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Preponderance of proinflammatory signals is a characteristic feature of all acute and resulting long-termmorbidities of the preterm
infant. The proinflammatory actions are best characterized for bronchopulmonary dysplasia (BPD) which is the chronic lung
disease of the preterm infant with lifelong restrictions of pulmonary function and severe consequences for psychomotor
development and quality of life. Besides BPD, the immature brain, eye, and gut are also exposed to inflammatory injuries
provoked by infection, mechanical ventilation, and oxygen toxicity. Despite the tremendous progress in the understanding of
disease pathologies, therapeutic interventions with proven efficiency remain restricted to a few drug therapies with restricted
therapeutic benefit, partially considerable side effects, and missing option of applicability to the inflamed brain. The therapeutic
potential of mesenchymal stromal cells (MSCs)—also known as mesenchymal stem cells—has attracted much attention during
the recent years due to their anti-inflammatory activities and their secretion of growth and development-promoting factors.
Based on a molecular understanding, this review summarizes the positive actions of exogenous umbilical cord-derived MSCs on
the immature lung and brain and the therapeutic potential of reprogramming resident MSCs. The pathomechanistic
understanding of MSC actions from the animal model is complemented by the promising results from the first phase I clinical
trials testing allogenic MSC transplantation from umbilical cord blood. Despite all the enthusiasm towards this new therapeutic
option, the caveats and outstanding issues have to be critically evaluated before a broad introduction of MSC-based therapies.

1. Introduction

Inflammatory diseases represent the biggest threat to the pre-
term infant. They affect all organs including the immature
lung, brain, eye, and gastrointestinal tract with extensive
and lifelong consequences for the patient’s health. So far,
efficient therapeutic interventions are restricted to a limited
number of drugs and most pathomechanistic insights are

available for the inflammatory damage to the immature lung.
Therefore, this review is focused on the disease pathology of
lung injury and on the therapeutic concepts to protect the
immature lung from inflammatory damage. Exogenous mes-
enchymal stromal cells (MSCs) exert many positive effects on
organ development and regeneration [1] and attenuation of
all forms of inflammatory processes [2]. Resident MSCs can
play an important role in fibrotic diseases including the
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lung [3]. Therefore, MSC-based therapies have come into
the focus of neonatologists. Here, we summarize the current
evidence on resident MSCs and the therapeutic potential of
exogenous MSCs to reduce the inflammatory damage to the
preterm infant.

1.1. Epidemiology of Bronchopulmonary Dysplasia. Broncho-
pulmonary dysplasia is the chronic lung disease of the pre-
term infant which affects more than 60% with a gestational
age< 28 weeks in the US and more than 30% of infants< 30
weeks in Europe [4, 5]. BPD is defined by the clinical criteria
of dependency on oxygen or ventilator support at a corrected
age of 36 weeks of gestation [6] with grading into “mild,”
“moderate,” or “severe” forms [7]. But even infants not fulfill-
ing these criteria display persisting limitations in lung func-
tion later in life. Cohort follow-up data substantiate the
inability of lung catch-up growth and the persistence of alter-
ations of pulmonary metabolism into adulthood [8]. The
long lasting limitations probably lead to recurrent pulmonary
sequelae in older age which resemble a COPD-like pheno-
type in the animal model [9]. Beyond the consequences for
exercise capacity and life expectancy, pulmonary sequelae
pose an important threat to the overall quality of life in for-
mer preterm infants with a close association between limita-
tions in lung function and disorders of somatic growth and
psychomotor development [10].

1.2. Distortion of Lung Development by Inflammation in the
Preterm Infant. The pathogenesis of BPD is caused by the
distortion of physiologic lung development in the critical
period of the saccular stage. BPD constitutes a multifactorial
disease which is caused by the interaction of a plenty of
pre-, peri-, and postnatal factors. Being small for gestational
age with intrauterine lung growth restrictions caused by
placental insufficiency, smoke-induced injury, or diseases
emerging during pregnancy, genetic predisposition and
the immaturity of the lung with its insufficiency of anti-
inflammatory surfactant production represent important
prenatal conditions. Pre- and postnatal infections, mechani-
cal ventilation, and oxygen supply are the central triggers of
disease pathology with an overwhelming inflammatory reac-
tion in the immature lung which induces or further aggra-
vates lung injury [11, 12].

Characteristic features of lung damage initiation are the
overweight of classical proinflammatory cytokines including
IL-1β, IL-6, IL-8, and TNF-α and the absence or downregu-
lation of anti-inflammatory cytokines including IL-4, IL-10,
and IL-13 and of lung growth factors including growth
factors such as FGFs, VEGFA, and PDGF-A which are
required for further physiologic development of the epithe-
lial, mesenchymal, and endothelial compartments of the lung
[13]. The resulting leaks in the epithelial barrier promote the
influx of inflammatory macrophages and neutrophils which
further aggravate lung damage by the release of proinflam-
matory cytokines and monocyte chemoattractant proteins
MCP-1, MCP-2, and MCP-3 and macrophage inflammatory
proteins MIP-1α, MIP-1β, and TGF-β1 that augment and
sustain the inflammatory reaction [14]. The inflammatory
overweight turns the signaling pathway equilibrium into a

self-perpetuating disbalance and exaggerated NFκB signaling
which boosts inflammation and inflammatory cell survival
and aggravates the distortion of the central pathways of lung
development. PDGF receptor α, bone morphogenetic pro-
tein, fibroblast growth factors, PDGFR-α, Wnt/β-catenin,
retinoic acid, VEGFA, and HIF signaling constitute critical
pathways affected [15, 16]. Early alterations observed include
the inactivation of surfactant proteins and the destruction of
organ physiology by cell metaplasia and cell death induction
[17]. The characteristic features described are not restricted
to the epithelial barrier and alveolar development. Their
impact on the mesenchymal and vascular compartment
drives the remodeling of the extracellular matrix and the
disturbance of vascular development [18]. Further vascular
development is disturbed by the inflammatory overweight
which suppresses HIF-1α, HIF-2α, and VEGFA activity
[15]. In the mesenchyme, the inflammatory response dysre-
gulates the central pathways of EGF receptor activity,
TGF-β1-mediated TTG2, PLOD2, and FGF signaling,
PDGFR-α-dependent VEGFA action, and myofibroblast
and mesenchymal progenitor cell function [12, 16, 19–21].
Not surprisingly, dysregulation of myofibroblasts which orig-
inate from mesenchymal progenitors and are central drivers
of lung development in the saccular stage represents a long-
known hallmark of bronchopulmonary dysplasia [22]. Histo-
pathology reveals a diffuse scattering of ACTA-2-positive
myofibroblasts in the mesenchyme, and pathologic function
is reflected by disturbed growth factor and extracellular
matrix component secretion and fibroproliferation [23–26].
Of importance, derangement of any of the three compart-
ments of the epithelium, mesenchyme, and endothelium
leads to disruption of lung development [27] and impacts
on the others. The reciprocal interplay between the different
pathways and the negative consequences of both inhibition
or overstimulation of the identical pathway as observed
recently for TGF-β1 [28, 29], PDGFR-α, and NFκB add fur-
ther levels of complexity but can explain whymost promising
preclinical therapies failed to prove superiority in the clinical
setting [12, 28–33] (Figure 1).

Taken together, the critical hallmark of BPD is the
dysregulation of the complex signaling network regulating
lung development. Either the activation or inhibition of
any central pathway involved in inflammation and/or lung
growth results in severe derangement of pulmonary devel-
opment. Similar pathomechanistic concepts are available
for the inflammatory diseases of the cardiovascular system,
immature brain, eye, and gut with overlapping and diver-
gent central signaling pathways which have been reviewed
in detail [34–39].

1.3. Limited Therapeutic Options to Prevent Lung Damage.
Despite the progress in clinical care during the last decades,
the overall incidence of morbidities of the preterm infant
was not reduced due to the steadily increasing survival rates
and the successful therapy of more and more immature
and small infants [40–42]. Based on the pathomechanistic
understanding, far more than 50 different approaches to
prevent inflammatory injury or to promote organ develop-
ment have been tested in clinical trials [43, 44]. In addition,
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no catch-up growth can be attained later in life [45]. For
BPD, special focus has been drawn to the modulation of
the pulmonary inflammatory response. Currently, the ther-
apeutic options are restricted to the anti-inflammatory
action of corticosteroids and surfactant and the promotion
of retinoic acid signaling which are centered during the
initial phase of clinical therapy. The efficacy of corticoste-
roids can be explained by the high potency and the impact
on several central pathways of inflammation. Due to the
severe side effects on psychomotor development, somatic

growth, and endocrinological homeostasis, this therapeutic
option is actually restricted to rescue therapy in case of
pulmonary failure [46].

Therefore, new therapeutic options based on a molecular
understanding are urgently needed. During the recent years,
MSCs have gained great interest due to their broad anti-
inflammatory and development and repair-promoting prop-
erties [47–49]. Therefore, we will first summarize physiologic
progenitor cell functions in the preterm infant with special
focus on the lung.
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Figure 1: Pathogenesis of BPD: BPD is the consequence of distortion of alveolar, mesenchymal, and vascular development mainly in the
saccular stage. Central to the disease is the inflammatory response which is characterized by a disbalance of cytokines and growth factors,
the influx of inflammatory cells, cell death induction, and surfactant inactivation. Distortion of mesenchymal progenitor cell function
represents a key event in disease pathogenesis.
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2. Progenitor Cells in Development and Disease

Progenitor cells play a central role in development and dis-
ease. The lung originates from the endoderm and the meso-
derm. While the endoderm gives rise to the epithelium, the
mesoderm develops into the mesenchyme and endothelium.
Lung development is separated into four stages. The pseudo-
glandular stage with the formation of the first epithelial buds
in week 5–16 is followed by the canalicular stage where nar-
rowing of the interstitium takes place. At the border of viabil-
ity between 22 and 24 weeks of gestation, saccular stage of
lung development starts which is a very critical and vulnera-
ble period of lung development. Proper lung development
and septation in the saccular stage highly depend on the
interaction between the epithelium, the mesenchyme, and
the endothelium and the proper localization of mesenchymal
progenitors [50]. Currently, we can just speculate on the
impact of further cells like alveolar macrophages and the ner-
vous system. Any noxious insult leads to disturbance of this
highly orchestrated process. Epithelial and endothelial pro-
genitor cells and MSCs play key roles in this critical period,
and any disturbance of their physiologic function leads to
disruption of lung development which was repeatedly dem-
onstrated for MSCs and endothelial progenitor cells in vitro
and in vivo [51–63].

MSCs are the source for several precursor cells in the
immature lung including fibroblasts, lipofibroblasts, and
myofibroblasts. They constitute central regulators of lung
development in the saccular stage, and their multiple actions
during lung development have been reviewed in detail [48,
64, 65]. A special role is ascribed to the production of the
main components of the extracellular matrix including elas-
tin and the secretion of the central drivers of lung develop-
ment including FGF10 [66], Wnt, and PDGF-A [24]. The
MSC population is not uniform but constitutes different sub-
sets with cell-specific function in lung development [67–69].
Paracrine secretion by MSCs constitutes a central mecha-
nism of action with impact on alveolar development and
angiogenesis. Their antifibrotic and antiapoptotic properties
are well accepted for a broad range of diseases [70, 71].

In contrast to terminally differentiated cells, progenitor
cells from preterm infants are sensitive to noxious stimuli
and more vulnerable than cells from term infants [59, 72]
Oxidative stress and hyperoxic exposure of endothelial pro-
genitor cells are associated with reduced numbers circulating
in the blood probably due to increased susceptibility towards
cell death and accelerated cellular senescence which both can
serve as surrogate markers of endothelial dysfunction and
distorted vascular development. Furthermore, hyperoxic
exposure negatively impacts on paracrine cytokine secretion
including VEGFA and NO synthesis [57–61, 63, 72–74].
Epigenetic gene silencing of SIRT-1 was identified to be
the critical feature in endothelial progenitors leading to
premature p16 stress-induced senescence. Vice versa, bio-
chemical and molecular SIRT-1 rescue experiments pro-
vided strong evidence for its central role in prevention of
premature senescence of endothelial progenitor cells and
the promotion of vessel formation in vitro and in vivo
[73]. Comparable insights are described for MSCs and

epithelial progenitor cells [75–77]. Taking this into account,
the consequences of reduction of progenitor cells following
lung injury are well explained. They go along with an over-
weight of proinflammatory cytokines while protective
growth factors and cytokines are deprived [74]. Genetic var-
iants and antenatal factors further predispose to aggravated
lung damage [11].

Similar observations are described for the immature
brain where neuronal abnormalities and distorted white mat-
ter development resulting in hypomyelination are observed
together with rarefication of progenitor cell populations.
These cells, which are called preoligodendrocytes dominating
the preterm brain, are responsible for myelin sheath forma-
tion but are extremely sensitive towards inflammatory and
hyperoxic injury [78].

Therefore, therapeutic targetingof endogenousprogenitor
cells and application of exogenous pluripotent cells represent
two intriguing strategies to prevent or repair inflammatory
damage and to promote organ regrowth.

3. Distortion of Resident MSCs in the
Pathogenesis of BPD

A decade ago, MSCs were first identified in the tracheal aspi-
rate of preterm infants and were attributed an important role
in the development of BPD [79]. MSC-specific characteristic
were confirmed by the adherence to uncoated plastic, the
expression of mesenchymal cell markers including CD73,
CD90, and CD105, the absence of cell surface expression of
CD34, CD45, CD11b, CD14, CD19, CD79α, and HLA-DR,
and the potential of differentiation into adipocytes, osteo-
blasts, chondrocytes, and myofibroblasts [70, 80]. Overall,
studies confirmed the pulmonary origin by cell surface
marker expression and RNA profiling and demonstrated
phenotype alterations not observed in MSCs derived from
other organs and in MSCs from control infants [23]. Recent
data proved the presence of MSCs in the tracheal aspirate
of every preterm infant [81]. Despite the determination of
the pulmonary origin by a lung-specific pattern, the precise
origin of these cells from the proximal or distal sections in
the lung is not verified [23]. One possible explanation for
the appearance of these cells in the alveolar lumen is the pro-
motion of migration by the proinflammatory cytokine over-
weight induced during lung injury [82]. Three specific
changes in the pathway pattern were observed in MSCs from
preterm infants later developing BPD. Expression of PDGF
receptor α was reduced which is a characteristic feature of
hypoalveolarization; TGF-β1 secretion and β-catenin signal
transduction were increased which account for myofibroblast
differentiation, lung fibrosis, and lung cell death induction.
The results from primary MSCs were recapitulated under cell
culture conditions when MSCs were exposed to hyperoxia
and displayed reduced elastin production and differentiation
into myofibroblasts [19, 83, 84]. MSCs obtained from the tra-
cheal aspirates of preterm infants display a proinflammatory
phenotype with higher secretion of proinflammatory cyto-
kines including CXCL-1, IL-6, and IL-8 [23]. In a subsequent
study, specific changes in MSC phenotype were ascribed a
predictive value for the severity of BPD. The MSCs obtained
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from preterm infants later developing severe BPD displayed
more pronounced changes comprising a combined score of
cell phenotype, protein expression, and signal transduction.
The simultaneous increase in proliferation which was
induced by increased NFκB activation was accompanied by
the decrease of cellular α-SMA levels. The in vitro recapit-
ulation of the inflammatory milieu confirmed the depen-
dency of phenotype alteration on NFκB. The classical
proinflammatory cytokines including IL-1β, IL-6, IL-8, or
TNF-α induced the identical changes as observed in MSCs
from preterm infants with severe BPD, and NFκB target-
ing reverted the proinflammatory phenotype [81]. These
proof-of-principle data of phenotype reversibility argue
for a special focus on pulmonary resident MSC character-
istics during the evaluation of any new therapeutic inter-
vention. Vice versa, augmentation of phenotype alteration
or increased cell death induction will aggravate lung
injury. In a recent animal study, the abrogation of TNF-
α-mediated NFκB signaling was associated with increased
apoptosis induction in PDGFR-α-positive mesenchymal
cells mediated by predominant TGFβ1 signaling which
explained the aggravated lung damage during mechanical
ventilation with oxygen-rich gas [25]. These results are a
further example for the complex interplay between the dif-
ferent signaling pathways and the need for a comprehen-
sive evaluation [12, 31].

Taken together, data obtained from human observational
studies and in vitro investigations clearly demonstrate that
phenotype alterations of resident lung MSCs are associated
with the development of BPD. We speculate that reprogram-
ming of resident pulmonary MSCs represents a promising
new therapeutic option. Next, we will focus on the therapeu-
tic potential of exogenous MSCs.

4. Positive Effects of Exogenous MSCs on the
Diseased Lung

During the recent years, a tremendous effort has been under-
taken to investigate and optimize stem cell-based therapies in
different acute and chronic diseases. Preclinical results
mainly from the rodent model [74, 85–91] but also first clin-
ical studies hint to a tremendous potential of stem cell-based
therapies to alleviate or cure diseases of the preterm infant
[92–94]. MSCs represent the most extensively studied cell
population for therapeutic use, and MSCs from different tis-
sues have been tested to prevent the damage to the immature
lung or to alleviate the severity of lung damage. Despite the
progress in animal studies, the precise molecular mecha-
nisms how these therapies alleviate lung damage remain
to be determined. The following chapter summarizes the
preclinical evidence available to prevent or treat damage
to the preterm lung by exogenous MSC application [71].
The main focus is drawn to give a comprehensive over-
view of the pathomechanistic understanding based on the
studies in the different rodent models. Due to the limita-
tions in space, no critical evaluation of differences in study
quality and no separated consideration of MSCs from the
umbilical cord blood or bone marrow are presented. We
acknowledge the preclinical promising evidence of other

cell-based therapies with cell products from the amniotic
fluid, Wharton’s Jelly, placenta and fetal membranes, and
the work with endothelial progenitors and refer to actual
comprehensive reviews [95, 96].

MSCs from the umbilical cord or bone marrow have
attracted the greatest interest due to the easy accessibility,
their multipotency, immune privilege, and low immuno-
genic potential, and their positive impact on the epithelial,
mesenchymal, and vascular compartment of the lung. The
first pioneering studies performed in rodents demonstrated
beneficial effects of the application of bone marrow-derived
exogenous MSCs on survival, lung morphology including
alveolar septation, vessel density, and the functional parame-
ters of pulmonary arterial pressure and lung function testing
[74, 89, 91, 97, 98]. Beneficial effects were uniformly con-
firmed in all subsequent studies using the identical approach
in the rodent model [85, 87, 88, 99–103]. Identified functions
cover all property characteristics for MSC-based therapies
and comprise plenty of lung protective mechanisms includ-
ing lung development promoting anti-inflammatory, antiox-
idative, and antiapoptotic actions. These results increased
survival, the promotion of alveolar and vascular growth, the
proper composition of the extracellular matrix, and the inhi-
bition of lung fibrosis [85, 90, 93, 99, 104, 105]. The identical
positive effects were demonstrated for the important and fre-
quent clinical situations of perinatal inflammatory exposure
or intrauterine growth restriction followed by hyperoxic
injury. Both settings revealed identical beneficial effects of
MSC transplantation for all areas of interest [106, 107]. The
positive effects of exogenous MSCs on lung architecture are
not of transient nature, but follow-up examinations con-
firmed the long-term beneficial effects on inflammatory
properties in the lung and lung morphometry. Thereby,
the persistent long-term positive effects of both exogenous
MSCs despite low engraftment and rapid fade away of the
donor cells and of their conditioned media (100, 105) sug-
gest that the paracrine protective effects induced by the
transplanted stem cells might initially play a pivotal role
in tissue repair (93, 100, 105). As the donor cells fade
away, the intact host tissue that is protected by stem cell
transplantation might be responsible for the sustained
upregulation of various paracrine factors, thus the persis-
tent beneficial effects.

On a molecular level, MSC therapy leads to a reduction of
pulmonary inflammatory response to hyperoxic injury.
MSCs have a positive impact on all characteristic proinflam-
matory features. The classical proinflammatory cytokine
levels are reduced including IL-1β, IL-6, MIP-1α, and TNF-
α, and the central growth factors and anti-inflammatory
cytokines including VEGFA, HGF, and IL-10 are upregu-
lated while TGF-β1 levels are decreased. This restoration of
cytokine balance leads to an attenuated influx of inflamma-
tory macrophages and neutrophils into the lung. Further-
more, the reduced pulmonary inflammatory response was
accompanied by an increase in VEGFA and CTGF signaling
and improved lung morphology [106]. MSC transplantation
leads to the attenuation of indicators of oxidative stress,
reduction of inhibitors of metalloproteinases, adhesion mol-
ecules like RANTES, L-selectin, and soluble intercellular
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adhesion molecule-1 [104], and the preservation of mTOR
and tCRABP1 signaling which are key regulators of cell pro-
liferation and retinoic acid pathway, respectively [107].
The last but not the least, application of exogenous MSCs
preserves the production of surfactant proteins after
hyperoxic injury [91]. The beneficial impact on lung
growth with improvements in alveolar and vascular devel-
opment is accompanied by reduced cell death induction.
The reduced expression of genes involved in cell death
including the gatekeeper of apoptosis p53 is accompanied
by a diminished activation of effector caspases, fewer
number of apoptotic cells, and attenuated interstitial lung
fibrosis with a decrease in profibrotic genes like CTGF,
TIMP-1, collagen-1α, α-SMA, and TGF-β1 [85, 86, 89,
102, 108] (Figure 2).

Besides the direct anti-inflammatory action, data from
the bone marrow-derived MSC transplantation argue for
a lung self-renewal effect as their application into the
lung leads to an increase of bronchoalveolar stem cells.
[101]. Experiments in the rodent provide evidence that
MSC application contributed to the uprise of decreased
growth factors like VEGFA and HGF by paracrine secre-
tion [104, 109]. On a molecular level, RNA interference
against VEGFA in exogenous MSCs before application
to the injured lung prevented the described increase in
VEGFA and concomitantly had a negative impact on all
features of hyperoxic lung injury including influx of mac-
rophages, proinflammatory cytokine release, cell death
induction, and distortion of alveolar and vascular growth
[109] (Figure 2).

The beneficial effects of MSCs are dose dependent, and
the transplantation of low numbers of MSCs restricts the
positive effects to some of the described MSC features.
Different routes of administration have been compared,
and intratracheal and intravenous application showed
therapeutic efficacy which is in line with the data that
stem cells from nonlung tissue can contribute to the atten-
uation of lung injury [90]. Evidence suggests that the
probable dominant mode of action of MSCs is by para-
crine effects. The results from animal trials on the other
hand suggest also a direct cellular activity which cannot
be substituted by cell-free supernatants or exosome prepa-
rations and includes mitochondrial transfer. The latter
might be of high importance as pathogenesis of BPD is also
ascribed to mitochondrial dysfunction [74, 100, 110, 111].
So far, detailed data on the differences between MSC
cell-based therapies and application of cell-free extracts,
isolated microparticles, or exosomes are missing despite
the high enthusiasm about these advanced technologies
[105]. Concerns have to be raised with respect to thera-
peutic equivalence as in the rat hyperoxic model, intratra-
cheal application was superior to the intravenous route.
Whether this discrepancy can be ascribed to the dose-
response relationship remains unclear. The studies available
suggest that the therapeutic benefit of MSC cell therapy
is higher for alveolar morphology and lung fibrosis
scores which was reproduced by two independent groups
[100, 103, 108]. Ex vivo preconditioning might represent
a possibility to improve therapeutic efficiency of cell-free
extracts [88].
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Figure 2: The therapeutic potential of allogenic mesenchymal stromal cells: allogenic MSC transplantation for prevention or therapy of lung
injury has been studied in detail in the rodent model. The scheme summarizes all beneficial effects following allogenic MSC therapy with
separation of the positive effects on inflammation and organ development.
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5. Further Areas of Research with Exogenous
MSC Application

Besides the therapeutic potential of MSCs to prevent or
reduce the severity of pulmonary sequelae, all other disease
entities of the preterm infant with inflammatory properties
and loss of cell function are potential targets for cell-based
therapies. The current status of MSC-based therapies is sum-
marized in Figure 3.

The central nervous system is the second organ most
affected by injury to the preterm infant and therefore has
attracted special attention during recent years. Data obtained
in preclinical and clinical studies to date suggest a high ther-
apeutic potential of MS-based therapies for cardiovascular
diseases, gastrointestinal complications, and retinopathy of
prematurity [112–114] which represent further disease enti-
ties with dominating inflammatory properties (reviewed in
[95]). So far, most preclinical studies in the rodent model
were performed for brain pathologies of the term newborn
infant including hypoxic brain injury following perinatal
asphyxia and neonatal stroke. Actual studies also evaluated
the therapeutic potential of MSC therapy in periventricular
leukomalacia and intraventricular hemorrhage [115–128].
For intraventricular hemorrhage, the contributions of
inflammatory reaction to disease pathologies are well estab-
lished and include brain damage by cell death induction of
neurons and distortion of further myelination and gliosis
[34, 129]. In analogy to the inflammatory damage to the
immature lung, the selective therapeutic blockade of one
inflammatory pathway leads only to a modest or no improve-
ment in brain morphology. In addition, central regulatory
pathways of organ damage differ partly from that involved
in lung injury as observed for TGF-β1 signaling but can be
common regulators as for macrophage attraction and proin-
flammatory cytokine production [129–135]. Therefore, the
broader approach of targeting several inflammatory actions
as achieved with MSC treatment is reasonable and proven
efficient in the rodent model with respect to all relevant brain
pathologies including astrogliosis, myelination, cell death
induction, and prevention of posthemorrhagic hydrocepha-
lus. Morphologic benefits were accompanied by a strong
reduction in classical proinflammatory cytokines like IL-1α,
IL-1β, IL-6, and TNF-α and improved performance in
behavioral function tests [34, 122]. Brain-derived neuro-
trophic factor (BDNF) seems to play a pivotal role in the pre-
vention of brain injury, as siRNA knockdown before MSC
transplantation abrogated the beneficial effects of MSC trans-
plantation on all morphologic and functional features in the
rat model of intraventricular hemorrhage including inflam-
matory reaction, cell death induction, myelination, astroglio-
sis, attenuation of posthemorrhagic hydrocephalus, and
behavioral test performance [34, 122, 136]. Comparable
results were obtained for MSC therapy with cells overex-
pressing BDNF after hypoxic-ischemic insult and underline
the dominant function of BDNF in the brain [137].

The intraventricular route tested in some animal models
[120, 122] is restricted by the potential deleterious effects of
direct intracerebral injection. Intravenous [138], intracardial
[139], and intranasal [119, 125, 127] administration of MSCs

proved therapeutic efficiency, and intravenous application
revealed similar efficacy with respect to brain morphology
parameters and functional read-outs compared to the intra-
ventricular route despite a reduced MSC deposition in the
brain tissue [123]. Adjustment of MSC numbers transplanted
was a prerogative for comparable efficacy, and scientific data
suggest a minimal effective dose for MSC transplantation. In
contrast to the lung, repeated application proved superiority
with positive effects on the inflammatory response and neu-
ronal apoptosis, brain morphometry, and reactive astroglio-
sis [118, 119, 128, 140]. Optimal timing is much more
critical as the inflammatory reaction following IVH is
restricted to a short peak which restricts the therapeutic win-
dow [127, 136]. The limited time period can be explained by
the cessation of MSC attraction to the site of injury after the
short peak of cytokine secretion. In the model of periventri-
cular white matter injury, bone marrow MSCs were attracted
from the site of injection to the site of inflammatory
injury. The lacking differentiation of these cells into neu-
ronal cells suggests a paracrine neuroprotective effect
[120, 124, 127, 141]. As the central nervous system repre-
sents a special compartment with reduced immunologic
properties, special concerns have to be drawn to the persis-
tent prevalence of MSCs in the brain which has not been
studied for the IVH and periventricular white matter injury
models so far. In the studies on hypoxic injury, emergence
of neoplasia was not detected. [125].

Of importance, the results from the hypoxic ischemic
brain injury model suggest that combination of MSC applica-
tion with the currently practiced evidence-based therapy of
therapeutic hypothermia proved superiority compared to
each single strategy. The combined approach was the most
efficient with respect to the reduction of proinflammatory
cytokines, apoptotic cells in the brain, microgliosis, astrocy-
tosis, and functional limitations [121]. These results encour-
age the pursuit of combinatorial treatment regimens not only
in the brain but also in the lung together with therapies with
proven efficacy to prevent BPD-like surfactant application.

6. MSC Application in Phase I Clinical Trials

A pioneering phase I study to reduce the severity of BPD per-
formed in South Korea was published 3 years ago which
demonstrated superiority of exogenous MSC application
derived from the umbilical cord blood of healthy newborn
infants [94]. MSCs were applied once between days 5 and
14 of life to n = 9 infants at high risk for BPD of 24 to 26
weeks of gestation requiring mechanical ventilation and
showing deteriorating respiratory function. A significant
reduction in BPD severity was observed compared to a con-
trol cohort of untreated infants. MSCs were applied in two
slightly different dosages which do not allow any conclusion
about the optimal number of cells. As expected from the ani-
mal experiments, the extent of proinflammatory cytokine
response was reduced in the tracheal aspirates following
MSC administration and no acute toxicities or side effects
were observed until the age of approximately 3 months.
The long-term follow-up of safety and efficiency is still pend-
ing. Recently, the follow-up at the age of 2 years was
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published. Despite all the limitations due to the study size,
promising data were added for home oxygen, rehospitaliza-
tion due to pulmonary sequelae, somatic growth, and motor
development [92].

In addition to the trials to prevent BPD, two studies on
hypoxic ischemic brain encephalopathy and severe intraven-
tricular hemorrhage were conducted during the recent years.
The open-labeled study on hypoxic brain injury used autolo-
gous umbilical cord blood cells plus therapeutic hypothermia
[142]. The evaluation of acute toxicities revealed no acute
adverse reactions including cardiovascular compromise or
nosocomial infection. The standardized follow-up at the age
of 12 months revealed superiority of cell therapy with a com-
bined reduction of neurodevelopmental compromise or
death from 59% to 28%. The definite interpretation of the
data is hampered by the incomplete follow-up. The enroll-
ment within the IVH study is completed, and no acute

toxicities were preliminarily described, but psychomotor
follow-up is still awaiting publication [143].

The death of one infant in the MSC group due to sepsis at
the age of 4 months in the BPD trial and two additional
deaths due to viral infections in the intervention group
in the MSC trial for hypoxic ischemic brain injury must be
mentioned which occurred in severely handicapped infants
[92, 142]. Due to the time period of several months between
cell-based therapy and the onset of infection, a direct causal
relationship is not probable, but infectious complications
should be carefully monitored in the ongoing (follow-up)
studies [144].

Taken together, the first phase I MSC trials render prom-
ising results and advocate the further evaluation of MSC
therapy to reduce the deleterious effects of inflammatory
injury to the preterm infant. As these lesions are not
restricted to the lung and brain, actual and future studies
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Asphyxia

MSC

Further 
unknown 
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Pulmonary hypertension (PHT)

Eye

ROP

FIP

Gut
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Evidence from preclinical and phaseI clinical studies 

Evidence from preclinical studies (zu IVH, PVL, PHT)

Postulated therapeutic potential of MSC-based therapies without preclinical or clinical evidence

Figure 3: Therapeutic potential of MSC therapy in the preterm and newborn infant: beyond prevention or therapy of lung injury following
preterm birth, MSC-based therapies have a therapeutic potential for all inflammatory diseases of the preterm and newborn infant. The scheme
summarizes the current status of MSC-based therapies for the lung, brain, gut, eye, and cardiopulmonary system. The scientific knowledge is
separated into evidence from phase I clinical trials and preclinical studies mainly in rodents and a presumed therapeutic potential.
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should carefully consider all other organs prone to inflamma-
tory injury including the cardiovascular system, the gut, and
the eye (Figure 3).

7. Current Therapeutic Obstacles to
MSC Therapy

Despite the tremendous progress in the pathomechanistic
understanding of the therapeutic potential of MSC therapy
from the rodent models to overcome the deleterious effects
of inflammatory diseases in the preterm infant, the broad
application of exogenous MSCs to the preterm infant is still
hampered by a huge gap of knowledge. Central obstacles
include the following: (1) the selection of the most effective
cell preparation fulfilling quality criteria which yet have to
be defined, (2) the optimal number, time point, and route
of MSC cell administration, and (3) the need for validation
of clinical criteria to predict the infant at risk benefiting from
such a therapy. At present, MSCs represent the most promis-
ing candidates for prevention or treatment of BPD and other
inflammatory diseases of the preterm infant as MSCs proved
therapeutic efficacy in several animal models mimicking
BPD, intraventricular hemorrhage, or periventricular white
matter injury. In contrast, data on alveolar and endothelial
progenitor cells and on epithelial cells from the amniotic
fluid [145] display considerable gaps in knowledge with
respect to therapeutic efficiency and cell product preparation.
Furthermore, experience with the therapeutic potential of
endothelial progenitors is restricted to rodent models and
might be limited to paracrine effects which can solely rescue
vascular outgrowth while epithelial progenitors from the
amniotic cavity mainly limit inflammatory processes. MSCs
from umbilical cord blood from donor newborn infants can
be prepared in sufficient quantity but harbor the risks of allo-
genic transplantation although the first phase I clinical trials
did not show any short-term side effects [94, 142, 146]. Isola-
tion and expansion techniques are still not standardized har-
boring the risk of variable quality of MSC cell preparations.
Currently, MSC differentiation during expansion and related
loss of function cannot be monitored by quality control
assays, but expansion in cell culture using xeno-free media
represents a promising research direction [147]. Further-
more, expansion of autologous MSCs should be taken into
the conceptual consideration to overcome the risks and ethi-
cal concerns of allogenic transplantation. The application of
cell-free supernatants represents an alternative approach to
bypass the concerns of allogenic transplantation, but results
from animal experiments suggest that the therapeutic effi-
ciency of MSC therapy is mediated by paracrine effects and
direct cell interaction at least for BPD [93, 105, 148]. There-
fore, MSCs from the umbilical cord blood constitute cur-
rently the therapeutic option closest to clinical use. The
beneficial effects of comparatively high dosages of MSCs in
the rodent model were reproduced in the single phase I clin-
ical trial in infants, but the optimal time point for administra-
tion and MSC number remains to be determined. Data from
the rodent model suggest that the early preventive applica-
tion is superior to the late administration to the injured lung
and brain. For BPD, actual data do not allow the conclusion

that repeated applications are superior to a single dose
while repetitive treatments showed superiority for preven-
tion of the deleterious effects of intraventricular hemorrhage
[74, 104, 108, 118, 119, 123, 125, 127, 128, 140]. As the major-
ity of preterm infants can be stabilized on noninvasive venti-
lator support with or without the additional application of
surfactant during spontaneous breathing and are generally
ventilated much shorter than during the past decades, the
intratracheal route of application is restricted to the most
severely affected preterms. Uniform distribution of MSCs as
ensured for surfactant must be established for any noninva-
sive application procedure. The intravenous application con-
stitutes an appealing alternative in the preterm infant but has
not been studied at all and requires thorough preclinical eval-
uation. Whether the superiority of intratracheal application
of MSCs in the rat model can be attributed to discrepancies
in cell numbers delivered to the site of injury remains to be
determined. The observed differences in therapeutic efficacy
raise concerns about the therapeutic efficiency of the intrave-
nous route [108]. Finally, the inflammatory injuries to the
preterm infant result from complex pathophysiologies and
resulting disorders currently cannot be predicted based on
clinical parameters at birth. While risk calculators can nar-
row the population at risk, reliable biomarkers are urgently
needed for reliable patient selection and monitoring of ther-
apeutic efficiency. The trustworthy selection of infants at
high risk is a prerogative for any further therapeutic evalua-
tion of allogenic MSCs in larger scale controlled studies of
MSC-based therapies at this stage.

Experimental data on exogenous and resident pulmonary
MSCs suggest that both the application of exogenous physio-
logic cell preparation and the reprogramming of resident
pulmonary MSCs represent highly promising therapeutic
interventions. While the therapeutic potential of reprogram-
ming resident pulmonary MSCs is still at the very beginning
and limited to in vitro investigations, the application of exog-
enous MSCs requires thorough studies addressing the con-
cerns raised above. One often ignored argument against
exogenous MSC preparation is that these cells do not display
all properties inherent to resident pulmonary MSCs and that
safety issues must be taken into account concerning poten-
tial long-term side effects which require decades of research
before definitive answers can be given for the preterm situa-
tion. It is clearly established that exogenous MSCs do not
possess the capability to produce lung growth factors and
cytokines and lung-specific proteins including that of the
extracellular matrix and do not have the characteristic pro-
file of upregulated transcriptions factors specific for the lung
[23, 149, 150]. Special consideration has to be given to the
inherent immune system as MSCs can impact on immune
cell proliferation and function including dendritic cells, NK
cells, and T and B lymphocytes [70, 71, 151]. Therefore,
the reports on unexplained deaths due to severe infections
as well as the potential risk of malignant transformation in
the immune compromised preterm infant have to be evalu-
ated carefully and with respect to the long-term outcome
although current data suggest that MSCs in contrast to
embryonic stem cells do not display, that is, teratogenic
potential even during compromise of the immune system
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[92, 142, 144, 152]. Finally, it is currently impossible to pre-
dict whether genomic instability during MSC expansion is
responsible for the altered behavior in vitro during passaging
and whether cell propagation gives rise to subpopulations
with heterogeneous properties. To overcome these obstacles,
MSC-derived supernatants or exosomes represent intriguing
alternatives with promising results in first animal trials [153]
but as long as it cannot be excluded that cellular MSC com-
ponents like mitochondria contribute to the protection from
inflammatory injury—especially since MSC-derived exo-
somes showed mitochondria-like aerobic metabolism in
one study [154]—a lot of preclinical research activity is
needed before safe introduction into clinical trials.

Taken together, MSC-based therapies represent a highly
promising research field to ameliorate or overcome the dele-
terious effects of overwhelming inflammation in the preterm
infant. Despite the tremendous progress in pathomechanistic
understanding obtained from animal trials during the recent
years and the first promising phase I clinical trials, a lot of
research effort is needed to bring the optimized MSC product
into the upcoming clinical trials. As we have learned from the
multicenter studies from the past, the look at the long-term
aspects is of central importance for the overall and sustained
success of stem cell-based therapies in the preterm infant.

Disclosure

Judith Gronbach and Tayyab Shahzad share first authorship.

Conflicts of Interest

The authors declare that there is no conflict of interest
regarding the publication of this paper.

Authors’ Contributions

Judith Gronbach, Tayyab Shahzad, and Harald Ehrhardt
drafted the manuscript and designed the figures. Tobias
Reicherzer provided valuable intellectual input. Sarah
Radajewski, Cho-Ming Chao, Saverio Bellusci, Rory E.
Morty, and Tobias Reicherzer edited and revised the
manuscript. All authors read and approved the final version
of the manuscript.

Acknowledgments

The authors highly appreciate the realization of figure layout
by CE Marketing & PR Services, Germany. This work was
supported by research grants from the University Medical
Center Gießen and Marburg (UKGM 7-2013GI) and
Von-Behring-Röntgen-Stiftung (63-0009 and COST BM1201).

References

[1] L. da Silva Meirelles, P. C. Chagastelles, and N. B. Nardi,
“Mesenchymal stem cells reside in virtually all post-natal
organs and tissues,” Journal of Cell Science, vol. 119, no. 11,
pp. 2204–2213, 2006.

[2] S. Aggarwal and M. F. Pittenger, “Human mesenchymal stem
cells modulate allogeneic immune cell responses,” Blood,
vol. 105, no. 4, pp. 1815–1822, 2005.

[3] E. El Agha, R. Kramann, R. K. Schneider et al., “Mesenchymal
stem cells in fibrotic disease,” Cell Stem Cell, vol. 21, no. 2,
pp. 166–177, 2017.

[4] E. Bancalari and A. Gonzalez, “Clinical course and lung func-
tion abnormalities during development of neonatal chronic
lung disease,” in Chronic Lung Disease in Early Infancy, R.
D. Bland and J. J. Coalson, Eds., pp. 41–64, Marcel Dekker,
New York City, NY, USA, 2000.

[5] L. Gortner, B. Misselwitz, D. Milligan et al., “Rates of bronch-
opulmonary dysplasia in very preterm neonates in Europe:
results from the MOSAIC cohort,” Neonatology, vol. 99,
no. 2, pp. 112–117, 2011.

[6] A. H. Jobe and E. Bancalari, “Bronchopulmonary dysplasia,”
American Journal of Respiratory and Critical Care Medicine,
vol. 163, no. 7, pp. 1723–1729, 2001.

[7] R. A. Ehrenkranz, M. C. Walsh, B. R. Vohr et al., “Validation
of the National Institutes of Health consensus definition of
bronchopulmonary dysplasia,” Pediatrics, vol. 116, no. 6,
pp. 1353–1360, 2005.

[8] L. W. Doyle, B. Faber, C. Callanan, N. Freezer, G. W. Ford,
and N. M. Davis, “Bronchopulmonary dysplasia in very low
birth weight subjects and lung function in late adolescence,”
Pediatrics, vol. 118, no. 1, pp. 108–113, 2006.

[9] L. Didon, A. B. Roos, G. P. Elmberger, F. J. Gonzalez, and
M. Nord, “Lung-specific inactivation of CCAAT/enhancer
binding protein α causes a pathological pattern characteristic
of COPD,” European Respiratory Journal, vol. 35, no. 1,
pp. 186–197, 2010.

[10] N. Wood, K. Costeloe, A. T. Gibson et al., “The EPICure
study: associations and antecedents of neurological and devel-
opmental disability at 30 months of age following extremely
preterm birth,” Archives of Disease in Childhood-Fetal and
Neonatal Edition, vol. 90, no. 2, pp. F134–F140, 2005.

[11] P. M. Lavoie, C. Pham, and K. L. Jang, “Heritability of
bronchopulmonary dysplasia, defined according to the con-
sensus statement of the National Institutes of Health,” Pediat-
rics, vol. 122, no. 3, pp. 479–485, 2008.

[12] T. Shahzad, S. Radajewski, C.-M. Chao, S. Bellusci, and
H. Ehrhardt, “Pathogenesis of bronchopulmonary dysplasia:
when inflammation meets organ development,” Molecular
and Cellular Pediatrics, vol. 3, no. 1, p. 23, 2016.

[13] V. Compernolle, K. Brusselmans, T. Acker et al., “Loss of
HIF-2α and inhibition of VEGF impair fetal lung maturation,
whereas treatment with VEGF prevents fatal respiratory dis-
tress in premature mice,” Nature Medicine, vol. 8, no. 7,
pp. 702–710, 2002.

[14] U. Weichelt, R. Cay, T. Schmitz et al., “Prevention of
hyperoxia-mediated pulmonary inflammation in neonatal
rats by caffeine,” European Respiratory Journal, vol. 41,
no. 4, pp. 966–973, 2013.

[15] A. Hilgendorff, I. Reiss, H. Ehrhardt, O. Eickelberg, and C. M.
Alvira, “Chronic lung disease in the preterm infant. Lessons
learned from animal models,” American Journal of Respira-
tory Cell and Molecular Biology, vol. 50, no. 2, 2014.

[16] P. Oak, T. Pritzke, I. Thiel et al., “Attenuated PDGF signaling
drives alveolar and microvascular defects in neonatal chronic
lung disease,” EMBO Molecular Medicine, vol. 9, no. 11,
pp. 1504–1520, 2017.

10 Stem Cells International



[17] W.H.Northway Jr, R. C. Rosan, andD. Y. Porter, “Pulmonary
disease following respirator therapy of hyaline-membrane
disease — bronchopulmonary dysplasia,” The New England
Journal of Medicine, vol. 276, no. 7, pp. 357–368, 1967.

[18] K. R. Stenmark and S. H. Abman, “Lung vascular develop-
ment: implications for the pathogenesis of bronchopulmon-
ary dysplasia,” Annual Review of Physiology, vol. 67, no. 1,
pp. 623–661, 2005.

[19] A. P. Popova, J. Kelley Bentley, A. C. Anyanwu et al.,
“Glycogen synthase kinase-3β/β-catenin signaling regulates
neonatal lung mesenchymal stromal cell myofibroblastic
differentiation,” American Journal of Physiology Lung Cel-
lular and Molecular Physiology, vol. 303, no. 5, pp. L439–
L448, 2012.

[20] T. J. Witsch, G. Niess, E. Sakkas et al., “Transglutaminase 2: a
new player in bronchopulmonary dysplasia?,” European
Respiratory Journal, vol. 44, no. 1, pp. 109–121, 2014.

[21] T. J. Witsch, P. Turowski, E. Sakkas et al., “Deregulation of
the lysyl hydroxylase matrix cross-linking system in experi-
mental and clinical bronchopulmonary dysplasia,” American
Journal of Physiology Lung Cellular andMolecular Physiology,
vol. 306, no. 3, pp. L246–L259, 2014.

[22] K. H. Albertine, G. P. Jones, B. C. STarcher et al., “Chronic
lung injury in preterm lambs: disordered respiratory tract
development,” American Journal of Respiratory and Critical
Care Medicine, vol. 159, no. 3, pp. 945–958, 1999.

[23] P. D. Bozyk, A. P. Popova, J. K. Bentley et al., “Mesenchymal
stromal cells from neonatal tracheal aspirates demonstrate a
pattern of lung-specific gene expression,” Stem Cells and
Development, vol. 20, no. 11, pp. 1995–2007, 2011.

[24] H. Boström, K. Willetts, M. Pekny et al., “PDGF-A signaling
is a critical event in lung alveolar myofibroblast development
and alveogenesis,” Cell, vol. 85, no. 6, pp. 863–873, 1996.

[25] H. Ehrhardt, T. Pritzke, P. Oak et al., “Absence of TNF-α
enhances inflammatory response in the newborn lung under-
going mechanical ventilation,” American Journal of Physiol-
ogy Lung Cellular and Molecular Physiology, vol. 310,
no. 10, pp. L909–L918, 2016.

[26] S. K. Ahlfeld and S. J. Conway, “Aberrant signaling pathways
of the lung mesenchyme and their contributions to the path-
ogenesis of bronchopulmonary dysplasia,” Birth Defects
Research Part A: Clinical and Molecular Teratology, vol. 94,
no. 1, pp. 3–15, 2012.

[27] C.-M. Chao, E. El Agha, C. Tiozzo, P. Minoo, and S. Bellusci,
“A breath of fresh air on the mesenchyme: impact of
impaired mesenchymal development on the pathogenesis of
bronchopulmonary dysplasia,” Frontiers in Medicine, vol. 2,
2015.

[28] J. Gauldie, T. Galt, P. Bonniaud, C. Robbins, M. Kelly, and
D. Warburton, “Transfer of the active form of transforming
growth factor-β1 gene to newborn rat lung induces changes
consistent with bronchopulmonary dysplasia,” The American
Journal of Pathology, vol. 163, no. 6, pp. 2575–2584, 2003.

[29] P. Bonniaud, M. Kolb, T. Galt et al., “Smad3 null mice
develop airspace enlargement and are resistant to TGF-
β-mediated pulmonary fibrosis,” The Journal of Immunol-
ogy, vol. 173, no. 3, pp. 2099–2108, 2004.

[30] T. S. Blackwell, A. N. Hipps, Y. Yamamoto et al., “NF-κB
signaling in fetal lung macrophages disrupts airway morpho-
genesis,” The Journal of Immunology, vol. 187, no. 5,
pp. 2740–2747, 2011.

[31] C. Iosef, T.-P. Alastalo, Y. Hou et al., “Inhibiting NF-κB in the
developing lung disrupts angiogenesis and alveolarization,”
American Journal of Physiology Lung Cellular and Molecular
Physiology, vol. 302, no. 10, pp. L1023–L1036, 2012.

[32] S. McKenna, K. A. Michaelis, F. Agboke et al., “Sustained
hyperoxia-induced NF-κB activation improves survival and
preserves lung development in neonatal mice,” American
Journal of Physiology Lung Cellular andMolecular Physiology,
vol. 306, no. 12, pp. L1078–L1089, 2014.

[33] Y. Hou, M. Liu, C. Husted et al., “Activation of the nuclear
factor-κB pathway during postnatal lung inflammation pre-
serves alveolarization by suppressing macrophage inflamma-
tory protein-2,” American Journal of Physiology Lung Cellular
and Molecular Physiology, vol. 309, no. 6, pp. L593–L604,
2015.

[34] S. Y. Ahn, Y. S. Chang, and W. S. Park, “Mesenchymal stem
cells transplantation for neuroprotection in preterm infants
with severe intraventricular hemorrhage,” Korean journal of
pediatrics, vol. 57, no. 6, pp. 251–256, 2014.

[35] M. E. Hartnett and J. S. Penn, “Mechanisms andmanagement
of retinopathy of prematurity,” The New England Journal of
Medicine, vol. 367, no. 26, pp. 2515–2526, 2012.

[36] P. C. Ng, “Biomarkers of necrotising enterocolitis,” Seminars
in Fetal & Neonatal Medicine, vol. 19, no. 1, pp. 33–38, 2014.

[37] Z. Hodzic, A. M. Bolock, and M. Good, “The role of mucosal
immunity in the pathogenesis of necrotizing enterocolitis,”
Frontiers in Pediatrics, vol. 5, p. 40, 2017.

[38] A. M. Nuyt, J.-C. Lavoie, I. Mohamed, K. Paquette, and T. M.
Luu, “Adult consequences of extremely preterm birth: cardio-
vascular andmetabolic diseases risk factors, mechanisms, and
prevention avenues,” Clinics in Perinatology, vol. 44, no. 2,
pp. 315–332, 2017.

[39] M. Tare, J. G. Bensley, T. J. M. Moss et al., “Exposure to intra-
uterine inflammation leads to impaired function and altered
structure in the preterm heart of fetal sheep,” Clinical Science,
vol. 127, no. 9, pp. 559–569, 2014.

[40] B. J. Stoll, N. I. Hansen, E. F. Bell et al., “Neonatal out-
comes of extremely preterm infants from the NICHD neona-
tal research network,” Pediatrics, vol. 126, no. 3, pp. 443–456,
2010.

[41] G. R. Alexander and M. Slay, “Prematurity at birth: trends,
racial disparities, and epidemiology,” Developmental Disabil-
ities Research Reviews, vol. 8, no. 4, pp. 215–220, 2002.

[42] B. J. Stoll, N. I. Hansen, E. F. Bell et al., “Trends in care prac-
tices, morbidity, and mortality of extremely preterm neo-
nates, 1993-2012,” JAMA, vol. 314, no. 10, pp. 1039–1051,
2015.

[43] C. T. McEvoy, L. Jain, B. Schmidt, S. Abman, E. Bancalari,
and J. L. Aschner, “Bronchopulmonary dysplasia: NHLBI
workshop on the primary prevention of chronic lung dis-
eases,” Annals of the American Thoracic Society, vol. 11,
Supplement 3, pp. S146–S153, 2014.

[44] K. S. Beam, S. Aliaga, S. K. Ahlfeld, M. Cohen-Wolkowiez,
P. B. Smith, andM. M. Laughon, “A systematic review of ran-
domized controlled trials for the prevention of bronchopul-
monary dysplasia in infants,” Journal of perinatology,
vol. 34, no. 9, pp. 705–710, 2014.

[45] M. Sanchez-Solis, V. Perez-Fernandez, V. Bosch-Gimenez,
J. J. Quesada, and L. Garcia-Marcos, “Lung function gain in
preterm infants with and without bronchopulmonary dyspla-
sia,” Pediatric Pulmonology, vol. 51, no. 9, pp. 936–942, 2016.

11Stem Cells International



[46] K. J. Barrington, “The adverse neuro-developmental effects of
postnatal steroids in the preterm infant: a systematic review
of RCTs,” BMC Pediatrics, vol. 1, no. 1, p. 1, 2001.

[47] F. Gao, S. M. Chiu, D. A. L. Motan et al., “Mesenchymal stem
cells and immunomodulation: current status and future pros-
pects,” Cell Death & Disease, vol. 7, no. 1, article e2062, 2016.

[48] J. J. Collins and B. Thébaud, “Lung mesenchymal stromal
cells in development and disease: to serve and protect?,” Anti-
oxidants & redox signaling, vol. 21, no. 13, pp. 1849–1862,
2014.

[49] R. Rohban and T. R. Pieber, “Mesenchymal stem and progen-
itor cells in regeneration: tissue specificity and regenerative
potential,” Stem Cells International, vol. 2017, Article ID
5173732, 16 pages, 2017.

[50] M. E. Kumar, P. E. Bogard, F. Hernán Espinoza, D. B. Menke,
D. M. Kingsley, and M. A. Krasnow, “Defining a mesenchy-
mal progenitor niche at single-cell resolution,” Science,
vol. 346, no. 6211, article 1258810, 2014.

[51] K. U. Hong, S. D. Reynolds, S. Watkins, E. Fuchs, and B. R.
Stripp, “In vivo differentiation potential of tracheal basal
cells: evidence for multipotent and unipotent subpopula-
tions,” American Journal of Physiology Lung Cellular and
Molecular Physiology, vol. 286, no. 4, pp. L643–L649, 2004.

[52] K. U. Hong, S. D. Reynolds, S. Watkins, E. Fuchs, and B. R.
Stripp, “Basal cells are a multipotent progenitor capable of
renewing the bronchial epithelium,” The American Journal
of Pathology, vol. 164, no. 2, pp. 577–588, 2004.

[53] A. Giangreco, H. Shen, S. D. Reynolds, and B. R. Stripp,
“Molecular phenotype of airway side population cells,”
American Journal of Physiology Lung Cellular and Molecu-
lar Physiology, vol. 286, no. 4, pp. L624–L630, 2004.

[54] R. Reddy, S. Buckley, M. Doerken et al., “Isolation of a puta-
tive progenitor subpopulation of alveolar epithelial type 2
cells,” American Journal of Physiology-Lung Cellular and
Molecular Physiology, vol. 286, no. 4, pp. L658–L667, 2004.

[55] J. Kajstura, M. Rota, S. R. Hall et al., “Evidence for human
lung stem cells,” The New England Journal of Medicine,
vol. 364, no. 19, pp. 1795–1806, 2011.

[56] D. Irwin, K. Helm, N. Campbell et al., “Neonatal lung side
population cells demonstrate endothelial potential and are
altered in response to hyperoxia-induced lung simplifica-
tion,” American Journal of Physiology Lung Cellular and
Molecular Physiology, vol. 293, no. 4, pp. L941–L951, 2007.

[57] V. Balasubramaniam, C. F. Mervis, A. M. Maxey, N. E.
Markham, and S. H. Abman, “Hyperoxia reduces bone
marrow, circulating, and lung endothelial progenitor cells
in the developing lung: implications for the pathogenesis
of bronchopulmonary dysplasia,” American Journal of Physi-
ology Lung Cellular and Molecular Physiology, vol. 292, no. 5,
pp. L1073–L1084, 2007.

[58] C. D. Baker, V. Balasubramaniam, P. M. Mourani et al.,
“Cord blood angiogenic progenitor cells are decreased in
bronchopulmonary dysplasia,” European Respiratory Jour-
nal, vol. 40, no. 6, pp. 1516–1522, 2012.

[59] C. D. Baker, S. L. Ryan, D. A. Ingram, G. J. Seedorf, S. H.
Abman, and V. Balasubramaniam, “Endothelial colony-
forming cells from preterm infants are increased and more
susceptible to hyperoxia,” American Journal of Respiratory
and Critical Care Medicine, vol. 180, no. 5, pp. 454–461, 2009.

[60] A. Borghesi, M. Massa, R. Campanelli et al., “Circulating
endothelial progenitor cells in preterm infants with

bronchopulmonary dysplasia,” American Journal of Respira-
tory and Critical Care Medicine, vol. 180, no. 6, pp. 540–
546, 2009.

[61] C. D. Baker, G. J. Seedorf, B. L. Wisniewski et al., “Endothelial
colony-forming cell conditioned media promote angiogene-
sis in vitro and prevent pulmonary hypertension in experi-
mental bronchopulmonary dysplasia,” American Journal of
Physiology Lung Cellular and Molecular Physiology, vol. 305,
no. 1, pp. L73–L81, 2013.

[62] V. Balasubramaniam, S. L. Ryan, G. J. Seedorf et al., “Bone
marrow-derived angiogenic cells restore lung alveolar and
vascular structure after neonatal hyperoxia in infant mice,”
American Journal of Physiology-Lung Cellular and Molecular
Physiology, vol. 298, no. 3, pp. L315–L323, 2010.

[63] R. S. Alphonse, A. Vadivel, M. Fung et al., “Existence, func-
tional impairment, and lung repair potential of endothelial
colony-forming cells in oxygen-induced arrested alveolar
growth,” Circulation, vol. 129, no. 21, pp. 2144–2157, 2014.

[64] M. A. Möbius and M. Rüdiger, “Mesenchymal stromal cells
in the development and therapy of bronchopulmonary dys-
plasia,” Molecular and Cellular Pediatrics, vol. 3, no. 1,
p. 18, 2016.

[65] P. R. Amable, M. V. Teixeira, R. B. Carias, J. Granjeiro, and
R. Borojevic, “Protein synthesis and secretion in human mes-
enchymal cells derived from bone marrow, adipose tissue and
Wharton’s jelly,” Stem Cell Research & Therapy, vol. 5, no. 2,
p. 53, 2014.

[66] C. M. Chao, F. Yahya, A. Moiseenko et al., “Fgf10 deficiency is
causative for lethality in a mouse model of bronchopulmon-
ary dysplasia,” The Journal of Pathology, vol. 241, no. 1,
pp. 91–103, 2017.

[67] A. Moiseenko, V. Kheirollahi, C. M. Chao et al., “Origin and
characterization of alpha smooth muscle actin-positive cells
during murine lung development,” Stem Cells, vol. 35, no. 6,
pp. 1566–1578, 2017.

[68] D. M. Silva, C. Nardiello, A. Pozarska, and R. E. Morty,
“Recent advances in the mechanisms of lung alveolarization
and the pathogenesis of bronchopulmonary dysplasia,”
American Journal of Physiology Lung Cellular and Molecular
Physiology, vol. 309, no. 11, pp. L1239–L1272, 2015.

[69] J. Ruiz-Camp and R. E. Morty, “Divergent fibroblast growth
factor signaling pathways in lung fibroblast subsets: where
do we go from here?,” American Journal of Physiology Lung
Cellular and Molecular Physiology, vol. 309, no. 8,
pp. L751–L755, 2015.

[70] K. Le Blanc, “Mesenchymal stromal cells: tissue repair and
immune modulation,” Cytotherapy, vol. 8, no. 6, pp. 559–
561, 2006.

[71] N. G. Singer and A. I. Caplan, “Mesenchymal stem cells:
mechanisms of inflammation,” Annual Review of Pathology:
Mechanisms of Disease, vol. 6, no. 1, pp. 457–478, 2011.

[72] H. Fujinaga, C. D. Baker, S. L. Ryan et al., “Hyperoxia dis-
rupts vascular endothelial growth factor-nitric oxide signal-
ing and decreases growth of endothelial colony-forming
cells from preterm infants,” American Journal of Physiology
Lung Cellular and Molecular Physiology, vol. 297, no. 6,
pp. L1160–L1169, 2009.

[73] P. F. Vassallo, S. Simoncini, I. Ligi et al., “Accelerated senes-
cence of cord blood endothelial progenitor cells in premature
neonates is driven by SIRT1 decreased expression,” Blood,
vol. 123, no. 13, pp. 2116–2126, 2014.

12 Stem Cells International



[74] T. van Haaften, R. Byrne, S. Bonnet et al., “Airway delivery of
mesenchymal stem cells prevents arrested alveolar growth in
neonatal lung injury in rats,” American Journal of Respiratory
and Critical Care Medicine, vol. 180, no. 11, pp. 1131–1142,
2009.

[75] M. Shakibaei, P. Shayan, F. Busch et al., “Resveratrol medi-
ated modulation of Sirt-1/Runx2 promotes osteogenic dif-
ferentiation of mesenchymal stem cells: potential role of
Runx2 deacetylation,” PLoS One, vol. 7, no. 4, article
e35712, 2012.

[76] H.-F. Yuan, C. Zhai, X. L. Yan et al., “SIRT1 is required
for long-term growth of human mesenchymal stem cells,”
Journal of Molecular Medicine, vol. 90, no. 4, pp. 389–
400, 2012.

[77] S. Minagawa, J. Araya, T. Numata et al., “Accelerated epithe-
lial cell senescence in IPF and the inhibitory role of SIRT6 in
TGF-β-induced senescence of human bronchial epithelial
cells,” American Journal of Physiology Lung Cellular and
Molecular Physiology, vol. 300, no. 3, pp. L391–L401, 2011.

[78] O. Khwaja and J. Volpe, “Pathogenesis of cerebral white mat-
ter injury of prematurity,” Archives of Disease in Childhood-
Fetal and Neonatal Edition, vol. 93, no. 2, pp. F153–F161,
2008.

[79] K. T. Hennrick, A. G. Keeton, S. Nanua et al., “Lung cells
from neonates show a mesenchymal stem cell phenotype,”
American Journal of Respiratory and Critical Care Medicine,
vol. 175, no. 11, pp. 1158–1164, 2007.

[80] M. Dominici, K. le Blanc, I. Mueller et al., “Minimal criteria
for defining multipotent mesenchymal stromal cells. The
International Society for Cellular Therapy position state-
ment,” Cytotherapy, vol. 8, no. 4, pp. 315–317, 2006.

[81] T. Reicherzer, S. Häffner, T. Shahzad et al., “Pro-inflamma-
tory NFκB activation alters the phenotype of tracheal aspirate
MSC in preterm infants developing severe BPD,” AJP LUNG,
2018.

[82] A. L. Ponte, E. Marais, N. Gallay et al., “The in vitro migration
capacity of human bone marrow mesenchymal stem cells:
comparison of chemokine and growth factor chemotactic
activities,” Stem Cells, vol. 25, no. 7, pp. 1737–1745, 2007.

[83] A. P. Popova, P. D. Bozyk, A. M. Goldsmith et al., “Autocrine
production of TGF-β1 promotes myofibroblastic differentia-
tion of neonatal lung mesenchymal stem cells,” American
Journal of Physiology Lung Cellular andMolecular Physiology,
vol. 298, no. 6, pp. L735–L743, 2010.

[84] A. P. Popova, J. K. Bentley, T. X. Cui et al., “Reduced platelet-
derived growth factor receptor expression is a primary fea-
ture of human bronchopulmonary dysplasia,” American
Journal of Physiology Lung Cellular andMolecular Physiology,
vol. 307, no. 3, pp. L231–L239, 2014.

[85] H. Zhang, J. Fang, H. Su et al., “Bone marrow mesenchymal
stem cells attenuate lung inflammation of hyperoxic newborn
rats,” Pediatric Transplantation, vol. 16, no. 6, pp. 589–598,
2012.

[86] Y. Luan, W. Ding, Z.-Y. Ju, Z.-H. Zhang, X. Zhang, and
F. Kong, “Bone marrow-derivedmesenchymal stem cells pro-
tect against lung injury in a mouse model of bronchopulmon-
ary dysplasia,” Molecular Medicine Reports, vol. 11, no. 3,
pp. 1945–1950, 2015.

[87] H. Zhang, J. Fang, Y. Wu, Y. Mai, W. Lai, and H. Su, “Mesen-
chymal stem cells protect against neonatal rat hyperoxic lung
injury,” Expert Opinion on Biological Therapy, vol. 13, no. 6,
pp. 817–829, 2013.

[88] P. Waszak, R. Alphonse, A. Vadivel, L. Ionescu, F. Eaton, and
B. Thébaud, “Preconditioning enhances the paracrine effect
of mesenchymal stem cells in preventing oxygen-induced
neonatal lung injury in rats,” Stem Cells and Development,
vol. 21, no. 15, pp. 2789–2797, 2012.

[89] M. Aslam, R. Baveja, O. D. Liang et al., “Bone marrow stro-
mal cells attenuate lung injury in a murine model of neonatal
chronic lung disease,” American Journal of Respiratory and
Critical Care Medicine, vol. 180, no. 11, pp. 1122–1130, 2009.

[90] Y. S. Chang, S. J. Choi, D. K. Sung et al., “Intratracheal
transplantation of human umbilical cord blood-derived mes-
enchymal stem cells dose-dependently attenuates hyperoxia-
induced lung injury in neonatal rats,” Cell Transplantation,
vol. 20, no. 11-12, pp. 1843–1854, 2011.

[91] Y. S. Chang, W. Oh, S. J. Choi et al., “Human umbilical cord
blood-derived mesenchymal stem cells attenuate hyperoxia-
induced lung injury in neonatal rats,” Cell Transplantation,
vol. 18, no. 8, pp. 869–886, 2009.

[92] S. Y. Ahn, Y. S. Chang, J. H. Kim, S. I. Sung, and W. S. Park,
“Two-year follow-up outcomes of premature infants enrolled
in the phase I trial of mesenchymal stem cells transplantation
for bronchopulmonary dysplasia,” The Journal of Pediatrics,
vol. 185, pp. 49–54.e2, 2017.

[93] S. Y. Ahn, Y. S. Chang, S. Y. Kim et al., “Long-term (postnatal
day 70) outcome and safety of intratracheal transplantation
of human umbilical cord blood-derived mesenchymal stem
cells in neonatal hyperoxic lung injury,” Yonsei Medical Jour-
nal, vol. 54, no. 2, pp. 416–424, 2013.

[94] Y. S. Chang, S. Y. Ahn, H. S. Yoo et al., “Mesenchymal stem
cells for bronchopulmonary dysplasia: phase 1 dose-
escalation clinical trial,” The Journal of pediatrics, vol. 164,
no. 5, pp. 966–972.e6, 2014.

[95] D. Zhu, E. M. Wallace, and R. Lim, “Cell-based therapies for
the preterm infant,” Cytotherapy, vol. 16, no. 12, pp. 1614–
1628, 2014.

[96] M. E. Fung and B. Thébaud, “Stem cell–based therapy for
neonatal lung disease: it is in the juice,” Pediatric Research,
vol. 75, no. 1-1, pp. 2–7, 2014.

[97] Z. Tian, J. du, B. Wang, X. Y. Hong, and Z. C. Feng, “Intrave-
nous infusion of rat bone marrow-derived mesenchymal
stem cells ameliorates hyperoxia-induced lung injury in neo-
natal rats,” Nan fang yi ke da xue xue bao=Journal of South-
ern Medical University, vol. 27, no. 11, pp. 1692–1695, 2007.

[98] Z. Tian, J. Du, X. M. Fu, B. Wang, X. Y. Hong, and Z. C. Feng,
“Influence of human bone marrow-derived mesenchymal
stem cells on the lung of newborn rats damaged by hyper-
oxia,” Zhonghua er ke za zhi= Chinese journal of pediatrics,
vol. 46, no. 1, pp. 4–8, 2008.

[99] G. Hansmann, A. Fernandez-Gonzalez, M. Aslam et al.,
“Mesenchymal stem cell-mediated reversal of bronchopul-
monary dysplasia and associated pulmonary hypertension,”
Pulmonary circulation, vol. 2, no. 2, pp. 170–181, 2012.

[100] R. P. Sutsko, K. C. Young, A. Ribeiro et al., “Long-term repar-
ative effects of mesenchymal stem cell therapy following neo-
natal hyperoxia-induced lung injury,” Pediatric Research,
vol. 73, no. 1, pp. 46–53, 2012.

[101] K. A. Tropea, E. Leder, M. Aslam et al., “Bronchioalveolar
stem cells increase after mesenchymal stromal cell treatment
in a mouse model of bronchopulmonary dysplasia,” Ameri-
can Journal of Physiology Lung Cellular and Molecular Phys-
iology, vol. 302, no. 9, pp. L829–L837, 2012.

13Stem Cells International



[102] X. Zhang, H. Wang, Y. Shi et al., “Role of bone marrow-
derived mesenchymal stem cells in the prevention of
hyperoxia-induced lung injury in newborn mice,” Cell Biol-
ogy International, vol. 36, no. 6, pp. 589–594, 2012.

[103] S. Gülaşı, A. Atıcı, Ş. N. Yılmaz et al., “Mesenchymal stem cell
treatment in hyperoxia-induced lung injury in newborn rats,”
Pediatrics International, vol. 58, no. 3, pp. 206–213, 2015.

[104] Y. S. Chang, S. J. Choi, S. Y. Ahn et al., “Timing of umbilical
cord blood derived mesenchymal stem cells transplantation
determines therapeutic efficacy in the neonatal hyperoxic
lung injury,” PLoS One, vol. 8, no. 1, article e52419, 2013.

[105] M. Pierro, L. Ionescu, T. Montemurro et al., “Short-term,
long-term and paracrine effect of human umbilical cord-
derived stem cells in lung injury prevention and repair
in experimental bronchopulmonary dysplasia,” Thorax,
vol. 68, no. 5, pp. 475–484, 2013.

[106] H.-C. Chou, Y.-T. Li, and C.-M. Chen, “Human mesenchy-
mal stem cells attenuate experimental bronchopulmonary
dysplasia induced by perinatal inflammation and hyperoxia,”
American Journal of Translational Research, vol. 8, no. 2,
pp. 342–353, 2016.

[107] D. Monz, E. Tutdibi, C. Mildau et al., “Human umbilical cord
blood mononuclear cells in a double-hit model of broncho-
pulmonary dysplasia in neonatal mice,” PLoS One, vol. 8,
no. 9, article e74740, 2013.

[108] D. K. Sung, Y. S. Chang, S. Y. Ahn et al., “Optimal route for
human umbilical cord blood-derived mesenchymal stem cell
transplantation to protect against neonatal hyperoxic lung
injury: gene expression profiles and histopathology,” PLoS
One, vol. 10, no. 8, article e0135574, 2015.

[109] Y. S. Chang, S. Y. Ahn, H. B. Jeon et al., “Critical role of vas-
cular endothelial growth factor secreted by mesenchymal
stem cells in hyperoxic lung injury,” American Journal of
Respiratory Cell and Molecular Biology, vol. 51, no. 3,
pp. 391–399, 2014.

[110] R. L. Morton, D. Iklé, and C. W. White, “Loss of lung mito-
chondrial aconitase activity due to hyperoxia in bronchopul-
monary dysplasia in primates,” American Journal of
Physiology Lung Cellular and Molecular Physiology, vol. 274,
no. 1, pp. L127–L133, 1998.

[111] V. Ratner, A. Starkov, D. Matsiukevich, R. A. Polin, and V. S.
Ten, “Mitochondrial dysfunction contributes to alveolar
developmental arrest in hyperoxia-exposed mice,” American
Journal of Respiratory Cell and Molecular Biology, vol. 40,
no. 5, pp. 511–518, 2009.

[112] C. Y. Lee, R. Kim, O. Ham et al., “Therapeutic potential of
stem cells strategy for cardiovascular diseases,” Stem Cells
International, vol. 2016, 10 pages, 2016.

[113] C. Roubeix, A. Denoyer, F. Brignole-Baudouin, and
C. Baudouin, “Mesenchymal stem cell therapy, a new hope
for eye disease,” Journal francais d'ophtalmologie, vol. 38,
no. 8, pp. 764–775, 2015.

[114] G. Dothel, E. Raschi, R. Rimondini, and F. de Ponti, “Mesen-
chymal stromal cell-based therapy: regulatory and transla-
tional aspects in gastroenterology,” World Journal of
Gastroenterology, vol. 22, no. 41, pp. 9057–9068, 2016.

[115] C. T. van Velthoven, M. Dzietko, M. F. Wendland et al.,
“Mesenchymal stem cells attenuate MRI-identifiable injury,
protect white matter, and improve long-term functional out-
comes after neonatal focal stroke in rats,” Journal of Neurosci-
ence Research, vol. 95, no. 5, pp. 1225–1236, 2017.

[116] C. T. van Velthoven, R. A. Sheldon, A. Kavelaars et al., “Mes-
enchymal stem cell transplantation attenuates brain injury
after neonatal stroke,” Stroke, vol. 44, no. 5, pp. 1426–1432,
2013.

[117] C. T. van Velthoven et al., “Mesenchymal stem cells restore
cortical rewiring after neonatal ischemia in mice,” Annals of
Neurology, vol. 71, no. 6, pp. 785–796, 2012.

[118] C. T. van Velthoven, A. Kavelaars, F. van Bel, and C. J.
Heijnen, “Mesenchymal stem cell transplantation changes
the gene expression profile of the neonatal ischemic brain,”
Brain, Behavior, and Immunity, vol. 25, no. 7, pp. 1342–
1348, 2011.

[119] C. T. Van Velthoven, A. Kavelaars, F. van Bel, and C. J.
Heijnen, “Nasal administration of stem cells: a promising
novel route to treat neonatal ischemic brain damage,”
Pediatric Research, vol. 68, pp. 1–422, 2010.

[120] E. S. Kim, S. Y. Ahn, G. H. Im et al., “Human umbilical cord
blood–derived mesenchymal stem cell transplantation atten-
uates severe brain injury by permanent middle cerebral artery
occlusion in newborn rats,” Pediatric Research, vol. 72, no. 3,
pp. 277–284, 2012.

[121] W. S. Park, S. In Sung, S. Y. Ahn et al., “Hypothermia aug-
ments neuroprotective activity of mesenchymal stem cells
for neonatal hypoxic-ischemic encephalopathy,” PLoS One,
vol. 10, no. 3, article e0120893, 2015.

[122] S. Y. Ahn, Y. S. Chang, D. K. Sung et al., “Mesenchymal stem
cells prevent hydrocephalus after severe intraventricular
hemorrhage,” Stroke, vol. 44, no. 2, pp. 497–504, 2013.

[123] S. Y. Ahn, Y. S. Chang, D. K. Sung et al., “Optimal route for
mesenchymal stem cells transplantation after severe intra-
ventricular hemorrhage in newborn rats,” PLoS One,
vol. 10, no. 7, article e0132919, 2015.

[124] S. Y. Ahn, Y. S. Chang, D. K. Sung, S. I. Sung, J. Y. Ahn, and
W. S. Park, “Pivotal role of brain derived neurotrophic factor
secreted by mesenchymal stem cells in severe intraventricular
hemorrhage in the newborn rats,” Cell Transplantation,
vol. 26, no. 1, pp. 145–156, 2016.

[125] V. Donega, C. H. Nijboer, C. T. J. van Velthoven et al.,
“Assessment of long-term safety and efficacy of intranasal
mesenchymal stem cell treatment for neonatal brain injury
in the mouse,” Pediatric Research, vol. 78, no. 5, pp. 520–
526, 2015.

[126] A. M. Comi, E. Cho, J. D.Mulholland et al., “Neural stem cells
reduce brain injury after unilateral carotid ligation,” Pediatric
Neurology, vol. 38, no. 2, pp. 86–92, 2008.

[127] V. Donega, C. T. J. van Velthoven, C. H. Nijboer et al., “Intra-
nasal mesenchymal stem cell treatment for neonatal brain
damage: long-term cognitive and sensorimotor improve-
ment,” PLoS One, vol. 8, no. 1, article e51253, 2013.

[128] R. K. Jellema, T. G. A. M. Wolfs, V. Lima Passos et al., “Mes-
enchymal stem cells induce T-cell tolerance and protect the
preterm brain after global hypoxia-ischemia,” PLoS One,
vol. 8, no. 8, article e73031, 2013.

[129] N. Hoque, M. Thoresen, K. Aquilina, S. Hogan, and
A. Whitelaw, “Decorin and colchicine as potential treatments
for post-haemorrhagic ventricular dilatation in a neonatal rat
model,” Neonatology, vol. 100, no. 3, pp. 271–276, 2011.

[130] C. T. van Velthoven, C. J. Heijnen, F. van Bel, and
A. Kavelaars, “Osteopontin enhances endogenous repair after
neonatal hypoxic–ischemic brain injury,” Stroke, vol. 42,
no. 8, pp. 2294–2301, 2011.

14 Stem Cells International



[131] K. Aquilina, C. Hobbs, A. Tucker, A. Whitelaw, and
M. Thoresen, “Do drugs that block transforming growth fac-
tor beta reduce posthaemorrhagic ventricular dilatation in a
neonatal rat model?,” Acta Paediatrica, vol. 97, no. 9,
pp. 1181–1186, 2008.

[132] J. Aronowski and C. E. Hall, “New horizons for primary
intracerebral hemorrhage treatment: experience from pre-
clinical studies,” Neurological Research, vol. 27, no. 3,
pp. 268–279, 2005.

[133] G. Vinukonda, A. Csiszar, F. Hu et al., “Neuroprotection in a
rabbit model of intraventricular haemorrhage by cyclooxy-
genase-2, prostanoid receptor-1 or tumour necrosis factor-
alpha inhibition,” Brain, vol. 133, no. 8, pp. 2264–2280, 2010.

[134] K. Dummula, G. Vinukonda, P. Chu et al., “Bone morphoge-
netic protein inhibition promotes neurological recovery after
intraventricular hemorrhage,” The Journal of Neuroscience,
vol. 31, no. 34, pp. 12068–12082, 2011.

[135] J. Wang and S. E. Tsirka, “Neuroprotection by inhibition of
matrix metalloproteinases in a mouse model of intracerebral
haemorrhage,” Brain, vol. 128, no. 7, pp. 1622–1633, 2005.

[136] W. S. Park, S. I. Sung, S. Y. Ahn et al., “Optimal timing of
mesenchymal stem cell therapy for neonatal intraventricular
hemorrhage,” Cell Transplantation, vol. 25, no. 6, pp. 1131–
1144, 2016.

[137] C. T. Van Velthoven, L. Braccioli, H. L. D. M. Willemen,
A. Kavelaars, and C. J. Heijnen, “Therapeutic potential of
genetically modified mesenchymal stem cells after neonatal
hypoxic-ischemic brain damage,” Molecular Therapy,
vol. 22, no. 3, pp. 645–654, 2014.

[138] C. T. van Velthoven, A. Kavelaars, F. van Bel, and C. J.
Heijnen, “Mesenchymal stem cell treatment after neonatal
hypoxic-ischemic brain injury improves behavioral outcome
and induces neuronal and oligodendrocyte regeneration,”
Brain, Behavior, and Immunity, vol. 24, no. 3, pp. 387–393,
2010.

[139] J. A. Lee, B. I. Kim, C. H. Jo et al., “Mesenchymal stem-cell
transplantation for hypoxic-ischemic brain injury in neonatal
rat model,” Pediatric Research, vol. 67, no. 1, pp. 42–46, 2010.

[140] C. T. van Velthoven, A. Kavelaars, F. van Bel, and C. J.
Heijnen, “Repeated mesenchymal stem cell treatment after
neonatal hypoxia–ischemia has distinct effects on forma-
tion and maturation of new neurons and oligodendrocytes
leading to restoration of damage, corticospinal motor tract
activity, and sensorimotor function,” The Journal of Neuro-
science, vol. 30, no. 28, pp. 9603–9611, 2010.

[141] S. Grade, Y. C. Weng, M. Snapyan, J. Kriz, J. O. Malva, and
A. Saghatelyan, “Brain-derived neurotrophic factor promotes
vasculature-associated migration of neuronal precursors
toward the ischemic striatum,” PLoS One, vol. 8, no. 1, article
e55039, 2013.

[142] C. M. Cotten, A. P. Murtha, R. N. Goldberg et al., “Feasibility
of autologous cord blood cells for infants with hypoxic-
ischemic encephalopathy,” The Journal of pediatrics,
vol. 164, no. 5, pp. 973–979.e1, 2014.

[143] Y. S. Chang, S. Y. Ahn, S. Sung, and W. S. Park, “Stem cell
therapy for neonatal disorders: prospects and challenges,”
Yonsei Medical Journal, vol. 58, no. 2, pp. 266–271, 2017.

[144] M. M. Lalu, L. McIntyre, C. Pugliese et al., “Safety of cell ther-
apy with mesenchymal stromal cells (SafeCell): a systematic
review and meta-analysis of clinical trials,” PLoS One, vol. 7,
no. 10, article e47559, 2012.

[145] D. Grisafi, M. Pozzobon, A. Dedja et al., “Human amniotic
fluid stem cells protect rat lungs exposed to moderate hyper-
oxia,” Pediatric Pulmonology, vol. 48, no. 11, pp. 1070–1080,
2013.

[146] I. Arutyunyan, A. Elchaninov, A. Makarov, and T. Fatkhudinov,
“Umbilical cord as prospective source for mesenchymal
stem cell-based therapy,” Stem Cells International,
vol. 2016, Article ID 6901286, 17 pages, 2016.

[147] A. Blázquez-Prunera, C. Almeida, and M. Barbosa, “Human
bone marrow mesenchymal stem/stromal cells preserve their
immunomodulatory and chemotactic properties when
expanded in a human plasma derived xeno-free medium,”
Stem Cells International, vol. 2017, Article ID 2185351, 12
pages, 2017.

[148] M. Krampera, J. Galipeau, Y. Shi, K. Tarte, L. Sensebe, and
MSC Committee of the International Society for Cellular
Therapy (ISCT), “Immunological characterization of multi-
potent mesenchymal stromal cells—the International Society
for Cellular Therapy (ISCT) working proposal,” Cytotherapy,
vol. 15, no. 9, pp. 1054–1061, 2013.

[149] N. Walker, L. Badri, S. Wettlaufer et al., “Resident tissue-
specific mesenchymal progenitor cells contribute to fibrogen-
esis in human lung allografts,” The American Journal of
Pathology, vol. 178, no. 6, pp. 2461–2469, 2011.

[150] A. M. Hoffman, J. A. Paxson, M. R. Mazan et al., “Lung-
derived mesenchymal stromal cell post-transplantation sur-
vival, persistence, paracrine expression, and repair of
elastase-injured lung,” Stem Cells and Development, vol. 20,
no. 10, pp. 1779–1792, 2011.

[151] M. Franquesa, M. J. Hoogduijn, O. Bestard, and J. M. Grinyó,
“Immunomodulatory effect of mesenchymal stem cells on B
cells,” Frontiers in Immunology, vol. 3, p. 212, 2012.

[152] L. Barkholt, E. Flory, V. Jekerle et al., “Risk of tumorigenicity
in mesenchymal stromal cell–based therapies—bridging sci-
entific observations and regulatory viewpoints,” Cytotherapy,
vol. 15, no. 7, pp. 753–759, 2013.

[153] C. Lee, S. A. Mitsialis, M. Aslam et al., “Exosomes mediate the
cytoprotective action of mesenchymal stromal cells on
hypoxia-induced pulmonary hypertension,” Circulation,
vol. 126, no. 22, pp. 2601–2611, 2012.

[154] I. Panfoli, S. Ravera, M. Podestà et al., “Exosomes from
human mesenchymal stem cells conduct aerobic metabolism
in term and preterm newborn infants,” The FASEB Journal,
vol. 30, no. 4, pp. 1416–1424, 2016.

15Stem Cells International


