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Abstract: Clinical studies have demonstrated the regenerative potential of stem cells for cardiac
repair over the past decades, but their widespread use is limited by the poor tissue integration and
survival obtained. Natural or synthetic hydrogels or microcarriers, used as cell carriers, contribute to
resolving, in part, the problems encountered by providing mechanical support for the cells allowing
cell retention, survival and tissue integration. Moreover, hydrogels alone also possess mechanical
protective properties for the ischemic heart. The combined effect of growth factors with cells and an
appropriate scaffold allow a therapeutic effect on myocardial repair. Despite this, the effects obtained
with cell therapy remain limited and seem to be equivalent to the effects obtained with extracellular
vesicles, key actors in intercellular communication. Extracellular vesicles have cardioprotective
effects which, when combined proangiogenic properties with antiapoptotic and anti-inflammatory
actions, make it possible to act on all the damages caused by ischemia. The evolution of biomaterial
engineering allows us to envisage their association with new major players in cardiac therapy,
extracellular vesicles, in order to limit undesirable effects and to envisage a transfer to the clinic.
This new therapeutic approach could be associated with the release of growth factors to potentialized
the beneficial effect obtained.

Keywords: regenerative medicine; myocardial infarction scaffolds; extracellular vesicles

1. Myocardial Infarction

Coronary heart disease, more specifically myocardial infarction (MI), is the leading cause of death
in the world according to the World Health Organization, representing about 31% of global mortality,
and in particular, MI accounts for 13% of mortality [1]. The high incidence of this disease in developed
countries and constant aging of the population make it one of the primary areas of research aimed at
restoring cardiac function after MI. Ischemia results from the obstruction of an artery that supplies the
heart with blood and oxygen due mainly to partial or total detachment of atheroma plaques, leading to
disruption or even cessation of the function of the heart [2]. This phenomenon can occur in a sudden
or delayed manner; for the latter, the establishment of a secondary vascular network leads to the
replacement of the preexisting damaged vascular network and limits the damage observed as a result
of hypoxia.

Three phases are described following the occurrence of an MI resulting in left ventricular (LV)
remodeling: the inflammatory phase (0–3 days), followed by the proliferative phase (3–14 days) and
finally the maturation phase (14 days to 2 months) [3] (Figure 1). During the inflammatory phase,
initiated by necrosis and apoptosis induced by ischemia, with or without reperfusion, free radicals
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and chemokines including reactive oxygen species (ROS), damage-associated molecular patterns
(DAMPs), tumor necrosis factor-α (TNF-α), interleukin 1β (IL1β) and interleukin 10 (IL10) are
released [4]. This gradient of chemokines as well as the action of matrix metalloproteinases (MMPs)
secreted by fibroblasts and allowing the degradation of the extracellular matrix (ECM) lead to a
massive infiltration of leukocytes and the expression of pro-inflammatory cytokines that recruit
pro-inflammatory fibroblasts [5]. This recruitment allows the establishment of the proliferative phase,
in which the major players are cardiac fibroblasts. Their differentiation towards a myofibroblast
phenotype induces a significant secretion of collagen III, participating in the establishment of scar
tissue to replace the cardiomyocytes lost during MI. Most often, the subsequent remodeling of the LV
wall rather than cardiomyocyte loss during MI is the main cause of the heart failure. The persistence of
myofibroblasts within the myocardium and, more specifically, the secretion of tumor growth factor-β
(TGF-β), contribute to their survival and, thus, to the establishment of non-functional cardiac fibrous
tissue [6].
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Figure 1. Different cellular actors are involved in the inflammatory, proliferative and maturation phases
following myocardial infarction (MI).

Finally, during the maturation phase, scarring is effective and stiffening causes diastolic
dysfunction, contraction problems and cardiac arrhythmias [7,8]. These alterations are also caused by
cardiomyocyte hypertrophy in order to compensate for the deleterious effects elicited by LV remodeling.
This leads to issues such as heart failure and heart rhythm disorders that irreparably impact life quality
for patients. The time and delay to apply the treatment, following MI, determines the severity of the
resulting ischemic lesions, particularly on the surface of the myocardium. The severity of lesions is also
correlated with the death of hypoxic myocardial cells that engage in apoptotic and necrotic processes
within the first few hours after coronary occlusion [6,9]. Indeed, once cardiomyocyte death occurs and
scar tissues, composed mainly of collagen and ECM proteins provided by fibroblasts, are set in place,
the heart loses part of its cardiac functionality due to remodeling of the ventricle [10].

During MI, immediate therapeutic interventions are both curative and preventive: curative
by the installation of mechanical supports to correct the arterial abnormality caused by a lack of
oxygen and nutriments induced by ischemia and preventive by vasodilator medication consisting of
anti-aggregants to reduce the risk of blood clot formation and to prevent atheromatous risk factors.
Although heart transplantation remains the most effective treatment, it is only offered to the youngest
patients with the best chances of survival after transplantation, given the low availability of grafts and
despite the burdensome life-long immunosuppressive treatment. Regenerative medicine, particularly
cell therapy, has emerged as a promising interventional strategy. Indeed, current therapies are designed
to promote improvement of endothelial function, including neovascularization, and inhibition of
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cardiomyocyte death to preserve cardiomyocyte contractility. Thus, many clinical trials have been
conducted in recent decades, all with the objectives of neovascularization and/or cardiomyogenesis in
order to obtain tissue regeneration (Table 1). In these trials, many cells have been used with multiple
but different objectives for each one [11]. Despite strong preclinical data, the results obtained with
clinical trials vary depending on the cells used and do not always show the same benefits.

Table 1. Benefits and limits of different cell types used in clinical trials for regenerative medicine after
MI. * Clinical trial with the use of a cardiac patch.

Cell Type Benefits Limits Clinical Trial

Skeletal myoblasts
Abundant, contractile
properties, withstand

ischemic insult

Committed to skeletal muscle
lineage, high mortality

after injection
MAGIC

Bone Marrow
Mononuclear Cells

(BMMC), Mesenchymal
Stem Cells (MSC),

Hematopoietic Stem
Cells (HSC)

Easy acquisition,
rapid proliferation,
multipotency, low
immunogenicity,

immune-privileged,
potential for
allogenic use

Heterogeneous cell population,
lack of standardized study

methodologies, lack of
long-term follow-up to

determine if benefits
will last

BOOST BALANCE BONAMI (NCT00200707)
REGENERATE-AMI (NCT00765453) MI3-Trial

SWISS-AMI (NCT00355186) REPAIR-AMI
SCAMI (NCT00669227)

TIME (NCT00684021) LateTIME (NCT00684021)
BAMI (NCT01569178)

REGENT (NCT00316381) COMPARE-AMI
PROCHYMAL (NCT00114452) PROCHYMAL II
(NCT00877903) MyStromaCell (NCT01394432)

Precise Trial (NCT00426868) RELIEF
(NCT01652209) ESTIMATION (NCT01394432)

SEESUPIHD (NCT02666391) C-CURE
(NCT00810238) CHART (NCT01768702)

WJ-MSC-AMI (NCT01291329)

Cardiac Stem Cells (CSC)
Higher differentiation

potency into
cardiac lineages

Invasive isolation procedure,
high expansion cost, low cell
availability, older/autologous

donors means lower
quality cells

CADUCEUS (NCT00893360) CAREMI
NCT02439398) ALLSTAR NCT01458405)

SCIPIO (NCT00474461)

Embryonic Stem
Cells (ESC) Pluripotent Ethical, political and

availability issues ESCORT (NCT02057900) *

Clinical Trials Based on Cell Therapy for Cardiac Regeneration

Skeletal myoblasts were the first cells used for cardiac regeneration studies because of their
abundance and contractile properties, which should help to recover lost contractility caused by
MI. However, their transplantation induces an increase in arrhythmia without improvement in
cardiac function [12–14]. In addition, the study published by Pagani et al. [15] highlights the high
mortality of cells following their injection, notwithstanding their ability to form viable contractile tissue.
An alternative strategy is based on mesenchymal stromal cells (MSCs) derived from bone marrow
(BM) because of their ease of isolation and their capacity to secrete tissue repair factors promoting
cardiac regeneration. Moreover, these cells may engage into an endothelial- or cardiomyocyte-like
phenotype in vivo [16]. Many clinical trials were performed with BM-derived stem cells showing the
feasibility of these studies without side effects caused by the presence of these cells [17–19]. However,
most of the clinical trials using autologous BM stem cells, including MSCs or hematopoietic stem
cells (HSCs), show uncertain results with regard to the benefit provided by these cells, and no clear
improvement in cardiac function could be demonstrated [20–23]. Moreover, these cells appear to be
unable to differentiate in vivo into functional cardiomyocytes. These studies underscore the necessity
to better control the major study parameters, such as the size of the cohort, the cell quantity to be used,
the time of injection of the treatment as well as the route of administration [24]. The choice of cell type
is also crucial, and the isolation method needs to be standardized to limit the strong cell heterogeneity
obtained [21–23]. To overcome this heterogeneity, the BAMI clinical trial was set up with the aim of
standardizing the methods of bone marrow mononuclear cell (BMMC) collection, manipulation and
administration [25]. This study, which was completed just a few months ago, is expected to determine
the effect of BM stem cells on cardiac function.

Another approach is to implant cardiac progenitors to replace damaged cardiomyocytes in order
to enhance cardiac regeneration. In fact, it has been shown that naive or activated cardiac progenitors
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implanted at the site of MI allow the secretion of endogeneous growth factors (GF) promoting cardiac
repair [26]. Other cells also have interesting properties in cardiac regeneration. Indeed, cardiac stem
cells (CSCs) display a lack of recognition by the immune system due to the lack of expression of
major histocompatibility complex class II antigens and B7 costimulatory molecules, preventing their
recognition by lymphocytes [27]. They also have the potential to differentiate into smooth muscle
cells, cardiomyocytes or endothelial cells, which would allow them to replace the lost cells and, in this
way, concur to cardiac regeneration. However, the benefit of the use of CSCs remains unclear since
a preclinical study has shown an improvement in the LV ejection fraction [28] whereas, conversely,
the CADUCEUS clinical trial is unable to demonstrate an increase in this same parameter [29].

The use of induced pluripotent stem cells (iPSCs) is also attractive due to their pluripotent
potential, suggesting that they have the ability to differentiate into cardiomyocytes or endothelial
cells. Recently, reprogrammed iPSCs engaged in differentiation into mature cardiomyocytes has been
envisioned and are currently being evaluated for MI cell therapy in preclinical studies [30]. However,
the use of iPSCs in the clinic still remains controversial due to their genetic reprogramming, which can
cause a risk of tumor transformation [31].

Overall, all these studies generally lead to the same conclusion regarding the obstacles encountered,
which are problems of survival, differentiation and long-term integration of cells within the hostile
ischemic microenvironment, furthermore presenting immune cells secreting pro-inflammatory
cytokines. These transplanted cells can only fully exert their action in the presence of a favorable
microenvironment, composed of GF, or with an ECM stimulating the survival, differentiation and
correct integration into the host tissue [32]. In this regard, combined studies of cells associated with cell
carriers or scaffolds providing that favorable microenvironment are being performed. Indeed, the first
clinical trial to treat heart failure conducted with embryonic stem cells (ESCs) in human patients
(ESCORT) was performed with cells administered as a cardiac patch composed of a fibrin-based
hydrogel containing the cells [33,34]. The fibrin patch provided mechanical support through its
elasticity properties but also exerted a complementary effect by providing a matrix to optimize the early
retention and survival of the transplanted ESCs. Nevertheless, ethical issues raised by the acquisition
and use of ESCs represent significant barriers to their widespread use [35].

In 2020, more than 700 clinical trials with cardiovascular cell therapy as the first line are being
conducted, but only few phase III trials are ongoing, suggesting a limited use of cell therapy products in
the clinic in the near future. Some clinical trials have demonstrated a real therapeutic effect. The BOOST
trial marked an improvement in left ventricular ejection fraction after 6 months [19] but not after
18 months [36]. In an equivalent way, the REPAIR-AMI clinical trial showed a significant improvement
in myocardial performance after 4 months [37]. It can be noted that most clinical trials showed very
distinct and contradictory results with the use of stem cells, such as ASTAMI and REPAIR-AMI, which
might at least partly be explained by differential cell processing used in these studies. Nevertheless,
ongoing research in this field has recently shown that the use of synthetic miRNAs incorporated into
the cells prior to transplantation can also ameliorate the efficacy of cell therapy. This aspect will not be
covered in this review, but more information can be found in other reviews [38–40]. The encouraging
findings of the ESCORT clinical trial, which are also supported by in vivo studies in murine models
using cell carriers, demonstrate the importance and utility that scaffolds can have in tissue regeneration
and will be developed further.

2. Scaffolds for Cardiac Applications

As described above, in cell therapy studies, the cells encounter survival and integration problems
mainly due to the microenvironment in which they are transplanted. Indeed, the infiltration of
leukocytes and macrophages following ischemia leads to the secretion of soluble factors, cytokines
and chemokines such as TNF-α, IL-1 or IL-6, known to be involved in inflammatory phenomena.
As a result, hypoxic and inflammatory conditions make the microenvironment unfavorable to cell
survival and differentiation. In order to overcome these cell issues, cell carriers have been developed
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to favor cell survival and integration despite the harmful environment. The strategy is to design and
use cell carriers with structural and biological characteristics based on criteria specific to the cell to be
used and the application envisioned. In the context of cardiac regeneration, the choice of a scaffold
is subject to significant constraints due to the contractile properties of the organ. To satisfy these
constraints, hydrogels displaying biomechanical and elastic properties are the most used since they can
also participate in restoring part of the lost cardiac function [41,42]. In order to enable cell engraftment,
it has also been shown that the scaffold as well as the ECM deposition on scaffolds may allow cell
anchorage essential for cell survival and growth [43].

There are a wide variety of scaffolds produced from different natural or synthetic biomaterials.
Natural scaffolds allow biological stimuli induction but require delicate processes of reproducibility
and purification. On the contrary, synthetic scaffolds, for which manufacturing processes are mastered,
need to generally be functionalized to provide the desired biological signals to the endogenous and/or
grafted cells. These two types of scaffolds, although different in origin, remain complementary in the
cardiac regeneration field and are both used. Other important parameters to be considered when using
a scaffold for tissue regeneration include their biodegradability and biocompatibility. If the scaffold
used is biodegradable, the physical support that it provides remains until its complete degradation,
allowing cell migration and integration within the parenchyma without the need to surgically remove
them. In addition, it is necessary that they are not cytotoxic but biocompatible in order to obtain
a beneficial effect with no or minimal immunological reaction [43–45]. A local route of delivery of
these biodegradable scaffolds is also important to limit systemic side effects. Moreover, the mode of
administration needs to be easy and fast due to constant contraction of the myocardium.

Injectable scaffolds, that can be rapidly and directly injected with minimal tissue invasion,
particularly if small in size, can be used as cell carriers and as drug delivery vectors. On the other hand,
this drug delivery application may reduce the cost of treatment by a prolonged action of the therapeutic
strategy treatment. Many other criteria, such as the surface characteristics of the scaffold, which are
described more extensively in the literature [43,46,47], need also to be considered when designing a
scaffold for cardiac applications. For the reasons stated above, this review will focus on the use of
two types of injectable and biodegradable scaffolds in cardiac ischemia approved by the Food and
Drug Administration (FDA): hydrogels, from natural biomaterials, most commonly used in cardiac
tissue engineering, and microcarriers, formulated from synthetic polymers providing 3-dimensional
anchorage support for transplanted cells. As both scaffolds are able to convey cells and/or therapeutic
molecules, these aspects will also be developed in this review (Figure 2).
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2.1. Biomaterials Used as Therapeutic Scaffolds

Among the scaffolds considered for cardiac regeneration, the vast majority are hydrogels due to
their rheological properties that respond to the pressure and contraction forces exerted by the heart
muscle. There is a wide choice of biomaterials that can be adapted as closely as possible to the therapeutic
usefulness. Usually, many natural injectable hydrogels have been tested in cardiac tissue [48,49] such as
fibrin and alginate [50], collagen [51], matrigel [52] or chitosan [53]-based hydrogels. In humans, a fibrin
hydrogel injected into a patient’s myocardial scar can restore contractility in a previously akinetic region
of the heart and can preserve cardiac function after MI [54]. It was also shown that a single injection of a
hydrogel, obtained from a solution based on decellularized pig hearts in which only the ECM remains,
promotes endogenous cell multiplication and does not cause cardiac arrhythmias [55,56]. This hydrogel
also preserves post-MI cardiac functions by allowing the recruitment of Th2 lymphocytes, known for
their production of anti-inflammatory cytokines as IL-4, IL-10 or IL-13, involved in the inhibition of LV
remodeling by limiting the strong inflammation response induced by MI. Beneficial effects have been
also described with the use of natural collagen-hydrogel. Indeed, collagen is abundantly distributed
in the ECM with a very high biocompatibility and biodegradability [57]; however, its low elastic
modulus limits its mechanical integration and stabilization [51]. Chitosan-based hydrogels are also
widely used due to their intrinsic antibacterial properties, biodegradability and the production of
minimal immune responses in humans with no chronic inflammatory response [58]. Indeed, chitosan
is a positively charged linear polysaccharide derived from chitin, the second most abundant natural
biopolymer, biocompatible and non-immunogenic. More importantly, chitosan presents a high elastic
modulus and a good porosity, necessary parameters for cell migration and integration. It presents
similarities with glycosaminoglycans, components of the ECM. Its abundance in nature combined
with its low production cost makes it a very interesting polymer for use in bioengineering [59–61].
However, the low-cell adherent characteristic needs to be improved with other materials, like collagen,
to increase the tissue integration and mechanical stability [62]. Alginate-hydrogels, based on an
anionic polysaccharide, are described to reinforce scar thickness and to improve cardiac function after
MI [63,64]. Nevertheless, their major limitation is the lack of integration within cardiac tissue and
the relative stiffness conferred by alginate, an undesirable property for the heart compared to other
hydrogels. It was recently reported that thermosensitive poly(ethylene glycol) (PEG)-hydrogels and
alginate gels, with an increased elasticity, reduced infarct size 4 weeks after injection compared to the
injection of a saline solution [65]. In this regard, natural and synthetic biomaterials may be combined to
enhance their therapeutic potential for cardiac repair. The choice of the type of biomaterial to be used
in cardiac regeneration studies remains to be further explored; nevertheless, its therapeutic usefulness
is now recognized as undeniable.

It is also imperative to determine when the therapeutic strategy should be administered. To this
end, a recent study [66] envisaged the injection of chitosan hydrogel at 3 different times: just after
MI, 3 days after MI and 2 weeks after MI, which correspond to the beginning of the necrotic, fibrotic
and chronic remodeling phases, respectively. They evaluated the histological and functional outcome
10-weeks post-MI hydrogel injection. They thus demonstrated that, although at all injection times the
hydrogel had a positive effect on LV function and wall thickness, the group of rats injected 3 days
after MI had better functional results compared to the other groups. A better local vascularization and
fewer inflammatory markers were observed at this time point compared to the group receiving the
hydrogel right after MI. The time of administration of the therapy is therefore crucial. In addition,
it is reported that, after MI, one of the most important problems encountered is the non-conductivity
of the scar tissue, which is formed in the border of the ischemic tissue and contributes to ventricular
dysfunction. To correct this, the injection of a chitosan-based hydrogel in in vivo models has shown
propagation and synchronization of contraction leading to restoration of LV function by restoring
conduction between cardiomyocytes [67]. Biological evaluation of these chitosan hydrogels revealed
that they could be injected into the epicardial surface of the heart but showed only partial degradation.
In addition, mononuclear cell infiltration was demonstrated. It is important that the future work
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on chitosan hydrogels focuses on accelerating resorption kinetics and on promoting macrophagic
infiltration as well as their polarization towards an anti-inflammatory M2 phenotype, promoting
tissue reconstruction.

Numerous studies have also been conducted associating injectable scaffolds with cells and
therapeutic molecules for cardiac repair after MI. The objective is to obtain a prolonged therapeutic
strategy to provide anchorage support for cells, which is essential for their survival but also act as a
reservoir of GF that will repair the damage of the ischemic cardiac tissue.

2.2. Scaffolds as Cell or GF Carriers

It has been shown that seeding human MSCs in a fibrin cell carrier allows their effective delivery
to a targeted area and improves regional mechanical function after infarction [68]. Among the
synthetic and biodegradable polymers used in cell therapy, poly(lactide-co-glycolide) acid (PLGA)
is an FDA- and European Medecines Agency-approved biomaterial currently used to produce cells
microcarriers. These PLGA microcarriers when functionalized with a biomimetic surface provide a 3-D
anchorage support for the cells stimulating their survival [43,69]. Using these microcarriers, it has been
shown in a chronic MI rat model that the transported human adipocyte-derived stem cells (hADSCs)
showed increased engraftment compared to hADSCs transplanted alone [70]. Similarly, it was recently
shown that the combination of poly-D-lysine (PDL) and collagen-coated PLGA microcarriers with
cardiomyocytes derived from human iPSCs allows detection of cells up to two months after grafting
at the border of an MI [71]. This clearly shows that the use of this type of cell carrier considerably
improves cell survival but also allows a therapeutic effect since the studies show an improvement
in cardiac function mediated by a paracrine effect of the cells. An injectable hydrogel transporting
hADSCs also showed that it may not only provide a cell-supporting action; it appears that its use
in an in vivo model increases the secretion of many proangiogenic factors, including VEGF, HGF or
FGF-2, by the transplanted hADSCs [72]. In this way, their cardiovascular repair potential through
their proangiogenic or anti-inflammatory action is improved.

In recent years, several teams have associated scaffolds with pro-angiogenic factors, such as
VEGF and PDGF-BB [73] or bFGF [74], to favor the formation of a vascular network, necessary in
cardiac regeneration following MI. Despite the beneficial effects observed, the effects were sometimes
transient and may be attributable to the low stability and short half-life of these released cytokines.
Thus, it is necessary to combine GF with injectable biomaterials that allow site-specific targeting and
regenerative action by increasing the half-life of the GF or by obtaining a sustained release to achieve
a prolonged therapeutic effect after MI. Studies have demonstrated good retention and progressive
release of GF, such as HGF, VEGF or bFGF, due to the properties of the scaffolds. A positive effect
on cardiac regeneration through the pro-angiogenic and arteriogenic actions improving ventricular
function and preventing fibrosis and cardiac hypertrophy in different MI models has been reported in
these studies [75–78]. Equally, albumin-alginate microcapsules allow progressive release of GF such as
FGF, HGF and IGF during 28 days. These microcapsules incorporated in a collagen hydrogel induced
cardiac regeneration by favoring angiogenesis as well as stimulation, recruitment and proliferation
of endogenous cardiac stem cells following an acute MI [79]. Interestingly, it has also been shown
that a synthetic, biocompatible and injectable nano-silicate hydrogel can deliver the secretome of
hADSCs [80]. This method allows prolonged delivery of the secretome over time at the injection site
that is essential for optimal therapeutic efficacy by effectively promoting key therapeutic mechanisms
such as angiogenesis, scar surface reduction and cardioprotection.

Other factors can also promote cardiac regeneration. Indeed, the administration of a hydrogel
containing factor 6-bromoindirubin-3-oxime (BIO), in combination with IGF has been shown to protect
against apoptosis and post-MI LV dilatation. This hybrid hydrogel, where gelatin nanoparticles allow
the co-release of BIO and IGF, not only improves cardiomyocyte proliferation and the subsequent
cardiac function after MI due to the prolonged release of these factors but also provides mechanical
properties specific to hydrogels [81]. Furthermore, it has been shown that the encapsulation of
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IL-10 in natural microgels using an emulsion technique improves cardiac function after MI due to
anti-inflammatory properties [82]. In addition, the use of a thermosensitive PLGA-PEG-hydrogel as
a vehicle for colchicine, an anti-inflammatory agent released in a sustained manner during 8 days,
showed that a single intramyocardial injection alleviated cardiac inflammation, inhibited myocardial
apoptosis and fibrosis, and improved cardiac function and structure after MI [83]. Finally, in another
approach, knowing that MI creates a hypoxic microenvironment, Fan et al. (2018) were interested
in the prolonged release for 4 weeks of oxygen encapsulated in PLGA microspheres included in a
hydrogel. The study showed that the prolonged release of oxygen resulted in increased cell survival and
cardiac regeneration [84]. Through these different studies, we highlight the importance of combining
approaches and not restricting the strategy to a single therapeutic actor. Thus, it could be of interest to
study the effects of a multiple combination based on the association of scaffolds allowing the support
of cells and the enrichment of the microenvironment with GF.

2.3. Scaffolds and GF Combined to Promote Cell Engraftment and Repair

Despite the beneficial effect of using a cell carrier as an anchorage for cells, their use as a vehicle
alone remains limited and could be complemented by a role as a GF reservoir allowing the joint
action of cells, biomaterials and therapeutic biological factors. Indeed, a cell and GF delivery carrier
may have dual functions. First, both the cells and the delivered GF may exert a direct action on
the microenvironment to protect the endogenous cells in the lesion site. Secondly, the GF delivered
by the carrier may also act on the transplanted cells themselves to favor their integration and thus
their function. Studies have demonstrated that the intramyocardial injection of the combination of
adipocyte-derived stem cells (ADSC) with fibronectin (FN)-coated microcarriers delivering IGF and
HGF injected in a 2-week-old MI model allowed an increase in vascularization of the infarcted area
after 2 weeks of treatment. Not only did the microcarriers increase the survival and engraftment
of the transported cells having a regenerative action but also the concomitant release of two GF
promoted cardiac regeneration through their proangiogenic and cell survival effects [70]. In this
respect, an in vitro study showed that the release of IGF and HGF by these microcarriers stimulated the
expression of markers of cardiac differentiation such as GATA4, Nkx2.5, cTnI or CX43 [85]. Similarly,
Hahn et al. (2008) showed that a pretreatment with IGF and HGF had a cytoprotective effect and
improved the therapeutic efficacy of transplanted MSCs in myocardial repair due to the priming of
MSCs by the GF [86]. In addition, the association of ADSCs with FN-coated and VEGF-releasing
microcarriers resulted in improved cardiac function and better tissue integration of ADSC into ischemic
heart tissue after 21 days of treatment in mice compared to ADSCs alone or to the conditioned media
of ADSCs [87].

For the moment, it remains important to remember that the effects obtained in cardiac regeneration
with the use of cell therapy, with or without scaffolds, remain very limited and seem to be quite
equivalent to the long-term effects obtained with the secretome secreted by these same cells [88–92].
Indeed, GFs are not the only actor exerting an effective paracrine action in the secretome, Extracellular
vesicles (EVs) also mediate a large number of effects and are able to have a beneficial therapeutic action
after MI. Cell carriers are largely used for cells [48,93], but they could also convey EVs, without the
side effects observed with cells partially due to the induced immune response.

3. Extracellular Vesicles

Extracellular vesicles (EVs) are released by cells during both physiological and pathological
phenomena [94–97]. Three types of vesicles involved in the intercellular communication and released
into all body fluids can be globally distinguished [98,99]. First is apoptotic bodies (size between 1 and
4 µm), which originate from cells undergoing apoptosis that fragment into these bodies containing
the information present in the cell cytoplasm. Then, there are the microvesicles (size between 50 and
1000 nm), known as large EVs (lEVs) as defined in the nomenclature. They result from budding of
the cytoplasmic membrane caused by an input of calcium into the cell and from reorganization of the
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cytoskeleton causing the exposure of phosphatidylserine outside the membrane [100]. Finally, there are
exosomes (size between 30 and 100 nm), also known as small EVs (sEVs). They differ from lEVs by their
biogenesis pathway. Indeed, they originate from endosomal multivesicular bodies and are released
from the cells after fusion of these compartments with the plasma membrane [98]. Their isolation is
based on density and size parameters and will not be described in this review (for details, see [101,102]).
EVs interact in different ways with recipient cells (Figure 3), leading to the modification of the function
of cells or the induction of several signaling pathways. It occurs following the interaction between
ligands carried by EVs and receptors present in the target cells and/or the internalization of EVs into
target cells by membrane fusion, endocytosis (clathrin-dependent or -independent by lipid draft and
caveolin) or phagocytosis [103].
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Figure 3. Different types of interactions between extracellular vesicles (EVs) and target cells.

It has been shown that, in a mouse model of MI, sEVs and lEVs are released and carry markers of
cardiomyocytes and endothelial cells [104]. This production of endogenous cardiac EVs, described
as proinflammatory, locally produced after MI, are taken up by monocytes infiltrating the ischemic
heart and subsequently increase their proinflammatory response. This endogenous EV release aims
to initiate beneficial endogenous repair triggered by the MI but is often insufficient for complete
myocardial repair.

3.1. Myocardial Repair with Cell-Derived EVs vs. with Cells Alone

The study of EVs effects after MI has generated a great deal of interest [105,106]. Even if all
cells present in the myocardium are able to generate EVs such as cardiomyocytes, endothelial cells,
platelets and leukocytes [107], interest has focused on EVs derived from cells that have already shown
therapeutic interest in clinical studies for cardiac regeneration (Table 2).

A comparative study of the effect of MSC-derived sEVs and MSCs showed that EV therapy was
more effective in limiting cardiac fibrosis, in inflammation and in improving cardiac performance [108].
Indeed, numerous studies have demonstrated that MSC-derived EVs are effective in the treatment
of MI and ischemic reperfusion injury, reporting a reduction in the size of the infarction and an
improvement in cardiac function [109–112]. Mechanisms allowing these benefits are multifactorial due
to a joint action of antiapoptotic, anti-inflammatory, antioxidant and pro-survival effects of EVs [113].
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Despite the benefits observed during treatment with EVs, it is important to note that the use of cell
injection-based therapy remains advantageous when the cells are able to integrate the tissue and
to replace the lost cells or when they survive for a prolonged period of time. Indeed, in this way,
the beneficial effects last longer with longer-term secretion of soluble factors and EVs.

The study initiated by Dr. Ménasché’s team on embryonic stem cells (ESC) has shown that EVs
from hESC possess the same beneficial therapeutic effect as the cells themselves [114]. In parallel,
a study conducted on in vivo effects of mouse ESC-derived EVs revealed an improvement in cardiac
functionality and cardiomyocyte survival and an induction of neovascularization in a mouse model
after 8 weeks post-MI [115]. However, few studies are conducted with these cells due to their
origin, but it reinforces the hypothesis that the beneficial effects obtained in cardiac regeneration
could be attributed to EVs. As indicated above, iPSCs possess a strong regenerative potential [116].
The 10 proteomic analysis of iPSC-derived EVs revealed molecules that promote cardiac, endothelial
and smooth muscle cell proliferation and that protect against oxidative damage [117]. Moreover,
iPSC-derived EVs do not lead to teratoma formations like iPSC while carrying similar therapeutic
agents beneficial to cardiac regeneration. In view of this therapeutic potential, a comparative study
was conducted 48 h after I/R with iPSCs and iPSC-derived EVs used both in in vitro and in vivo mouse
models to determine the cardiac repair capacities. The iPSC-derived EVs induced in vitro angiogenic,
migratory and antiapoptotic properties in cardiac endothelial cells and induced superior in vivo infarct
repair compared with iPSCs 35 days after I/R [117]. It might be interesting to establish whether the
superior therapeutic benefit observed with EVs is related to higher efficacy and rapidity of action or to
the low cell survival of iPSCs after 35 days, which does not provide the therapeutic effect necessary to
obtain the same cardiac regeneration.

Another alternative was based on the use of cardiac progenitor cells (CPCs) for cell therapy.
Some studies have shown that CPC-derived EVs had cardioprotective and proangiogenic effects in
pig [118] and murine models [119,120]. They showed that these effects could be partially attributed to
the miRNA content carried by EVs [119]. Moreover, one study showed that CPC-derived EVs could
potentially repair injured cardiac tissue mainly through endogenous cardiac stem cell homing and
activation in the lesion site [120]. Also, it has been shown that intravenous injection of CPC-derived
sEVs displayed cardioprotective effects via the overexpression of miRNA. Indeed, these miRNA
decrease the cardiotoxicity induced by the combination of doxorubicin/trastuzumab used in cancer
therapy [121].

In addition, given the massive influx of immune cells following cardiomyocyte necrosis,
the therapeutic effect of EVs released by immune cells was studied. More specifically, one study
investigated the EVs derived from dendritic cells, described as contributing to immune responses.
Dendritic cell-derived sEVs have been shown to improve cardiac function after MI via CD4+ T
lymphocyte activation [122], which plays a key role in improving myocardial wound healing after
MI [123]. Among the cells that are strongly involved at the site of vessel obstruction in an MI are
platelets, which aggregate into a compact structure within the artery when the atheroma plaque
ruptures. In this regard, it has been shown that platelet-derived EVs can induce angiogenesis in vitro
by the activation of different pathways, such as Src, PI-3K and ERK signaling in endothelial cells,
which lead to the secretion of VEGF, bFGF and PDGF [124].

Other approaches have considered the beneficial action of the protection against oxidative stress
for cardiac repair. They studied the use of EVs carrying heat shock protein (HSP), allowing good protein
folding. Indeed, the relationship of HSP and cardioprotection is well-established [125]. It has also been
shown that plasma sEVs isolated from healthy humans and adult rats were powerfully cardioprotective
in all tested models of heart ischemia-reperfusion injury, since these vehicles expressed cardioprotective
HSP70. The mechanism of plasma EV-mediated cardioprotection involves HSP70-dependent activation
of Toll-like receptor 4 (TLR) followed by activation of cardioprotective HSP27 in cardiomyocytes [126].
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Table 2. Therapeutic effects in preclinical studies with EVs after MI or ischemia-reperfusion (I/R) in
different animal models.

EV Source Assay Model Function and Mechanism Mechanism References

MSC
IM rat,

intramyocardial
injection

Preserve myocardial function

Endogenous miRNA [108]
Reduce fibrosis

Inhibit fibroblast transformation

Promote cardiomyocyte proliferation

Human MSC
I/R mouse,

intravenous
injection

Increase systolic function Activation of
survival pathways

[109]
Decrease infarct size Decrease neutrophils and

macrophage infiltrationDecrease inflammation

MSC
MI rat,

intramyocardial
injection

Promote angiogenesis miRNA-150, HIF, SHH,
PDGFR carrying by EVs [110]

Preserve cardiac performance

MSC
I/R mouse,

intravenous
injection

Cardioprotective effect Paracrine effect of
EVs, undefined [111]

MSC
MI rat,

intramyocardial
injection

Improve cardiac function

Undefined [112]Decrease fibrosis

Promote angiogenesis

iPSC
I/R mouse,

intramyocardial
injection

Attenuate LV dysfunction
and hypertrophy Protection against oxidative

damage [117]Reduction of myocyte apoptosis

Enhance angiogenesis

CPCs (murine
cardiosphere-
derived cells)

I/R mouse,
intramyocardial

injection
Decrease cardiomyocyte apoptosis

Possibly related to miRNA144
et miRNA451 content in EVs

and secretion of soluble factors
[120]

Human CPCs
IM rat,

intramyocardial
injection

Improve cardiac function

miRNA carrying by EVs [119]Reduced cardiomyocyte apoptosis

Enhance angiogenesis

CPCs (Human
cardiosphere-
derived cells)

I/R pig,
intracoronary

injection

Decrease infarct size, collagen content

Undefined [118]Decrease cardiomyocyte hypertrophy

Increase vessel density

Embryonic stem
cells (ESC)

AMI mouse,
intramyocardial

injection

Enhance cardiac function

Recruitment of endogenous
CPCs (c-kit+ cells)

[115]
Reduce fibrosis

Enhance neovascularization

Enhance cardiomyocyte survival

Human
ESC-derived CPCs

IM mouse,
intramyocardial

injection

Increase cardiac function

Undefined [114]
Decrease fibrosis and

cardiomyocyte hypertrophy

Increase capillary/cardiomyocyte ratio

Dendritic cells
MI mouse,

intravenous
injection

Improve cardiac function Activation LT CD4+

(endocrine mechanism) [122,123]

Platelet
MI rat,

intramyocardial
injection

Increase capillary formation Action of cytokines (bFGF,
PDGF, VEGF) [124]

Rat and
human plasma

I/R rat, intravenous
injection Decrease infarct size Activation of HSP70/TLR4

protective pathway [126]

All of these studies have reported that the release of EVs leads to, at least, the same or better
therapeutic benefit in the treatment of MI as the cells themselves [127,128]. These findings support the
idea that EVs play a key role in the therapeutic effects observed in terms of functional restoration of
the myocardium or cell differentiation.
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3.2. Use of Modified EVs as Therapeutic Agents to Improve Native Beneficial Effects of EVs

In addition to the use of stem cell-derived EVs described above, one possibility to enhance
their therapeutic effect is to modify the content of the EVs by the integration or overexpression
of new molecules, RNA fragments or proteins to limit microenvironment damages induced by
ischemia (Figure 4). To obtain these EVs, a first approach consists in directly modifying the released
EVs by loading them with molecules or proteins of interest, giving them an additional therapeutic
character. A second approach consists in premodifying the parent cells in order to obtain EVs with a
modified content.
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Lymphocyte-derived EVs have been engineered to modify their cargo with the aim of improving
their therapeutic potential. Indeed, the EVs were passively loaded with curcumin, an anti-inflammatory
molecule [129]. It was suggested that this approach could be an efficient way to administer
anti-inflammatory molecules to the lesion site to regulate inflammation, which is the initial phase
generated by MI. In addition, the microenvironment resulting from ischemia is particularly harmful,
and the loading of molecules to protect EVs from possible degradation can be suitable. In this regard,
curcumin loading increased the stability and delivery of EVs.

Among the most widely described modifications of the content of sEVs is miRNA loading to
mediate therapeutic effects. In particular, it has been shown that sEVs released by hypoxia-exposed
endothelial cells were enriched with miRNA-126 and miRNA-210. Both miRNAs possess proangiogenic
properties, which are necessary to induce the formation of a new vascular network to limit MI-related
cell death. They increased cardiac progenitor cell resistance to hypoxic stress through activation of
PI3K/Akt and other prosurvival pathways [130,131]. These same miRNAs are found in MSC-derived
EVs and may decrease MI [132]. It has also been shown that overexpression of miRNA-21 in parent cells,
an antiapoptotic miRNA, effectively restored cardiac function after MI by improving wound healing
and myogenesis through the miRNA-21-carrying EVs [132,133]. The use of miRNA-carrying EVs for
cardiac regeneration will not be further discussed in this review as it has been covered elsewhere (for
more details, see [96,132,134,135]).

Another approach to optimize the beneficial therapeutic effect of EVs by premodifying the
parent cells used a model of transfection of cardiosphere-derived cells by short noncoding Y
RNA. The generated EVs enriched with these RNAs reduced inflammation caused by ischemia.
When administered at the ischemic heart, the Y RNA-enriched EVs reduced the number of macrophages
and modified their polarization leading to an increased expression of anti-inflammatory genes such as
IL4RA, VEGFA or TGFB1. In addition, secretion of the anti-inflammatory IL-10 by these macrophages
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promoted cardiomyocyte protection from oxidative stress and reduced infarct size [136]. EVs may
also be modified by overexpressing proteins involved in developmental signaling pathways in parent
cells. To illustrate this point, lymphocytes constitute an important source of EVs that may exert pro-
or antiangiogenic effects depending on the stimuli involved in their production. When lymphocytes
undergo activation before apoptosis, they release proangiogenic lEVs and their use in in vitro and
in vivo mouse models showed that they were able to stimulate functional vessel formation [137,138].
In addition, lEVs expressing the morphogen sonic hedgehog, a proangiogenic factor, were able to
decrease ROS production and their in vivo injection in mice was also able to improve endothelial
function by increasing NO release and to reverse endothelial dysfunction after myocardial I/R [139].
Furthermore, Mackie and colleagues engineered CD34+ stem cells able to release sEVs overexpressing
sonic hedgehog. Injection of these modified sEVs to the border zone of murine hearts after MI preserved
cardiac function through the reduction of infarct size [140]. Other studies have demonstrated that
genetically MSC-derived sEVs overexpressing GATA4, a key regulator of cell surviving pathways and
cardiac genes, reduced infarct size after an acute MI by transfer of antiapoptotic miRNA [141].

The ability to deliver EVs having an efficient and specific therapeutic activity for cardiac tissue
remains a major challenge. Indeed, it is essential to minimize potential off-target effects on other organs
before considering any potential switch to the clinic. For this purpose, a novel targeting system to
improve sEV uptake by cardiomyocytes in vitro and then in vivo consists of modifying the parent
cells to express a fusion protein. This protein is engineered to contain a cardiac-targeting peptide
(CTP), known to allow addressing to cardiomyocytes, and Lamp2b, known to be involved in the
production of sEVs, leading to sEVs carrying CTP-Lamp2b on their surface. Thus, a study has shown
a 16% uptake improvement of CTP-Lamp2b-sEVs by cardiomyocytes both in vitro and in vivo after
intravenous injection [142]. A similar strategy showed that targeted sEVs, also expressing a fusion
protein between another peptide and Lamp2b, resulted in an increased uptake by cardiomyocytes
in vitro as well as in vivo following intramyocardial administration. They decreased cardiomyocyte
apoptosis and showed a higher cardiac retention after injection compared to nontargeted sEVs [143].
This interesting strategy needs to be confirmed through a long-term biodistribution study. By the
same approach, another cardiac homing peptide, CHP, has been identified to specifically target
ischemic myocardium [144,145]. The presence of CHP on the surface of cardiosphere-derived sEVs
allows increased retention of sEVs in the ischemic heart in a rat MI model [146]. It also allows a
beneficial therapeutic effect, superior to that of non-CHP sEVs, through the reduction of both MI
size and fibrosis and of angiogenesis [146]. Equivalent therapeutic results were obtained with the
use of murine MSC-derived sEVs and an enriched membrane protein (Lamp2b) fused with ischemic
myocardium-targeting peptide [147]. This suggests that, in addition to the therapeutic action exerted
by the sEVs, the mode of administration has a major role in the biodistribution of the therapeutic
strategy and showed a better therapeutic efficacy against cardiac dysfunction induced by MI.

3.3. Why Are EVs Not Yet Transferred to the Clinic?

Despite many successful preclinical studies, to our knowledge, there are still no data showing
cell-derived EV effects in MI in patients. However, several phase I/II clinical trials are ongoing to
evaluate the application of EVs in cancer patients [148,149], suggesting that the risk–benefit balance is
still too weak to rapidly consider clinical trials using EVs on cardiovascular pathologies. Indeed, current
treatments, although limited in terms of cardiac regeneration, are sufficient to limit and reduce patient
mortality. It is therefore important to continue preclinical studies in order to envisage a translation to
the clinic. Indeed, EVs present similar or even superior therapeutic properties to the parental cells,
which have largely demonstrated their immunomodulatory and cardiac regeneration properties in
preclinical and clinical studies. However, ethical concerns, particularly with the use of ESCs, and safety
concerns, with the possible formation of teratoma with the use of iPSCs or precursor cells, still remain.
Moreover, despite the ease of isolation of adult stem cells, their expansion limits and their restrictive
plasticity do not make them prime candidates for clinical use. EVs are an acellular therapy presenting
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multiple modes of action and are weakly immunogenic, thus constituting an alternative to cell and to
pharmacological treatments [150].

As with all therapy tools considered for clinical transfer, some points still need to be improved
for EVs to rapidly reach the clinic. One of the main causes of failure in clinical trials is the lack
of standardization and rigor in cell recovery procedures, and the same problem is also present for
EVs. Indeed, despite the implementation of standardized isolation procedures, there are still too
many variations delaying the use of EVs in the clinic, including variations in purification protocols
involving a potential heterogeneity of EV populations. Nevertheless, their easy access and their high
therapeutic potential due to their ability to cross physiological barriers make them ideal candidates for
future clinical use. Despite numerous studies on EVs in recent years, some parameters, such as the
subpopulation of EVs, which mediate therapeutic effects, and the mode of administration still need
to be established in order to limit off-target effects on other organs, triggering toxicity or undesirable
tumors. One of the options considered to limit biodistribution in the body, making the use of EVs
unsafe, would be to consider their association with scaffolds, already known and used as a support for
cell therapy.

4. EVs Association with Scaffolds as a Future Direction

Numerous studies have shown similar therapeutic potential between cells and EVs combining
anti-inflammatory and antiapoptotic actions with proangiogenic and cardioprotective actions. In light
of the studies carried out, cell-free therapy is very attractive because of the low immunogenicity and
robust effect on ischemic cells and more advantages than cell therapy. Among the listed off-target
effects of EVs, it appears essential to find a way to retain them in the intracardial injection site before
considering their use in the clinic. This could be envisaged by associating them with scaffolds used
as carriers for which the aim would be to confine them and, if possible, to gradually release them
thereafter for a sustained effect. Different sterilization approaches will be required before a transfer to
clinical use of carriers can be considered. Among the various techniques already known, particularly
for the sterilization of microcarriers, are cold γ-irradiation [151,152], radiosterilization [153,154], the use
of ethylene oxide [155,156] or obtaining these carriers by formulation under sterile conditions. It will
be imperative to validate the use of these techniques in order to verify the quality and integrity of
the carriers, with or without proteins, after these steps before considering their association with EVs.
This association has been tested in cardiac regeneration, which has shown that sEVs, released by
cardiomyocytes-derived from iPSC, delivered by a patch hydrogel decreased cardiomyocyte apoptosis
and arrhythmic burden 24 h after implantation. In addition, the therapeutic action goes on until 4 weeks
post MI by a reduction of the infarct size and a decrease in cell hypertrophy [157]. This delayed action
may be attributed to the prolonged delivery of sEVs by the hydrogel. Other studies have shown that
sEVs-derived endothelial progenitor cells (EPC), associated with an intracardially injected hydrogel,
improved angiogenesis and promoted myocardial haemodynamic after MI [158,159]. These studies
also demonstrated that the therapeutic action was carried by the EVs as the hydrogel alone did not
improve myocardial function and the hydrogel containing the EPCs had the same beneficial effect on
haemodynamic function as the sEV hydrogel [158]. In parallel, another study showed that MSC-derived
EVs administered by an alginate hydrogel decreased cardiac cell apoptosis and promoted macrophage
polarization quickly after MI and long-term cardiac function. In this study, it has been shown that EVs
injected in a hydrogel are highly sustained in the heart and scarcely present in liver, lungs and spleen as
observed for EVs injected alone [160]. These studies support the hypothesis that the progressive release
of EVs allowed for a therapeutic effect while limiting undesirable biodistribution in the body. All these
elements confirm that different scaffolds can be considered in order to develop the full therapeutic
potential of EVs in a more efficient way than using cells. It could be particularly attractive to study
the combined effect of EVs associated with the scaffold, releasing GF as a combinatorial therapeutic
approach for cardiac repair. However, further studies, particularly in vivo studies, still need to be
carried out to confirm the safety of this approach.



Pharmaceutics 2020, 12, 1195 15 of 23

Funding: This research was supported by the la Région Pays de la Loire (grant name: RFI-Bioregate “REVIVEME”),
University of Angers and INSERM.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Murray, C.J.; Lopez, A.D. Alternative projections of mortality and disability by cause 1990–2020: Global
Burden of Disease Study. Lancet 1997, 349, 1498–1504. [CrossRef]

2. Thygesen, K.; Alpert, J.S.; Jaffe, A.S.; Chaitman, B.R.; Bax, J.J.; Morrow, D.A.; White, H.D.; ESC Scientific
Document Group. Fourth universal definition of myocardial infarction. Eur. Heart J. 2019, 40, 237–269.
[CrossRef]

3. Sutton, M.G.; Sharpe, N. Left ventricular remodeling after myocardial infarction: Pathophysiology and
therapy. Circulation 2000, 101, 2981–2988. [CrossRef] [PubMed]

4. Frangogiannis, N.G. The immune system and cardiac repair. Pharmacol. Res. 2008, 58, 88–111. [CrossRef]
[PubMed]

5. Khodayari, S.; Khodayari, H.; Amiri, A.Z.; Eslami, M.; Farhud, D.; Hescheler, J.; Nayernia, K. Inflammatory
Microenvironment of Acute Myocardial Infarction Prevents Regeneration of Heart with Stem Cells Therapy.
Cell. Physiol. Biochem. 2019, 53, 887–909. [CrossRef]

6. Talman, V.; Ruskoaho, H. Cardiac fibrosis in myocardial infarction—From repair and remodeling to
regeneration. Cell Tissue Res. 2016, 365, 563–581. [CrossRef]

7. Gaertner, R.; Logeart, D.; Michel, J.-B.; Mercadier, J.-J. Early left ventricular remodelling following acute
coronary accident. Med. Sci. 2004, 20, 643–650. [CrossRef]

8. Hill, J.A. Electrical remodeling in cardiac hypertrophy. Trends Cardiovasc. Med. 2003, 13, 316–322. [CrossRef]
[PubMed]

9. Teringova, E.; Tousek, P. Apoptosis in ischemic heart disease. J. Transl. Med. 2017, 15. [CrossRef] [PubMed]
10. Frangogiannis, N.G. The inflammatory response in myocardial injury, repair and remodeling.

Nat. Rev. Cardiol. 2014, 11, 255–265. [CrossRef] [PubMed]
11. Wernly, B.; Mirna, M.; Rezar, R.; Prodinger, C.; Jung, C.; Podesser, B.K.; Kiss, A.; Hoppe, U.C.; Lichtenauer, M.

Regenerative Cardiovascular Therapies: Stem Cells and Beyond. Int. J. Mol. Sci. 2019, 20, 1420. [CrossRef]
[PubMed]

12. Madigan, M.; Atoui, R. Therapeutic Use of Stem Cells for Myocardial Infarction. Bioengineering 2018, 5, 28.
[CrossRef]

13. Menasché, P.; Hagège, A.A.; Scorsin, M.; Pouzet, B.; Desnos, M.; Duboc, D.; Schwartz, K.; Vilquin, J.T.;
Marolleau, J.P. Myoblast transplantation for heart failure. Lancet 2001, 357, 279–280. [CrossRef]

14. Menasché, P.; Alfieri, O.; Janssens, S.; McKenna, W.; Reichenspurner, H.; Trinquart, L.; Vilquin, J.-T.;
Marolleau, J.-P.; Seymour, B.; Larghero, J.; et al. The Myoblast Autologous Grafting in Ischemic
Cardiomyopathy (MAGIC) trial: First randomized placebo-controlled study of myoblast transplantation.
Circulation 2008, 117, 1189–1200. [CrossRef] [PubMed]

15. Pagani, F.D.; DerSimonian, H.; Zawadzka, A.; Wetzel, K.; Edge, A.S.B.; Jacoby, D.B.; Dinsmore, J.H.; Wright, S.;
Aretz, T.H.; Eisen, H.J.; et al. Autologous skeletal myoblasts transplanted to ischemia-damaged myocardium
in humans. Histological analysis of cell survival and differentiation. J. Am. Coll. Cardiol. 2003, 41, 879–888.
[CrossRef]

16. Miao, C.; Lei, M.; Hu, W.; Han, S.; Wang, Q. A brief review: The therapeutic potential of bone marrow
mesenchymal stem cells in myocardial infarction. Stem Cell Res. Ther. 2017, 8. [CrossRef] [PubMed]

17. Assmus, B.; Schächinger, V.; Teupe, C.; Britten, M.; Lehmann, R.; Döbert, N.; Grünwald, F.; Aicher, A.;
Urbich, C.; Martin, H.; et al. Transplantation of Progenitor Cells and Regeneration Enhancement in Acute
Myocardial Infarction (TOPCARE-AMI). Circulation 2002, 106, 3009–3017. [CrossRef] [PubMed]

18. Tompkins, B.A.; Rieger, A.C.; Florea, V.; Banerjee, M.; Hare, J.M. New Insights into Cell-Based Therapy for
Heart Failure from the CHART-1 Study. Eur. J. Heart Fail. 2017, 19, 1530–1533. [CrossRef] [PubMed]

19. Wollert, K.C.; Meyer, G.P.; Lotz, J.; Ringes-Lichtenberg, S.; Lippolt, P.; Breidenbach, C.; Fichtner, S.; Korte, T.;
Hornig, B.; Messinger, D.; et al. Intracoronary autologous bone-marrow cell transfer after myocardial
infarction: The BOOST randomised controlled clinical trial. Lancet 2004, 364, 141–148. [CrossRef]

http://dx.doi.org/10.1016/S0140-6736(96)07492-2
http://dx.doi.org/10.1093/eurheartj/ehy462
http://dx.doi.org/10.1161/01.CIR.101.25.2981
http://www.ncbi.nlm.nih.gov/pubmed/10869273
http://dx.doi.org/10.1016/j.phrs.2008.06.007
http://www.ncbi.nlm.nih.gov/pubmed/18620057
http://dx.doi.org/10.33594/000000180
http://dx.doi.org/10.1007/s00441-016-2431-9
http://dx.doi.org/10.1051/medsci/2004206-7643
http://dx.doi.org/10.1016/j.tcm.2003.08.002
http://www.ncbi.nlm.nih.gov/pubmed/14596946
http://dx.doi.org/10.1186/s12967-017-1191-y
http://www.ncbi.nlm.nih.gov/pubmed/28460644
http://dx.doi.org/10.1038/nrcardio.2014.28
http://www.ncbi.nlm.nih.gov/pubmed/24663091
http://dx.doi.org/10.3390/ijms20061420
http://www.ncbi.nlm.nih.gov/pubmed/30901815
http://dx.doi.org/10.3390/bioengineering5020028
http://dx.doi.org/10.1016/S0140-6736(00)03617-5
http://dx.doi.org/10.1161/CIRCULATIONAHA.107.734103
http://www.ncbi.nlm.nih.gov/pubmed/18285565
http://dx.doi.org/10.1016/S0735-1097(03)00081-0
http://dx.doi.org/10.1186/s13287-017-0697-9
http://www.ncbi.nlm.nih.gov/pubmed/29096705
http://dx.doi.org/10.1161/01.CIR.0000043246.74879.CD
http://www.ncbi.nlm.nih.gov/pubmed/12473544
http://dx.doi.org/10.1002/ejhf.955
http://www.ncbi.nlm.nih.gov/pubmed/28948676
http://dx.doi.org/10.1016/S0140-6736(04)16626-9


Pharmaceutics 2020, 12, 1195 16 of 23

20. Roncalli, J.; Mouquet, F.; Piot, C.; Trochu, J.-N.; Le Corvoisier, P.; Neuder, Y.; Le Tourneau, T.; Agostini, D.;
Gaxotte, V.; Sportouch, C.; et al. Intracoronary autologous mononucleated bone marrow cell infusion for
acute myocardial infarction: Results of the randomized multicenter BONAMI trial. Eur. Heart J. 2011, 32,
1748–1757. [CrossRef]

21. Sürder, D.; Manka, R.; Moccetti, T.; Lo Cicero, V.; Emmert, M.Y.; Klersy, C.; Soncin, S.; Turchetto, L.;
Radrizzani, M.; Zuber, M.; et al. Effect of Bone Marrow-Derived Mononuclear Cell Treatment, Early or Late
After Acute Myocardial Infarction: Twelve Months CMR and Long-Term Clinical Results. Circ. Res. 2016,
119, 481–490. [CrossRef] [PubMed]

22. Traverse, J.H.; Henry, T.D.; Ellis, S.G.; Pepine, C.J.; Willerson, J.T.; Zhao, D.X.M.; Forder, J.R.; Byrne, B.J.;
Hatzopoulos, A.K.; Penn, M.S.; et al. Effect of intracoronary delivery of autologous bone marrow mononuclear
cells 2 to 3 weeks following acute myocardial infarction on left ventricular function: The LateTIME randomized
trial. JAMA 2011, 306, 2110–2119. [CrossRef] [PubMed]

23. Traverse, J.H.; Henry, T.D.; Pepine, C.J.; Willerson, J.T.; Chugh, A.; Yang, P.C.; Zhao, D.X.M.; Ellis, S.G.;
Forder, J.R.; Perin, E.C.; et al. TIME Trial: Effect of Timing of Stem Cell Delivery Following ST-Elevation
Myocardial Infarction on the Recovery of Global and Regional Left Ventricular Function: Final 2-Year
Analysis. Circ. Res. 2018, 122, 479–488. [CrossRef] [PubMed]

24. Carvalho, E.; Verma, P.; Hourigan, K.; Banerjee, R. Myocardial infarction: Stem cell transplantation for
cardiac regeneration. Regen. Med. 2015, 10, 1025–1043. [CrossRef]

25. Mathur, A.; Arnold, R.; Assmus, B.; Bartunek, J.; Belmans, A.; Bönig, H.; Crea, F.; Dimmeler, S.; Dowlut, S.;
Fernández-Avilés, F.; et al. The effect of intracoronary infusion of bone marrow-derived mononuclear cells on
all-cause mortality in acute myocardial infarction: Rationale and design of the BAMI trial. Eur. J. Heart Fail.
2017, 19, 1545–1550. [CrossRef]

26. Rota, M.; Padin-Iruegas, M.E.; Misao, Y.; De Angelis, A.; Maestroni, S.; Ferreira-Martins, J.; Fiumana, E.;
Rastaldo, R.; Arcarese, M.L.; Mitchell, T.S.; et al. Local activation or implantation of cardiac progenitor cells
rescues scarred infarcted myocardium improving cardiac function. Circ. Res. 2008, 103, 107–116. [CrossRef]

27. Malliaras, K.; Li, T.-S.; Luthringer, D.; Terrovitis, J.; Cheng, K.; Chakravarty, T.; Galang, G.; Zhang, Y.;
Schoenhoff, F.; Van Eyk, J.; et al. Safety and Efficacy of Allogeneic Cell Therapy in Infarcted Rats Transplanted
With Mismatched Cardiosphere-Derived Cells. Circulation 2012, 125, 100–112. [CrossRef]

28. Samanta, A.; Dawn, B. Meta-Analysis of Preclinical Data Reveals Efficacy of Cardiac Stem Cell Therapy for
Heart Repair. Circ. Res. 2016, 118, 1186–1188. [CrossRef]

29. Makkar, R.R.; Smith, R.R.; Cheng, K.; Malliaras, K.; Thomson, L.E.; Berman, D.; Czer, L.S.; Marbán, L.;
Mendizabal, A.; Johnston, P.V.; et al. Intracoronary cardiosphere-derived cells for heart regeneration after
myocardial infarction (CADUCEUS): A prospective, randomised phase 1 trial. Lancet 2012, 379, 895–904.
[CrossRef]

30. Cahill, T.J.; Choudhury, R.P.; Riley, P.R. Heart regeneration and repair after myocardial infarction: Translational
opportunities for novel therapeutics. Nat. Rev. Drug Discov. 2017, 16, 699–717. [CrossRef]

31. Yoshihara, M.; Oguchi, A.; Murakawa, Y. Genomic Instability of iPSCs and Challenges in Their Clinical
Applications. Adv. Exp. Med. Biol. 2019, 1201, 23–47. [CrossRef] [PubMed]

32. Vunjak-Novakovic, G.; Tandon, N.; Godier, A.; Maidhof, R.; Marsano, A.; Martens, T.P.; Radisic, M. Challenges
in cardiac tissue engineering. Tissue Eng. Part B Rev. 2010, 16, 169–187. [CrossRef] [PubMed]

33. Menasché, P.; Vanneaux, V.; Hagège, A.; Bel, A.; Cholley, B.; Cacciapuoti, I.; Parouchev, A.; Benhamouda, N.;
Tachdjian, G.; Tosca, L.; et al. Human embryonic stem cell-derived cardiac progenitors for severe heart
failure treatment: First clinical case report. Eur. Heart J. 2015, 36, 2011–2017. [CrossRef] [PubMed]

34. Menasché, P.; Vanneaux, V.; Hagège, A.; Bel, A.; Cholley, B.; Parouchev, A.; Cacciapuoti, I.; Al-Daccak, R.;
Benhamouda, N.; Blons, H.; et al. Transplantation of Human Embryonic Stem Cell-Derived Cardiovascular
Progenitors for Severe Ischemic Left Ventricular Dysfunction. J. Am. Coll. Cardiol. 2018, 71, 429–438. [CrossRef]
[PubMed]

35. Robertson, J.A. Human embryonic stem cell research: Ethical and legal issues. Nat. Rev. Genet. 2001, 2, 74–78.
[CrossRef]

36. Meyer, G.P.; Wollert, K.C.; Lotz, J.; Steffens, J.; Lippolt, P.; Fichtner, S.; Hecker, H.; Schaefer, A.; Arseniev, L.;
Hertenstein, B.; et al. Intracoronary Bone Marrow Cell Transfer After Myocardial Infarction. Circulation 2006,
113, 1287–1294. [CrossRef]

http://dx.doi.org/10.1093/eurheartj/ehq455
http://dx.doi.org/10.1161/CIRCRESAHA.116.308639
http://www.ncbi.nlm.nih.gov/pubmed/27267068
http://dx.doi.org/10.1001/jama.2011.1670
http://www.ncbi.nlm.nih.gov/pubmed/22084195
http://dx.doi.org/10.1161/CIRCRESAHA.117.311466
http://www.ncbi.nlm.nih.gov/pubmed/29208679
http://dx.doi.org/10.2217/rme.15.63
http://dx.doi.org/10.1002/ejhf.829
http://dx.doi.org/10.1161/CIRCRESAHA.108.178525
http://dx.doi.org/10.1161/CIRCULATIONAHA.111.042598
http://dx.doi.org/10.1161/CIRCRESAHA.116.308620
http://dx.doi.org/10.1016/S0140-6736(12)60195-0
http://dx.doi.org/10.1038/nrd.2017.106
http://dx.doi.org/10.1007/978-3-030-31206-0_2
http://www.ncbi.nlm.nih.gov/pubmed/31898780
http://dx.doi.org/10.1089/ten.teb.2009.0352
http://www.ncbi.nlm.nih.gov/pubmed/19698068
http://dx.doi.org/10.1093/eurheartj/ehv189
http://www.ncbi.nlm.nih.gov/pubmed/25990469
http://dx.doi.org/10.1016/j.jacc.2017.11.047
http://www.ncbi.nlm.nih.gov/pubmed/29389360
http://dx.doi.org/10.1038/35047594
http://dx.doi.org/10.1161/CIRCULATIONAHA.105.575118


Pharmaceutics 2020, 12, 1195 17 of 23

37. Schächinger, V.; Erbs, S.; Elsässer, A.; Haberbosch, W.; Hambrecht, R.; Hölschermann, H.; Yu, J.; Corti, R.;
Mathey, D.G.; Hamm, C.W.; et al. Intracoronary Bone Marrow-Derived Progenitor Cells in Acute Myocardial
Infarction. N. Engl. J. Med. 2006, 355, 1210–1221. [CrossRef]

38. Chen, X.; Zhao, Y.; Wang, F.; Bei, Y.; Xiao, J.; Yang, C. MicroRNAs in Liver Regeneration. Cell. Physiol. Biochem.
2015, 37, 615–628. [CrossRef]

39. Gori, M.; Trombetta, M.; Santini, D.; Rainer, A. Tissue engineering and microRNAs: Future perspectives in
regenerative medicine. Expert Opin. Biol. Ther. 2015, 15, 1601–1622. [CrossRef]

40. Scimeca, J.-C.; Verron, E. The multiple therapeutic applications of miRNAs for bone regenerative medicine.
Drug Discov. Today 2017, 22, 1084–1091. [CrossRef]

41. Mantha, S.; Pillai, S.; Khayambashi, P.; Upadhyay, A.; Zhang, Y.; Tao, O.; Pham, H.M.; Tran, S.D. Smart
Hydrogels in Tissue Engineering and Regenerative Medicine. Materials 2019, 12, 3323. [CrossRef] [PubMed]

42. Mathieu, E.; Lamirault, G.; Toquet, C.; Lhommet, P.; Rederstorff, E.; Sourice, S.; Biteau, K.; Hulin, P.; Forest, V.;
Weiss, P.; et al. Intramyocardial Delivery of Mesenchymal Stem Cell-Seeded Hydrogel Preserves Cardiac
Function and Attenuates Ventricular Remodeling after Myocardial Infarction. PLoS ONE 2012, 7, e51991.
[CrossRef] [PubMed]

43. Karam, J.-P.; Muscari, C.; Montero-Menei, C.N. Combining adult stem cells and polymeric devices for tissue
engineering in infarcted myocardium. Biomaterials 2012, 33, 5683–5695. [CrossRef] [PubMed]

44. Christman, K.L.; Lee, R.J. Biomaterials for the treatment of myocardial infarction. J. Am. Coll. Cardiol. 2006,
48, 907–913. [CrossRef] [PubMed]

45. Rane, A.A.; Christman, K.L. Biomaterials for the Treatment of Myocardial Infarction: A 5-Year Update. J. Am.
Coll. Cardiol. 2011, 58, 2615–2629. [CrossRef] [PubMed]

46. Guyot, C.; Lerouge, S. Can we achieve the perfect injectable scaffold for cell therapy? Future Sci. OA 2018, 4.
[CrossRef] [PubMed]

47. O’Brien, F.J. Biomaterials & scaffolds for tissue engineering. Mater. Today 2011, 14, 88–95. [CrossRef]
48. Segers, V.F.M.; Lee, R.T. Biomaterials to enhance stem cell function in the heart. Circ. Res. 2011, 109, 910–922.

[CrossRef]
49. Wang, F.; Guan, J. Cellular cardiomyoplasty and cardiac tissue engineering for myocardial therapy. Adv. Drug

Deliv. Rev. 2010, 62, 784–797. [CrossRef]
50. Christman, K.L.; Vardanian, A.J.; Fang, Q.; Sievers, R.E.; Fok, H.H.; Lee, R.J. Injectable Fibrin Scaffold

Improves Cell Transplant Survival, Reduces Infarct Expansion, and Induces Neovasculature Formation in
Ischemic Myocardium. J. Am. Coll. Cardiol. 2004, 44, 654–660. [CrossRef]

51. Dai, W.; Wold, L.E.; Dow, J.S.; Kloner, R.A. Thickening of the Infarcted Wall by Collagen Injection Improves
Left Ventricular Function in Rats: A Novel Approach to Preserve Cardiac Function After Myocardial
Infarction. J. Am. Coll. Cardiol. 2005, 46, 714–719. [CrossRef] [PubMed]

52. Laflamme, M.A.; Chen, K.Y.; Naumova, A.V.; Muskheli, V.; Fugate, J.A.; Dupras, S.K.; Reinecke, H.; Xu, C.;
Hassanipour, M.; Police, S.; et al. Cardiomyocytes derived from human embryonic stem cells in pro-survival
factors enhance function of infarcted rat hearts. Nat. Biotechnol. 2007, 25, 1015–1024. [CrossRef]

53. Liu, Z.; Wang, H.; Wang, Y.; Lin, Q.; Yao, A.; Cao, F.; Li, D.; Zhou, J.; Duan, C.; Du, Z.; et al. The influence of chitosan
hydrogel on stem cell engraftment, survival and homing in the ischemic myocardial microenvironment.
Biomaterials 2012, 33, 3093–3106. [CrossRef] [PubMed]

54. Zhang, X.; Wang, H.; Ma, X.; Adila, A.; Wang, B.; Liu, F.; Chen, B.; Wang, C.; Ma, Y. Preservation of the
cardiac function in infarcted rat hearts by the transplantation of adipose-derived stem cells with injectable
fibrin scaffolds. Exp. Biol. Med. 2010, 235, 1505–1515. [CrossRef] [PubMed]

55. Singelyn, J.M.; Christman, K.L. Injectable materials for the treatment of myocardial infarction and heart failure:
The promise of decellularized matrices. J. Cardiovasc. Transl. Res. 2010, 3, 478–486. [CrossRef] [PubMed]

56. Singelyn, J.M.; Sundaramurthy, P.; Johnson, T.D.; Schup-Magoffin, P.J.; Hu, D.P.; Faulk, D.M.; Wang, J.;
Mayle, K.M.; Bartels, K.; Salvatore, M.; et al. Catheter-deliverable hydrogel derived from decellularized
ventricular extracellular matrix increases endogenous cardiomyocytes and preserves cardiac function
post-myocardial infarction. J. Am. Coll. Cardiol. 2012, 59, 751–763. [CrossRef] [PubMed]

57. Blackburn, N.J.R.; Sofrenovic, T.; Kuraitis, D.; Ahmadi, A.; McNeill, B.; Deng, C.; Rayner, K.J.; Zhong, Z.;
Ruel, M.; Suuronen, E.J. Timing underpins the benefits associated with injectable collagen biomaterial therapy
for the treatment of myocardial infarction. Biomaterials 2015, 39, 182–192. [CrossRef]

http://dx.doi.org/10.1056/NEJMoa060186
http://dx.doi.org/10.1159/000430381
http://dx.doi.org/10.1517/14712598.2015.1071349
http://dx.doi.org/10.1016/j.drudis.2017.04.007
http://dx.doi.org/10.3390/ma12203323
http://www.ncbi.nlm.nih.gov/pubmed/31614735
http://dx.doi.org/10.1371/journal.pone.0051991
http://www.ncbi.nlm.nih.gov/pubmed/23284842
http://dx.doi.org/10.1016/j.biomaterials.2012.04.028
http://www.ncbi.nlm.nih.gov/pubmed/22594970
http://dx.doi.org/10.1016/j.jacc.2006.06.005
http://www.ncbi.nlm.nih.gov/pubmed/16949479
http://dx.doi.org/10.1016/j.jacc.2011.11.001
http://www.ncbi.nlm.nih.gov/pubmed/22152947
http://dx.doi.org/10.4155/fsoa-2017-0153
http://www.ncbi.nlm.nih.gov/pubmed/29682319
http://dx.doi.org/10.1016/S1369-7021(11)70058-X
http://dx.doi.org/10.1161/CIRCRESAHA.111.249052
http://dx.doi.org/10.1016/j.addr.2010.03.001
http://dx.doi.org/10.1016/j.jacc.2004.04.040
http://dx.doi.org/10.1016/j.jacc.2005.04.056
http://www.ncbi.nlm.nih.gov/pubmed/16098441
http://dx.doi.org/10.1038/nbt1327
http://dx.doi.org/10.1016/j.biomaterials.2011.12.044
http://www.ncbi.nlm.nih.gov/pubmed/22265788
http://dx.doi.org/10.1258/ebm.2010.010175
http://www.ncbi.nlm.nih.gov/pubmed/21127347
http://dx.doi.org/10.1007/s12265-010-9202-x
http://www.ncbi.nlm.nih.gov/pubmed/20632221
http://dx.doi.org/10.1016/j.jacc.2011.10.888
http://www.ncbi.nlm.nih.gov/pubmed/22340268
http://dx.doi.org/10.1016/j.biomaterials.2014.11.004


Pharmaceutics 2020, 12, 1195 18 of 23

58. Ulery, B.D.; Nair, L.S.; Laurencin, C.T. Biomedical Applications of Biodegradable Polymers. J. Polym. Sci.
Part B Polym. Phys. 2011, 49, 832–864. [CrossRef]

59. Alinejad, Y.; Adoungotchodo, A.; Hui, E.; Zehtabi, F.; Lerouge, S. An injectable chitosan/chondroitin sulfate
hydrogel with tunable mechanical properties for cell therapy/tissue engineering. Int. J. Biol. Macromol. 2018,
113, 132–141. [CrossRef]

60. Croisier, F.; Jérôme, C. Chitosan-based biomaterials for tissue engineering. Eur. Polym. J. 2013, 49, 780–792.
[CrossRef]

61. Fiamingo, A.; Montembault, A.; Boitard, S.-E.; Naemetalla, H.; Agbulut, O.; Delair, T.; Campana-Filho, S.P.;
Menasché, P.; David, L. Chitosan Hydrogels for the Regeneration of Infarcted Myocardium: Preparation,
Physicochemical Characterization, and Biological Evaluation. Biomacromolecules 2016, 17, 1662–1672. [CrossRef]
[PubMed]

62. Geng, X.; Liu, B.; Liu, J.; Liu, D.; Lu, Y.; Sun, X.; Liang, K.; Kong, B. Interfacial tissue engineering of heart
regenerative medicine based on soft cell-porous scaffolds. J. Thorac. Dis. 2018, 10, S2333–S2345. [CrossRef]
[PubMed]

63. Landa, N.; Miller, L.; Feinberg, M.S.; Holbova, R.; Shachar, M.; Freeman, I.; Cohen, S.; Leor, J. Effect of
injectable alginate implant on cardiac remodeling and function after recent and old infarcts in rat. Circulation
2008, 117, 1388–1396. [CrossRef] [PubMed]

64. Leor, J.; Tuvia, S.; Guetta, V.; Manczur, F.; Castel, D.; Willenz, U.; Petneházy, O.; Landa, N.; Feinberg, M.S.;
Konen, E.; et al. Intracoronary injection of in situ forming alginate hydrogel reverses left ventricular remodeling
after myocardial infarction in Swine. J. Am. Coll. Cardiol. 2009, 54, 1014–1023. [CrossRef] [PubMed]

65. Somekawa, S.; Mahara, A.; Masutani, K.; Kimura, Y.; Urakawa, H.; Yamaoka, T. Effect of Thermoresponsive
Poly(L-lactic acid)-poly(ethylene glycol) Gel Injection on Left Ventricular Remodeling in a Rat Myocardial
Infarction Model. Tissue Eng. Regen. Med. 2017, 14, 507–516. [CrossRef] [PubMed]

66. Yoshizumi, T.; Zhu, Y.; Jiang, H.; D’Amore, A.; Sakaguchi, H.; Tchao, J.; Tobita, K.; Wagner, W.R. Timing effect
of intramyocardial hydrogel injection for positively impacting left ventricular remodeling after myocardial
infarction. Biomaterials 2016, 83, 182–193. [CrossRef] [PubMed]

67. Mihic, A.; Cui, Z.; Wu, J.; Vlacic, G.; Miyagi, Y.; Li, S.-H.; Lu, S.; Sung, H.-W.; Weisel, R.D.; Li, R.-K.
A Conductive Polymer Hydrogel Supports Cell Electrical Signaling and Improves Cardiac Function After
Implantation into Myocardial Infarct. Circulation 2015, 132, 772–784. [CrossRef]

68. Hansen, K.J.; Favreau, J.T.; Guyette, J.P.; Tao, Z.-W.; Coffin, S.T.; Cunha-Gavidia, A.; D’Amore, B.; Perreault, L.R.;
Fitzpatrick, J.P.; DeMartino, A.; et al. Functional Effects of Delivering Human Mesenchymal Stem Cell-Seeded
Biological Sutures to an Infarcted Heart. BioResearch Open Access 2016, 5, 249–260. [CrossRef]

69. Delcroix, G.J.-R.; Schiller, P.C.; Benoit, J.-P.; Montero-Menei, C.N. Adult cell therapy for brain neuronal
damages and the role of tissue engineering. Biomaterials 2010, 31, 2105–2120. [CrossRef]

70. Savi, M.; Bocchi, L.; Fiumana, E.; Karam, J.-P.; Frati, C.; Bonafé, F.; Cavalli, S.; Morselli, P.G.; Guarnieri, C.;
Caldarera, C.M.; et al. Enhanced engraftment and repairing ability of human adipose-derived stem cells,
conveyed by pharmacologically active microcarriers continuously releasing HGF and IGF-1, in healing
myocardial infarction in rats. J. Biomed. Mater. Res. A 2015, 103, 3012–3025. [CrossRef]

71. Saludas, L.; Garbayo, E.; Mazo, M.; Pelacho, B.; Abizanda, G.; Iglesias-Garcia, O.; Raya, A.; Prósper, F.;
Blanco-Prieto, M.J. Long-Term Engraftment of Human Cardiomyocytes Combined with Biodegradable
Microparticles Induces Heart Repair. J. Pharmacol. Exp. Ther. 2019, 370, 761–771. [CrossRef] [PubMed]

72. Cai, L.; Dewi, R.E.; Goldstone, A.B.; Cohen, J.E.; Steele, A.N.; Woo, Y.J.; Heilshorn, S.C. Regulating Stem
Cell Secretome Using Injectable Hydrogels with In Situ Network Formation. Adv. Healthc. Mater. 2016, 5,
2758–2764. [CrossRef] [PubMed]

73. Davies, N.H.; Schmidt, C.; Bezuidenhout, D.; Zilla, P. Sustaining Neovascularization of a Scaffold Through
Staged Release of Vascular Endothelial Growth Factor-A and Platelet-Derived Growth Factor-BB. Tissue Eng.
Part A 2011, 18, 26–34. [CrossRef] [PubMed]

74. Wang, H.; Zhang, X.; Li, Y.; Ma, Y.; Zhang, Y.; Liu, Z.; Zhou, J.; Lin, Q.; Wang, Y.; Duan, C.; et al.
Improved myocardial performance in infarcted rat heart by co-injection of basic fibroblast growth factor
with temperature-responsive chitosan hydrogel. J. Heart Lung Transplant. 2010, 29, 881–887. [CrossRef]

75. Banquet, S.; Gomez, E.; Nicol, L.; Edwards-Lévy, F.; Henry, J.-P.; Cao, R.; Schapman, D.; Dautreaux, B.;
Lallemand, F.; Bauer, F.; et al. Arteriogenic therapy by intramyocardial sustained delivery of a novel growth
factor combination prevents chronic heart failure. Circulation 2011, 124, 1059–1069. [CrossRef]

http://dx.doi.org/10.1002/polb.22259
http://dx.doi.org/10.1016/j.ijbiomac.2018.02.069
http://dx.doi.org/10.1016/j.eurpolymj.2012.12.009
http://dx.doi.org/10.1021/acs.biomac.6b00075
http://www.ncbi.nlm.nih.gov/pubmed/27064341
http://dx.doi.org/10.21037/jtd.2018.01.117
http://www.ncbi.nlm.nih.gov/pubmed/30123574
http://dx.doi.org/10.1161/CIRCULATIONAHA.107.727420
http://www.ncbi.nlm.nih.gov/pubmed/18316487
http://dx.doi.org/10.1016/j.jacc.2009.06.010
http://www.ncbi.nlm.nih.gov/pubmed/19729119
http://dx.doi.org/10.1007/s13770-017-0067-9
http://www.ncbi.nlm.nih.gov/pubmed/30603505
http://dx.doi.org/10.1016/j.biomaterials.2015.12.002
http://www.ncbi.nlm.nih.gov/pubmed/26774561
http://dx.doi.org/10.1161/CIRCULATIONAHA.114.014937
http://dx.doi.org/10.1089/biores.2016.0026
http://dx.doi.org/10.1016/j.biomaterials.2009.11.084
http://dx.doi.org/10.1002/jbm.a.35442
http://dx.doi.org/10.1124/jpet.118.256065
http://www.ncbi.nlm.nih.gov/pubmed/30728248
http://dx.doi.org/10.1002/adhm.201600497
http://www.ncbi.nlm.nih.gov/pubmed/27709809
http://dx.doi.org/10.1089/ten.tea.2011.0192
http://www.ncbi.nlm.nih.gov/pubmed/21895488
http://dx.doi.org/10.1016/j.healun.2010.03.016
http://dx.doi.org/10.1161/CIRCULATIONAHA.110.010264


Pharmaceutics 2020, 12, 1195 19 of 23

76. Koudstaal, S.; Bastings, M.M.C.; Feyen, D.A.M.; Waring, C.D.; van Slochteren, F.J.; Dankers, P.Y.W.; Torella, D.;
Sluijter, J.P.G.; Nadal-Ginard, B.; Doevendans, P.A.; et al. Sustained Delivery of Insulin-Like Growth
Factor-1/Hepatocyte Growth Factor Stimulates Endogenous Cardiac Repair in the Chronic Infarcted Pig
Heart. J. Cardiovasc. Transl. Res. 2014, 7, 232–241. [CrossRef]

77. Lakshmanan, R.; Kumaraswamy, P.; Krishnan, U.M.; Sethuraman, S. Engineering a growth factor embedded
nanofiber matrix niche to promote vascularization for functional cardiac regeneration. Biomaterials 2016, 97,
176–195. [CrossRef]

78. Steele, A.N.; Cai, L.; Truong, V.N.; Edwards, B.B.; Goldstone, A.B.; Eskandari, A.; Mitchell, A.C.;
Marquardt, L.M.; Foster, A.A.; Cochran, J.R.; et al. A novel protein-engineered hepatocyte growth factor
analog released via a shear-thinning injectable hydrogel enhances post-infarction ventricular function.
Biotechnol. Bioeng. 2017, 114, 2379–2389. [CrossRef]

79. O’Neill, H.S.; O’Sullivan, J.; Porteous, N.; Ruiz-Hernandez, E.; Kelly, H.M.; O’Brien, F.J.; Duffy, G.P. A
collagen cardiac patch incorporating alginate microparticles permits the controlled release of hepatocyte
growth factor and insulin-like growth factor-1 to enhance cardiac stem cell migration and proliferation.
J. Tissue Eng. Regen. Med. 2018, 12, e384–e394. [CrossRef]

80. Waters, R.; Alam, P.; Pacelli, S.; Chakravarti, A.R.; Ahmed, R.P.H.; Paul, A. Stem cell-inspired secretome-rich
injectable hydrogel to repair injured cardiac tissue. Acta Biomater. 2018, 69, 95–106. [CrossRef]

81. Fang, R.; Qiao, S.; Liu, Y.; Meng, Q.; Chen, X.; Song, B.; Hou, X.; Tian, W. Sustained co-delivery of BIO and
IGF-1 by a novel hybrid hydrogel system to stimulate endogenous cardiac repair in myocardial infarcted rat
hearts. Int. J. Nanomed. 2015, 10, 4691–4703. [CrossRef] [PubMed]

82. Chen, M.H.; Chung, J.J.; Mealy, J.E.; Zaman, S.; Li, E.C.; Arisi, M.F.; Atluri, P.; Burdick, J.A. Injectable
supramolecular hydrogel/microgel composites for therapeutic delivery. Macromol. Biosci. 2019, 19, e1800248.
[CrossRef] [PubMed]

83. Chen, Y.; Shi, J.; Zhang, Y.; Miao, J.; Zhao, Z.; Jin, X.; Liu, L.; Yu, L.; Shen, C.; Ding, J. An injectable
thermosensitive hydrogel loaded with an ancient natural drug colchicine for myocardial repair after
infarction. J. Mater. Chem. B 2020, 8, 980–992. [CrossRef] [PubMed]

84. Fan, Z.; Xu, Z.; Niu, H.; Gao, N.; Guan, Y.; Li, C.; Dang, Y.; Cui, X.; Liu, X.L.; Duan, Y.; et al. An Injectable
Oxygen Release System to Augment Cell Survival and Promote Cardiac Repair Following Myocardial
Infarction. Sci. Rep. 2018, 8, 1371. [CrossRef]

85. Karam, J.-P.; Muscari, C.; Sindji, L.; Bastiat, G.; Bonafè, F.; Venier-Julienne, M.-C.; Montero-Menei, N.C.
Pharmacologically active microcarriers associated with thermosensitive hydrogel as a growth factor releasing
biomimetic 3D scaffold for cardiac tissue-engineering. J. Control. Release 2014, 192, 82–94. [CrossRef]

86. Hahn, J.-Y.; Cho, H.-J.; Kang, H.-J.; Kim, T.-S.; Kim, M.-H.; Chung, J.-H.; Bae, J.-W.; Oh, B.-H.; Park, Y.-B.;
Kim, H.-S. Pre-treatment of mesenchymal stem cells with a combination of growth factors enhances gap
junction formation, cytoprotective effect on cardiomyocytes, and therapeutic efficacy for myocardial infarction.
J. Am. Coll. Cardiol. 2008, 51, 933–943. [CrossRef]

87. Madonna, R.; Petrov, L.; Teberino, M.A.; Manzoli, L.; Karam, J.-P.; Renna, F.V.; Ferdinandy, P.;
Montero-Menei, C.N.; Ylä-Herttuala, S.; De Caterina, R. Transplantation of adipose tissue mesenchymal
cells conjugated with VEGF-releasing microcarriers promotes repair in murine myocardial infarction.
Cardiovasc. Res. 2015, 108, 39–49. [CrossRef]

88. Drago, D.; Cossetti, C.; Iraci, N.; Gaude, E.; Musco, G.; Bachi, A.; Pluchino, S. The stem cell secretome and its
role in brain repair. Biochimie 2013, 95, 2271–2285. [CrossRef]

89. Park, S.-R.; Kim, J.-W.; Jun, H.-S.; Roh, J.Y.; Lee, H.-Y.; Hong, I.-S. Stem Cell Secretome and Its Effect on Cellular
Mechanisms Relevant to Wound Healing. Mol. Ther. J. Am. Soc. Gene Ther. 2018, 26, 606–617. [CrossRef]

90. Tang, J.; Shen, D.; Caranasos, T.G.; Wang, Z.; Vandergriff, A.C.; Allen, T.A.; Hensley, M.T.; Dinh, P.-U.; Cores, J.;
Li, T.-S.; et al. Therapeutic microparticles functionalized with biomimetic cardiac stem cell membranes and
secretome. Nat. Commun. 2017, 8, 13724. [CrossRef]

91. Tran, C.; Damaser, M.S. Stem cells as drug delivery methods: Application of stem cell secretome for
regeneration. Adv. Drug Deliv. Rev. 2015, 82–83, 1–11. [CrossRef] [PubMed]

92. Vizoso, F.J.; Eiro, N.; Cid, S.; Schneider, J.; Perez-Fernandez, R. Mesenchymal Stem Cell Secretome: Toward
Cell-Free Therapeutic Strategies in Regenerative Medicine. Int. J. Mol. Sci. 2017, 18, 1852. [CrossRef] [PubMed]

93. Saludas, L.; Pascual-Gil, S.; Roli, F.; Garbayo, E.; Blanco-Prieto, M.J. Heart tissue repair and cardioprotection
using drug delivery systems. Maturitas 2018, 110, 1–9. [CrossRef] [PubMed]

http://dx.doi.org/10.1007/s12265-013-9518-4
http://dx.doi.org/10.1016/j.biomaterials.2016.02.033
http://dx.doi.org/10.1002/bit.26345
http://dx.doi.org/10.1002/term.2392
http://dx.doi.org/10.1016/j.actbio.2017.12.025
http://dx.doi.org/10.2147/IJN.S81451
http://www.ncbi.nlm.nih.gov/pubmed/26251592
http://dx.doi.org/10.1002/mabi.201800248
http://www.ncbi.nlm.nih.gov/pubmed/30259658
http://dx.doi.org/10.1039/C9TB02523E
http://www.ncbi.nlm.nih.gov/pubmed/31930242
http://dx.doi.org/10.1038/s41598-018-19906-w
http://dx.doi.org/10.1016/j.jconrel.2014.06.052
http://dx.doi.org/10.1016/j.jacc.2007.11.040
http://dx.doi.org/10.1093/cvr/cvv197
http://dx.doi.org/10.1016/j.biochi.2013.06.020
http://dx.doi.org/10.1016/j.ymthe.2017.09.023
http://dx.doi.org/10.1038/ncomms13724
http://dx.doi.org/10.1016/j.addr.2014.10.007
http://www.ncbi.nlm.nih.gov/pubmed/25451858
http://dx.doi.org/10.3390/ijms18091852
http://www.ncbi.nlm.nih.gov/pubmed/28841158
http://dx.doi.org/10.1016/j.maturitas.2018.01.011
http://www.ncbi.nlm.nih.gov/pubmed/29563026


Pharmaceutics 2020, 12, 1195 20 of 23

94. Bei, Y.; Das, S.; Rodosthenous, R.S.; Holvoet, P.; Vanhaverbeke, M.; Monteiro, M.C.; Monteiro, V.V.S.;
Radosinska, J.; Bartekova, M.; Jansen, F.; et al. Extracellular Vesicles in Cardiovascular Theranostics.
Theranostics 2017, 7, 4168–4182. [CrossRef]

95. Dignat-George, F.; Boulanger, C.M. The many faces of endothelial microparticles. Arterioscler. Thromb.
Vasc. Biol. 2011, 31, 27–33. [CrossRef]

96. Amosse, J.; Martinez, M.C.; Le Lay, S. Extracellular vesicles and cardiovascular disease therapy.
Stem Cell Investig. 2017, 4. [CrossRef]

97. Malloci, M.; Perdomo, L.; Veerasamy, M.; Andriantsitohaina, R.; Simard, G.; Martínez, M.C. Extracellular Vesicles:
Mechanisms in Human Health and Disease. Antioxid. Redox Signal. 2019, 30, 813–856. [CrossRef] [PubMed]

98. Colombo, M.; Raposo, G.; Théry, C. Biogenesis, secretion, and intercellular interactions of exosomes and
other extracellular vesicles. Annu. Rev. Cell Dev. Biol. 2014, 30, 255–289. [CrossRef]

99. Bernardi, S.; Balbi, C. Extracellular Vesicles: From Biomarkers to Therapeutic Tools. Biology 2020, 9, 258.
[CrossRef]

100. Kunzelmann-Marche, C.; Freyssinet, J.M.; Martínez, M.C. Regulation of phosphatidylserine transbilayer
redistribution by store-operated Ca2+ entry: Role of actin cytoskeleton. J. Biol. Chem. 2001, 276, 5134–5139.
[CrossRef]

101. Kowal, J.; Arras, G.; Colombo, M.; Jouve, M.; Morath, J.P.; Primdal-Bengtson, B.; Dingli, F.; Loew, D.;
Tkach, M.; Théry, C. Proteomic comparison defines novel markers to characterize heterogeneous populations
of extracellular vesicle subtypes. Proc. Natl. Acad. Sci. USA 2016, 113, E968–E977. [CrossRef] [PubMed]

102. Théry, C.; Witwer, K.W.; Aikawa, E.; Alcaraz, M.J.; Anderson, J.D.; Andriantsitohaina, R.; Antoniou, A.;
Arab, T.; Archer, F.; Atkin-Smith, G.K.; et al. Minimal information for studies of extracellular vesicles 2018
(MISEV2018): A position statement of the International Society for Extracellular Vesicles and update of the
MISEV2014 guidelines. J. Extracell. Vesicles 2018, 7. [CrossRef] [PubMed]

103. French, K.C.; Antonyak, M.A.; Cerione, R.A. Extracellular vesicle docking at the cellular port: Extracellular
vesicle binding and uptake. Semin. Cell Dev. Biol. 2017, 67, 48–55. [CrossRef] [PubMed]

104. Loyer, X.; Zlatanova, I.; Devue, C.; Yin, M.; Howangyin, K.-Y.; Klaihmon, P.; Guerin, C.L.; Kheloufi, M.;
Vilar, J.; Zannis, K.; et al. Intra-Cardiac Release of Extracellular Vesicles Shapes Inflammation Following
Myocardial Infarction. Circ. Res. 2018, 123, 100–106. [CrossRef]

105. Bollini, S.; Smits, A.M.; Balbi, C.; Lazzarini, E.; Ameri, P. Triggering Endogenous Cardiac Repair and
Regeneration via Extracellular Vesicle-Mediated Communication. Front. Physiol. 2018, 9, 1497. [CrossRef]

106. Balbi, C.; Lodder, K.; Costa, A.; Moimas, S.; Moccia, F.; van Herwaarden, T.; Rosti, V.; Campagnoli, F.;
Palmeri, A.; De Biasio, P.; et al. Supporting data on in vitro cardioprotective and proliferative paracrine
effects by the human amniotic fluid stem cell secretome. Data Brief 2019, 25, 104324. [CrossRef]

107. Todorova, D.; Simoncini, S.; Lacroix, R.; Sabatier, F.; Dignat-George, F. Extracellular Vesicles in Angiogenesis.
Circ. Res. 2017, 120, 1658–1673. [CrossRef]

108. Shao, L.; Zhang, Y.; Lan, B.; Wang, J.; Zhang, Z.; Zhang, L.; Xiao, P.; Meng, Q.; Geng, Y.-J.; Yu, X.-Y.; et al.
MiRNA-Sequence Indicates That Mesenchymal Stem Cells and Exosomes Have Similar Mechanism to
Enhance Cardiac Repair. BioMed Res. Int. 2017, 2017, 4150705. [CrossRef]

109. Arslan, F.; Lai, R.C.; Smeets, M.B.; Akeroyd, L.; Choo, A.; Aguor, E.N.E.; Timmers, L.; van Rijen, H.V.;
Doevendans, P.A.; Pasterkamp, G.; et al. Mesenchymal stem cell-derived exosomes increase ATP levels,
decrease oxidative stress and activate PI3K/Akt pathway to enhance myocardial viability and prevent adverse
remodeling after myocardial ischemia/reperfusion injury. Stem Cell Res. 2013, 10, 301–312. [CrossRef]

110. Bian, S.; Zhang, L.; Duan, L.; Wang, X.; Min, Y.; Yu, H. Extracellular vesicles derived from human bone
marrow mesenchymal stem cells promote angiogenesis in a rat myocardial infarction model. J. Mol. Med.
2014, 92, 387–397. [CrossRef]

111. Lai, R.C.; Arslan, F.; Lee, M.M.; Sze, N.S.K.; Choo, A.; Chen, T.S.; Salto-Tellez, M.; Timmers, L.; Lee, C.N.; El
Oakley, R.M.; et al. Exosome secreted by MSC reduces myocardial ischemia/reperfusion injury. Stem Cell Res.
2010, 4, 214–222. [CrossRef] [PubMed]

112. Teng, X.; Chen, L.; Chen, W.; Yang, J.; Yang, Z.; Shen, Z. Mesenchymal Stem Cell-Derived Exosomes Improve
the Microenvironment of Infarcted Myocardium Contributing to Angiogenesis and Anti-Inflammation.
Cell. Physiol. Biochem. 2015, 37, 2415–2424. [CrossRef] [PubMed]

113. Keshtkar, S.; Azarpira, N.; Ghahremani, M.H. Mesenchymal stem cell-derived extracellular vesicles: Novel
frontiers in regenerative medicine. Stem Cell Res. Ther. 2018, 9, 63. [CrossRef] [PubMed]

http://dx.doi.org/10.7150/thno.21274
http://dx.doi.org/10.1161/ATVBAHA.110.218123
http://dx.doi.org/10.21037/sci.2017.11.07
http://dx.doi.org/10.1089/ars.2017.7265
http://www.ncbi.nlm.nih.gov/pubmed/29634347
http://dx.doi.org/10.1146/annurev-cellbio-101512-122326
http://dx.doi.org/10.3390/biology9090258
http://dx.doi.org/10.1074/jbc.M007924200
http://dx.doi.org/10.1073/pnas.1521230113
http://www.ncbi.nlm.nih.gov/pubmed/26858453
http://dx.doi.org/10.1080/20013078.2018.1535750
http://www.ncbi.nlm.nih.gov/pubmed/30637094
http://dx.doi.org/10.1016/j.semcdb.2017.01.002
http://www.ncbi.nlm.nih.gov/pubmed/28104520
http://dx.doi.org/10.1161/CIRCRESAHA.117.311326
http://dx.doi.org/10.3389/fphys.2018.01497
http://dx.doi.org/10.1016/j.dib.2019.104324
http://dx.doi.org/10.1161/CIRCRESAHA.117.309681
http://dx.doi.org/10.1155/2017/4150705
http://dx.doi.org/10.1016/j.scr.2013.01.002
http://dx.doi.org/10.1007/s00109-013-1110-5
http://dx.doi.org/10.1016/j.scr.2009.12.003
http://www.ncbi.nlm.nih.gov/pubmed/20138817
http://dx.doi.org/10.1159/000438594
http://www.ncbi.nlm.nih.gov/pubmed/26646808
http://dx.doi.org/10.1186/s13287-018-0791-7
http://www.ncbi.nlm.nih.gov/pubmed/29523213


Pharmaceutics 2020, 12, 1195 21 of 23

114. Kervadec, A.; Bellamy, V.; El Harane, N.; Arakélian, L.; Vanneaux, V.; Cacciapuoti, I.; Nemetalla, H.;
Périer, M.-C.; Toeg, H.D.; Richart, A.; et al. Cardiovascular progenitor–derived extracellular vesicles
recapitulate the beneficial effects of their parent cells in the treatment of chronic heart failure. J. Heart
Lung Transplant. 2016, 35, 795–807. [CrossRef] [PubMed]

115. Khan, M.; Nickoloff, E.; Abramova, T.; Johnson, J.; Verma, S.K.; Krishnamurthy, P.; Mackie, A.R.; Vaughan, E.;
Garikipati, V.N.S.; Benedict, C.; et al. Embryonic Stem Cell-Derived Exosomes Promote Endogenous Repair
Mechanisms and Enhance Cardiac Function Following Myocardial Infarction. Circ. Res. 2015, 117, 52–64.
[CrossRef] [PubMed]

116. Pianezzi, E.; Altomare, C.; Bolis, S.; Balbi, C.; Torre, T.; Rinaldi, A.; Camici, G.G.; Barile, L.; Vassalli, G.
Role of somatic cell sources in the maturation degree of human induced pluripotent stem cell-derived
cardiomyocytes. Biochim. Biophys. Acta Mol. Cell Res. 2020, 1867, 118538. [CrossRef]

117. Adamiak, M.; Cheng, G.; Bobis-Wozowicz, S.; Zhao, L.; Kedracka-Krok, S.; Samanta, A.; Karnas, E.; Xuan, Y.-T.;
Skupien-Rabian, B.; Chen, X.; et al. Induced Pluripotent Stem Cell (iPSC)-Derived Extracellular Vesicles Are
Safer and More Effective for Cardiac Repair than iPSCs. Circ. Res. 2018, 122, 296–309. [CrossRef]

118. Gallet, R.; Dawkins, J.; Valle, J.; Simsolo, E.; de Couto, G.; Middleton, R.; Tseliou, E.; Luthringer, D.; Kreke, M.;
Smith, R.R.; et al. Exosomes secreted by cardiosphere-derived cells reduce scarring, attenuate adverse
remodelling, and improve function in acute and chronic porcine myocardial infarction. Eur. Heart J. 2017, 38,
201–211. [CrossRef]

119. Barile, L.; Lionetti, V.; Cervio, E.; Matteucci, M.; Gherghiceanu, M.; Popescu, L.M.; Torre, T.; Siclari, F.; Moccetti, T.;
Vassalli, G. Extracellular vesicles from human cardiac progenitor cells inhibit cardiomyocyte apoptosis and
improve cardiac function after myocardial infarction. Cardiovasc. Res. 2014, 103, 530–541. [CrossRef]

120. Chen, L.; Wang, Y.; Pan, Y.; Zhang, L.; Shen, C.; Qin, G.; Ashraf, M.; Weintraub, N.; Ma, G.; Tang, Y.
Cardiac progenitor-derived exosomes protect ischemic myocardium from acute ischemia/reperfusion injury.
Biochem. Biophys. Res. Commun. 2013, 431, 566–571. [CrossRef]

121. Milano, G.; Biemmi, V.; Lazzarini, E.; Balbi, C.; Ciullo, A.; Bolis, S.; Ameri, P.; Di Silvestre, D.; Mauri, P.;
Barile, L.; et al. Intravenous administration of cardiac progenitor cell-derived exosomes protects against
doxorubicin/trastuzumab-induced cardiac toxicity. Cardiovasc. Res. 2020, 116, 383–392. [CrossRef] [PubMed]

122. Liu, H.; Gao, W.; Yuan, J.; Wu, C.; Yao, K.; Zhang, L.; Ma, L.; Zhu, J.; Zou, Y.; Ge, J. Exosomes derived from
dendritic cells improve cardiac function via activation of CD4(+) T lymphocytes after myocardial infarction.
J. Mol. Cell. Cardiol. 2016, 91, 123–133. [CrossRef] [PubMed]

123. Hofmann, U.; Beyersdorf, N.; Weirather, J.; Podolskaya, A.; Bauersachs, J.; Ertl, G.; Kerkau, T.; Frantz, S.
Activation of CD4+ T lymphocytes improves wound healing and survival after experimental myocardial
infarction in mice. Circulation 2012, 125, 1652–1663. [CrossRef] [PubMed]

124. Brill, A.; Dashevsky, O.; Rivo, J.; Gozal, Y.; Varon, D. Platelet-derived microparticles induce angiogenesis and
stimulate post-ischemic revascularization. Cardiovasc. Res. 2005, 67, 30–38. [CrossRef] [PubMed]

125. Heads, R.J.; Latchman, D.S.; Yellon, D.M. The molecular basis of adaptation to ischemia in the heart: The role
of stress proteins and anti-oxidants in the ischemic and reperfused heart. EXS 1996, 76, 383–407. [CrossRef]

126. Vicencio, J.M.; Yellon, D.M.; Sivaraman, V.; Das, D.; Boi-Doku, C.; Arjun, S.; Zheng, Y.; Riquelme, J.A.;
Kearney, J.; Sharma, V.; et al. Plasma exosomes protect the myocardium from ischemia-reperfusion injury.
J. Am. Coll. Cardiol. 2015, 65, 1525–1536. [CrossRef]

127. Angulski, A.B.B.; Capriglione, L.G.A.; Barchiki, F.; Brofman, P.; Stimamiglio, M.A.; Senegaglia, A.C.; Correa, A.
Systemic Infusion of Expanded CD133+ Cells and Expanded CD133+ Cell-Derived EVs for the Treatment of
Ischemic Cardiomyopathy in a Rat Model of AMI. Stem Cells Int. 2019, 2019, 4802578. [CrossRef]

128. Lai, R.C.; Chen, T.S.; Lim, S.K. Mesenchymal stem cell exosome: A novel stem cell-based therapy for
cardiovascular disease. Regen. Med. 2011, 6, 481–492. [CrossRef]

129. Sun, D.; Zhuang, X.; Xiang, X.; Liu, Y.; Zhang, S.; Liu, C.; Barnes, S.; Grizzle, W.; Miller, D.; Zhang, H.-G.
A novel nanoparticle drug delivery system: The anti-inflammatory activity of curcumin is enhanced when
encapsulated in exosomes. Mol. Ther. 2010, 18, 1606–1614. [CrossRef]

130. Van Balkom, B.W.M.; Eisele, A.S.; Pegtel, D.M.; Bervoets, S.; Verhaar, M.C. Quantitative and qualitative
analysis of small RNAs in human endothelial cells and exosomes provides insights into localized RNA
processing, degradation and sorting. J. Extracell. Vesicles 2015, 4. [CrossRef]

131. Huang, X.; Zuo, J. Emerging roles of miR-210 and other non-coding RNAs in the hypoxic response.
Acta Biochim. Biophys. Sin. 2014, 46, 220–232. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.healun.2016.01.013
http://www.ncbi.nlm.nih.gov/pubmed/27041495
http://dx.doi.org/10.1161/CIRCRESAHA.117.305990
http://www.ncbi.nlm.nih.gov/pubmed/25904597
http://dx.doi.org/10.1016/j.bbamcr.2019.118538
http://dx.doi.org/10.1161/CIRCRESAHA.117.311769
http://dx.doi.org/10.1093/eurheartj/ehw240
http://dx.doi.org/10.1093/cvr/cvu167
http://dx.doi.org/10.1016/j.bbrc.2013.01.015
http://dx.doi.org/10.1093/cvr/cvz108
http://www.ncbi.nlm.nih.gov/pubmed/31098627
http://dx.doi.org/10.1016/j.yjmcc.2015.12.028
http://www.ncbi.nlm.nih.gov/pubmed/26746143
http://dx.doi.org/10.1161/CIRCULATIONAHA.111.044164
http://www.ncbi.nlm.nih.gov/pubmed/22388323
http://dx.doi.org/10.1016/j.cardiores.2005.04.007
http://www.ncbi.nlm.nih.gov/pubmed/15878159
http://dx.doi.org/10.1007/978-3-0348-8988-9_23
http://dx.doi.org/10.1016/j.jacc.2015.02.026
http://dx.doi.org/10.1155/2019/4802578
http://dx.doi.org/10.2217/rme.11.35
http://dx.doi.org/10.1038/mt.2010.105
http://dx.doi.org/10.3402/jev.v4.26760
http://dx.doi.org/10.1093/abbs/gmt141
http://www.ncbi.nlm.nih.gov/pubmed/24395300


Pharmaceutics 2020, 12, 1195 22 of 23

132. Park, K.-S.; Bandeira, E.; Shelke, G.V.; Lässer, C.; Lötvall, J. Enhancement of therapeutic potential of
mesenchymal stem cell-derived extracellular vesicles. Stem Cell Res. Ther. 2019, 10, 288. [CrossRef] [PubMed]

133. Song, Y.; Zhang, C.; Zhang, J.; Jiao, Z.; Dong, N.; Wang, G.; Wang, Z.; Wang, L. Localized injection of
miRNA-21-enriched extracellular vesicles effectively restores cardiac function after myocardial infarction.
Theranostics 2019, 9, 2346–2360. [CrossRef] [PubMed]

134. Sahoo, S.; Losordo, D.W. Exosomes and Cardiac Repair After Myocardial Infarction. Circ. Res. 2014, 114,
333–344. [CrossRef] [PubMed]

135. Gray, W.D.; French, K.M.; Ghosh-Choudhary, S.; Maxwell, J.T.; Brown, M.E.; Platt, M.O.; Searles, C.D.;
Davis, M.E. Identification of therapeutic covariant microRNA clusters in hypoxia-treated cardiac progenitor
cell exosomes using systems biology. Circ. Res. 2015, 116, 255–263. [CrossRef]

136. Cambier, L.; de Couto, G.; Ibrahim, A.; Echavez, A.K.; Valle, J.; Liu, W.; Kreke, M.; Smith, R.R.; Marbán, L.;
Marbán, E. Y RNA fragment in extracellular vesicles confers cardioprotection via modulation of IL-10
expression and secretion. EMBO Mol. Med. 2017, 9, 337–352. [CrossRef]

137. Benameur, T.; Soleti, R.; Porro, C.; Andriantsitohaina, R.; Martínez, M.C. Microparticles carrying Sonic
hedgehog favor neovascularization through the activation of nitric oxide pathway in mice. PLoS ONE 2010,
5, e12688. [CrossRef]

138. Soleti, R.; Benameur, T.; Porro, C.; Panaro, M.A.; Andriantsitohaina, R.; Martínez, M.C. Microparticles
harboring Sonic Hedgehog promote angiogenesis through the upregulation of adhesion proteins and
proangiogenic factors. Carcinogenesis 2009, 30, 580–588. [CrossRef]

139. Agouni, A.; Mostefai, H.A.; Porro, C.; Carusio, N.; Favre, J.; Richard, V.; Henrion, D.; Martínez, M.C.;
Andriantsitohaina, R. Sonic hedgehog carried by microparticles corrects endothelial injury through nitric
oxide release. FASEB J. 2007, 21, 2735–2741. [CrossRef]

140. Mackie, A.R.; Klyachko, E.; Thorne, T.; Schultz, K.M.; Millay, M.; Ito, A.; Kamide, C.E.; Liu, T.; Gupta, R.;
Sahoo, S.; et al. Sonic Hedgehog-Modified Human CD34+ Cells Preserve Cardiac Function After Acute
Myocardial Infarction. Circ. Res. 2012, 111, 312–321. [CrossRef]

141. Yu, B.; Kim, H.W.; Gong, M.; Wang, J.; Millard, R.W.; Wang, Y.; Ashraf, M.; Xu, M. Exosomes secreted
from GATA-4 overexpressing mesenchymal stem cells serve as a reservoir of anti-apoptotic microRNAs for
cardioprotection. Int. J. Cardiol. 2015, 182, 349–360. [CrossRef] [PubMed]

142. Kim, H.; Yun, N.; Mun, D.; Kang, J.-Y.; Lee, S.-H.; Park, H.; Park, H.; Joung, B. Cardiac-specific delivery by
cardiac tissue-targeting peptide-expressing exosomes. Biochem. Biophys. Res. Commun. 2018, 499, 803–808.
[CrossRef] [PubMed]

143. Mentkowski, K.I.; Lang, J.K. Exosomes Engineered to Express a Cardiomyocyte Binding Peptide Demonstrate
Improved Cardiac Retention in Vivo. Sci. Rep. 2019, 9, 10041. [CrossRef]

144. Zahid, M.; Phillips, B.E.; Albers, S.M.; Giannoukakis, N.; Watkins, S.C.; Robbins, P.D. Identification of a
cardiac specific protein transduction domain by in vivo biopanning using a M13 phage peptide display
library in mice. PLoS ONE 2010, 5, e12252. [CrossRef] [PubMed]

145. Kanki, S.; Jaalouk, D.E.; Lee, S.; Yu, A.Y.C.; Gannon, J.; Lee, R.T. Identification of targeting peptides for
ischemic myocardium by in vivo phage display. J. Mol. Cell. Cardiol. 2011, 50, 841–848. [CrossRef]

146. Vandergriff, A.; Huang, K.; Shen, D.; Hu, S.; Hensley, M.T.; Caranasos, T.G.; Qian, L.; Cheng, K. Targeting
regenerative exosomes to myocardial infarction using cardiac homing peptide. Theranostics 2018, 8, 1869–1878.
[CrossRef]

147. Wang, X.; Chen, Y.; Zhao, Z.; Meng, Q.; Yu, Y.; Sun, J.; Yang, Z.; Chen, Y.; Li, J.; Ma, T.; et al. Engineered
Exosomes With Ischemic Myocardium-Targeting Peptide for Targeted Therapy in Myocardial Infarction.
J. Am. Heart Assoc. 2018, 7, e008737. [CrossRef]

148. Escudier, B.; Dorval, T.; Chaput, N.; André, F.; Caby, M.-P.; Novault, S.; Flament, C.; Leboulaire, C.; Borg, C.;
Amigorena, S.; et al. Vaccination of metastatic melanoma patients with autologous dendritic cell (DC)
derived-exosomes: Results of thefirst phase I clinical trial. J. Transl. Med. 2005, 3, 10. [CrossRef]

149. Morse, M.A.; Garst, J.; Osada, T.; Khan, S.; Hobeika, A.; Clay, T.M.; Valente, N.; Shreeniwas, R.; Sutton, M.A.;
Delcayre, A.; et al. A phase I study of dexosome immunotherapy in patients with advanced non-small cell
lung cancer. J. Transl. Med. 2005, 3, 9. [CrossRef]

150. Harane, N.E.; Correa, B.L.; Gomez, I.; Hocine, H.R.; Vilar, J.; Desgres, M.; Bellamy, V.; Keirththana, K.;
Guillas, C.; Perotto, M.; et al. Extracellular Vesicles from Human Cardiovascular Progenitors Trigger a
Reparative Immune Response in Infarcted Hearts. Cardiovasc. Res. 2020. [CrossRef]

http://dx.doi.org/10.1186/s13287-019-1398-3
http://www.ncbi.nlm.nih.gov/pubmed/31547882
http://dx.doi.org/10.7150/thno.29945
http://www.ncbi.nlm.nih.gov/pubmed/31149048
http://dx.doi.org/10.1161/CIRCRESAHA.114.300639
http://www.ncbi.nlm.nih.gov/pubmed/24436429
http://dx.doi.org/10.1161/CIRCRESAHA.116.304360
http://dx.doi.org/10.15252/emmm.201606924
http://dx.doi.org/10.1371/journal.pone.0012688
http://dx.doi.org/10.1093/carcin/bgp030
http://dx.doi.org/10.1096/fj.07-8079com
http://dx.doi.org/10.1161/CIRCRESAHA.112.266015
http://dx.doi.org/10.1016/j.ijcard.2014.12.043
http://www.ncbi.nlm.nih.gov/pubmed/25590961
http://dx.doi.org/10.1016/j.bbrc.2018.03.227
http://www.ncbi.nlm.nih.gov/pubmed/29621543
http://dx.doi.org/10.1038/s41598-019-46407-1
http://dx.doi.org/10.1371/journal.pone.0012252
http://www.ncbi.nlm.nih.gov/pubmed/20808875
http://dx.doi.org/10.1016/j.yjmcc.2011.02.003
http://dx.doi.org/10.7150/thno.20524
http://dx.doi.org/10.1161/JAHA.118.008737
http://dx.doi.org/10.1186/1479-5876-3-10
http://dx.doi.org/10.1186/1479-5876-3-9
http://dx.doi.org/10.1093/cvr/cvaa028


Pharmaceutics 2020, 12, 1195 23 of 23

151. Hoareau, L.; Fouchet, F.; Planesse, C.; Mirbeau, S.; Sindji, L.; Delay, E.; Roche, R.; Montero-Menei, C.;
Festy, F. Combined therapy for critical limb ischaemia: Biomimetic PLGA microcarriers potentiates the
pro-angiogenic effect of adipose tissue stromal vascular fraction cells. J. Tissue Eng. Regen. Med. 2018, 12,
1363–1373. [CrossRef] [PubMed]

152. Herrero-Vanrell, R.; Ramirez, L. Biodegradable PLGA Microspheres Loaded with Ganciclovir for Intraocular
Administration. Encapsulation Technique, in Vitro Release Profiles, and Sterilization Process. Pharm. Res.
2000, 17, 1323–1328. [CrossRef] [PubMed]

153. Gèze, A.; Venier-Julienne, M.C.; Cottin, J.; Faisant, N.; Benoit, J.P. PLGA microsphere bioburden evaluation
for radiosterilization dose selection. J. Microencapsul. 2001, 18, 627–636. [CrossRef] [PubMed]

154. Yip, E.Y.; Wang, J.; Wang, C.-H. Sustained release system for highly water-soluble radiosensitizer drug
etanidazole: Irradiation and degradation studies. Biomaterials 2003, 24, 1977–1987. [CrossRef]

155. Dai, Z.; Ronholm, J.; Tian, Y.; Sethi, B.; Cao, X. Sterilization techniques for biodegradable scaffolds in tissue
engineering applications. J. Tissue Eng. 2016, 7. [CrossRef]

156. Faraj, K.; Brouwer, K.; Geutjes, P.; Versteeg, E.; Wismans, R.; Deprest, J.; Chajra, H.; Tiemessen, D.; Feitz, W.;
Oosterwijk, E.; et al. The effect of ethylene oxide sterilisation, beta irradiation and gamma irradiation on
collagen fibril-based scaffolds. Evaluation of biological, physical and chemical parameters. Tissue Eng.
Regen. Med. 2011, 8, 460–470.

157. Liu, B.; Lee, B.W.; Nakanishi, K.; Villasante, A.; Williamson, R.; Metz, J.; Kim, J.; Kanai, M.; Bi, L.; Brown, K.;
et al. Cardiac recovery via extended cell-free delivery of extracellular vesicles secreted by cardiomyocytes
derived from induced pluripotent stem cells. Nat. Biomed. Eng. 2018, 2, 293–303. [CrossRef]

158. Chen, C.W.; Wang, L.L.; Zaman, S.; Gordon, J.; Arisi, M.F.; Venkataraman, C.M.; Chung, J.J.; Hung, G.;
Gaffey, A.C.; Spruce, L.A.; et al. Sustained release of endothelial progenitor cell-derived extracellular vesicles
from shear-thinning hydrogels improves angiogenesis and promotes function after myocardial infarction.
Cardiovasc. Res. 2018, 114, 1029–1040. [CrossRef]

159. Chung, J.J.; Han, J.; Wang, L.L.; Arisi, M.F.; Zaman, S.; Gordon, J.; Li, E.; Kim, S.T.; Tran, Z.; Chen, C.W.; et al.
Delayed delivery of endothelial progenitor cell-derived extracellular vesicles via shear thinning gel improves
postinfarct hemodynamics. J. Thorac. Cardiovasc. Surg. 2019. [CrossRef]

160. Lv, K.; Li, Q.; Zhang, L.; Wang, Y.; Zhong, Z.; Zhao, J.; Lin, X.; Wang, J.; Zhu, K.; Xiao, C.; et al. Incorporation
of small extracellular vesicles in sodium alginate hydrogel as a novel therapeutic strategy for myocardial
infarction. Theranostics 2019, 9, 7403–7416. [CrossRef]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1002/term.2667
http://www.ncbi.nlm.nih.gov/pubmed/29656608
http://dx.doi.org/10.1023/A:1026464124412
http://www.ncbi.nlm.nih.gov/pubmed/11145241
http://dx.doi.org/10.1080/02652040010019424
http://www.ncbi.nlm.nih.gov/pubmed/11508768
http://dx.doi.org/10.1016/S0142-9612(02)00615-4
http://dx.doi.org/10.1177/2041731416648810
http://dx.doi.org/10.1038/s41551-018-0229-7
http://dx.doi.org/10.1093/cvr/cvy067
http://dx.doi.org/10.1016/j.jtcvs.2019.06.017
http://dx.doi.org/10.7150/thno.32637
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Myocardial Infarction 
	Scaffolds for Cardiac Applications 
	Biomaterials Used as Therapeutic Scaffolds 
	Scaffolds as Cell or GF Carriers 
	Scaffolds and GF Combined to Promote Cell Engraftment and Repair 

	Extracellular Vesicles 
	Myocardial Repair with Cell-Derived EVs vs. with Cells Alone 
	Use of Modified EVs as Therapeutic Agents to Improve Native Beneficial Effects of EVs 
	Why Are EVs Not Yet Transferred to the Clinic? 

	EVs Association with Scaffolds as a Future Direction 
	References

