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1. Introduction

Bone tissue engineering using various cell sources and materials has become an intriguing
field, aimed at solving the problem of treatment of numerous clinical indications requiring
regeneration of damaged or deficitary bone.

During the Paleozoic period, evolution produced the skeleton. This 500 million-year-old
creation has the capacity for regeneration, a term which until recently has been reserved to
new tissue and organs formation as in hydra, planarians or salamanders (Braddock et al.,
2001). The regeneration of bone (or the stimulation of bone production) is often required to
treat loss of bone tissue brought about by trauma, osteonecrosis and tumors. Among the 6
millions fractures occurring every year in the United States, 5-10% are classified
unfavorable, requiring further treatment due to compromised healing (Praemer et al., 1992).
The clinical and socioeconomic challenge of treatments of bone defects is staggering. For
example, the number of total joint arthroplasties (TJAs) and revision surgeries in the US has
increased from 700,000 in 1998 to over 1.1 million in 2005. Medical expenses relating to
fracture, reattachment, and replacement of hip and knee joint was estimated to be over $20
billion (USD) in 2003, and predicted to increase to over $74 (USD) billion by the year 2015.
Similar trend is observed in spinal arthrodesis (reviewed in Porter et al, 2009).

Bone tissue provides mechanical stability to the skeleton, which is needed for load bearing,
locomotion and protection of internal organs. Furthermore, bone serves as a mineral
reservoir and has the capacity rapidly to mobilize mineral stores if needed for homeostasis
of the calcium blood level (Kneser et al., 2006).

The functional integrity of bone tissue is maintained by three main different cell types:
osteoblasts, osteocytes and osteoclasts, which are embedded in a highly complex matrix
consisting of a mineralized (hydroxyapatite) and a non-mineralized component. The non-
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34 Bone Regeneration

mineralized organic part contains mainly collagens (approx. 95%), the remaining organic
component of 5% is composed of glycoproteins, proteoglycans and other numerous non-
collagenous proteins (Meyer and Wiesmann, 2006).

Bone development and bone regeneration are complexly regulated processes that involve a
plethora of different growth and transcription factors, which coordinate the interaction of
cells and matrix in response to external or internal stimuli (Kneser et al., 2006). Bone
metabolism involves the resorption of existing bone by osteoclasts and the subsequent
formation of a new bone matrix by osteoblasts. These activities are essential for bone
remodeling, regeneration and repair (DeLong et al., 2007).

Various sources of cells (periosteal cells, cortical cells, cells derived from the surrounding
soft tissues, and marrow cells) and signals that set up these fields are responsible for the
features of the repair tissue. The primary tissue source of cells that form repair tissue is
believed to be from the periosteum. Other cells that contribute to or repair tissue formation
appear to be derived from the adjacent cortical and cancellous bone. Mesenchymal stem
cells, assumed to be derived from either the surrounding muscle tissue or the marrow space,
are a third source of cells that participate in the formation of new bone. Cells synthesize a
network of collagnenous and non-collagenous proteins. The final stage of bone repair and
regeneration is the establishment of mineralized, mechanically competent tissue. Collagens,
as the major constituent of the extracellular matrix network, are of major importance in the
formation of a mineralized matrix. (Nakahara et al., 1990; Meyer and Wiesmann, 2006)

The healing potential of bone is sufficient to restore simple fractures, which are generally
treated by standard conservative or surgical therapy. However, in some cases, reparative
osteogenesis does not result in structural and functional recovery of the bone (Logeart-
Avramoglou et al., 2005). Extended bone defects following trauma or cancer resection or
non-unions of fractures may require more sophisticated treatment. In these cases, bone
grafting procedures, segmental bone transport, distraction osteogenesis or biomaterials are
applied for reconstruction (Meyer and Wiesmann, 2006). The repair of bone defects in
reconstructive surgery is subject to significant limitations, including donor site morbidity,
limited supply of autograft, risk of infection and immune rejection of allograft, and poor
osteogenic effect of synthetic bone substitutes (Logeart-Avramoglou et al., 2005). In addition,
bridging of a large bone defect by callus distraction requires a long time and usually an
external fixator, both very inconvenient for patients. Regardless of the technique used, the
percentage of failure is considerable. Bone repair is therefore the subject of intensive
investigation in reconstructive surgery.

2. Treatment of bone defects

The reconstruction of large bone defects is an important clinical problem and none of the
approaches thus far have proved completely effective. Since there are major limitations
when treating ”problematic” bone tissue defects according to standard protocols, there is a
great need for the development of new approaches for reparative osteogenesis. There are a
number of clinical indications, such as non-unions, benign bone lesions, parodontal bone
lesions, traumatic injuries, which could benefit from advances made during the past decade
in bone cell therapies and tissue engineering. Cell therapies involve the use of any kind of
cells to repair damaged or destroyed bone cells or tissues, and are unique in that the active
component consists of living cells.
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One of the biggest cell therapy areas is tissue engineering, defined by Langer and Vacanti
(1993) as an interdisciplinary field that applies the principles of engineering and the life
sciences to the development of biological substitutes that restore, maintain or improve tissue
function. Tissue can be engineered 1) in vivo - by stimulating the body's own regeneration
response with the appropriate biomaterial, or 2) ex vivo - cells can be expanded in culture,
attached to a scaffold and then reimplanted into the host. Depending on the source, cells
may be heterologous (different species), allogeneic (same species, different individual) or
autologous (same individual). Autologous cells are preferred because they will not evoke an
immunologic response and the deleterious side effects of immunosuppressive agents can
thus be avoided. In addition, the potential risks of pathogen transfer are also eliminated
(Hipp and Atala, 2004).

When engineering bone tissue substitutes, mechanical stability, osteoconductivity,
osteoinductivity, osteogenicity and ease of handling have to be well balanced in order
properly to meet clinical needs (Kneser et al., 2006). According to Muschler and co-workers
(2004), there are four types of cell-based tissue engineering: (1) local targeting of connective
tissue progenitors where new tissue is needed, (2) transplanting autogenous connective
tissue progenitors to augment the local population, (3) transplanting culture expanded or
modified connective tissue progenitors and (4) transplanting fully formed tissue.

Osteogenic cells are an integral part of any bone tissue engineering strategy. These cells are
either transplanted along with the appropriate scaffolds into the bone defects or attracted
from the host by osteoinductive factors (Kneser et al., 2006). The affectors of bone
remodeling, regeneration and fracture repair in an adult organism are the cellular
components. Various types of osteogenic cells, including bone marrow mesenchymal stem
cells (BMSC) (Frank et al., 2002; Meinel et al., 2004; Meinel et al., 2005), adipose-derived stem
cells (ASC) (Lendeckel et al., 2004; Peterson et al., 2005) mesenchymal cells of the periosteum
(Hutmacher and Sittinger, 2003; Schimming and Schmelzeisen, 2004, Turhani et al., 2005)
and alveolar bone derived osteoblasts (AO) (Xiao et al., 2003; Zhu et al., 2006) have been
studied for bone reconstruction. Pluripotent mesenchymal stem cells are present in many
adult tissues, although they are most abundant in bone marrow (Pittenger et al., 1999) and
adipose tissue (Zuk et al., 2001). In vitro, BMSC are rapidly adherent, clonogenic and capable
of extended proliferation (Bianco et al., 2001). Isolation and expansion efficiency, stability of
osteoblastic phenotype, in vivo bone formation capacity and long-term safety are essential
requirements that must be met by any type of osteogenic cell for successful clinical
application. Serum-free culture conditions or culture medium supplemented with
autologous serum are preferable for cell expansion in vitro (Kneser et al., 2006).

Nevertheless, it has still not yet been determined which type of osteogenic cell is most
suitable for engineering bone tissue. At the moment, BMSC seem to be the best candidate for
cell therapy to regenerate injured skeletal tissues, owing to their ease of isolation, expansion
and multilineage potential. These cells can be induced to differentiate into chondrocytes or
osteoblasts when subjected to specific environmental factors (Jorgensen et al., 2004). Proof-
in-principle for bone tissue engineering using BMSC has been demonstrated in various
animal models (for review see Cancedda et al., 2003); in addition, 7 human clinical studies
had been conducted by 2010 (Chatterjea et al., 2010). However, several studies have also
shown ASC and AO to be appropriate cell sources for bone regeneration (Zuk et al., 2001;
Cowan et al., 2004; Hattori et al., 2006; Frohlich et al., 2010; Turhani et al., 2005; Malicev et al.,
2008).
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36 Bone Regeneration

Bone tissue engineering requires not only living cells but also the use of scaffolds, which
serve as a three-dimensional environment for the cells. Scaffolds for engineering bone
should satisfy a number of criteria. According to Logeart-Avramoglou et al. (2005), such
matrices should be: (i) biocompatible (non-immunogenic and non-toxic); (ii) absorbable
(with rates of resorption commensurate with those of bone formation); (iii) preferably
radiolucent (to allow the new bone to be distinguished radiographically from the
implant); (iv) osteoconductive; (v) easy to manufacture and sterilize; and (vi) easy to
handle in the operating theater, preferably without preparatory procedures (in order to
limit the risk of infection). Three-dimensional scaffolds for bone tissue regeneration
require an internal microarchitecture, specifically highly porous interconnected structures
and a large surface-to-volume ratio, to promote cell in-growth and cell distribution
throughout the matrix (Logeart-Avramoglou et al., 2005). Pore sizes in the range of 200-
900 um have performed most satisfactorily in these applications because, in addition to
osteoprogenitor cells, they also enable endothelial cells to migrate into the matrix and
develop the vascular beds necessary to nourish the newly formed tissue (Logeart-
Avramoglou et al.,, 2005). Particle size, shape and surface roughness affect cellular
adhesion, proliferation and phenotype. Specifically, cells are sensitive and responsive to
the chemistry, topography and surface energy of the material substrates with which they
interact. In this respect, the type, amount and conformation of specific proteins that
adsorb onto material surfaces, subsequently modulate cell functions (Boyan et al., 1996).
Calcium based ceramics undergo dissolution and precipitation at their surfaces. These
events lead to the formation of a carbonate-containing hydroxyapatite layer, which
promotes the attachment of bone forming cells (i.e., osteoconductivity) (Ohgushi et al.,
1999). Tricalcium phosphate (TCP) and hydroxyapatite (HA) are therefore most
commonly used as a scaffold in bone tissue engineering. In addition, these two materials
are commercially available from various producers (DeLong et al., 2007) and well accepted
in clinical practice as synthetic substitutes (or bone fillers).

In order to evaluate where is a niche for autologous cell therapy in medical practice, an
overview of other established treatments is necessary.

2.1 Estabished treatments of bone defects

Orthopaedic trauma surgery requires the regular use of bone grafts to help provide timely
healing of muscoskeletal injuries. The “perfect” bone graft has properties categorized as:
osteoconductive, osteoinductive and osteogenic (De Long et al., 2007). Osteoconduction is
the property of a matrix that supports the attachment of bone-forming cells for subsequent
bone formation. Osteoinduction is a process that supports the mitogenesis of
undifferentiated cells, leading to the formation of osteoprogenitor cells that form new bone.
The terms “osteogenic” and , osteogenesis” may be reserved for the ability to generate or
the generation of bone by bone-forming cells.

2.1.1 Bone grafts and substitutes

Today, autologous bone grafting is the gold standard for osteogenic replacement in osseous
defects (DeLong et al., 2007). Autologous bone grafts reliably fill substance deficits and
induce bone tissue formation at the defect site following transplantation. These grafts
exhibit some initial stability, depending on donor site, size, shape and quality (Kneser et al.,
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2006). However, the clinical use of autologous osseous transplants is limited by a
considerable donor site morbidity, which increases with the amount of harvested bone.
Bleeding, hematoma, infection and chronic pain are common complications of bone graft
harvest (Ebraheim et al., 2001). In addition, when the bone defect is large, there may not be
enough autologous bone tissue to harvest. Processed allogeneic or xenogenic bone grafts are
also commonly used for repair of osseous defects when autologous transplantation is not
appropriate (Gazdag et al., 1995). Although the initial properties of allogeneic or xenogenic
grafts resemble those of autologous bone, the lack of osteogenicity is a limitation even when
osteoinductive factors are preserved during processing. For specific indications,
vascularized bone grafts from various locations, including fibula, scapula, iliac crest and
others, are taken and transplanted into given bone defects (Ozaki et. al., 1997).

2.1.2 Synthetic bone substitutes

Degradable and non-degradable implant materials can be divided into synthetically
produced metals and metallic alloys, ceramics, polymers and composites or modified
natural materials (Mayer and Wiesmann, 2006). Whereas non-resorbable materials such as
steel or titanium alloys are commonly used for prosthetic devices, resorbable substitute
materials are currently being investigated for their use in bone and cartilage replacement
therapies (Mayer and Wiesmann, 2006). Acrylate-based bone cements provide high
mechanical stability after polymerization (Lewis, 1997). They are widely used for fixation
of total joint prosthesis, vertebroplasty and for craniofacial bone defects. However,
despite sophisticated modes of application, they do not possess osteogenic or
osteoinductive properties and are slowly resorbed, if at all. Within the last two decades,
many other biogenic and synthetic materials have been evaluated for their use as bone
substitutes. Calcium phosphate- and apatite-based bone cements (porous composites and
the most widespread ceramics used for bone reconstruction), as well as other types of
biomaterials have been clinically applied for the treatment of fractures and bone defects
(Jupiter et al., 1997). Depending on their chemical composition and porosity, they are

osteoconductive, biodegradable and are integrated into given bone defects (Kneser et al.,
2006).

2.2 Advanced approaches to treating bone defects
2.2.1 Osteoinductive substances

Although osteoinductive substances are clinically applied for the reconstruction of bone
defects or for acceleration of fracture healing, only small numbers of patients have been
treated and application modes and indications are not yet completely standardized. Platelet
rich plasma contains, in addition to platelet derived growth factor (PDGF), a variety of
different growth factors, depending on the processing and application modes andit
enhances bone formation in experimental and clinical settings (Thornwarth et al., 2006).
Demineralized bone matrix (DBM) is prepared from allogeneic or xenogenic bone and is
commercially available for clinical application in various formulations (Maddox et al., 2000).
Its osteoinductive potential is highly variable and depends not only on the donor but also on
the processing protocols. DBM is commonly used in combination with other types of
biomaterials. Bone morphogenetic proteins (BMPs) have been identified as the most relevant
osteoinductive factor in demineralized bone matrix (Reddi et al., 1998).
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2.2.2 Allogenic bone tissue engineering products used in clinical practice and trials

The first registered tissue engineered bone product is called Osteocel, launched in the USA
in July 2005 by Osiris Therapeutics Inc. It was the first product containing viable allogenic
adult stem cells to be offered for the repair, replacement or reconstruction of bone defects.
Osteocel promotes bone regeneration and is used to treat spinal defects or hard-to-heal
fractures, in which the bone is shattered or pieces are missing. The producer declares this
product to be the first bone matrix product to provide all three bone growth properties:
osteoconduction, osteoinduction, and osteogenesis.

Osteocel is made from mesenchymal stem cells, which are mixed with spongy bone material
obtained from human donors or cadavers. Because the cells are not manipulated (only
harvested, processed and stored for later use, much like organs used for transplant),
Osteocel is classified by the Food and Drug Administration (FDA) as a tissue transplant, not
as a drug or a medical device. This product did not therefore have to go through the
multiyear testing and approval process, which would most likely be be required for other
stem cell products being developed.. Osteocel is an allogeneic tissue engineered product,
exhibiting low immunogenicity and no activation of lymphocytes T in mixed leukocyte
reaction testing in vitro. Osteocel grafts have been used since 2005 in over 30,000 procedures,
with no reported adverse events.

Trinity™ by Blackstone Medical Inc. is another allograft substance that has recently begun
to be used. Trinity BMSC are pre-immunodepleted and therefore do not stimulate local T-
cell proliferation but instead are activated to act as osteoblasts and to stimulate bone
formation. This local response can accelerate healing, earlier weight-bearing, healing and
filling of bone voids in patients that have had excision of bony masses. In previous animal
models, the use of BMSC has been shown to increase bone healing in critical sized defects.
Trinity is currently approved by the FDA for use in trauma and bone defects within the
spine, and has not shown any significant adverse effects compared with standard bone
substitute products.

2.2.3 Autologous cell treatment approaches to bone defects

A widely accepted approach is the use of autologous cells for bone regeneration, which are
frequently prepared as in-hospital procedures or produced only for the local market.

According to Chatterjea et al. (2010), 7 human clinical studies have so far been conducted
based on the use of BMSC.

In 2001, BioTissue Technologies AG launched a product called BioSeed®-Oral Bone, using
periosteum samples as a source of cells with osteogenic potential. BioSeed®-Oral Bone is a
3D jawbone graft used to reconstruct the jaw bone, for example in sinus lift operations or
lower jaw augmentation.

Aastrom Biosciences in the USA has produced bone regeneration products for the treatment
of osteonecrosis of the femoral head (called the ON-CORE trial) and a product for the
treatment of severe non-union fractures (i.e., atrophic non-unions), both of which are in
Clinical Phase III of development. Bone Repair Cells (BRCs) were derived from a small
sample of the patient's bone marrow that is processed using Aastrom's Tissue Repair Cell
(TRC) Technology to generate larger numbers of stem and early progenitor cells with
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enhanced therapeutic potential. In the study, patients underwent standard open reduction
and internal fixation surgery, in which BRCs were applied directly to the fracture site,
together with an allograft bone matrix, to promote local bone regeneration. After the
treatment with BRCs, patients with non-union tibia, humerus or femur fractures that had
previously failed to heal after one or more “standard” medical procedures showed an
overall healing rate of 91% after one year. The positive results from this study, together with
early clinical data reported from osteonecrosis patients, further support the broad
application of the proprietary TRC Technology in the field of orthopedics.

There have been several clinical reports about the treatment of critical-sized long bone
defects with tissue engineering products using BMSC and scaffolds (Quarto et al., 2001,
Orozco et al., 2005).

Some ongoing clinical trials are testing the treatment of non-union fractures and bone cysts
by autologous mesenchymal stem cell percutaneous grafting as a minimally invasive
implantation procedure (ClinicalTrials.gov Identifier: NCT01429012; NCT01206179;
NCT01207193; NCT00916981; NCT00916981).

3. Testing different approaches for the production of autologous tissue
engineered bone constructs

Aspects that need to be considered in planning a cell therapy/tissue engineering approach
are:

- biological: cells to express adequate cell phenotype to produce bone tissue

- tissue engineering: scaffold that allows cell survival, is biodegradable, non-
immunogenic, possesses appropriate biomechanical properties and is easy to handle

- surgical: adaption to the size and shape of the injury, a good clinical outcome could be
expected upon the appropriate selection of clinical indications

Since 2005, we have been working on several bone tissue engineering projects employing
various osteogenic cells:

e Engineering bone grafts using AO and rotating bioreactor - in vitro study
e Engineering bone grafts using BMSC- in vitro study

e Engineering bone grafts using ASC and perfusion culture - in vitro study

e  Vascularization of tissue engineered bone grafts - in vitro study

e  BMSC based bone grafts for the repair of long bone defects - clinical project
e Treatment of paradontal diseases with AO - clinical project

3.1 In vitro investigation of osteogenic potential of different cell sources

Various cell source, namely AO, BMSC, and ASCwere investigated in relation to different
targeted clinical indications. The basic proof of osteogenic activity is mineralization of the
extracellular matrix, which was found in all three investigated cell types. Additionally,
specific gene expression and alkaline phosphatase activity was analyzed.

While AO were investigated to treat small volume defects in periodontal intrabony defects,
both BMSC and ASC can be obtained in sufficient number from bone marrow aspirate or
liposuction and proliferated enough to treat high volume bone defects (up to 50 cm?) and
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were studied in relation to the treatment of more extensive, e.g., long bone defects
(pseudoarthrosis).

ASC and BMSC were tested for the expression of mesenchymal stem cell markers and for
their capacity for mineralization after osteogenic differentiation. All tested cells expressed
markers of mesenchymal stem cells DG73, CD90 and CD105 and were negative for CD34,
which is a marker of hematopoietic cells (Table 1). All tested cell types were also positive for
mineralization, which occurred in cultures of alveolar osteoblasts after 1-2 weeks of
cultivation in osteogenic medium and in cultures of both mesenchymal stem cell types after
2-3 weeks of cultivation in osteogenic medium (Fig. 1). The intensity of matrix
mineralization, however, significantly varied among cell cultures from different donors.

Marker
Sample CD 105 CD 90 CD 73 CD34
BMSC 30 + +++ +++ —
BMSC 31 + +++ +++ —
BMSC 35 + +++ +++ —
ASC 01 (P3) + o+ —.
ASC 02 (P3) ++ +++ +4+ —
ASC 03 (P3) + 4+ 4+
ASC 04 (P6) +++ +++ +++ —

Table 1. Expression of mesenchymal stem cell markers by BMSC and ASC

g ¢ b V> i
s > =y 3

Fig. 1. Mineralization of the matrix is occurring in cultures of AO (A), BMSC (B) and ASC
(C) after induction of osteogenic differentiation (upper line: culture in normal medium,

bottom line: cultures in osteogenic medium). Von Kossa staining. (photos were taken at a
magnification of 100x).

3.1.1 Engineering bone grafts using Alveolar Osteoblasts (AO) and a rotating
bioreactor

AO can be isolated from alveolar bone tissue that is normally discarded prior to treatment of
periodontal diseases. The use of alveolar bone tissue as a cell source for periodontal
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indications therefore represents no additional harm to the patient and is thus considered to
be the optimal cell source for this application.

The aim of this study was to engineer bone grafts using AO for treating bone degeneration
in periodontal diseases.

After harvesting a piece (approx. 40 mm?3) of maxillar or mandibular alveolar bone, primary
explant culture and subsequently cell cultures of the first passage were established (Fig. 2).

’ \
ff ALY PG N

Fig. 2. Primary explant culture (left) and the first passage (right) of AO cells for the
treatment of periodontitis (photos were taken at magnification 100x).

Expanded AO with proven osteogenic potential were loaded onto macroporous
hydroxyapatite granules together with fibrin glue, which enabled the formation of solid
grafts (Fig. 3), and cultured in medium supplemented with osteogenic differentiation factors
for up to three weeks in a rotating bioreactor. Light and scanning electron microscopic
examinations of the cell-seeded constructs showed a uniform cell distribution, as well as cell
attachment and growth into the interior region of the hydroxyapatite granules (Fig. 4). Cells
in tissue constructs exhibited growth patterns of enhanced proliferation during the first two
weeks of cultivation, followed by a decrease in cell numbers.

Fig. 3. Bone tissue engineered graft for the treatment of periodontal intrabony defects,
macroscopic view of the graft.
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.

Fig. 4. AO growing over the hydroxyapatite granules of the scaffold one week after graft
formation A: scanning electron microscopy, B: stereomicroscope (cells stained with MTT)

The osteogenic potential of the cells was tested by observation of the mineralisation capacity
and analysis of gene expression of three important marker genes for osteogenesis: alkaline
phoshatase, osteopontin and osteocalcin. Alkaline phosphatase activity was higher at three
weeks in all cultures in osteogenic medium than in the control medium. Gene expression
levels exhibited patterns of osteogenic differentiation (Malicev et al., 2008).

We showed that bone-like constructs with viable cells exhibiting differentiated osteogenic
phenotype can be prepared by cultivation of AO on hydroxyapatite granules.

3.1.2 Engineering bone grafts using Bone Marrow derived Stem Cells (BMSC)

Bone Marrow derived Stem Cells (BMSC) - also termed mesenchymal stem cells (MSC) or
multipotent adult progenitor cells (MAPC) - are progenitors of skeletal tissue components
such as bone, cartilage, muscle, the hematopoiesis-supporting stroma and adipocytes
(Pittenger et al., 1999; Flanagan et al., 2001). The development of methods for isolation,
expansion and controlled differentiation of BMSC offers possibilities of using these cells as
an integral component of various clinical applications of tissue engineering, especially in
reparative osteogenesis.

The aim of this study was to engineer bone grafts using BMSC for treating long bone defects
in patients with pseudoartrosis.

After harvesting bone marrow from the iliac crest (approx. 30 ml), mononuclear cells were
separated by gradient centrifugation and seeded in primary culture. Non-adherent cells
were washed out after 24 hours and adherent cells were expanded and passaged to obtain a
sufficient number of cells.

Osteogenic differentiation was carried out in confluent monolayer cultures of the second
passage, which was confirmed by positive von Kossa staining (calcium deposits) and
staining for the enhanced presence of alkaline phosphatase (Fig. 5). In addition, higher gene
expression levels of bone sialoprotein II, osteopontin and BMP2 were determined in BMSC
after osteogenic differentiation compared to control BMSC.

Porous TCP granules were used as a scaffold. The cells were seeded directly onto the
granules to achieve an approximate total of 1 x 106 cells per 1 mL of the tissue engineering
bone construct. The granules were “glued” by inducing fibrin clot formation with the
addition of thrombin (Fig. 6). Cell viability in the tissue bone construct was confirmed by
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MTT staining. Light microscopy examination of the cell-seeded constructs showed a
uniform distribution of viable cells (Fig. 7).

Fig. 5. Second passage of BMSC after 18 days in basal growth medium (A,B) and in
osteogenic medium (C,D), respectively. The cells were subsequently stained for calcium
deposits according to von Kossa (A,C) and for alkaline phosphatase (B,D) (photos were
taken at magnification 100x).

Fig. 6. Preparation of bone implant composed by BMSC after osteogenic differentiation, TCP
granules and fibrin glue.

Fig. 7. BMSC after osteogenic differentiation and seeding onto the granules of TCP and
staining with MTT, showing an equal distribution of cells in the graft (stereomicroscope,
photos were taken at magnification 20x).
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3.1.3 Engineering bone grafts using Adipose-derived Stem Cells (ASC) in a perfusion
bioreactor

ASC are an attractive cell source for autologous bone tissue engineering, due to their easy
accessibility and abundance, as well as their potential for osteogenic differentiation (Zuk et
al., 2001). In combination with scaffolds with mechanical properties similar to native bone,
they could enable engineering of bone grafts for treating load-bearing sites.

The aim of this study was to engineer bone grafts using ASC on decellularized bone
scaffolds and to evaluate the effects of long term perfusion culture conditions (enabling
efficient cell nutrition and gas exchange) on the quality (cell distribution and bone matrix
formation) of bone grafts. Perfusion culture has already been proved to be beneficial for
BMSC based grafts in terms of cell distribution and bone matrix deposition (Gomes et al.,
2003; Grayson et al., 2008).

Human ASC were isolated from lipoaspirates of three different donors, characterized and
expanded up to the 3rd passage. The osteogenic potential of ASC was tested using von Kossa
and Alizarin Red staining. For the perfusion study, cells were seeded on decellularized
bovine trabecular bone scaffolds (4 mm & x 4 mm) and subsequently cultured in two
different medias (control and osteogenic), in static culture and perfusion bioreactors (Fig. 9).
Four experimental groups were formed: (i) control-static, (ii) control-perfused, (iii) osteo-
static and (iv) osteo-perfused. After 5 weeks, constructs were evaluated for cell viability
(live/dead assay), DNA content (PicoGreen), cell distribution (4'-6-diamidino-2-
phenylindole - DAPI), collagen (Trichrome), osteopontin and sialoprotein
(immunohistochemistry).

ASC from three different donors showed that osteogenic culture conditions resulted in
strong mineral deposition, as confirmed by von Kossa and Alizarin Red staining.
Additionally, these data show a significant donor-to-donor variability in the osteogenesis of
ASC (Fig 8).

During cultivation of ASC grafts, the DNA content increased in all experimental groups and
was generally higher under osteogenic than under control conditions. Histological analysis
demonstrated that grafts cultured in osteogenic medium contained more total collagen,
bone sialoprotein and osteopontin than matching controls. Additionally, under static culture
conditions, cell growth and matrix deposition were located mostly at the construct
periphery, while perfused constructs exhibited a more even cell and matrix distribution
throughout the scaffold volume (Figs. 10 and 11).

In summary, a combination of ASC as cell source, decellularized bone as scaffold and
perfused culture conditions in combination with osteo-inductive supplements, provides a
promising approach to obtaining high quality tissue engineered bone grafts. Furthermore,
cultivation of ASC in a perfusion bioreactor improves cell and bone matrix distribution
within the graft and therefore assures a superior cultivation environment to static culture,
especially for larger grafts and for longer periods of time. However, for the successful
application of ASC based bone grafts in clinical settings, the donor-to-donor variability in
the osteogenic potential of ASC needs to be considered. (Frohlich et al., 2010)
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von Kossa Alizarin Red
Donor B Donor C Donor D
Control Osteo Control Osteo Control Osteo Control Osteo

Week3

Week4

Fig. 8. Osteogenic potential of ASC. ASC of three donors (B, C, D) were cultured under
either control or osteogenic medium for various time lengths and were stained with Alizarin
Red (red) and von Kossa (black). (Frohlich et al., 2010)

Medium re!

Canstruct

Channel

Fig. 9. Perfusion bioreactor used in the study. The region indicated by a white rectangle in A

is shown schematically in panel B. Medium flows throughout the scaffold, as indicated by
arrows (B). (Frohlich et al., 2010)
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Fig. 10. Long term cultivation of ASC grafts in static and perfused culture. Live/dead
staining of the central part of the cultured grafts under perfused (A) and static (B)
conditions. Collagen (C, D) (blue) and osteopontin (E, F) (brown) deposition within the
scaffold is more abundant and more uniformly distributed under perfused conditions (C, E)
than under static culture (D, F). The scale bar is 0.5 mm. (Frohlich et al., 2010)
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Fig. 11. Cell distribution within the ASC bone grafts. Constructs were stained with DAPI to
visualize cell distribution (cell nuclei shown in white). Seeding resulted in an even initial
distribution of cells throughout the scaffold (A). After 5 weeks of static culture, cells were
found mostly in the outer regions of the constructs (indicated by arrows) (B). After 5 weeks
of culture with medium perfusion, cells were more evenly distributed throughout the
construct volume (indicated by arrows) (C). The scale bar is 0.5mm. (Frohlich et al., 2010)

3.2 Vascularization of tissue engineered bone grafts

Vascularization is of critical importance for the integration and survival of larger engineered
bone grafts on implantation, since it ensures efficient gas and nutrition exchange with all
cells within the tissue.

There are several approaches being utilized in order to vascularize bone grafts, and
generally one or a combination of three major principles can be followed (Fig. 12). In vivo
pre-vascularization employs the implantation of the bone grafts into environments rich in
vascular supply (subcutaneous, intramuscular or intraperitoneal sites), where the constructs
can be invaded with new vascular networks at their surfaces. However, transplantation to
the site of interest is impossible without damaging the initial vascular network.
Vascularization of an implanted graft can also be accelerated by the utilization of angiogenic
factors. Growth factors, such as VEGF, PDGF and FGF, play a crucial role in angiogenesis
(Jain et al., 2003). Incorporation of these factors into scaffolds and control of their local
release rate and delivery regime is one possibility for accelerating vascular in-growth in vivo.
Another way of achieving vascularization of tissue engineered bone grafts is co-culturing
endothelial and osteogenic cells into bone constructs engineered in vitro - the so called in
vitro prevascularization approach. Endothelial cells have the potential to form new vessels
within the scaffolds, with the potential to anastomose with the host vasculature when
implanted in vivo. Moreover, endothelial cells not only contribute to forming the vasculature
to deliver nutrients to the bone but are also important in terms of interaction with and
differentiation of osteoprogenitor cells (Rouwkema et al., 2006; Unger et al., 2007). Adult
endothelial cells can be used as a source of endothelial cells, but recently, adult
mesenchymal stem cells have also been shown to have the potential to differentiate toward
the endothelial lineage (Miranville et al., 2004; Valarmathi et al., 2008). (Reviewed in
Frohlich et al., 2008).

In addition to endothelial cells, smooth muscle cells or pericytes are also necessary for
forming a functional vasculature. We exploited the vasculogenic potential of ASC and
showed that ASC spontaneously, as well as in induced cultures, formed up to 1 mm long
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endothelial structures. In the same manner, ASC had the potential for smooth muscle
phenotype (Fig. 13). (Frohlich et al., 2009) Since they have all the necessary types of cells -
osteogenic (Fig. 8, Fig. 9) and vascular (Fig. 13), ASC seem to be an ideal source of cells for
engineering autologous vascularized bone grafts. However, optimal culture conditions for
the co-existence of various cell types still need to be determined.

BMSC have also been tested for their smooth muscle and endothelial phenotype. BMSC
expressed a smooth- muscle actin characteristic of smooth muscle cells (Fig. 14), but did not
form endothelial structures, as seen with ASC (data not shown).

In Vivo Pre- GF- Induced In Vivo In Vitro Pre-
Vascularization Vasularization Vascularization

« * AGF = e - g

@ ’::: T oc. .1"

EC
s [ ]
i A @
g OGF =

l llmmobilization l
in scaffold

[ ] L ]
AV Loop ’o 8 3o

Extended Cultivation Period

Fig. 12. Approaches to vascularizing engineered bone scaffolds. Left: The arterio-venous
(AV) loop as an example of an in vivo approach for pre-vascularizing scaffolds. Center: One
cell-free approach is to immobilize angiogenic growth factors (AGF) and osteogenic growth
factors (OGF) in scaffolds and directly implant into the site of interest. In this method, the
growth-factors induce migration of angiogenic and osteo-progenitor cells and provide them
with the stimuli for neo-vessel formation and osteogenic differentiation. Right: The cell-
based, tissue-engineering approach utilizes osteogenic cells (OC) and endothelial cells (EC)
in a three-dimensional co-culture. (Frohlich et al., 2008)
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induced

control induced

Fig. 13. ASC as a cell source for vascularization of bone constructs. ASC formed up to 1 mm
long CD31 positive endothelial structures (green) with the close proximity of surrounding
cells (blue stained nuclei) when cultured in stromal (control) medium (A). ASC also formed
endothelial structures in endothelial medium but the structures were less numerous and
without the specific pattern of surrounding cells (B). After induction with smooth muscle
medium, the number of a smooth-muscle actin positive cells (green) increased (D) in
comparison to the control medium (C). The scale bar is 200 pm. (Frohlich et al., 2009)

Fig. 14. BMSC of 3rd passage were induced to differentiate into the smooth muscle
phenotype. Positive staining for a smooth-muscle actin was evident in the control medium

(A) and was further enhanced by exposing the cells to induction medium (B). The scale bar is
200 um.
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3.3 Clinical projects for bone regeneration

The first concept (Section 3.1.1.) - employing osteoblasts of cancellous alveolar bone loaded
onto the HA granules - has been developed to treat periodontal diseases (BoneArt™-A). The
second approach (Section 3.1.2.) - employing bone marrow derived mesenchymal stem cells
(BMSCs) differentiated into osteoblasts and loaded onto the TCP granules - has been
developed to treat long bone defects (BoneArt™-S). In both cases, the principle is similar
(Fig. 15): cells are isolated and proliferated from autologous tissue harvested from patients.
Using a criopreservation step, we can adapt to the time of predicted implantation. When
cells are proliferated to the desired number, they are seeded on scaffold material. Induction
of differentiation can be added to the protocol before or after bone graft preparation. The
bone graft can either be implanted immediately or submitted to conditions that stimulate
osteogenesis prior to implantation. Grafts need to be tested according to the quality control
(QC) protocol, ensuring the safety and efficiency of the product.
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+ differentiated cells

——

Crvopreservation

* stemcells Harvesting of tissue
* bone
| = * bone marrow
l * adipose tissue
Preparation ofbone graft >
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Biomaterial
ceramics, hvdrogels)

/ Implantation
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Dexamethasone, B-glvcerolphosphate, Ascorbic acid)
* monolayer culture / 3D culture
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bioreactor) -Live/Dead assay

Fig. 15. Principle of bone tissue engineering for clinical application.

3.3.1 Autologous Alveolar Osteoblasts (AO) for the treatment of paradontosis

Periodontal diseases (periodontitis) is a chronic, infectious, inflammatory disease that affects
the dental attachment apparatus - i.e. the tissues that support and anchor the teeth to the
jaw; these include the cementum, periodontal ligament ans alveolar bone. If left untreated,
periodontal disease may result in complete destruction of the alveolar bone as well as the
othe supporting tissues. (Lin et al., 2008).

The possibility of enhancing bone regeneration by implanting alveolar osteoblasts (AO) in
combination with an appropriate scaffold is of clinical interest, particularly in reconstructive
maxillofacial surgery and periodontology (Lin et al., 2008). In the research project, the
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concept was tested that artificial matrices, seeded with cells of osteogenic potential, may be
implanted into sites where osseous damage has occurred, which could lead to significant
osseous regeneration.

Firstly, the growth and differentiation of alveolar bone cells in tissue-engineered constructs
and in monolayer cultures, as a basis for developing procedures for routine preparation of
bone-like tissue constructs, were compared (Malicev et al., 2008).

Autologous constructs as described above (Section 3.1.1) were prepared to treat six patients
with aggressive periodontitis by an implantation of a cell-based alkaline phosphatase
approach. The operative implantation procedures were carried out without any
complications and no side effects were detected that could be assigned to the tissue
engineered construct. The newly forming bone is clearly seen in X-rays 3 months after
implantation (Fig. 16). Clinical evaluation at 6 months and 12 months after implantation
showed a significantly higher gain of clinical attachment in cases in which cellularized grafts
were implanted in comparison with the control group (implantation of the scaffold alone)
(Fig. 17).

before months

aftgl_* 3

Fig. 16. X-ray of implanted site before and 3 months after treatment. Arrows indicate the
limit of bone tissue.

In the first observation period after implantation, there was a significantly higher gain of
clinical attachment in sites at which cells were added, compared to sites at which only
material was implanted, while no difference is observed in the second period. Overall, in
cases in which cells were implanted together with biomaterial, the bone regeneration
process was faster and more efficient.

This clinical project confirmed the positive effect of autologous cell therapy for bone
regeneration.
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Fig. 17. Gain of clinical attachment measured up to 6 months after implantation (GCAL 0-6)
and gain of clinical attachment in the period from first measurement to second
measurement up to 18 months after implantation.

3.3.2 Autologous Bone Mesenchymal Stem Cells (BMSC) for the treatment of large
long bone defects

A project to evaluate the concept of bone tissue engineering for the treatment of severe long
bone defects was carried out using autologous BMSC differentiated into osteoblasts as a cell
source and a TCP scaffold in combination with fibrin glue (Figs. 5-7). The bone marrow was
harvested from the patient’s posterior iliac crest. BMSC were isolated and expanded to the
desired number according to Pittinger et al., (1999) with some modifications as described in
3.1.2 (Krecic Stres et al., 2007). Expanded cells with proven osteogenic potential were loaded
onto macroporous TCP granules together with fibrin glue, which enabled the formation of
solid grafts (Fig. 6). An outline of the procedure for the preparation of tissue engineered
bone graft is shown in Figure 18.

The tissue engineered bone construct was surgically implanted to fill gaps in the long bone
of patients, mainly for the treatment of pseudoarthrosis in the femur or tibia.

Six patients with a history of multiple failing surgical revisions were treated according to the
described procedure (Fig. 19A). None of the patients had any side affects connected with the
treatment procedure. Preliminary results were promising since they suggested ossification
of the bone defects on X-ray (Fig. 19 B,C). Scintigraphy (*mTc DPD) also showed evident
perfusion and osteoblast activity in the implanted site. At the intermediate observation (5-14
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Fig. 18. An outline of the procedure for the preparation of tissue engineered bone graft
BoneArt™ for long bone defect treatment from autologous BMSC as carried out in Educell
Ltd.

months after implantation), bone bridging or callus formation was observed in 4 out of 6
patients and 3 patients were allowed full weight bearing of the treated leg.

However, the final evaluation of the clinical outcome did not show the expected results.
Factors that probably contributed to the failure of these treatments were:

- the extensive volume of the missing tissue (up to 50 ml), which hindered perfusion of
the graft as it was designed

- damaged/inadequate surrounding tissue (fibrotic tissue after burns...)

- septic events prior to cell implantation

Due to the small number of patients included in our study, as well as their clinical history,
we cannot reach general conclusions about how useful a cell based treatment approach
could be in the treatment of non-unions.

Several clinical reports do show successful results of implantation of tissue engineering bone
tissues although, especially in large defects, in which a tissue engineering approach is
expected to help after other treatments have failed, probably more advanced treatment
concepts, considering also perfusion and vascularisation of the tissue, should be developed.
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Fig. 19. Clinical application of tissue engineered bone graft. A: implantation of the graft, B:
X-ray immediately after implantation, granulation of the TCP in a graft is visible, C: X-ray 6
months after implantation, the formation of new bone can be observed on the proximal part
of the tibia, however complete bone filling was not achieved and a defect remained on the
distal part of the non-union

4. Conclusion

Despite the high regeneration capacity of bone tissue, surgical procedures used in reparative
osteogenesis do not consistantly result in structural and functional recovery. This state is
associated with the disintegration or insufficiency of cambial cells in bone tissue and
osteogenic deficiency. Cell based therapies are a new therapeutic approaches in regenerative
medicine and using autologous cells is a promising strategy for bone regeneration.

We tested the three of the most studied and relevant sources of osteogenic cells: osteoblasts
(from alveolar bone), bone marrow derived stem cells (BMSC) and adipose derived stem
cells (ASC). We showed that all three cell sources posses adequate proliferation capacity for
potential tissue engineering applications and their differentiation capacity was also proven
by testing mineralisation of the extracellular matrix as well as gene expression, specific for
osteogenic differentiation.

However, clinical application of a tissue engineering approach is not reflecting the
enormous effort in research and preclinical development that has been invested so far -
there is still a severe, unmet need for technologies that will facilitate bone tissue
regeneration.

Our clinical projects indicate a positive effect of cell based therapies for the treatment of
bone defects; in the case of alveolar bone tissue as well as in the case of long bone defects.
However, there are limitations in the technology, especially in the treatment of large defects.

Extensive research on tissue vascularization might help cell and tissue engineering
technologies become more prospective in bone regeneration. From this aspect, the vascular
potential of mesenchymal stem cells seems to indicate a promising area for further bone
tissue vascularization research.

Although basic research on osteogenic differentiation potentials of stem and other
osteogenic cells is crucial for understanding the bone tissue engineering area, and promises
great potential for its use in clinics, only experience from clinical applications will give
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relevant information and final answers regarding the usefulness of cell and tissue
engineered products for various clinical indications.

5. Acknowledgements

Grants for research activities for the development of bone tissue engineered bone grafts
were provided by the Ministry of defense of the Republic of Slovenia, grant no.: TP MIR 06/
RR/ 12 and TP MIR 07/RR/18 (coordinator N.Kregar Velikonja), by the Ministry of Higher
Education, Science and Technology of the Republic of Slovenia or Slovenian research agency
project grants no. 3311-04-824-6325 (project L4-6325, coordinator M.KneZzevic), no. 3311-04-
823-6011 (project L3-6011, coordinator P. Rozman), mno. 3211-05-000197 (coordinator
E.Malic¢ev), no. 3311-04-831828 (young research grant for M.Froelich) and program no.
P3—0371 (coordinator P. Rozman).

Authors would like to thank all co-workers in these projects for their contribution in
presented research.

6. References

Bianco, P.; Riminucci, M.; Gronthos, S. & Robey, PG. (2001). Bone Marrow Stromal Stem
Cells: Nature, Biology, and Potential Applications. Stem Cells, 19(3):180-192.

Boyan, B.D.; Hummert, T.W.; Dean, D.D. & Schwartz, Z. (1996). Role of Material Surfaces in
Regulating Bone and Cartilage Cell Response. Biomaterials., 17:137-146.

Braddock, M.; Houston, P.; Campbell, C. & Ashcroft, P. (2001). Born Again Bone: Tissue
Engineering for Bone Repair. News Physiol. Sci., 16:208-213.

Cancedda, R.; Bianchi, G., Derubeis, A. & Quarto, R. (2003). Cell Therapy for Bone Disease:
A Review of Current Status. Stem Cells, 21:610-619.

Carlson, N.E. & Roach, R.B. Jr. (2002). Platelet-rich Plasma: Clinical Applications in
Dentistry. J. Am. Dent. Assoc. 133(10):1383-6.

Chatterjea, A., Meijer, G., Van Blitterswijk, C.& de Boer, J. (2010) Clinical Application of
Human Mesenchymal Stromal Cells for Bone Tissue Engineering. Stem Cells
International. Volume 2010, Article ID 215625, 12 pages. d0i:10.4061/2010/215625

Cowan, C.M,; Shi, Y.Y.,;Aalami, O.O.; Chou, Y.F.; Mari, C.; Thomas, R.; Quarto, N.; Contag,
C.H.; Wu, B. & Longaker, M.T. (2004). Adipose-derived Adult Stromal Cells Heal
Critical-Size Mouse Calvarial Defects. Nat Biotechnol 22, 560,

De Long, W.G,; Einhorn, T.A.; Koval, K.; McKee, M.; Smith, W. & Sanders, R. (2007). Bone
Grafts and Bone Graft Substitutes in Orthopaedic Trauma Surgery. A Critical
Analysis. ] Bone Joint Surg Am, 89:649-658.

Ebraheim, N.A; Elgafy, H. & Xu, R. (2001). Bone-graft Harvesting From Iliac And Fibular
Donor Sites: Techniques and Complications. ] Am Acad Orthop Surg, 9:210-8.

Flanagan, N. (2001). Advances in Stem Cell Therapy. Genetic Engineering News,
21(9):1,29,61,66.

Frank, O.; Heim, M.; Jakob, M.; Barbero, A.; Schafer, D.; Bendik, I.; Dick, W.; Heberer,
M. & Martin, I. (2002). Real-time Quantitative RT-PCR Analysis of Human Bone
Marrow Stromal Cells During Osteogenic Different. in Vitro. ] Cell Biochem,
85(4): 737-746.

www.intechopen.com



Autologous Cell Therapies for Bone Tissue Regeneration 55

Frohlich, M.; Grayson, W.L.; Marolt, D.; Gimble, J.M.; Kregar-Velikonja, N. & Vunjak-
Novakovic, G. (2010). Bone Grafts Engineered from Human Adipose-Derived Stem
Cells in Perfusion Bioreactor Culture. Tissue Eng Part A: 16(1):179-89.

Frohlich, M.; Grayson, W.L.; Wan, L.Q.; Marolt, D.; Drobnic, M. & Vunjak-Novakovic, G.
2008. Tissue Engineered Bone Grafts: Biological Requirements, Tissue Culture and
Clinical Relevance. Curr Stem Cell Res Ther: 3(4):254-64.

Frohlich, M.; Grayson, W.L.; Marolt, D.; Gimble, ].M.; Kregar-Velikonja, N. & Vunjak-
Novakovic, G. Bone Grafts Engineered from Adipose-Derived Stem Cells in
Perfusion Bioreactor Culture. Annual Meeting of the Orthopaedic Research Society,
Las Vegas, Feb 2009.

Gazdag, A.R,; Lane, ] M.; Glaser, D. & Forster, R.A. (1995). Alternatives to Autogenous Bone
Graft: Efficacy and Indications. ] Am Acad Orthop Surg, 3:1-8.

Grayson, W.L.; Bhumiratana, S.; Cannizzaro, C.; Chao, P.H.; Lennon, D.P.; Caplan, A.l. &
Vunjak-Novakovic, G. (2008). Effects of Initial Seeding Density and Fluid Perfusion
Rate on Formation of Tissue-Engineered Bone. Tissue Eng Part A. Nov;14(11):1809-
20.

Gomes, ML.E.; Sikavitsas, V.I.; Behravesh, E.; Reis, R.L. & Mikos, A.G. Effect of Flow
Perfusion on the Osteogenic Differentiation of Bone Marrow Stromal Cells
Cultured on Starch-Based Three-Dimensional Scaffolds. ] Biomed Mater Res A.
2003 Oct 1;67(1):87-95.

Hattori, H.; Masuoka, K.; Sato, M.; Ishihara, M.; Asazuma,T.; Takase, B.; Kikuchi, M. &
Nemoto, K. (2006). Bone Formation Using Human Adipose Tissue-Derived Stromal
Cells and a Biodegradable Scaffold. ] Biomed Mater Res B Appl Biomater 76B, 230

Hipp, J. & Atala, A. (2004). Tissue Engineering, Stem Cells, Cloning, and Parthenogenesis:
new Paradigms for Therapy. Journal of Experimental & Clinical Assisted
Reproduction., 1:3.

Hutmacher, W.M. & Sittinger, M. (2003). Periosteal Cells in Bone Tissue Engineering. Tissue
Eng, 9(Suppl 1): 45-64.

Jain, R.K. Molecular Regulation of Vessel Maturation. Nat Med 2003. 9:685-93.

Jorgensen, C.; Gordeladze, ]. & Noel, D. (2004). Tissue Engineering Through Autologous
Mesenchymal Stem Cells. Current Opinion in Biotechnology, 15(5):406-410.

Jupiter, ].B; Winters, S.; Sigman, S.; Lowe, C.; Pappas, C.; Ladd, A.L.; Van Wagoner, M. &
Smith, S.T. (1997). Repair of Five Distal Radius Fractures with an Investigational
Cancellous Bone Cement: a Preliminary Report. ] Orthop Trauma, 11:110-6.

Kneser, U.; Schaefer, D.J.; Polykandriotis, E. & Horch, R.E.J. (2006). Tissue Engineering of
Bone: the Reconstructive Surgeon's Point of View. J. Cell. Mol. Med, 10(1):7-19.

Kreci¢ Stres, H.; Krkovi¢, M.; Koder, J.; Mali¢ev, E.; Marolt, D.; Drobni¢, M. & Kregar
Velikonja, N. (2007). Mesenchymal Stem Cells: a Modern Approach to Treat Long
Bones Defects. In T Jarm, P Kramar, A Zupanic (eds) 11th Mediterranean
Conference on Medical and Biomedical Engineering and Computing. Berlin
Heidelberg: Springer 2007, pp 253-256.

Langer, R. & Vacanti, J.P. Tissue Engineering. Science. 1993, 260: 920-6.

Lendeckel, S.M; Jodicke, A.; Christophis, P.; Heidinger, K.; Wolff, ].; Fraser, ].K.; Hedrick,
M.H.; Berthold, L. & Howaldt, H.P. (2004). Autologous Stem Cells (Adipose) and

www.intechopen.com



56 Bone Regeneration

Fibrin Glue Used to Treat Widespread Traumatic Calvarial Defects: Case Report.
Journal of Cranio-Maxillofacial Surgery, 32(6):370-373.

Lewis, G. (1997). Properties of Acrylic Bone Cement: State of the Art Review, ] Biomed
Mater Res, 2:155-82.

Lin, N.H.; Gronthos, S. & Bartold, P.M. (2008). Stem Cells and Periodontal Regeneration. ]
Tissue Eng Regen Med, 2(4):169-83.

Logeart-Avramoglou, D.; Anagnostou, F.; Bizios, R. & Petite, H. (2005). Engineering Bone:
Challenges and Obstacles. ] Cell Mol Med, 9(1):72-84.

Maddox, E.; Zhan, M.; Mundy, G.R.; Drohan, W.N. & Burgess, W.H. (2000). Optimizing
Human Demineralized Bone Matrix for Clinical Application. Tissue Eng, 6: 441-8.

Malicev, E.; Marolt, D.; Kregar Velikonja, N.; Kreft, M.E.; Drobnic, M. & Rode, M. (2008)
Growth and Differentiation of Alveolar Bone Cells in Tissue Engineered Constructs
and Monolayer Cultures. Biotechnol Bioeng, 100(4):773-81.

Meinel, L.; Karageorgiou, V.; Hofmann, S.; Fajardo, R.; Snyder, B.; Chunmei, L.; Zichner, L.;
Langer, R.; Vunjak-Novakovic, G. & Kaplan, D. (2004). Engineering Bone-Like
Tissue in Vitro Using Human Bone Marrow Stem Cells and Silk Scaffolds. Journal
of Biomedical Materials, 71A(1):25-34.

Meinel, L.; Fajardo, R.; Hofmann, S.; Langer, R.; Chen, ].; Snyder, B.; Vunjak-Novakovic, G.
& Kaplan, D. (2005). Silk Implants for the Healing of Critical Size Bone Defects.
Bone, 37(5):688-698.

Meyer, U. & Wiesmann, H.P. (2006). Bone and Cartilage Engineering. Berlin Heidelberg;:
Springer, pp 7-24.

Miranville, A.; Heeschen, C. Sengenes, C.; Curat, C.A,; Busse, R. & Bouloumie, A.
Improvement of Postnatal Neovascularization by Human Adipose Tissue-Derived
Stem Cells. Circulation 2004. 110:349-55.

Muschler, G.F.; Chizu Nakamoto, C. & Griffith, L.G. (2004). Engineering Principles of
Clinical Cell-Based Tissue Engineering, ] Bone Joint Surg Am 86:1541-1558.
Nakahara, H.; Bruder, S.P.; Goldberg, V.M. & Caplan, AL (1990). In Vivo
Osteochondrogenic Potential of Cultured Cells Derived from the Periosteum. Clin

Orthop Relat Res, 259:223-232.

Ohgushi, H. & Caplan, A.I. (1999). Stem Cell Technology and Bioceramics: from Cell to Gene
Engineering, ] Biomed Mater Res, 48:913-927.

Orozco, L.; Rodriguez, L.; Torrico, C.; Douville, J.; Hock, ].M.; Armstrong, R.D.; Garcia, J. &
Solano, C.(2005). Clinical Feasibility Study: the Use of Cultured Enriched
Autologous Bone Marrow Cells to Treat Refractory Atrophic and Hypotrophic
Nonunion Fractures. at
http:/ /scholar.google.com/scholar?hl=en&lr=&q=cache:ss358 GFA5Xc]:www.aastr
om.com/ pdf/Whitepaper_Barcelona-051205.pdf+Orozco+clinical+feasibility

Ozaki, T.; Hillmann, A.; Wuisman, P. & Winkelmann, W. (1997). Reconstruction of Tibia by
Ipsilateral Vascularized Fibula and Allograft. 12 Cases with Malignant Bone
Tumors. Acta Orthop Scand, 68:298-301.

Peterson, B.; Zhang, J.; Iglesias, R.; Kabo, M.; Hedrick, M.; Benhaim, P. & Lieberman, J.R.
(2005). Healing of Critically Sized Femoral Defects, Using Genetically Modified

www.intechopen.com



Autologous Cell Therapies for Bone Tissue Regeneration 57

Mesenchymal Stem Cells from Human Adipose Tissue. Tissue Engineering, 11(1-2):
120-129.

Pittenger, M.F.; Mackay, A.M.; Beck, S.C,; Jaiswal, R.K,; Douglas, R.; Mosca, J.D.; Moorman,
M.A.; Simonetti, D.W.; Craig, S. & Marshak, D.R. (1999). Multilineage Potential of
Mesenchymal Stem Cells. Science, 284:143-147.

Porter. J.R.; Ruckh, T.T.; & Popat, K.C. (2009). Bone Tissue Engineering: A Review in Bone
Biomimetics and Drug Delivery Strategies. American Institute of Chemical
Engineers Biotechnol. Prog., 25: 1539-1560.Praemer, A.; Furner, S. & Rice, D. (1992).
Musculoskeletal Conditions in the United States. In: American Academy of
Orthopaedic Surgeons, Park Ridge, Illinois, 85-124.

Ross, R.; Raines, E.W. & Bowen-Pope, D.F. (1986). The Biology of Platelet-Derived Growth
Factor. Cell Review, Jul 18;46(2):155-69.

Rouwkema, J.; De Boer, J. & Van Blitterswijk, C.A. Endothelial Cells Assemble into a 3-
Dimensional Prevascular Network in a Bone Tissue Engineering Construct. Tissue
Eng 2006. 12:2685-93.

Quarto, R.; Mastrogiacomo, M.; Cancedda, R.; Ketepov, S.M.; Mukhachev, V.; Lavroukov,
A.; Kon, E. & Marcacci, M. (2001). Repair of Long Bone Defects with the Use of
Autologous Bone Marrow Stromal Cells. N Eng ] Med, 344(5):385-386.

Reddi, A.H. (1998). Role of Morphogenetic Proteins in Skeletal Tissue Engineering and
Regeneration. Nat Biotechnol, 16:247-52.

Sanchez, A.R.; Sheridan, P.J. & Kupp, LI. (2003). Is Platelet-rich Plasma the Perfect
Enhancement Factor? A current review. Int ] Oral Maxillofac Implants, Jan-
Feb;18(1):93-103.

Schimming, R. & Schmelzeisen, R. (2004). Tissue-engineered bone for Maxillary Sinus
Augmentation. ] Oral Maxillofacial Surg, 62(6): 724-729.

Thorwarth, M.; Wehrhan, F.; Schultze-Mosgau, S.; Wiltfang, J. & Schlegel, K.A. (2006). PRP
Modulates Expression of Bone Matrix Proteins in Vivo Without Long-Term Effects
on Bone Formation. Bone, 38:30-40.

Turhani, D.; Watzinger, E.; Weissenbock, M.; Yerit, K.; Cvikl, B.; Thurnher, D. & Ewers, R.
(2005). Three-dimensional Composites Manufactured with Human Mesenchymal
Cambial Layer Precursor Cells as an Alternative for Sinus Floor Augmentation: an
in Vitro Study. Clin Oral Implants Res, 16(4): 417-424.

Unger, R.E.; Sartoris, A.; Peters, K. et al. Tissue-like Self-assembly in Cocultures of
Endothelial Cells and Osteoblasts and the Formation of Microcapillary-like
Structures on Three-dimension Porous Biomaterials. Biomaterials 2007. 28:3965-
76.

Valarmathi, M.T.; Yost, M.]J.; Goodwin, R.L. & Potts, J.D. A Three-dimensional Tubular
Scaffold that Modulates the Osteogenic and Vasculogenic Differentiation of Rat
Bone Marrow Stromal Cells. Tissue Eng Part A 2008. 14:491-504.

Xiao, Y.; Qian, H,; Young, W.G. & Bartold, P.M. (2003). Tissue Engineering for Bone
Regeneration Using Differentiated Alveolar Bone Cells in Collagen Scaffolds.
Tissue Eng, 9(6): 1167-1177.

Zhu, SJ.; Choi, B.H.; Huh, J.Y,; Jung, J.H.; Kim, B.Y. & Lee, S.H. (2006). A Comparative
Qualitative Histological Analysis of Tissue-Engineered Bone Using Bone Marrow

www.intechopen.com



58 Bone Regeneration

Mesenchymal Stem Cells, Alveolar Bone Cells, and Periosteal Cells. Oral Surgery,
Oral Medicine, Oral Pathology, Oral Radiology, and Endodontology, 101(2):164 -
169.

Zuk, P.A.; Zhu, M.; Mizuno, H.; Huang, J.; Futrell, ] W.; Katz, A.].; Benhaim, P.; Lorenz, H.P.
& Hedrick, M.H. (2001). Multilineage Cells From Human Adipose Tissue:
Implications for Cell-based Therapies. Tissue Eng, 7(2):211-228.

www.intechopen.com



= Bone Regeneration
BONE REGENERATION Edited by Prof. Haim Tal

Eded by Hakm Tad

ISBN 978-953-51-0487-2

Hard cover, 340 pages

Publisher InTech

Published online 04, April, 2012
Published in print edition April, 2012

Bone is a specialized connective tissue, most prominently characterized by its mineralized organic matrix that
imparts the physical properties that allow bone tissue to resist load, to support functional organs, and to
protect highly sensitive body parts. Bone loss and bone damage may occur as a result of genetic conditions,
infectious diseases, tumours, and trauma. Bone healing and repair, involves integrative activity of native
tissues and living cells, and lends itself to the incorporation of naturally derived or biocompatible synthetic
scaffolds, aimed at replacing missing or damaged osseous tissues. There are several modalities of bone
regeneration including tissue engineering, guided bone regeneration, distraction ontogenesis, and bone
grafting. This book concentrates on such procedures that may well be counted among the recent outstanding
breakthroughs in bone regenerative therapy.

How to reference
In order to correctly reference this scholarly work, feel free to copy and paste the following:

Nevenka Kregar Velikonja, Hana Kreci¢ Stres, Elvira Mali¢ev, Danica Gantar, Matija Krkovi¢, Vladimir
Senekovi¢, Matjaz Rode, Miomir Knezevié¢, Gordana Vunjak Novakovic and Mirjam Fréhlich (2012). Autologous
Cell Therapies for Bone Tissue Regeneration, Bone Regeneration, Prof. Haim Tal (Ed.), ISBN: 978-953-51-
0487-2, InTech, Available from: http://www.intechopen.com/books/bone-regeneration/autologous-cell-
therapies-for-bone-tissue-regeneration

INTECH

open science | open minds

InTech Europe InTech China

University Campus STeP Ri Unit 405, Office Block, Hotel Equatorial Shanghai

Slavka Krautzeka 83/A No.65, Yan An Road (West), Shanghai, 200040, China

51000 Rijeka, Croatia FE EBHIERFEK6SS iEEPrRE ARG DA E4058TT
Phone: +385 (51) 770 447 Phone: +86-21-62489820

Fax: +385 (51) 686 166 Fax: +86-21-62489821

www.intechopen.com



© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Atiribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.




