an infection, the fat tissue collection and
treatment were terminated.
In all patients, a blood examination had been first
performed including tests for infectious diseases such as
hepatitis virus, rubella virus, herpes zoster virus, and
HIV, which are generally performed before surgical
procedures to determine if stem cell culture will be
compromised. If even one of these results was outlier,
the patient was not eligible for stem cell therapy. Specifically, in addition to general blood tests, cholesterol
levels, carotid ultrasonography, and ABI/CAVI, which
are tests related to arteriosclerosis, were performed. For
data tested multiple times, the worst values before cell
administration were compared with the best values after
cell administration.
Preparation of autologous Ad-MSC

Autologous Ad-MSC had been prepared as follows and
preserved in liquid nitrogen. Adipose tissue was harvested from the peri-umbilical area of the patient using
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a simple lipo-aspiration method under local anesthesia
and used for Ad-MSC isolation. A total amount of
approximately 20 g of fatty tissue was obtained. The patients had undergone rigorous laboratory examinations
for viruses and other pathogens to ensure pathogen-free
preparations.
The isolation and characterization of Ad-MSC
followed the conventional methods described in several
reports [21–24] and also reported in detail in our previous publication [15]. To avoid issues related to bovine
serum protein, such as prion-related encephalopathy or
other xenogeneic infections, a proprietary human and
animal-origin-free (AOF) medium (BioMimetics Sympathies, Inc., and ROHTO Pharmaceutical Co., Ltd..,
Tokyo, Japan) for culture and expansion of the stem
cells had been used [25].
The Ad-MSC had been selected and expanded for 3 to
4 passages. After each passage, the cells and their culture
supernatant medium were separated. The Ad-MSC were
suspended in a cryopreservation solution at a cell
concentration of 1 × 107 cells/ml and immediately cryopreserved in liquid nitrogen. A mean of 16 ± 3 days was
required for the production of Ad-MSC and the time
needed for thawing the cryopreserved cells and making
it ready for administration was less than 15 min.
To ensure safety, all cell product manufacturing procedures had complied with the principles of current GMP.
Strict quality control and quality assurance measures had
been applied. The quality control of the final Ad-MSC
preparations had been assessed. For quality control, the
Ad-MSC preparations had been checked for cell survival
by trypan blue staining method, genetic stability by
conventional karyotyping using G-banding method and
microbiological, mycoplasma, and endotoxin contamination by nucleic acid testing-based assay and limulus amebocyte lysate kinetic turbidimetric assay. Environmental
and microbiological controls had been used throughout
the Ad-MSC manufacturing process.

Administration of hAd-MSC

The Ad-MSC were administered intravenously. The
number of Ad-MSC in transfusion events ranged from
2930 to 20,000 × 104 cells. The Ad-MSC were injected
into 250-ml ringer lactate solution bottle and mixed by
gentle moving to achieve a homogenous solution without cell aggregate particles. The intravenous transfusion
time took approximately 40 min and the vital signs were
checked regularly during transfusion. The mean number
of injections was 1.58 ± 0.95 (range 1–4). After transfusion, the patient was rested at the clinic for 1 h and vital
signs were regularly checked. If no abnormality was
found, the patient was discharged and advised to call the
clinic the next day for check-up.
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Data collection and processing

Clinical records of patients who had received Ad-MSC
treatment at our clinic were reviewed. Demographic
information, height, weight, comorbid conditions,
cardiovascular risk factors, a history of claudication, cardioankle vascular index (CAVI), ankle-to-brachial index (ABI),
and a list of current medications were recorded during the
medical history interview. Routine blood examination including cardiovascular, liver, and renal function tests had
been performed before and/or after treatment. We analyzed
data for significance of difference between values before
and after therapy. The time periods of data between before
and after stem cell administration varied from patient to
patient.
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(mean 32.8 ± 4.9; range 23–39), 8 had abnormal LDL
(≥ 140 mg/dL) (mean 170.5 ± 24.9; range 142–204),
and 8 had abnormal remnant-like particle (RPL) (≥
7.5 mg/dL) (mean 15.29 ± 10.76; range 7.8–65) cholesterol values before therapy. Genetic predisposition
within two pedigrees was found in 2 males and 3
females. Of all patients, 16 were smokers and 62 were
non-smokers. Of the 78 patients, 29 had right-side
abnormal IMT (≥ 1.1 mm) (mean 1.31 ± 0.20; range
1.1–1.7) and 26 had left-side abnormal IMT (mean
1.26 ± 0.17; range 1.1–1.7) values before and after
treatment allowing a comparative analysis. Right-side
abnormal CAVI (≥ 8.0) was available in 22 and leftside abnormal CAVI in 21 cases. No patient had abnormal ABI (≤ 0.9) before treatment.

Statistical analysis

The data were analyzed using PRISM ver.8.4.0 (GraphPad Software, Inc., CA, USA). The significance of differences between the two groups was tested by either
paired t test or Fisher’s exact tests as appropriate, at the
0.05 significance level.

Results
Patient’s characteristics

Baseline patients’ characteristics are listed in Table 1.
There were 78 patients (mean age ± SD = 55 ± 12; range
20–82) who had received Ad-MSC for arteriosclerosis
including 43 males (mean age 55.95 ± 10.93; range 20–73)
and 35 females (mean age 52.45 ± 14.39; range 27–82). Of
the 78 patients, 12 had abnormal HDL (≤ 40 mg/dL)
Table 1 Baseline characteristics of patients
Variable

No. of cases

Mean ± SD (range)

Male

43

NA

Female

35

NA

Male

43

55.95 ± 10.93 (20–73)

Female

35

52.45 ± 14.39 (27–82)

Sex

Age (years)

Smoking habit
Smoker

16

NA

Non-smoker

62

NA

Abnormal LDL (≥ 140 mg/dL)

8

170.5 ± 24.9 (142–204)

Abnormal RLP (≥ 7.5 mg/dL)

28

15.29 ± 10.76 (7.8–65)

Abnormal Rt side

18

1.31 ± 0.20 (1.1–1.7)

Abnormal Lt side

18

1.26 ± 0.17 (1.1–1.7)

IMT (≥ 1.1 mm)

CAVI (8.0–10.8)
Abnormal Rt side

12

9.95 ± 0.85 (9–12)

Abnormal Lt side

11

9.98 ± 1.56 (9–13.6)

Administration of Ad-MSC

Treatment with Ad-MSC significantly improved HDL,
LDL, and remnant-like particle (RLP) cholesterol levels
(Table 2). No adverse effect or toxicity was observed in
direct relation to the treatment. Of 12 patients with abnormal HDL values before treatment, 11 (91.7%) showed
improvement in the values (Fig. 1a). Overall, measurements after treatment were significantly increased compared with those before treatment (p < 0.01). In addition,
of the 8 patients who had abnormal LDL levels before
treatment, 6 (75%) revealed decreases in LDL cholesterol
levels after treatment (Fig. 1b). This was also true in the
vast majority of cases with abnormal RLP levels, 24 out
of 28 cases (85.7%) (Fig. 1c).
In patients with pre-treatment abnormal CAVI values,
11of 12 (91.7%) and 10 of 11 (90.9%), had improved
right-side and left-side CAVI values, respectively, after
treatment (Fig. 2a, b). In 18 patients with abnormal IMT
values before treatment (Fig. 3a), a significant decrease
in the IMT values (p < 0.01) was found after therapy
(Figs. 3b and 4a, b).
All 10 patients with borderline arteriosclerosis disease
had improved laboratory findings after treatment such
as higher HDL and lower LDL and triglyceride levels. Of
the 44 patients with available normal ABI values (0.9 <
ABI < 1.4) before treatment at the same time as CAVI,
43 (97.7%) remained normal after treatment. In general,
post-treatment values were considerably decreased compared with pre-treatment values.

Discussion
n the present study, we retrospectively assessed the safety
and effectiveness of autologous Ad-MSC administration
in a cohort of patients with arteriosclerosis. Arteriosclerotic diseases comprising ischemic heart disease and cerebrovascular disease are important medical issues closely
comparable to malignant neoplasms [1]. In addition,
arteriosclerosis is the root of age-related diseases [4].
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Table 2 Clinical and laboratory data
Variable

No.
of
cases

Before

Age

p value

Mean ± SD mg/dl (range)

Abnormal HDL (≤ 40 mg/dL)

12

32.8 ± 4.9 (23–39)

36.2 ± 5.0 (33–49)

< 0.01

Abnormal LDL (≥ 140 mg/dL)

8

170.5 ± 24.9 (142–204)

144.5 ± 15.56 (138–175)

< 0.01

Abnormal RLP (≥ 7.5 mg/dL)

28

15.29 ± 10.76 (7.8–65)

9.06 ± 6.62 (3.3–34.9)

< 0.01

Abnormal Rt side

18

1.31 ± 0.20 (1.1–1.7)

1.07 ± 0.20 (0.7–1.6)

< 0.01

Abnormal Lt side

18

1.26 ± 0.17 (1.1–1.7)

1.06 ± 0.18 (0.7–1.5)

< 0.01

Abnormal Rt side

12

9.95 ± 0.85 (9–12)

9.4 ± 1.55 (7.7–12.8)

< 0.01

Abnormal Lt side

11

9.98 ± 1.56 (9–13.6)

9.12 ± 1.24 (7.9–10.9)

< 0.01

IMT (≥ 1.1 mm)

CAVI (8.0–10.8)

Recent development of Ad-MSC has provided new
opportunity for treatment of arteriosclerosis that could
have not been achieved by existing methods and could
lead to the development of new treatment concepts. Ischemic heart disease and cerebrovascular disease caused
by arteriosclerosis are not only life-threatening, but also
cause various reperfusion aftermaths and complications
such as impaired motor skills and cognitive dysfunction
even after being rescued [1]. As a result, the quality of
life and ADL will be reduced, and long-term high-cost
medical care will be enforced. In addition, it is necessary
to reduce soaring medical costs, prolong the life expectancy of the healthy population, and increase opportunities for elderly people to participate in society. Medical
and social responses are urgently needed. Furthermore,
the development of therapeutic medicine for arteriosclerosis is directly linked to the development of antiaging medicine and preemptive medicine. For the above
reasons, it can be said that arteriosclerosis is an

important issue that medical care should address. MSC
are multipotent somatic stem cells present in fat, bone
marrow, umbilical cord, and the like in a living body.
MSC can differentiate into various mesodermal cells, for
example, osteoblasts, chondrocytes, and adipose cells.
Because of their pluripotency, MSC are expected to be
applied to early regenerative medicine for bone, joint,
muscle, liver, kidney, heart, blood vessels, central nervous system, and pancreas. In addition to supplementing
and replacing damaged tissues, MSC have various useful
functions in vivo by producing various cytokines and
extracellular matrices. In particular, studies indicate various immunosuppressive abilities of MSC [26].
The mechanism(s) of beneficial action of MSC has
been attributed to a variety of factors. Various studies
have shown that MSC exert remarkable beneficial
effects, which could make them appropriate for use in
treatment of several diseases including arteriosclerosis.
These effects include but are not limited to the

Fig. 1 In the 12 patients with abnormal HDL values (≤ 40 mg/dL) before treatment, 11 of 12 (91.7%) showed improvement in the values (a). In
addition, of the 8 patients who had abnormal LDL levels before treatment, 6 (75%) revealed decreases in LDL cholesterol levels after treatment
(b). This was also true in the vast majority of cases with abnormal RLP levels, 24 out of 28 cases (85.7%) (c)
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Fig. 2 In patients with pre-treatment abnormal CAVI values (≥ 8.0), 11 of 12 (91.7%) with right-side CAVI (a) and 10 of 11 (90.9%) with left-side
CAVI (b) had improved values after treatment

production of mediators which can reduce inflammation,
the potential of MSC to migrate to sites of arterial injury, and their ability to respond based on the extent of
the tissue injury. As stated by Mahdavi Gorabi et al.
(2019), the migration of MSC is modulated by mediators
produced and released by other MSC which affect
several receptors and signaling pathways, such as growth
factor receptors, G-protein coupled receptor (GPCR),
vascular endothelial growth factor/vascular endothelial
growth factor receptor (VEGF/VEGFR), stem cell factortyrosine kinase receptor (SCF-c-Kit), stromal cell-derived
factor-1 (SDF-1)/CXC chemokine receptor-4 (CXCR4),
hepatocyte growth factor (HGF/c-Met), platelet-derived
growth factor/platelet-derived growth factor receptor
(PDGF/PDGFR), monocyte chemoattractant protein-1/CC

chemokine receptor 2 (MCP-1/CCR2), and high mobility
group box 1/receptor of advanced glycation end products
(HMGB1/RAGE) [27].
In addition to multilineage differentiation, MSC can
promote tissue regeneration/repair through other mechanisms including paracrine activity by secretion of
proteins/peptides and hormones, transferring mitochondria through tunneling nanotubes or microvesicles, and
transferring exosomes or microvesicles containing RNA
and other molecules [28]. The immunomodulatory effect
of MSC treatment on cholesterol metabolism has been
demonstrated in mice, by which serum cholesterol levels
considerably reduced due to a reduction in very-lowdensity lipoprotein levels [29]. Allogeneic MSC was
shown to restore endothelial function in human heart

Fig. 3 In the 18 patients with abnormal IMT (≥ 1.1 mm) values before treatment (a), a significant decrease in the IMT values (P < 0.001) was found
after therapy (b)

Ohta et al. Stem Cell Research & Therapy

(2020) 11:538

Page 7 of 10

Fig. 4 An example of common carotid artery IMT in a 56-year-old male patient before (a) and after (b) treatment with Ad-MSC shows a decrease
in IMT from 1.7 to 1.1 mm nearly 4 months after therapy

failure by proliferation of functional endothelial progenitor cells and improvement in vascular reactivity [30]. A
long-term follow-up study of intravenous autologous
MSC transplantation in patients with ischemic stroke
showed functional recovery and lower mortality rate
more frequently in the MSC-treated group than in the
control group [16]. MSC also have powerful immunomodulatory effects, which include inhibition of cell
growth and function of T cells, B cells, and natural killer
cells [31]. MSC also secrete various factors that support
cell survival, including growth factors, cytokines, and
extracellular matrix (ECM) which can promote progenitor cell self-renewal, stimulate angiogenesis, and reduce
apoptosis and/or inflammation [28].
On the other hand, conditioned medium or supernatant from culture of MSC (MSC-CM) showed various
biological effects after administration. Both extracellular
vesicles including exosomes and soluble component of
MSC-CM could promote tissue regeneration, inhibit
abnormal immune response, and induce angiogenesis in
ischemic tissues [32]. Therefore, MSC-CM showed
immunoregulatory, angiomodulatory, and anti-apoptotic
effects that resulted in enhanced tissue repair and regeneration [33]. Some studies also suggested that MSC-CM
may be more effective than MSC in tissue repair [31].
Taken together, these findings suggest that either MSC
or MSC-CM can be a good candidate for cell therapy.
Inflammation and immune regulation play a pivotal
role in the development of arteriosclerosis and atherosclerotic plaque formation [34, 35] and new therapies to
attenuate inflammatory response have been advocated to
prevent atherosclerosis [36]. Several clinical trials evaluating the therapeutic potential of MSC from different
origins via modulation of inflammation are in progress
focusing on the safety and efficacy of such cells to treat

and/or alleviate coronary artery disease [27]. It is expected
that the upcoming results contribute to development of
new therapeutic concepts for arteriosclerosis. Because of
the strong anti-inflammatory and immune regulatory
function of MSC, as well as their effect on renewing endothelial function [30, 37, 38], we considered that Ad-MSC
administration is safe and may be useful in the treatment
and prevention of arteriosclerosis. Additionally, Ad-MSC
could serve as an effective adjuvant to the standard statin
therapy of arteriosclerosis in order to accelerate
improvement.
Intravenous route of administration of MSC is commonly used and most MSC are trapped in the lungs and
remain transiently there. MSC also distribute in other
organs including the liver, spleen, bone marrow, thymus,
kidney, and skin [39]. Although the nature of MSC
engraftment is said to be transient, it exerts powerful
effects as revealed based on the outcome [40]. Direct
injection of MSC into the target site ensures precise
localization of the MSC. Overall, using different MSC
delivery routes may have some effect on their distribution, but rarely on long-term engraftment of the cells, or
on clinical outcome [40]. In our series of patients with
arteriosclerosis, intravenous route of MSC administration allowed systemic delivery of MSC to vascular endothelial cells which was highly desirable and found to be
effective.
In our study, treatment with Ad-MSC significantly improved HDL, LDL, and RLP cholesterol levels. There
was no any adverse effect or toxicity in relation to the
treatment. This could be attributed to the fact that we
had used a proprietary animal-origin-free (AOF)
medium for culturing the Ad-MSC which prohibited
both adverse immunoreactions and transfer of viral and
infectious agents. Currently, it is believed that under
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certain conditions, circulatory monocytes are recruited
to the vascular intimal layer and begin taking up circulatory modified LDL to form macrophage foam cells
which are the source of atheroma or plaque formation. The disease mechanism(s) is elicited by LDL and
in addition involves apoptosis and necrosis, smooth
muscle cell (SMC) proliferation and matrix synthesis,
calcification, angiogenesis, arterial remodeling, fibrous
cap rupture, thrombosis, and eventually leading to
cardiovascular diseases [35, 41, 42]. Pharmacologic
therapy of atherosclerosis includes lipid-lowering
drugs such as statins that is most effective in reducing the risk of cardiovascular disease [41, 43]. However, several clinical studies have indicated that the
treatment with statins still is insufficient and about
two thirds of patients continue to be at risk of
cardiovascular disease [44–46]. Furthermore, many
patients do not stand to continue a long-term statin
therapy to maintain an optimal LDL level [43]. Thus,
additional modes of therapy for prevention of cardiovascular disease are warranted. In particular, effective
lipid-lowering strategies to inhibit macrophage foam
cell formation would be highly important. Currently,
studies using mesenchymal stem cells for treatment of
arteriosclerosis in animal models are ongoing. One
animal model of atherosclerosis includes an apolipoprotein E knockout mouse (ApoE-KO mouse). Apolipoprotein E is one of the major apolipoproteins that
constitute lipoproteins such as VLDL and HDL, and
it is known that deficiency or abnormality causes
arterial stiffness and accumulation of cholesterol in
blood. In 2015, Wang et al. reported that administration of bone marrow-derived mesenchymal stem cells
to ApoE-KO mice improved arteriosclerosis [47]. Li
et al. reported that tail-vein administration of skinderived mesenchymal stem cells to ApoE-KO mice
improved arteriosclerosis [48]. These were reports
that mesenchymal stem cells regulate macrophages
involved in arterial plaque formation. Wang et al. reported that administration of bone marrow-derived
mesenchymal stem cells to the ear vein improved
arteriosclerosis using a rabbit atherosclerosis model
[49]. It has been reported that inflammation is
involved in the formation of arterial plaque [50]. It
was suggested that the inflammatory effect might
have improved arteriosclerosis. In clinical studies,
Gupta et al. in 2013 showed the efficacy of intramuscular administration of bone marrow-derived mesenchymal stem cells against lower limb arterial ischemia
[51]. Furthermore, in a recent report, we investigated
the safety and efficacy of intravenous autologous AdMSC in a patient with acute myocardial infarction.
We found that the administration of Ad-MSC was
safe and was associated with improved recovery of
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the left ventricular function, electrocardiographic findings, and serum BNP level. It was concluded that AdMSC may be considered to be one of future therapeutic agents for diseases that cannot be cured by
conventional therapeutic methods [52].
In the present study, a significant decrease was found
in the IMT values after therapy (P < 0.01). Previous studies did not address the effect of stem cell therapy on
IMT, which does not allow a comparative assessment.
Taken together, our results suggest that at least the administration of Ad-MSC had prevented the progression
of arteriosclerosis which is an important issue in the
management of this disease.
Studies on tracking MSC in vivo using animal models
showed that a small proportion of the cells home and
persists in the target sites and most of the cells are not
detectable after 7~14 days post transplantation. MSC
were almost undetectable in all tissues by 21 days after
injection [53]. Nevertheless, the effects of MSC transplantation appear to persist for a longer time as seen in
patients with osteoarthritis and 30 months follow-up
[54]. We plan to follow-up our patients and collect more
information in this regard.
Some limitations of our study should be mentioned of
which the time periods of data between before and after
AD-MSC administrations and the frequency of administrations varied from patient to patient. Patient cooperation was essential for follow-up testing after stem cell
administration, as both consultation and examinations
required a visit to our clinic.
Our results of statistically significant improvement in
CAVI levels indicate that AD-MSC may have prevented
the development of atherosclerosis. CAVI is a wellknown indicator of arterial stiffness and is widely used
because of its ease of examination. CAVI can be measured simultaneously with the measurement of ABI
which is the ratio of the blood pressure at the ankle to
the blood pressure in the arm and both are test methods
with little burden for patients. The vast majority of
patients with normal ABI values before treatment at the
same time as CAVI remained normal after treatment.

Conclusion
In conclusion, based on the results of this study, AdMSC administration in patients developing arteriosclerosis was safe and effective. The patients demonstrated
improvements in clinical manifestations after therapy.
No toxicity or serious adverse effects were observed.
Thus, Ad-MSC may provide physicians with an adjunct
therapy for patients with arteriosclerosis. Furthermore,
the results of this study encourage subsequent randomized controlled trials to confirm the therapeutic application of Ad-MSC in arteriosclerosis.
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