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Although plenty of drugs are currently available for type 2 diabetes mellitus (T2DM), a subset of patients still failed to restore
normoglycemia. Recent studies proved that symptoms of T2DM patients who are unresponsive to conventional medications
could be relieved with mesenchymal stem/stromal cell (MSC) therapy. However, the lack of systematic summary and analysis
for animal and clinical studies of T2DM has limited the establishment of standard guidelines in anti-T2DM MSC therapy.
Besides, the therapeutic mechanisms of MSCs to combat T2DM have not been thoroughly understood. In this review, we
present an overview of the current status of MSC therapy in treating T2DM for both animal studies and clinical studies.
Potential mechanisms of MSC-based intervention on multiple pathological processes of T2DM, such as β-cell exhaustion,
hepatic dysfunction, insulin resistance, and systemic inflammation, are also delineated. Moreover, we highlight the importance
of understanding the pharmacokinetics (PK) of transplanted cells and discuss the hurdles in MSC-based T2DM therapy
toward future clinical applications.

1. Introduction

Diabetes mellitus (DM) consists of an array of dysfunc-
tions characterized by hyperglycemia and has become
one of the most prevalent chronic diseases worldwide.
Diabetes has afflicted more than 436 million people in
2019, and this number is estimated to reach 700 million
by 2045. Type 1 diabetes mellitus (T1DM) is caused by a
deficiency of insulin production, while type 2 diabetes
mellitus (T2DM) is linked to insulin resistance. Precisely,
more than 90% of diabetic patients are affected by
T2DM and, to a large extent, associated with obesity, lack
of exercise, poor diet, and heredity [1, 2]. Insulin resis-
tance occurs when cells in the muscle, adipose tissue,
and liver insensitively respond to the action of insulin,
thus engendering numerous pathogeneses that encompass
the accumulation of ectopic lipid metabolites, activation
of unfolded protein response (UPR) pathways, and activa-
tion of innate immune pathways [2]. Insulin resistance is
primarily compensated by elevated insulin secretion, which
eventually leads to T2DM due to the exhaustion of pan-

creatic β-cells [3]. Therefore, insulin resistance has become
the most prominent predictor of T2DM progression, as
well as a potential therapeutic target once hyperglycemia
is present [4].

Besides hyperglycemia, most diabetic patients are apt to
suffer from various life-threatening complications (e.g., car-
diovascular diseases and stroke) that reduce their quality of
life and could even inflict fatal outcomes, which further
highlights the necessity of suitable pharmacological inter-
vention for the prevention and treatment of diabetes. In con-
formity with the American Diabetes Association (ADA), the
regular treatment of T2DM is based on lifestyle interven-
tions, including a healthy diet, weight loss, and regular prac-
tice of physical activity [5]. Nonetheless, these efforts should
be performed in concert with antidiabetic drugs for consoli-
dated maintenance of normoglycemia. To date, eight classes
of antidiabetic drugs have been approved by the Food and
Drug Administration (FDA), including the first-line drug
metformin and newly developed glucagon-like peptide-1
receptor agonists (GLP-1RAs) [6], along with versatile med-
ication protocols such as monotherapy, dual therapy, and
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multiagent therapy to improve the efficacy of T2DM treat-
ment [7]. However, certain pathologies of T2DM, such as
β-cell exhaustion, hepatic dysfunction, insulin resistance,
and systemic inflammation, remain refractory with the
employment of conventional medications. Besides, these
medications are associated with a myriad of risks and side
effects, including hypoglycemia, diarrhea, and liver damage,
signifying the indispensability of developing an antidiabetic
drug ideal for the augmentation of insulin sensitivity and
reversal of pancreatic β-cell failure [7].

Recently, cell-based therapies have emerged as the next-
generation medicine to address intricate physiopathologies
of T2DM [8–10]. Mesenchymal stem/stromal cells (MSCs)
have demonstrated their therapeutic effects in both animal
studies and clinical studies, thus offering adept modalities
in treating T2DM. In brief, MSCs are capable of self-
renewal and differentiating into multiple mesenchymal line-
ages, such as adipogenic, chondrogenic, and osteogenic line-
ages in vitro. Moreover, they exhibit low immunogenicity
due to the intermediate expression of major histocompatibil-
ity complex (MHC) class I, as well as the absence of MHC
class II and costimulatory molecules on their cell surfaces
[11, 12]. Besides, the plethora of cytokines, growth factors,
and exosomes secreted by MSCs play a pivotal role in the
regulation of insulin sensitivity and β-cell dysfunction [13,
14]. Most significantly, previous studies have indicated that
MSCs are capable of exerting certain antidiabetic effects, as
supported by the evidence that multiple infusions of MSCs
may reverse hyperglycemia instead of single-dose infusion
[15, 16]. In this review, we summarize various animal and
clinical studies of MSC therapy in treating T2DM. Next,
we shed light on the possibility of MSC-based therapy as a
novel antidiabetic treatment, with a focus on its potential
therapeutic mechanisms. Finally, critical challenges toward
the clinical translation of MSC therapy for T2DM are dis-
cussed through the viewpoint of cellular pharmacokinetics
(PK) and safety considerations.

2. Preclinical Studies of MSCs for
T2DM Treatment

The multiplexed ability of MSCs to ameliorate T2DM-
associated metabolic syndromes such as hyperglycemia,
insulin resistance, and systemic inflammation has heretofore
been delineated by numerous animal studies. The MSC
sources, animal models, delivery routes, and interventions
used in these research studies have been summarized in
Table 1. Briefly, the main sources of MSCs include the
umbilical cord, adipose tissue, and bone marrow from autol-
ogous, allogeneic, and xenogeneic origins [17–19]. Interest-
ingly, several publications that involved human-derived
MSCs revealed that xenogeneic cells conferred suboptimal
therapeutic effects in T2DM animal models and did not lead
to severe graft rejection [17, 19–21].

Furthermore, the most widely used T2DM models in
these studies can be stratified into the high-fat diet- (HFD-
) induced model, fat-fed/streptozocin- (STZ-) induced
model, and leptin receptor-deficient (db/db) model. How-
ever, the duration of obesity and T2DM induction varies

between different studies, thus causing different pathological
stages of T2DM. Generally, a longer time is needed to induce
β-cell dysfunction than insulin resistance and hyperlipid-
emia, while 30 weeks were taken to induce nonalcoholic ste-
atohepatitis (NASH) syndrome in small animals [18].
Moreover, STZ is usually injected intrapancreatically into
animals after 10 weeks of HFD treatment in order to accel-
erate the induction of β-cell dysfunction [19, 22]. Besides,
the db/db model, which is characterized by the deficiency
in leptin receptors, is also well adopted owing to the steadily
high plasma glucose level [23].

According to Table 1, the majority of researchers deliver
therapeutic MSCs through the intravenous tail vein despite
the fact that MSCs would be trapped within the lung capil-
laries and eliminated rapidly within hours postadministra-
tion [18, 22–25]. On the other hand, a single
administration of MSCs has been proved to provide potent
therapeutic effects on glucose tolerance and insulin tolerance
in diabetic animals [18, 22]. However, only a limited number
of articles summarize the versatile therapeutic effects of
MSCs among diverse formulation and dosing regimens on
T2DM animal models. Therefore, further studies should be
carried out to establish the standard guidelines to be imple-
mented in MSC therapy.

In addition to optimizing the MSC sources, animal
models, administration routes, and dosages, cell engineering
strategies have been scrutinized to improve the therapeutic
outcomes of MSCs. In particular, genetically modified MSCs
were exploited to induce the secretion of rarely expressed or
nonnative therapeutic proteins with the advent of gene-
editing tools such as CRISPR-Cas9, viral and nonviral vec-
tors. For instance, Xu et al. have exemplified that the overex-
pression of insulin-producing genes in mouse MSCs
significantly sustained their antidiabetic effects in vivo after
intrahepatic administration [26]. Karnieli et al. also reported
that MSCs transfected with pancreatic and duodenal
homeobox-1 (PDX-1) can reduce blood glucose in STZ-
diabetic severe combined immunodeficient (SCID) mice
after 5 weeks [27], accompanied with some drawback as
the mice developed abnormal glucose tolerance after 6-8
weeks of transplantation. In addition, Milanesi et al. used
human bone marrow mesenchymal stem cells (hBM-MSCs)
to coexpress the vascular endothelial growth factor (VEGF)
and PDX-1 transiently and were able to reverse hyperglyce-
mia in more than half of the diabetic mice, denoting that
MSCs improved their overall survival and body weight
[28]. However, discrepant effects were observed between
mice treated with hBM-MSCs with dual and single gene
expressions. Aside from insulin-producing genes, PDX-1,
VEGF, and interfering neurogenin 3 (Ngn3) have also been
integrated into MSCs to augment their antidiabetic effects
[29]. In our recent research, we genetically engineered MSCs
with Exendin-4 (MSC-Ex-4) and demonstrated their
boosted cellular function and antidiabetic efficacy in the
T2DM mouse model. The Exendin-4 secreted by MSC-Ex-
4 improved MSC survival under high glucose stress via auto-
crine activation of the GLP-1R-mediated AMPK signaling
pathway, as well as suppressed senescence and apoptosis of
pancreatic β-cells through endocrine effects. We also
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showed that the amplified secretion of bioactive factors (e.g.,
IGFBP2 and APOM) of MSC-Ex-4 paracrinely augments
insulin sensitivity and decreases lipid accumulation in hepa-
tocytes through PI3K-AKT activation [30]. Indisputably,
the functional proteins secreted by genetically modified
MSCs may be useful to mitigate NASH and metabolic-
associated fatty liver disease (MAFLD) concomitantly, con-
cerning that diabetes is intimately associated with these
complications. In concise detail, the antidiabetic GLP-1RA
commercialized by Novo Nordisk, namely, semaglutide,
has shown encouraging effects in resolving the symptoms
of NASH in phase 2 trials [31].

Nevertheless, these genetically engineered MSCs still
exhibited numerous setbacks, which lead to the under-
whelming therapeutic effects of MSCs. Firstly, transient
transfection is extremely unstable, thus resulting in short-
lasting therapeutic effects. Secondly, most viral vectors are
not desirable in clinical settings due to the possibility of
causing carcinogenesis and immune responses, which indi-
cates a demand for other cell engineering modalities in order
to enhance the MSC potency. Simultaneously, maintaining
the low generation of MSCs and reducing the cell damage
during cell transfection and chemical (e.g., puromycin)
selection are challenging tasks. Meanwhile, the ethical con-
cerns involving gene manipulation face a considerable
degree of skepticism. However, with the continuous
advancement of gene-editing tools with unprecedented spa-
tiotemporal control, we believe that the genetic manipula-
tion techniques are prompt to have enhanced precision,
efficacy, and safety [32, 33].

3. Clinical Studies of MSCs for
T2DM Treatment

According to the data published by the National Institutes of
Health (NIH), current clinical trials of MSCs involved in the
treatment of diabetes mainly focus on T1DM patients. In
2008, the University of Miami has started MSC therapy on
T2DM patients by using bone marrow stem cells (BM-
SCs), which were harvested from the patient’s iliac crest
bone marrow [38]. Although this study did not authenticate
the identity of isolated cells, most of these cells were claimed
to be MSCs according to the isolation method. The meta-
bolic panels showed significant improvement in T2DM
patients when comparing baseline data with 12 months of
follow-up data. Furthermore, combinatorial therapy of
intrapancreatically infused autologous stem cells (ASCs)
and hyperbaric oxygen therapy (HBO) can improve the met-
abolic and insulin control of T2DM patients. Still, further
randomized and controlled clinical trials are necessary to
validate these findings.

According to Table 2, although human umbilical cord
mesenchymal stem cells (hUC-MSCs), BM-MSCs, and bone
marrow mononuclear cells (BM-MNCs) are the mostly used
cell types in clinical trials, some infrequently used cell types
or conditions, such as hypoxia preconditioned mesenchymal
stem cells (HP-MSCs) and bone marrow-derived mesenchy-
mal precursor cells (BM-MPCs), also show their therapeutic
effects. Besides, MSC therapy was applied as an adjuvant to

strengthen the efficacy of antidiabetic drugs. In a Chinese
clinical trial, 12 T2DM patients who failed to reinstate nor-
mal glycemic control after liraglutide treatment were treated
with 1 × 106 cells/kg of hUC-MSCs via pancreatic artery
infusion on the first day, with another 1 × 106 cells/kg of
cells infused through the peripheral vein on days 8, 15, and
22. On the contrary, control subjects were infused with
saline, while both groups were treated with liraglutide for
24 weeks. The result demonstrated that the fasting plasma
glucose (FPG), postload glucose (2hPG), and hemoglobin
A1c (HbA1c) levels were significantly decreased in subjects
who received MSC therapy in comparison with control
groups [39], indicating that MSCs can improve glucose
metabolism and β-cell function in T2DM patients in combi-
nation with other medications or therapies.

In addition, intrapancreatic and intravenous infusion
methods are generally used in clinical studies due to safety
concerns. In 2014, Liu et al. found that subcutaneous hema-
toma was developed at the injection site of a patient during
the first day of intrapancreatic injection, which was resolved
subsequently after seven days. Besides, nausea, vomiting,
and headache also occurred in another patient, who recov-
ered spontaneously within one week. Therefore, although
previous clinical trials showed that intravenously injected
MSCs can cause pulmonary microembolism, no serious
adverse reactions have been indicated so far [40]. In addi-
tion, the therapeutic effects of MSCs can be enhanced when
combined with biological materials, such as collagen and
hydrogels. A clinical study that was aimed at improving
the erectile function of men with diabetes by the injection
of collagen hydrogel and hUC-MSC mixture into the cav-
ernous body was recruiting in 2015. Since a collagen scaffold
has been demonstrated to prolong the lifetime and maintain
the stemness of MSCs, we can assume that the combination
of stem cell therapy and tissue engineering can further aug-
ment the therapeutic efficacy of MSCs.

4. The Mechanisms of MSC Therapy in T2DM

Although the therapeutic efficacy of MSC therapies for
T2DM has been postulated decades ago, their underlying
mechanisms remain elusive. Therefore, multiple potential
mechanisms of MSCs in various pathological processes of
T2DM, such as β-cell exhaustion, hepatic dysfunction,
insulin resistance, and systemic inflammation, are envis-
aged here.

4.1. β-Cell Regeneration. MSCs promote insulin production
by facilitating the regeneration of endogenous pancreatic
islet β-cells, and several hypotheses about their fundamental
mechanisms have been reported. Although previous studies
have proved that MSCs can differentiate into β-cells or
insulin-producing cells in vitro [48–50], it is increasingly
evidenced that limited transdifferentiation of the infused
MSCs could occur in vivo to facilitate the process of pan-
creas regeneration and ameliorate hyperglycemia in T2DM
models. For example, Hess et al. discovered that despite
the elevated insulin production of streptozotocin- (STZ-)
induced mice at 42 days after the intravenous injection of
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hBM-MSCs, the majority of the transplanted cells migrated
to ductal and islet structures, and only a minority of trans-
planted cells are labeled with insulin [51]. Therefore,
although MSCs can initiate endogenous insulin production
and stimulate the proliferation of β-cells, transdifferentiation
of MSCs into β-cells and transplantation engraftment may
not significantly contribute to the restoration of pancreas
function.

Moreover, MSCs demonstrate their repairing potential
through the secretion of versatile cytokines and growth fac-
tors, including transforming growth factor- (TGF-) β, inter-
leukin- (IL-) 6, and VEGF, which participate through both
the paracrine and autocrine actions to enhance the islet
function [52] and facilitate the vascularization process
(Figure 1) [53]. In addition, some researchers correlated
the islet repairing potential of MSCs to their antiapoptotic
effects. Briefly, Borg et al. proved that BM-MSCs could
reduce islet cell apoptosis as decreased cleavage of caspase

3 in vivo was observed after MSC treatment [54]. Chandra-
vanshi and Bhonde further proved the antiapoptotic effect
of MSCs by downregulating reactive oxygen species (ROS),
nitric oxide, superoxide ions, caspase 3, caspase 8, and p53
and upregulating Bcl2 under hypoxia circumstances [55].
Besides, BM-MSCs are able to alleviate endoplasmic reticu-
lum stress- (ERS-) induced apoptosis by overexpressing
Myc through stromal cell-derived factor- (SDF-) 1 signaling
or cell-cell interaction (Figure 1) [56].

Besides, MSCs are capable of enhancing the formation of
autophagosomes by clearing impaired mitochondria and
increasing the number of insulin granules (Figure 1) [22].
Mitochondria are key players in energy production, signal-
ing, and apoptosis in cells, and their dysfunction has become
the hallmark of various diseases, including diabetes, ische-
mia, inflammation, and aging. An increasing number of
studies have revealed that MSC-mediated mitochondrial
transfer is a mainstay to rescue injured cells and restore
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Figure 1: (a) Possible mechanisms of action for MSCs to promote islet regeneration. MSCs might initiate endogenous insulin production
and stimulate the proliferation of β-cells. Various bioactive molecules secreted by MSCs, such as VEGF, TGF-β, and IL-6, can lead to
enhanced vascularization and islet function. Besides, mitochondria of MSCs could be transferred to β-cells under hypoxia conditions to
enhance the insulin secretion rate. MSCs show their antiapoptotic effect by downregulating ROS, caspase 3, caspase 8, and p53 and
upregulating Bcl2. MSCs are capable of enhancing the formation of phagosomes, leading to the improved clearance of impaired
mitochondria and the increased number of insulin granules. (b) Possible mechanisms of action for MSCs to influence hepatic metabolic
homeostasis. MSCs can reduce the number of impaired mitochondria and systemic ROS levels to prevent liver metabolic imbalance.
Upon MSC administration, PPAR-α was upregulated while PPAR-γ was downregulated. The expression of enzymes involved in hepatic
glycolysis (GCK, L-PK, and PFK) is elevated, while the enzymes involved in gluconeogenesis (PGC-1α, PEPCK, and G6Pase) are
reduced. In addition, MSCs can activate AKT and AMPK signaling pathways, which play a key role in cell metabolism. MSCs could
significantly lower disordered biochemical markers of liver function caused by HFD, for instance, AKP, LDH, ALT, and AST, as well as
reduce hepatic lipid accumulation and ameliorate insulin sensitivity. Abbreviations: VEGF: vascular endothelial growth factor; TGF-β:
transforming growth factor-β; IL-1Ra: interleukin-1 receptor agonist; ER: endoplasmic reticulum; ROS: reactive oxygen species; AKT:
protein kinase B; AMPK: AMP-activated protein kinase; HFD: high-fat diet; GCK: glucokinase; L-PK: liver pyruvate kinase; PFK: 6-
phosphofructo-1-kinase; PGC-1α: peroxisome proliferator γ-activated receptor coactivator 1-α; PEPCK: phosphoenolpyruvate
carboxykinase; G6Pase: glucose-6-phosphatase; AKP: alkaline phosphatase; LDH: lactate dehydrogenase; ALT: alanine aminotransferase;
AST: aspartate aminotransferase.
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mitochondrial functions [57, 58]. Rackham et al. demon-
strated that mitochondria of MSCs could be transferred to
β-cells under hypoxia conditions for replenishment. Conse-
quently, the oxygen consumption rate and insulin secretion
rate of islet cells were enhanced after being cultured with
MSCs, indicating that mitochondrial transfer could respond
to and alleviate hypoxic and oxidative stress caused by exces-
sive ROS production from damaged mitochondria [59].
Considering that mitochondria play a central role in energy
metabolism, their intercellular transfer may partially explain
the therapeutic mechanism of MSCs in improving β-cell
regeneration. Besides, an increasing number of studies have
postulated that mitochondrial donation by MSCs can also
ameliorate other diabetic complications, including diabetic
nephropathy and inflammation [58, 60, 61].

4.2. Hepatic Metabolic Homeostasis. T2DM is strongly asso-
ciated with hepatic dysfunction, provided that around 57%
to 80% of T2DM patients are suffering from MAFLD. In
short, the relationship between MAFLD and T2DM is intri-
cate and bidirectional, as they share similar features and
metabolic syndromes, such as the accumulation of hepatic
lipids, oxidative stress, and glucose tolerance [62]. In 2012,
Ezquer et al. found that intravenously transplanted MSCs
could significantly lower a panel of disordered biochemical
markers of liver function caused by HFD, for instance, alka-
line phosphatase (AKP), lactate dehydrogenase (LDH),
alanine aminotransferase (ALT), and aspartate aminotrans-
ferase (AST), implying that MSCs could improve liver func-
tion of T2DM patients (Figure 1) [18].

PPARs are the major regulators of lipid metabolism,
which help to control the balance of fatty acid uptake, adipo-
genesis, and β-oxidation. After MSC administration, PPAR-
α was upregulated while PPAR-γ was downregulated in the
liver of HFD mice, denoting that PPAR signaling pathways
modulated by MSCs implicitly influence hepatic metabolism
[17]. Besides, the expression of enzymes associated with
hepatic glycolysis, including glucokinase (GCK), liver pyru-
vate kinase (L-PK), and 6-phosphofructo-1-kinase (PFK),
was greatly elevated. Meanwhile, enzymes involved in gluco-
neogenesis, such as peroxisome proliferator γ-activated
receptor coactivator 1-α (PGC-1α), phosphoenolpyruvate
carboxykinase (PEPCK), and glucose-6-phosphatase
(G6Pase), were reduced [24]. Evidence shows that the infu-
sion of MSCs will activate protein kinase B (AKT) and
AMP-activated protein kinase (AMPK) signaling pathways,
which play indispensable roles in cell metabolism
(Figure 1) [24, 25].

Furthermore, oxidative stress caused by mitochondrial
dysfunction will also lead to liver metabolic imbalance
[63]. The glutathione (GSH)/oxidized glutathione (GSSG)
ratio was reduced, and the amount of superoxide dismutase,
which is inversely proportional to systemic ROS levels, was
increased after MSC treatment (Figure 1) [64, 65], postulat-
ing that the therapeutic effect of MSCs is highly associated
with metabolic homeostasis. Meanwhile, treatment using
an MSC-conditioned medium exhibited similar effects, sug-
gesting that paracrine effects significantly contribute to the
reparation process in T2DM [25]. In our recent work, we

demonstrated that the intravenously injected MSCs resided
in the liver on day 5 postadministration and persisted for
15 days. Besides, bioactive factors (e.g., IGFBP2 and APOM)
secreted by MSCs paracrinely augmented insulin sensitivity
and decreased lipid accumulation in hepatocytes through
PI3K-AKT activation [30].

4.3. Alleviation of Insulin Resistance. Insulin resistance,
which is a distinctive hallmark of T2DM, describes the fail-
ure of cells to respond to insulin during disease progression.
Lately, Si et al. revealed that intravenously injected BM-
MSCs could increase GLUT expression and elevate phos-
phorylation of insulin receptor substrate-1 (IRS-1) and
AKT in the target tissues of insulin [66], delineating that
MSCs are capable of alleviating insulin resistance of diabetic
patients. Furthermore, Deng et al. also showed that Mitsugu-
min 53 (MG53), an E3 ligase that promotes the ubiquitinoy-
lation of IRS-1 in skeletal muscles, was inhibited by MSCs
(Figure 2) [67]. Akin to the skeletal muscle that accounts
for 70%-80% of insulin-stimulated glucose disposal, inhibi-
tion of the IRS-1 ubiquitin pathway may also engage in alle-
viating insulin resistance [68]. Moreover, insulin resistance
in MAFLD and subsequent hepatic diseases is associated
with the overproduction of inflammatory mediators and
their downstream signaling molecules, with evidence sug-
gesting that NOD-like receptor protein 3 (NLRP3) inflam-
masomes play an important role in obesity-induced insulin
resistance [21]. The application of MSCs in T2DM treat-
ment exemplifies that NLRP3 formation was inhibited
through immune response regulation of MSCs, thus enhanc-
ing the function of IRS-1 and GLUT4 in hepatic cells
(Figure 2) [35].

Besides, exosomes, which are nanoscale extracellular
vesicles, also show broad prospects in tissue regeneration
and damage reparation. In vivo experiments have further
demonstrated the therapeutic effects of intravenously
injected MSC exosomes in reducing the blood glucose
level, as well as restoring the phosphorylation of IRS-1
and AKT signaling pathways in insulin target tissues
[20]. The latest study confirmed that exosomal miR-29b-
3p can regulate cellular insulin sensitivity via sirtuin-
(SIRT-) 1 (Figure 2) [14], which is a class III histone
deacetylase deeply involved in apoptosis, genomic stability,
and gene expression regulation, indicating that histone
modification related to insulin resistance is one of the
treatment approaches of MSCs. Moreover, the clearance
of dysfunctional mitochondria, alleviation of ERS, and
diminishment of ROS may ameliorate insulin resis-
tance [69].

4.4. Regulation of Systemic Inflammation. It is notorious that
the pathogenesis of obesity-related insulin resistance
includes chronic low-grade inflammation and activation of
the immune system [21, 70]. Therefore, overexpression of
systemic inflammatory cytokines, such as tumor necrosis
factor- (TNF-) α, interleukin- (IL-) 1β, and IL-6, is accom-
panied by the pathogenesis of metabolic syndromes, includ-
ing insulin resistance, atherosclerosis, and MAFLD
(Figure 2). Likewise, the abnormal changes in peripheral or
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tissue-resident immune cells and their regulatory function
always accompany the development of diabetes, indicating
that immune cells such as T lymphocytes (T cells), macro-
phages, and natural killer cells (NK cells) are considered to
participate in the progression of T2DM concomitantly [21].

It has been a prevailing dogma that MSCs have immune
privilege properties. This is exemplified by the immunomod-
ulatory effects of MSCs on T cells, B lymphocytes (B cells),
dendritic cells (DCs), and NK cells, mainly via paracrine
effects that involve the secretion of enzymes, chemokines,
cytokines, anti-inflammatory mediators, growth factors,
and extracellular vesicles [71, 72]. Briefly, MSC activation
is subjected to the stimulation of a multitude of inflamma-
tory cytokines, including TNF-α and interferon- (IFN-) γ,
which in turn shift to an immunosuppressive phenotype by
inducing the secretion of soluble factors that mediated
immunomodulatory activities, such as prostaglandin E2
(PGE2), hepatocyte growth factor (HGF), indoleamine-
pyrrole 2,3-dioxygenase (IDO), and IL-10 [73, 74]. Addi-
tionally, the paracrine immunomodulatory properties of
MSCs are highly mediated by versatile signaling pathways
like the telomerase-associated protein Rap1/NF-κB pathway

[75]. Although we do not have a comprehensive understand-
ing of the precise mechanism of MSC-based immunomodu-
lation, MSCs have been harnessed for the treatment of
immune-mediated disorders [76, 77], including graft-
versus-host disease (GvHD) and diabetes.

To date, experimental results showed that the inflamma-
tory status of STZ-diabetic animal models contributes to the
modification of the pancreatic microenvironment, while the
administration of MSCs promoted the proliferation of regu-
latory T cells (Tregs) to provide long-term immunoregula-
tory effects [78]. Consequently, Th2 cytokines (IL-10 and
IL-13) secreted by Tregs seem to play a key role in β-cell
activation and survival through their anti-inflammatory
effects, where the definitive mechanism of action remains
to be an enigma (Figure 2) [19]. Besides, the mobilization
of MSCs by inflammatory factors under specific microenvi-
ronments has been demonstrated, illustrating that MSCs
can elicit the transition of macrophages into an anti-
inflammatory phenotype to alleviate insulin resistance in
T2DM rats [34, 36]. In brief, classically activated macro-
phages (M1) could stimulate MSCs to overexpress IL-6
and MCP-1, thus converting M1 into an alternatively
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Figure 2: (a) Possible mechanisms of action for MSCs on insulin target organs to alleviate insulin resistance. Exosomal miR-29b-3p can
regulate cellular insulin sensitivity via SIRT-1. Furthermore, NLRP3 formation can be inhibited through immune response regulation
mediated by MSCs, thus enhancing the function of IRS-1 and GLUT4 in hepatic cells. MSCs also facilitate the inhibition of MG53,
which is an E3 ligase that promotes the ubiquitinoylation of IRS-1 in skeletal muscles. (b) Possible mechanisms of action for MSCs to
regulate systemic inflammation. IL-1β and TNF-α secreted by the T2DM islet will stimulate MSCs to secrete IL-1Ra, which in turn
ameliorates islet inflammation. MSCs can also promote the proliferation of Treg cells, and IL-10 and IL-13 secreted by Treg seem to play
a key role in islet regeneration by reducing systemic inflammation. Besides, classically activated macrophages (M1) could stimulate MSCs
to overexpress IL-6 and MCP-1, thus converting M1 into an alternatively activated phenotype (M2) to reduce systemic inflammation.
Abbreviations: SIRT-1: sirtuin-1; NLRP3: NOD-like receptor protein 3; IRS-1: insulin receptor substrate-1; GLUT4: glucose transporter
4; MG53: Mitsugumin 53; Treg: regulatory T; TGF-β: transforming growth factor-β; MCP-1: monocyte chemoattractant protein-1; IL:
interleukin; TNF-α: tumor necrosis factor-α.
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activated phenotype (M2) (Figure 2). Meanwhile, IL-4R
expression was upregulated in macrophages, which sensi-
tizes them to the IL-4 stimulus. Moreover, MSCs can down-
regulate the systemic inflammatory cytokines to impair
insulin receptor action and respective downstream signaling
pathways by preventing the formation of NLRP3 in the adi-
pose tissue and liver [35]. Wang et al. demonstrated that IL-
1β and TNF-α secreted by the T2DM islet could stimulate
MSCs to secrete IL-1Ra, which could ameliorate islet inflam-
mation (Figure 2) [37]. In conclusion, the above mechanistic
investigation provides a theoretical basis for the clinical
application of MSCs in the treatment of T2DM along with
its associated complications.

5. Pharmacokinetics of MSCs in T2DM

Although MSCs have shown their potential in treating
T2DM both in vitro and in vivo, we have not thoroughly
understood their in vivo behavior, which hampers further
progress for clinical investigation in the field of MSC-based
T2DM therapy [79]. It is generally known that there is often
a discrepancy in the kinetics of MSCs among different cell
sources, T2DM models, and routes of administration [80].
Therefore, the ability to determine the dose, in vivo distribu-
tion, and extended viability of MSCs in patients is crucial in
developing MSC-based therapies and elucidating the in vivo
therapeutic mechanism of administered MSCs for T2DM
treatment [81]. Furthermore, increased knowledge of MSC
distribution after delivery could allow researchers to esti-
mate cellular pharmacokinetics, thus identifying the dosing
scheme required to achieve optimal therapeutic effects [82].
Akin to the use of a PK model for drug development, which
delineated the time course of drug absorption, distribution,
metabolism, and excretion (ADME), an effective in vivo
kinetic model of administered MSCs and their released fac-
tors should be adapted and applied to allow clinical transla-
tion of therapeutic MSCs in treating T2DM. If robust
pharmacokinetic models of MSCs can be developed, the
therapeutic efficacy of MSCs in various treatment conditions
can be predicted, thus informing the optimal administration
regimes of the cells and hastening the progression of clinical
research [80].

5.1. In Vivo Kinetics of Systematically Applied MSCs. Despite
the rapid progress in using MSCs as a safe and effective
treatment of T2DM, the in vivo PK of administered MSCs
is rarely reported. Sood et al. labeled BM-MNCs with a pos-
itron emission tomography (PET) tracer, namely, fluorine
18-fluorodeoxyglucose (18F-FDG), to track the biodistribu-
tion of cells in vivo. BM-MNCs were administered to dia-
betic patients through three different routes—peripheral
intravenous, superior pancreaticoduodenal artery, and
splenic artery injection—with the in vivo biodistribution of
cells tracked and quantified at 30 and 90 minutes after
administration. More BM-MNCs were retained in the pan-
creas after being administered through the superior pancrea-
ticoduodenal artery, while no discernible cell was observed
after splenic artery and intravenous injection. Besides the
pancreas, the spleen also showed an intense FDG signal after

splenic artery injection. On the contrary, the lung showed
retention of cells within 30 minutes, with a significant clear-
ance in 90 minutes after intravenous injection [83]. The
study by Sood et al. did not track the BM-MNCs for a longer
time. Furthermore, Yaochite et al. generated adipose-
derived- (AD-) MSCsLuc+ that expressed luciferase and
administered the cells to STZ-induced diabetic mice through
intrasplenic or intrapancreatic injection. Following intras-
plenic transplantation, AD-MSCsLuc+ were mainly observed
in the liver and pancreas until day 8 after intrasplenic and
intrapancreatic injection, respectively. However, these injec-
tion routes are rarely used in clinical trials, denoting that the
long-term distribution of MSCs after intravenous injection
should be further compared with the above administration
routes in diabetic mice and patients [84].

5.2. Modeling the In Vivo Kinetics of MSCs. Although the
biodistribution of cells can be quantified by various experi-
ment techniques, the PK of administered cells has not been
studied systematically through a PK model. During the past
30 years, many PK models have been developed to describe
the ADME of conventional drugs, which were successfully
applied to predict the safety and efficacy of therapeutic
agents, including biologics and small-molecule drugs [80].
Studying the PK aspects of MSCs is difficult but critical in
the development of MSC therapy, which could assist in the
optimization of the cell dosage, mode of injection, course
treatment, and targeting strategies to achieve maximum effi-
ciency with the lowest risk [85]. To simplify the explanation
of the in vivo kinetics of therapeutic cells, the dynamics of
systematically administered cells have been considered sim-
ilar to those of inert micrometer-scale particles injected into
the bloodstream of animals [83, 86, 87]. To date, the only
published PK model of MSCs was developed in 2016 [79].
Wang et al. established a physiological-based (PB) PK model
based on the anatomical structure of the body, which sepa-
rates every important organ in the body as an individual
compartment, and each of them is interconnected by blood
vessels. In this simplified model, the whole body was divided
into eight interconnected compartments, which were the
arterial blood, lungs, liver, spleen, kidneys, heart, venous
blood, and the rest of the human body (Figure 3) [37]. Once
administered intravenously, most of the MSCs were rapidly
transferred to the blood vessels of each organ through sys-
temic blood flow. MSCs that reached the organs were either
passively entrapped in the microvessels or actively adhered
to the endothelial cells. The entrapped MSCs were either
released back into the blood circulation or eliminated after
depletion (Figure 3). Therefore, Karrest, Krelease, and
Kdepletion were used to represent the rate constants of the
arrest, release, and depletion processes, respectively, along
with other key parameters, including species-specific physio-
logical parameters (body weight, organ volume, and blood
flow) and MSC-specific parameters (partition coefficient,
arrest rate constant, release rate constant, and depletion rate
constant). Through this PBPK model, the time course of
MSC concentration in blood and individual organs can be
predicted across species, such as mice, rats, and humans.
However, the model only predicts a fast distribution process
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of MSCs in the body within 24 hours, implying that optimi-
zation of the current model is imperative, as the slow biolog-
ical process such as proliferation, senescence, and
differentiation of the arrested MSCs should be incorporated
into the model [88].

Besides, it is well established that MSCs can play their
therapeutic roles beyond what is conveyed by the trans-
planted cells alone, mainly through the secretion of bioactive
products, namely, the secretome [89]. Therefore, the PK of
these factors, which are constantly secreted by MSCs, should
be considered in a similar way to common pharmaceutical
drugs [80]. Salvadori et al. used the approach described by
Parekkadan and Milwid [86] to establish a new
pharmacokinetic-pharmacodynamic (PK-PD) model,
namely, the “two-functional-compartments PK-PD model”
[82]. In this model, the cell-related biomarkers released by
MSCs, which are capable of influencing bystander cells
(e.g., macrophages), can secrete specialized bioactive sub-
stances that play a main role in the PD of administered cells
[90]. Accordingly, they described that MSCs can attenuate
sepsis by releasing PGE2, which binds to PGE2 receptors
of activated macrophages and provokes the release of IL-10
that in turn reduces inflammation by acting on immune cells
[86]. Moreover, other supporting data on this concept have
been reported [91]. Nevertheless, the present models are still
unable to represent the long-term in vivo kinetics of MSCs
and their secretomes adequately.

In short, understanding the in vivo kinetics of adminis-
tered drugs can be challenging, especially for nontraditional
drugs such as MSCs. A functional PK-PD model may begin
to predict the pharmacokinetics of MSC therapies through a
specific formulation and administration pathway by utilizing
both in silico modeling and empirical analysis. Besides, stud-
ies of the pharmacokinetic model have the ability for inter-
species scaling, allowing us to predict the in vivo kinetics
of therapeutic MSCs in humans through animal data. How-
ever, it is indefinite how well the findings in animals can be
quantitatively transferred to humans. Despite the use of
MSCs in clinical trials, many details still need to be discussed
as their biodistribution varies under different treatment con-
ditions. Therefore, combined PK-PD modeling describing
both the biodistribution and the functional secreted factors
of MSCs should be unraveled to achieve more efficacious
MSC therapeutics in the future.

6. Conclusions and Future Perspectives

According to the summarization of preclinical and clinical
results in the aforementioned studies, MSC-based therapy
has made tremendous progress in T2DM treatment in
both animal studies and clinical trials. Aside from the
necessity of developing a robust PK-PD model, there are
still many encumbrances for MSCs to transit out of the
laboratory stage and be launched as therapeutic products
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Figure 3: Structures and the mathematical equations of the available PK model of MSCs. (a) Schematic diagram of the PK model for the
administered MSCs in vivo. Solid arrows indicate the blood flow, dashed grey arrows indicate the depletion of MSCs, and grey boxes
indicate the arrested MSCs isolated from blood circulation as in the extravascular space of the organ. (b) The equations to calculate MSC
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in the pharmaceutical industry. Some of these impedi-
ments have become a mutual subject in the field of cell
therapy, but some necessitate particular considerations
due to the special characteristics of T2DM that are distinct
from other diseases. Therefore, various challenges in the
clinical development of MSC therapy for T2DM are dis-
cussed here, which include but are not restricted to the
limited therapeutic effects caused by the lung barrier, the
capillary blockage caused by microthrombus, and the
selection of diverse cell sources.

6.1. Potential Risks of Intravenously Administered MSCs. The
delivery routes of MSCs have been shown to dramatically
influence the therapeutic effects of MSCs. In small animal
and clinical studies, intravenous injection is the most fre-
quently used administration route and the biolumines-
cence imaging system is widely accepted to track the
in vivo biodistribution of MSCs. Impoverished cell survival
was discovered as most of the MSCs were trapped within
the lung capillaries and eliminated within hours posttail vein
injection [92]. Still, the fate of MSCs in the lung is controver-
sial as the fluorescence signal gradually disappeared during
long-term tracking [93]. Furthermore, microthrombus that
contributes to the blockages in lung capillaries also arises as
a potential safety issue in cell therapy. According to previous
studies, intravenous infusion of MSCs will lead to a reduced
blood flow velocity in the lung capillaries, which resulted in
the formation of local thrombus in the blood vessels [94]. In
order to resolve this drawback, heparin was mixed with cell
suspension by Liao et al. during systemic injection [95], while
MSCs were pretreated with hypertonic solution by Leibacher
et al. to reduce the cell size [96]. Besides, Leibacher et al. also
suggested that the size of MSCs would gradually increase with
prolonged culture passage [96], indicating that the infusion of
MSCs with lower passage will reduce the formation of
microthrombus.

6.2. MSC Sources in Clinical Applications. Although MSCs
derived from various sources such as the umbilical cord, adi-
pose tissue, and bone marrow have shown efficacy in reliev-
ing T2DM in preclinical and clinical studies, the clinical
success of MSC therapy is still facing great challenges due
to their compromised expansion potential and age-
associated functional decline, as well as the setbacks in the
standardized and large-scale manufacture of therapeutic
MSCs [97, 98]. Primary MSCs isolated from different
donors, tissue sources, cell separation methods, or culture
conditions show natural heterogenicity, which causes
batch-to-batch variation and diverse differential and thera-
peutic efficacy [97, 98]. Therefore, the production of MSCs
complying with the current good manufacturing practice
(cGMP) standards becomes a prerequisite to ensure the
standardization and reproducibility, as well as the quality
and safety of MSCs for clinical use [99]. Besides, although
MSCs have been considered safe with minimal tumorigenic-
ity after transplantation, genetically modified MSCs are fac-
ing safety concerns, including the immunogenic toxicity of
viral vectors, insertional oncogenesis, and mutational inte-
gration [97].

To date, there are insufficient studies that have com-
pared the therapeutic effects of MSCs from different sources
and engineering methods systematically. Therefore, the
selection of MSCs that can achieve the best prognosis effect
under diverse clinical circumstances remains an arduous
task to be investigated concertedly. Particularly, the ability
of AD-MSCs to improve glucose tolerance effectively is
evidenced by both animal studies and preclinical studies.
However, despite the lower production cost, higher feasi-
bility, and superior in vitro expansion ability of AD-MSCs,
research shows that adipose tissue in T2DM patients is in
an inflammatory state and is accompanied by a certain
degree of cell aging [100]. Aging cells will disrupt tissue
function through their senescence-associated secretory
phenotype (SASP), which contains a large number of
inflammatory factors, thus contributing significantly to
systemic inflammation in T2DM patients [101]. Further-
more, SASP can cause insulin resistance in liver cells and
apoptosis of islet cells, given that transplanting senescent
adipose tissue will affect the animal’s behavioral ability
and accelerate the aging of mice [102]. Therefore, it is still
questionable whether autologous AD-MSCs are suitable
for the treatment of T2DM, concerning that the adipocytes
in diabetic patients are in an inflammatory state. Besides,
autologous cells are hard to be developed as off-the-shelf
products due to their longer processing duration after
being extracted from patients. On the other hand,
although studies have shown that MSCs exhibit immuno-
regulatory effects, it remains elusive as to what degree
the allogeneic cells trigger immune responses in vivo after
the administration [103].

Aside from primary tissue-derived MSCs, the employ-
ment of MSCs differentiated from human pluripotent stem
cells (PSCs), including embryonic stem cells (ESCs) and
induced pluripotent stem cells (iPSCs), may potentially
be more desirable choices as safer and more effective
MSC medications against T2DM [104]. In particular,
iPSCs based on cell reprogramming technology have pro-
vided unprecedented opportunities to expedite the devel-
opment of human cell therapies, without involving the
ethical issues of ESCs. Briefly, the advantages of iPSC-
derived MSCs (iMSCs) include their potential to produce
infinite donor-related sources of specific stem cells with
improved homogeneity, stability, controllability, and scal-
ability, thus becoming a preferential commercial candidate
for clinical applications [97, 98]. Besides, it is increasingly
appreciated that human iMSCs exhibit higher proliferative
potential and display potent immunomodulatory proper-
ties [105, 106]. To date, Cymerus™ MSCs (CYP-001),
which are derived from adult iPSCs produced by an opti-
mized GMP-compliant manufacturing process, have been
characterized by Cynata Therapeutics and received
approval to launch the world’s first formal trial for the
treatment of acute steroid-resistant GvHD [107, 108].
However, it is worth noting that there are still a few hur-
dles, such as potential tumorigenicity, immunogenicity,
and heterogeneity, which remain to be overcome when
using iMSCs for downstream applications, including
T2DM therapy in the future [104].
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6.3. Unidentified Therapeutic Mechanisms of MSCs In Vivo.
Although the therapeutic success is substantiated by MSCs
in preclinical and clinical studies, their mechanisms of action
in the progression of T2DM become the foremost issue to be
thoroughly elucidated. Meanwhile, although researchers reach
a consensus on the immunosuppressive effect of MSCs [32],
the mechanism that describes how MSCs can affect systemic
inflammation has not been thoroughly clarified. Galleu et al.
investigated the therapeutic effects of MSCs on GvHD and
suggested that those MSCs that resided in the lung were
attacked by cytotoxic T cells and NK cells, thus leading to cell
apoptosis [109]. Consequently, fragments produced by apo-
ptotic MSCs are phagocytosed by macrophages to produce
indoleamine 2,3-dioxygenase, which helps tomediate systemic
inflammation inhibition. However, it remains unclear whether
apoptotic MSCs contribute to the same therapeutic mecha-
nism in treating T2DM. In addition, Akiyama et al. believe
that MSCs can induce T cell apoptosis through their produc-
tion of the Fas ligand, and the apoptotic fragments are swal-
lowed by macrophages to trigger systemic immune
regulation [110], suggesting that the diverse roles of MSCs
might lead to potential safety risks in clinical use. Therefore,
uncovering the fate of MSCs in vivo will pave the way for the
understanding of therapeutic mechanisms to accelerate the
progress of their clinical translation.

Despite the complexity involved in the pathological
process of diabetes, various conventional drugs are capable
of lowering blood sugar levels through different mecha-
nisms. However, it is uncertain whether antidiabetic drugs
can reverse the pathological progression of T2DM. Thia-
zolidinedione, which possesses the potential to increase
liver insulin sensitivity, has a risk of inducing heart failure
or hepatic dysfunction [111]. GLP-1RAs have shown a
broad range of therapeutic effects in various diseases aside
from their antidiabetic effects. Recent studies have proved
that liraglutide, exenatide, and semaglutide show promises
in treating cardiovascular diseases [112, 113], MAFLD
[114], obesity [115], ischemic stroke [112, 116, 117], Par-
kinson’s disease [118, 119], and Alzheimer’s disease
[120]. Therefore, combinatory administration of GLP-
1RAs and MSCs is expected to augment the therapeutic
efficacy of both the antidiabetic drugs and the MSCs.

In conclusion, the therapeutic effects of MSCs on T2DM
are multifaceted [121] and the possible therapeutic mecha-
nisms have been summarized here. MSCs can improve the
systemic inflammatory state through their immunosuppres-
sive functions, reduce the apoptosis of islet β-cells to aug-
ment insulin secretion, and improve the metabolic state of
the liver. However, further in-depth clarifications regarding
the mechanisms of action of MSCs in treating T2DM are still
a requisite. Therefore, whether it is possible for MSCs or
novel MSC-assisted therapeutics to surpass traditional med-
icines in reversing the progression of T2DM remains an
engrossing question to be explored in the future.

Data Availability

The references used to support the findings of this study are
included within the article.

Conflicts of Interest

All authors declare that they have no conflicts of interest.

Authors’ Contributions

Shuang Gao, Yuanyuan Zhang, and Kaini Liang contributed
equally to this work under the supervision of Yanan Du. All
authors read and approved the final manuscript.

Acknowledgments

All authors would like to thank all members of Du Lab for
their great support. This work is financially supported by
the National Key Research and Development Program of
China (2017YFA0104901), the Beijing Municipal Science
and Technology Commission (Z181100001818005), and
the China Postdoctoral Science Foundation (043220012).

References

[1] International Diabetes Federation, IDF Diabetes Atlas, Inter-
national Diabetes Federation, Brussels, Belgium, 9th edition,
2019.

[2] V. T. Samuel and G. I. Shulman, “Mechanisms for insulin
resistance: common threads and missing links,” Cell,
vol. 148, no. 5, pp. 852–871, 2012.

[3] T. Ogihara and R. G. Mirmira, “An islet in distress: β cell fail-
ure in type 2 diabetes,” Journal of diabetes investigation,
vol. 1, no. 4, pp. 123–133, 2010.

[4] R. Taylor, “Insulin resistance and type 2 diabetes,” Diabetes,
vol. 61, no. 4, pp. 778-779, 2012.

[5] A. D. Association, “3. Prevention or delay of type 2 diabetes:-
standards of medical care in diabetes-2020,” Diabetes Care,
vol. 43, Supplement_1, pp. S32–s36, 2020.

[6] M. J. Meneses, B. Silva, M. Sousa, R. Sá, P. Oliveira, and
M. Alves, “Antidiabetic drugs: mechanisms of action and
potential outcomes on cellular metabolism,” Current Phar-
maceutical Design, vol. 21, no. 25, pp. 3606–3620, 2015.

[7] S. R. Colberg, R. J. Sigal, B. Fernhall et al., “Exercise and type 2
diabetes: the American College of Sports Medicine and the
American Diabetes Association: joint position statement,”
Diabetes Care, vol. 33, no. 12, pp. e147–e167, 2010.

[8] V. Volarevic, N. Arsenijevic, M. L. Lukic, and M. Stojkovic,
“Concise review: mesenchymal stem cell treatment of the
complications of diabetes mellitus,” Stem Cells, vol. 29,
no. 1, pp. 5–10, 2011.

[9] J. Domínguez-Bendala, G. Lanzoni, L. Inverardi, and
C. Ricordi, “Concise review: mesenchymal stem cells for dia-
betes,” Stem Cells Translational Medicine, vol. 1, no. 1,
pp. 59–63, 2012.

[10] J. Cho, M. D'Antuono, M. Glicksman, J. Wang, and
J. Jonklaas, “A review of clinical trials: mesenchymal stem cell
transplant therapy in type 1 and type 2 diabetes mellitus,”
American journal of stem cells, vol. 7, no. 4, pp. 82–93, 2018.

[11] Y. L. Si, Y. L. Zhao, H. J. Hao, X. B. Fu, and W. D. Han,
“MSCs: biological characteristics, clinical applications and
their outstanding concerns,” Ageing Research Reviews,
vol. 10, no. 1, pp. 93–103, 2011.

[12] Y. Zhang, W. Cai, Q. Huang et al., “Mesenchymal stem cells
alleviate bacteria-induced liver injury in mice by inducing

13Stem Cells International



regulatory dendritic cells,”Hepatology, vol. 59, no. 2, pp. 671–
682, 2014.

[13] K. N. Sivanathan, D. M. Rojas-Canales, C. M. Hope et al.,
“Interleukin-17A-induced human mesenchymal stem cells
are superior modulators of immunological function,” Stem
Cells, vol. 33, no. 9, pp. 2850–2863, 2015.

[14] T. Su, Y. Xiao, Y. Xiao et al., “Bone marrow mesenchymal
stem cells-derived exosomal miR-29b-3p regulates aging-
associated insulin resistance,” ACS Nano, vol. 13, no. 2,
pp. 2450–2462, 2019.

[15] H. Hao, J. Liu, J. Shen et al., “Multiple intravenous infusions
of bone marrow mesenchymal stem cells reverse hyperglyce-
mia in experimental type 2 diabetes rats,” Biochemical and
Biophysical Research Communications, vol. 436, no. 3,
pp. 418–423, 2013.

[16] R. Jiang, Z. Han, G. Zhuo et al., “Transplantation of placenta-
derived mesenchymal stem cells in type 2 diabetes: a pilot
study,” Frontiers in Medicine, vol. 5, no. 1, pp. 94–100, 2011.

[17] C. W. Lee, W. T. Hsiao, and O. K. Lee, “Mesenchymal stro-
mal cell-based therapies reduce obesity and metabolic syn-
dromes induced by a high-fat diet,” Translational research :
the journal of laboratory and clinical medicine, vol. 182,
pp. 61–74.e8, 2017.

[18] M. Ezquer, F. Ezquer, M. Ricca, C. Allers, and P. Conget,
“Intravenous administration of multipotent stromal cells pre-
vents the onset of non-alcoholic steatohepatitis in obese mice
with metabolic syndrome,” Journal of Hepatology, vol. 55,
no. 5, pp. 1112–1120, 2011.

[19] A. M. Madec, R. Mallone, G. Afonso et al., “Mesenchymal
stem cells protect NOD mice from diabetes by inducing reg-
ulatory T cells,” Diabetologia, vol. 52, no. 7, pp. 1391–1399,
2009.

[20] Y. Sun, H. Shi, S. Yin et al., “Human mesenchymal stem cell
derived exosomes alleviate type 2 diabetes mellitus by revers-
ing peripheral insulin resistance and relieving β-cell destruc-
tion,” ACS Nano, vol. 12, no. 8, pp. 7613–7628, 2018.

[21] N. Esser, S. Legrand-Poels, J. Piette, A. J. Scheen, and
N. Paquot, “Inflammation as a link between obesity, meta-
bolic syndrome and type 2 diabetes,” Diabetes Research and
Clinical Practice, vol. 105, no. 2, pp. 141–150, 2014.

[22] K. Zhao, H. Hao, J. Liu et al., “Bone marrow-derived mesen-
chymal stem cells ameliorate chronic high glucose- induced
β-cell injury through modulation of autophagy,” Cell Death
& Disease, vol. 6, no. 9, pp. e1885–e1885, 2015.

[23] M. Wang, L. Song, C. Strange, X. Dong, and H. Wang, “Ther-
apeutic effects of adipose stem cells from diabetic mice for the
treatment of type 2 diabetes,” Molecular Therapy, vol. 26,
no. 8, pp. 1921–1930, 2018.

[24] M. Xie, H. J. Hao, Y. Cheng et al., “Adipose-derived mesen-
chymal stem cells ameliorate hyperglycemia through regulat-
ing hepatic glucose metabolism in type 2 diabetic rats,”
Biochemical and Biophysical Research Communications,
vol. 483, no. 1, pp. 435–441, 2017.

[25] K. Nagaishi, K. Ataka, E. Echizen, Y. Arimura, and
M. Fujimiya, “Mesenchymal stem cell therapy ameliorates
diabetic hepatocyte damage in mice by inhibiting infiltration
of bone marrow-derived cells,” Hepatology, vol. 59, no. 5,
pp. 1816–1829, 2014.

[26] J. Xu, Y. Lu, F. Ding, X. Zhan, M. Zhu, and Z. Wang, “Rever-
sal of diabetes in mice by intrahepatic injection of bone-
derived GFP-murine mesenchymal stem cells infected with

the recombinant retrovirus-carrying human insulin gene,”
World Journal of Surgery, vol. 31, no. 9, pp. 1872–1882, 2007.

[27] O. Karnieli, Y. Izhar-Prato, S. Bulvik, and S. Efrat, “Genera-
tion of insulin-producing cells from human bone marrow
mesenchymal stem cells by genetic manipulation,” Stem Cells,
vol. 25, no. 11, pp. 2837–2844, 2007.

[28] A. Milanesi, J. W. Lee, Z. Li et al., “β-Cell regeneration medi-
ated by human bone marrow mesenchymal stem cells,” PLoS
One, vol. 7, no. 8, article e42177, 2012.

[29] P. Lin, L. Chen, N. Yang, Y. Sun, and Y. X. Xu, “Evaluation of
stem cell differentiation in diabetic rats transplanted with
bone marrow mesenchymal stem cells,” Transplantation Pro-
ceedings, vol. 41, no. 5, pp. 1891–1893, 2009.

[30] Y. Zhang, S. Gao, K. Liang et al., “Exendin-4 gene modifica-
tion and microscaffold encapsulation promote self-
persistence and antidiabetic activity of MSCs,” Science
Advances, vol. 7, no. 27, article eabi4379, 2021.

[31] Y. Sumida, M. Yoneda, K. Tokushige et al., “Antidiabetic
therapy in the treatment of nonalcoholic steatohepatitis,”
International Journal of Molecular Sciences, vol. 21, no. 6,
p. 1907, 2020.

[32] B. R. Webber, M. J. Osborn, A. N. McElroy et al., “CRISPR/
Cas9-based genetic correction for recessive dystrophic epi-
dermolysis bullosa,” NPJ Regenerative Medicine, vol. 1,
no. 1, p. 16014, 2016.

[33] Y. Furuhata, Y. Nihongaki, M. Sato, and K. Yoshimoto, “Con-
trol of adipogenic differentiation in mesenchymal stem cells
via endogenous gene activation using CRISPR-Cas9,” ACS
Synthetic Biology, vol. 6, no. 12, pp. 2191–2197, 2017.

[34] Z. Xie, H. Hao, C. Tong et al., “Human umbilical cord-
derived mesenchymal stem cells elicit macrophages into an
anti-inflammatory phenotype to alleviate insulin resistance
in type 2 diabetic rats,” Stem Cells, vol. 34, no. 3, pp. 627–
639, 2016.

[35] X. Sun, H. Hao, Q. Han et al., “Human umbilical cord-
derived mesenchymal stem cells ameliorate insulin resistance
by suppressing NLRP3 inflammasome-mediated inflamma-
tion in type 2 diabetes rats,” Stem Cell Research & Therapy,
vol. 8, no. 1, p. 241, 2017.

[36] Y. Yin, H. Hao, Y. Cheng et al., “Human umbilical cord-
derived mesenchymal stem cells direct macrophage polariza-
tion to alleviate pancreatic islets dysfunction in type 2 dia-
betic mice,” Cell Death & Disease, vol. 9, no. 7, p. 760, 2018.

[37] L. Wang, T. Liu, R. Liang et al., “Mesenchymal stem cells
ameliorate β cell dysfunction of human type 2 diabetic islets
by reversing β cell dedifferentiation,” eBioMedicine, vol. 51,
p. 102615, 2020.

[38] E. J. Estrada, F. Valacchi, E. Nicora et al., “Combined treat-
ment of intrapancreatic autologous bone marrow stem cells
and hyperbaric oxygen in type 2 diabetes mellitus,” Cell
Transplantation, vol. 17, no. 12, pp. 1295–1304, 2008.

[39] J. Li, “Effects of liraglutide on short-term glucolipid metabo-
lism in patients with primary type 2 diabetes mellitus,” Chi-
nese Journal of Internal Medicine, vol. 55, no. 5, pp. 349–
354, 2016.

[40] X. Liu, P. Zheng, X. Wang et al., “A preliminary evaluation of
efficacy and safety of Wharton’s jelly mesenchymal stem cell
transplantation in patients with type 2 diabetes mellitus,”
Stem Cell Research & Therapy, vol. 5, no. 2, p. 57, 2014.

[41] A. Bhansali, P. Asokumar, R. Walia et al., “Efficacy and safety
of autologous bone marrow-derived stem cell transplantation

14 Stem Cells International



in patients with type 2 diabetes mellitus: a randomized
placebo-controlled study,” Cell Transplantation, vol. 23,
no. 9, pp. 1075–1085, 2014.

[42] J. Hu, Y. Wang, H. Gong et al., “Long term effect and safety of
Wharton’s jelly-derived mesenchymal stem cells on type 2
diabetes,” Experimental and Therapeutic Medicine, vol. 12,
no. 3, pp. 1857–1866, 2016.

[43] D. Kong, X. Zhuang, D. Wang et al., “Umbilical cord mesen-
chymal stem cell transfusion ameliorated hyperglycemia in
patients with type 2 diabetes mellitus,” Clinical Laboratory,
vol. 60, no. 12, pp. 1969–1976, 2014.

[44] Z. Wu, J. Cai, J. Chen et al., “Autologous bone marrowmono-
nuclear cell infusion and hyperbaric oxygen therapy in type 2
diabetes mellitus: an open-label, randomized controlled clin-
ical trial,” Cytotherapy, vol. 16, no. 2, pp. 258–265, 2014.

[45] J. S. Skyler, V. A. Fonseca, K. R. Segal, J. Rosenstock, and
MSB-DM003 Investigators, “Allogeneic mesenchymal pre-
cursor cells in type 2 diabetes: a randomized, placebo-con-
trolled, dose-escalation safety and tolerability pilot study,”
Diabetes Care, vol. 38, no. 9, pp. 1742–1749, 2015.

[46] D. K. Packham, I. R. Fraser, P. G. Kerr, and K. R. Segal, “Allo-
geneic mesenchymal precursor cells (MPC) in diabetic
nephropathy: a randomized, placebo-controlled, dose escala-
tion study,” EBioMedicine, vol. 12, pp. 263–269, 2016.

[47] S. Bhansali, P. Dutta, V. Kumar et al., “Efficacy of autologous
bone marrow-derived mesenchymal stem cell and mononu-
clear cell transplantation in type 2 diabetes mellitus: a ran-
domized, placebo-controlled comparative study,” Stem Cells
and Development, vol. 26, no. 7, pp. 471–481, 2017.

[48] L.-B. Chen, X.-B. Jiang, and L. Yang, “Differentiation of rat
marrow mesenchymal stem cells into pancreatic islet beta-
cells,” World Journal of Gastroenterology, vol. 10, no. 20,
pp. 3016–3020, 2004.

[49] M. A. Ghoneim, A. F. Refaie, B. L. Elbassiouny, M. M. Gabr,
and M. M. Zakaria, “From mesenchymal stromal/stem cells
to insulin-producing cells: progress and challenges,” Stem
Cell Reviews and Reports, vol. 16, no. 6, pp. 1156–1172, 2020.

[50] M. El-Sherbiny, M. A. Eladl, A. V. Ranade, M. Guimei, and
H. Gabr, “Functional beta-cells derived from umbilical cord
blood mesenchymal stem cells for curing rats with
streptozotocin-induced diabetes mellitus,” Singapore Medical
Journal, vol. 61, no. 1, pp. 39–45, 2020.

[51] D. Hess, L. Li, M. Martin et al., “Bone marrow-derived stem
cells initiate pancreatic regeneration,” Nature Biotechnology,
vol. 21, no. 7, pp. 763–770, 2003.

[52] A. I. Caplan and J. E. Dennis, “Mesenchymal stem cells as tro-
phic mediators,” Journal of Cellular Biochemistry, vol. 98,
no. 5, pp. 1076–1084, 2006.

[53] K. S. Park, Y. S. Kim, J. H. Kim et al., “Trophic molecules
derived from human mesenchymal stem cells enhance sur-
vival, function, and angiogenesis of isolated islets after trans-
plantation,” Transplantation, vol. 89, no. 5, pp. 509–517,
2010.

[54] D. J. Borg, M. Weigelt, C. Wilhelm et al., “Mesenchymal stro-
mal cells improve transplanted islet survival and islet func-
tion in a syngeneic mouse model,” Diabetologia, vol. 57,
no. 3, pp. 522–531, 2014.

[55] B. Chandravanshi and R. R. Bhonde, “Shielding engineered
islets with mesenchymal stem cells enhance survival under
hypoxia,” Journal of Cellular Biochemistry, vol. 118, no. 9,
pp. 2672–2683, 2017.

[56] Y. He, D. Zhang, Y. Zeng et al., “Bone marrow-derived mes-
enchymal stem cells protect islet grafts against endoplasmic
reticulum stress-induced apoptosis during the early stage
after transplantation,” Stem Cells, vol. 36, no. 7, pp. 1045–
1061, 2018.

[57] M. O. Gomzikova, V. James, and A. A. Rizvanov, “Mitochon-
dria donation by mesenchymal stem cells: current under-
standing and mitochondria transplantation strategies,”
Frontiers in Cell and Developmental Biology, vol. 9, no. 708,
2021.

[58] Y. Yuan, L. Yuan, L. Li et al., “Mitochondrial transfer from
mesenchymal stem cells to macrophages restricts inflamma-
tion and alleviates kidney injury in diabetic nephropathy
mice via PGC-1α activation,” Stem Cells, vol. 39, no. 7,
pp. 913–928, 2021.

[59] C. L. Rackham, E. L. Hubber, A. Czajka, A. N. Malik, A. J. F.
King, and P. M. Jones, “Optimizing beta cell function through
mesenchymal stromal cell-mediated mitochondria transfer,”
Stem Cells, vol. 38, no. 4, pp. 574–584, 2020.

[60] V. Planat-Benard, A. Varin, and L. Casteilla, “MSCs and
inflammatory cells crosstalk in regenerative medicine: con-
certed actions for optimized resolution driven by energy
metabolism,” Frontiers in Immunology, vol. 12, no. 1465,
2021.

[61] N. Konari, K. Nagaishi, S. Kikuchi, and M. Fujimiya, “Mito-
chondria transfer from mesenchymal stem cells structurally
and functionally repairs renal proximal tubular epithelial
cells in diabetic nephropathy in vivo,” Scientific Reports,
vol. 9, no. 1, p. 5184, 2019.

[62] Q. M. Anstee, G. Targher, and C. P. Day, “Progression of
NAFLD to diabetes mellitus, cardiovascular disease or cirrho-
sis,” Nature Reviews. Gastroenterology & Hepatology, vol. 10,
no. 6, pp. 330–344, 2013.

[63] Y. Wei, R. S. Rector, J. P. Thyfault, and J. A. Ibdah, “Nonalco-
holic fatty liver disease and mitochondrial dysfunction,”
World Journal of Gastroenterology, vol. 14, no. 2, pp. 193–
199, 2008.

[64] J. H. Ho, T. C. Tseng, W. H. Ma et al., “Multiple intravenous
transplantations of mesenchymal stem cells effectively restore
long-term blood glucose homeostasis by hepatic engraftment
and β-cell differentiation in streptozocin-induced diabetic
mice,” Cell Transplantation, vol. 21, no. 5, pp. 997–1009,
2012.

[65] W. Jiang, Y. Tan, M. Cai et al., “Human umbilical cord MSC-
derived exosomes suppress the development of CCl(4)-
induced liver injury through antioxidant effect,” Stem Cells
International, vol. 2018, Article ID 6079642, 11 pages, 2018.

[66] Y. Si, Y. Zhao, H. Hao et al., “Infusion of mesenchymal stem
cells ameliorates hyperglycemia in type 2 diabetic rats: identi-
fication of a novel role in improving insulin sensitivity,” Dia-
betes, vol. 61, no. 6, pp. 1616–1625, 2012.

[67] Z. Deng, H. Xu, J. Zhang et al., “Infusion of adipose‑derived
mesenchymal stem cells inhibits skeletal muscle Mitsugumin
53 elevation and thereby alleviates insulin resistance in type 2
diabetic rats,” Molecular Medicine Reports, vol. 17, no. 6,
pp. 8466–8474, 2018.

[68] G. I. Shulman, D. L. Rothman, T. Jue, P. Stein, R. A.
DeFronzo, and R. G. Shulman, “Quantitation of muscle gly-
cogen synthesis in normal subjects and subjects with non-
insulin-dependent diabetes by 13C nuclear magnetic reso-
nance spectroscopy,” New England Journal of Medicine,
vol. 322, no. 4, pp. 223–228, 1990.

15Stem Cells International



[69] S. Bi, Q. Nie, W. Q. Wang et al., “Human umbilical cord mes-
enchymal stem cells therapy for insulin resistance: a novel
strategy in clinical implication,” Current Stem Cell Research
& Therapy, vol. 13, no. 8, pp. 658–664, 2018.

[70] J. C. Pickup, “Inflammation and activated innate immunity in
the pathogenesis of type 2 diabetes,” Diabetes Care, vol. 27,
no. 3, pp. 813–823, 2004.

[71] S. J. Hashemian, M. Kouhnavard, and E. Nasli-Esfahani,
“Mesenchymal stem cells: rising concerns over their applica-
tion in treatment of type one diabetes mellitus,” Journal of
Diabetes Research, vol. 2015, Article ID 675103, 19 pages,
2015.

[72] J. Chen, C. X. Zheng, Y. Jin, and C. H. Hu, “Mesenchymal
stromal cell-mediated immune regulation: a promising rem-
edy in the therapy of type 2 diabetes mellitus,” Stem Cells,
vol. 39, no. 7, pp. 838–852, 2021.

[73] M. Shrestha, T. T. Nguyen, J. Park, J. U. Choi, S. Yook, and
J. H. Jeong, “Immunomodulation effect of mesenchymal stem
cells in islet transplantation,” Biomedicine & Pharmacother-
apy, vol. 142, article 112042, 2021.

[74] 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, pp. e2062–e2062,
2016.

[75] Y. Ding, X. Liang, Y. Zhang et al., “Rap1 deficiency-provoked
paracrine dysfunction impairs immunosuppressive potency
of mesenchymal stem cells in allograft rejection of heart
transplantation,” Cell Death & Disease, vol. 9, no. 3, p. 386,
2018.

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

[77] S. Ma, N. Xie, W. Li, B. Yuan, Y. Shi, and Y. Wang, “Immu-
nobiology of mesenchymal stem cells,” Cell Death and Differ-
entiation, vol. 21, no. 2, pp. 216–225, 2014.

[78] I. Boumaza, S. Srinivasan, W. T. Witt et al., “Autologous bone
marrow-derived rat mesenchymal stem cells promote PDX-1
and insulin expression in the islets, alter T cell cytokine pat-
tern and preserve regulatory T cells in the periphery and
induce sustained normoglycemia,” Journal of Autoimmunity,
vol. 32, no. 1, pp. 33–42, 2009.

[79] H. Wang, X. Liang, Z. P. Xu, D. H. G. Crawford, X. Liu,
and M. S. Roberts, “A physiologically based kinetic model
for elucidating the in vivo distribution of administered
mesenchymal stem cells,” Scientific Reports, vol. 6, no. 1,
p. 22293, 2016.

[80] A. Brooks, K. Futrega, X. Liang et al., “Concise review: quan-
titative detection and modeling the in vivo kinetics of thera-
peutic mesenchymal stem/stromal cells,” Stem Cells
Translational Medicine, vol. 7, no. 1, pp. 78–86, 2018.

[81] M. F. Kircher, S. S. Gambhir, and J. Grimm, “Noninvasive
cell-tracking methods,” Nature Reviews Clinical Oncology,
vol. 8, no. 11, pp. 677–688, 2011.

[82] M. Salvadori, N. Cesari, A. Murgia, P. Puccini, B. Riccardi,
and M. Dominici, “Dissecting the pharmacodynamics and
pharmacokinetics of MSCs to overcome limitations in their
clinical translation,”Molecular Therapy - Methods & Clinical
Development, vol. 14, pp. 1–15, 2019.

[83] V. Sood, B. R. Mittal, A. Bhansali et al., “Biodistribution of
18F-FDG-labeled autologous bone marrow-derived stem cells
in patients with type 2 diabetes mellitus: exploring targeted

and intravenous routes of delivery,” Clinical Nuclear Medi-
cine, vol. 40, no. 9, pp. 697–700, 2015.

[84] J. N. Yaochite, C. Caliari-Oliveira, L. E. B. de Souza et al.,
“Therapeutic efficacy and biodistribution of allogeneic
mesenchymal stem cells delivered by intrasplenic and
intrapancreatic routes in streptozotocin-induced diabetic
mice,” Stem Cell Research & Therapy, vol. 6, no. 1, p. 31,
2015.

[85] P. Zhao, L. Zhang, J. A. Grillo et al., “Applications of physio-
logically based pharmacokinetic (PBPK) modeling and simu-
lation during regulatory review,” Clinical Pharmacology and
Therapeutics, vol. 89, no. 2, pp. 259–267, 2011.

[86] B. Parekkadan and J. M. Milwid, “Mesenchymal stem cells as
therapeutics,” Annual Review of Biomedical Engineering,
vol. 12, no. 1, pp. 87–117, 2010.

[87] M. Li, K. T. al-Jamal, K. Kostarelos, and J. Reineke, “Physio-
logically based pharmacokinetic modeling of nanoparticles,”
ACS Nano, vol. 4, no. 11, pp. 6303–6317, 2010.

[88] Z. Lin, N. A. Monteiro-Riviere, and J. E. Riviere, “A physio-
logically based pharmacokinetic model for polyethylene
glycol-coated gold nanoparticles of different sizes in adult
mice,” Nanotoxicology, vol. 10, no. 2, pp. 162–172, 2016.

[89] D. G. Phinney, M. di Giuseppe, J. Njah et al., “Mesenchymal
stem cells use extracellular vesicles to outsource mitophagy
and shuttle microRNAs,” Nature Communications, vol. 6,
no. 1, p. 8472, 2015.

[90] K. Németh, A. Leelahavanichkul, P. S. T. Yuen et al., “Bone
marrow stromal cells attenuate sepsis via prostaglandin E2-
dependent reprogramming of host macrophages to increase
their interleukin-10 production,” Nature Medicine, vol. 15,
no. 1, pp. 42–49, 2009.

[91] M. B. Murphy, K. Moncivais, and A. I. Caplan, “Mesenchy-
mal stem cells: environmentally responsive therapeutics for
regenerative medicine,” Experimental & Molecular Medicine,
vol. 45, no. 11, pp. e54–e54, 2013.

[92] S. Schrepfer, T. Deuse, H. Reichenspurner, M. P. Fischbein,
R. C. Robbins, and M. P. Pelletier, “Stem cell transplantation:
the lung barrier,” Transplantation Proceedings, vol. 39, no. 2,
pp. 573–576, 2007.

[93] S. F. H. de Witte, F. Luk, J. M. Sierra Parraga et al., “Immuno-
modulation by therapeutic mesenchymal stromal cells (MSC)
is triggered through phagocytosis of MSC by monocytic
cells,” Stem Cells, vol. 36, no. 4, pp. 602–615, 2018.

[94] T. Mäkelä, R. Takalo, O. Arvola et al., “Safety and biodistribu-
tion study of bone marrow-derived mesenchymal stromal
cells and mononuclear cells and the impact of the administra-
tion route in an intact porcine model,” Cytotherapy, vol. 17,
no. 4, pp. 392–402, 2015.

[95] L. Liao, B. Shi, H. Chang et al., “Heparin improves BMSC cell
therapy: anticoagulant treatment by heparin improves the
safety and therapeutic effect of bone marrow-derived mesen-
chymal stem cell cytotherapy,” Theranostics, vol. 7, no. 1,
pp. 106–116, 2017.

[96] J. Leibacher, K. Dauber, S. Ehser et al., “Humanmesenchymal
stromal cells undergo apoptosis and fragmentation after
intravenous application in immune-competent mice,”
Cytotherapy, vol. 19, no. 1, pp. 61–74, 2017.

[97] Y. Jung, G. Bauer, and J. A. Nolta, “Concise review: induced
pluripotent stem cell-derived mesenchymal stem cells: prog-
ress toward safe clinical products,” Stem Cells, vol. 30, no. 1,
pp. 42–47, 2012.

16 Stem Cells International



[98] W. Wruck, N. Graffmann, L. S. Spitzhorn, and J. Nolta,
“Human induced pluripotent stem cell-derived mesenchymal
stem cells acquire rejuvenation and reduced heterogeneity,”
Frontiers in Cell and Developmental Biology, vol. 9,
no. 2669, 2021.

[99] C. Sanz-Nogués and T. O'Brien, “Current good manufactur-
ing practice considerations for mesenchymal stromal cells
as therapeutic agents,” Biomaterials and Biosystems, vol. 2,
article 100018, 2021.

[100] T. Tchkonia, D. E. Morbeck, T. von Zglinicki et al., “Fat tis-
sue, aging, and cellular senescence,” Aging Cell, vol. 9, no. 5,
pp. 667–684, 2010.

[101] A. K. Palmer, T. Tchkonia, N. K. LeBrasseur, E. N. Chini,
M. Xu, and J. L. Kirkland, “Cellular senescence in type 2 dia-
betes: a therapeutic opportunity,” Diabetes, vol. 64, no. 7,
pp. 2289–2298, 2015.

[102] A. Shah, N. Mehta, and M. P. Reilly, “Adipose inflammation,
insulin resistance, and cardiovascular disease,” JPEN Journal
of Parenteral and Enteral Nutrition, vol. 32, no. 6, pp. 638–
644, 2008.

[103] M. Lee, S. Y. Jeong, J. Ha et al., “Low immunogenicity of
allogeneic human umbilical cord blood-derived mesenchy-
mal stem cells in vitro and in vivo_,” Biochemical and Bio-
physical Research Communications, vol. 446, no. 4,
pp. 983–989, 2014.

[104] S. Yamanaka, “Pluripotent stem cell-based cell therapy—pro-
mise and challenges,” Cell Stem Cell, vol. 27, no. 4, pp. 523–
531, 2020.

[105] J. Zhang, Y. C. Chan, J. C. Y. Ho, C. W. Siu, Q. Lian, and H. F.
Tse, “Regulation of cell proliferation of human induced plu-
ripotent stem cell-derived mesenchymal stem cells via
ether-à-go-go 1 (hEAG1) potassium channel,” American
Journal of Physiology-Cell Physiology, vol. 303, no. 2,
pp. C115–C125, 2012.

[106] M. A. Khan, F. Alanazi, H. A. Ahmed et al., “iPSC-derived
MSC therapy induces immune tolerance and supports long-
term graft survival in mouse orthotopic tracheal transplants,”
Stem Cell Research & Therapy, vol. 10, no. 1, p. 290, 2019.

[107] E. I. Ozay, J. Vijayaraghavan, G. Gonzalez-Perez et al., “Cym-
erus™ iPSC-MSCs significantly prolong survival in a pre-clin-
ical, humanized mouse model of graft- _vs_ -host disease,”
Stem Cell Research, vol. 35, article 101401, 2019.

[108] A. J. C. Bloor, A. Patel, J. E. Griffin et al., “Production, safety
and efficacy of iPSC-derived mesenchymal stromal cells in
acute steroid-resistant graft versus host disease: a phase I,
multicenter, open-label, dose-escalation study,” Nature Med-
icine, vol. 26, no. 11, pp. 1720–1725, 2020.

[109] A. Galleu, Y. Riffo-Vasquez, C. Trento et al., “Apoptosis in
mesenchymal stromal cells induces in vivo recipient-
mediated immunomodulation,” Science Translational Medi-
cine, vol. 9, no. 416, 2017.

[110] K. Akiyama, C. Chen, D. D. Wang et al., “Mesenchymal-
stem-cell-induced immunoregulation involves FAS-ligand-/
FAS- mediated T cell apoptosis,” Cell Stem Cell, vol. 10,
no. 5, pp. 544–555, 2012.

[111] C. R. Kahn, L. Chen, and S. E. Cohen, “Unraveling the mech-
anism of action of thiazolidinediones,” The Journal of Clinical
Investigation, vol. 106, no. 11, pp. 1305–1307, 2000.

[112] V. Aroda, “REWIND to fast forward: time to revisit stroke
prevention in type 2 diabetes?,” The Lancet Diabetes & Endo-
crinology, vol. 8, no. 2, pp. 90–92, 2020.

[113] J. P. Giblett, S. J. Clarke, D. P. Dutka, and S. P. Hoole, “Glu-
cagon-like peptide-1: a promising agent for cardioprotection
during myocardial ischemia,” JACC: Basic to Translational
Science, vol. 1, no. 4, pp. 267–276, 2016.

[114] A. Andersen, A. Lund, F. K. Knop, and T. Vilsbøll, “Gluca-
gon-like peptide 1 in health and disease,” Nature Reviews
Endocrinology, vol. 14, no. 7, pp. 390–403, 2018.

[115] E. Brown, D. J. Cuthbertson, and J. P. Wilding, “Newer GLP-
1 receptor agonists and obesity-diabetes,” Peptides, vol. 100,
pp. 61–67, 2018.

[116] H. C. Gerstein, R. Hart, H. M. Colhoun et al., “The effect of
dulaglutide on stroke: an exploratory analysis of the
REWIND trial,” The Lancet Diabetes & Endocrinology,
vol. 8, no. 2, pp. 106–114, 2020.

[117] I. R. Marlet, J. N. E. Ölmestig, T. Vilsbøll, J. Rungby, and
C. Kruuse, “Neuroprotective mechanisms of glucagon-like
peptide-1-based therapies in ischaemic stroke: a systematic
review based on pre-clinical studies,” Basic & Clinical Phar-
macology & Toxicology, vol. 122, no. 6, pp. 559–569, 2018.

[118] L. Zhang, L. Y. Zhang, L. Li, and C. Hölscher, “Semaglutide is
neuroprotective and reduces α-synuclein levels in the chronic
MPTP mouse model of Parkinson’s disease,” Journal of Par-
kinson’s Disease, vol. 9, no. 1, pp. 157–171, 2019.

[119] L. Zhang, L. Zhang, L. Li, and C. Hölscher, “Neuroprotective
effects of the novel GLP-1 long acting analogue semaglutide
in the MPTP Parkinson’s disease mouse model,” Neuropep-
tides, vol. 71, pp. 70–80, 2018.

[120] T. S. Salameh, E. M. Rhea, K. Talbot, andW. A. Banks, “Brain
uptake pharmacokinetics of incretin receptor agonists show-
ing promise as Alzheimer’s and Parkinson’s disease therapeu-
tics,” Biochemical Pharmacology, vol. 180, article 114187,
2020.

[121] A. Scuteri and M. Monfrini, “Mesenchymal stem cells as new
therapeutic approach for diabetes and pancreatic disorders,”
International Journal of Molecular Sciences, vol. 19, no. 9,
p. 2783, 2018.

17Stem Cells International


	Mesenchymal Stem Cells (MSCs): A Novel Therapy for Type 2 Diabetes
	1. Introduction
	2. Preclinical Studies of MSCs for T2DM Treatment
	3. Clinical Studies of MSCs for T2DM Treatment
	4. The Mechanisms of MSC Therapy in T2DM
	4.1. β-Cell Regeneration
	4.2. Hepatic Metabolic Homeostasis
	4.3. Alleviation of Insulin Resistance
	4.4. Regulation of Systemic Inflammation

	5. Pharmacokinetics of MSCs in T2DM
	5.1. In Vivo Kinetics of Systematically Applied MSCs
	5.2. Modeling the In Vivo Kinetics of MSCs

	6. Conclusions and Future Perspectives
	6.1. Potential Risks of Intravenously Administered MSCs
	6.2. MSC Sources in Clinical Applications
	6.3. Unidentified Therapeutic Mechanisms of MSCs In Vivo

	Data Availability
	Conflicts of Interest
	Authors’ Contributions
	Acknowledgments

