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ABSTRACT 
Objectives: Mesenchymal stem cells or ‘‘multipotent stromal 
cells’’ are heterogeneous cell population with self-renewal and 
multi-linage differentiation. The aim of this study was to examine 
and compare the expression of important stem cell surface mark-
ers on two populations of mesenchymal stem cells, one derived 
from human exfoliated deciduous teeth and the other derived 
from human adipose tissue. These new stem cells will offer a 
promising avenue for prevention and reversal of many human 
diseases such as type 1 diabetes and prevention of liver fibrotic 
process. 

Methods: Mesenchymal stem cells were isolated and cultured 
from human adipose tissue and dental pulp of human exfoliated 
deciduous teeth. The cultured cells then were harvested and 
stained by different fluorescent labeled monoclonal antibodies 
against surface markers and were analyzed using flow cytometry. 

Results: Both different cell populations expressed CD44, CD90 
and CD13 (stem cell markers) with similar intensity. They did not 
express hematopoietic markers (CD11b, CD19 and CD34), and 
lymphocyte or leukocyte antigens CD3, CD7, CD20, CD14, 
CD45, CCR5 (CD195), CD11b and CD10 on their surfaces. Two 
different cell types demonstrated different levels of expression in 
CD56 and CD146. Mesenchymal stem cells from human exfoli-
ated deciduous teeth were positive for CD105 and were negative 
for CCR3 and CCR4 expression. 

Conclusions: Both cell populations derived from adipose tissue 
and dental pulp showed common phenotypic markers of mesen-
chymal stem cells. In conclusion, mesenchymal stem cells could be 
isolated and cultured successfully from dental pulp of human exfo-
liated deciduous teeth, they are very good candidates for treatment 
and prevention of human diseases. 

Keywords: Stem cells; Prevention; Dental pulp; Mesenchymal; 
CD markers. 

 

Int J Prev Med 2010; 1(3): 164-171 
 

INTRODUCTION 
About fifty years ago, Alexander Friedenstein 

et al. reported presence of a population of non-
hematopoietic cells that were capable of 
autorenovation and bone differentiation in the 
bone marrow.1 Subsequently, others showed the 
bone-marrow-derived cells isolated according to 
Friedenstein’s technique, also possessed high 
potency of proliferation and pluripotency of 
differentiation into mesenchymal tissues, and 
therefore Caplan used the term ‘‘mesenchymal 

stem cell’’ (MSC) to describe them.1,2 Further 
studies have established mesenchymal stem cells 
as a heterogeneous cell population in which 
each individual cell varies in its gene expression, 
differentiative capacity, expansion potential and 
phenotype. Moreover, all of them do not seem 
to fulfill the stem cell criteria. Therefore, they 
are preferred to be called ‘‘multipotent stromal 
cell’’ with the same acronym “MSC”.1,3 While 
MSC were traditionally obtained from bone 
marrow, later, MSC-like cells isolated from a 
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variety of human tissues including muscle con-
nective tissue, perichondrium, adipose tissue, 
peripheral blood, dental pulp and also fetal tis-
sues such as lung, liver, spleen as well as from 
amniotic fluid, placenta and umbilical cord 
blood (UCB).3,4 At present, any cell population 
which meets the following characteristics, irre-
spective of its tissue source, is generally referred 
as MSC: morphologically, they adhere to plastic 
and have a fibroblast-like appearance; function-
ally, they have the ability of self-renewal and 
could differentiate into cells of the mesenchymal 
lineage (osteocyte, chondrocyte and adipocyte), 
also into cells of the endoderm (hepatocytes) 
and ectoderm (neurons) lineages under proper 
cell culture conditions; phenotypically, they 
express a set of almost given markers and do not 
express another set of known markers that will 
be discussed later.5,6 In the nomenclature of stem 
cell biology, MSC are classified as pluripotent, 
adult stem cells that can be easily and without 
serious moral obstacles (unlike the embryonic 
stem cells) isolated from various tissues and 
simply expanded ex vivo.2,6 Therefore, they have 

been at the center of attention for the use in the 
cell therapy, regenerative medicine and tissue 
engineering. After all, mesenchymal stem cells 
have the capacity to suppress the activation of 
immune cells and reduce the inflammation.7,8 In 
other words, MSC have the unique immu-
noregulatory ability which extends their clinical 
application to transplantation and autoimmune 
diseases. The immunomodulatory effects of 
MSC may be used to restore tissue damage 
caused by inflammatory diseases such as multi-
ple sclerosis, inflammatory bowel disease and 
rheumatoid arthritis in humans, as well.7-9 Dur-
ing solid organ transplantation, to prevent trans-
plant rejection, the individual has to be under a 
life-long non-specific immunosuppressive ther-
apy that may tend to lots of complications. It has 

been shown in variety of animal models, that using 
MSC could prevent rejection and induce prolong 
graft acceptance or at least minimize dependency 
on long-term use of immunosuppressive drugs 
following the transplantation; consequently, 
prevent the significant side effects of immuno-
suppressive drugs’ administration such as drug 
toxicity, opportunistic infections and malignan-
cies.10,11 The most promising results of clinical 
application of MSC have been observed in bone 
marrow (BM) transplantation; here they not 
only prevent and ameliorate graft-versus-host 
disease (GVHD), but also increase BM engraft-
ment and improve its function.2,3 These results 

have been encouraging enough that scientists 
started clinical trials in human. Double-blind, 
randomized studies are under way using MSC 
versus placebo in Europe and the USA to inves-
tigate the effect of MSC on GVHD and enhanc-
ing engraftment in patients undergoing hemato-
poietic stem cell transplantation (HSCT).9,12 
MSC transplantation has been successfully used 
for prevention of progressive heart dysfunction 
after myocardial infarction.13 Mesenchymal stem 
cell transplantation has been proved beneficial in 
the prevention of liver fibrotic process.14  Despite 
lots of encouraging data on MSC applications in 
the different clinical setting and the vast quantity of 
experiments focused on MSC, several open 
questions have remained about their biology; of 
the important ones is their phenotype. To date, a 
large number of studies have been conducted to 
identify the markers expressed by MSC. Unfor-
tunately they have failed to result in identifica-
tion of exclusive markers or even a specific col-
lection of markers for MSC that could be used 
for identification and isolation purposes.6,9 Over 
the recent years, a variety of phenotypic markers 
including adhesion molecule, lineage antigens, 
growth factor receptors, cytokine/chemokine 
receptors, immune-related proteins etc, on MSC 
from different origins, have been investigated in 
many researches. Conflicting results emphasize 
the need for gathering more information to 
complete our understanding of MSC pheno-
type.15-17 Although the rang of the considered 
cell surface markers is substantially wide, never-
theless a general overlook of them, infers that 
MSC derived from multi-tissues and organs 
have some phenotypes in common. Among the 
markers have been more consistently reported, 
the Mesenchymal and Tissue Stem Cell Com-
mittee of the International Society for Cellular 
Therapy (ISCT) have established a certain panel 
of cell-surface markers including the followings: 
about 95% of the MSC population must express 
CD73, CD90 and CD105, and no more than 2% 
of the cells express CD34, CD45, CD11b or 
CD14, CD19 or CD79a and HLA-DR. The 
phenotype may undergo further modification, 
since this field is still under investigation.18,19 
Regarding the ongoing discussion about MSC 
phenotype, we examined and compared the 
expression of about twenty surface markers, 
using dual color flow cytometry technique, on 
two MSC populations derived from two distinct 
tissue sources, MSC obtained from human adi-
pose tissue (ADSC) and stem cells from human 
exfoliated deciduous teeth (SHED). Among the 
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markers analyzed in the present study, some of 
them exist in the list provided by ISCT as posi-
tive (CD90 and CD105) or negative (CD34, 
CD45, CD11b, CD14, CD19 and HLA-DR,) 
markers; another set of the antigens such as 
CD44, CD146, CD25, CD33, CD13, CD3, 
CD56, CD16, CD10, CCR3, CCR4, and CD195 
have been examined by other studies on MSC. 
The expression of CD66b was also tested on 
MSC for the first time in this study. 

METHODS 
MSC cell culture 
ADSCs were isolated and cultured as re-

ported previously.20 In brief, the sample re-
moved from subcutaneous adipose tissue of a 
woman as waste product during surgery at Al-
Zahra University Hospital (Isfahan, Iran) and 
rapidly transported to laboratory in cold sterile 
phosphate buffer saline (PBS). After washing 3 
times with PBS, it was weighted and unwanted 
connective tissues and vessels were cut away 
and simultaneously, the adipose tissue minced 
with a scalpel knife. Thereafter, it was digested 
with collagenase IA (Sigma Aldrich), at 37ºC for 
30 minutes. After incubation, the enzyme was 
neutralized by adding complete cell culture me-
dium (DEMEM medium supplemented with 
10% FCS and 1% penicillin/streptomycin, 
Gibco), the mixture was centrifuged and the 
pellet was cultured in complete cell culture me-
dium. SHED were isolated as instructed by 
Huang et al.21 The extracted pulp tissues from 
normal exfoliated deciduous teeth of six- to 
nine-year-old children digested in collagenase 
type I (Sigma Aldrich) for 1 hour at 37˚C. The 
harvested cell suspensions were filtered through 
a 40 µm cell strainer and the single cell suspen-
sions were cultured in DMEM medium supple-
mented with 10% FCS at 37˚C with 5% CO2. 
After two to three days, when the cells reached 
optimal confluency (70 to 90 percent), they were 
trypsinized and collected for further passages.   
 
Cell phenotype determination 
Both SHED and ADSC cells at passage 4 

were used for flow cytometric analysis. The cells 
were incubated with either FITC or PE labeled 
monoclonal antibodies (mAb) according to the 
manufacturers’ protocols. Briefly, one 75 cm2 
flask of the cells were trypsinized, washed with 
PBS containing 10% BSA (washing buffer) and 
resuspended in small volume of washing buffer. 
The harvested cells were counted and the vol-

ume was adjusted using washing buffer to give a 
cell density of 106cells/ml. Then, 100 µl of cell 
suspension (about 105 cells) were transferred into 
each FACS tube and appropriate amount of 
antibody was added and incubated at room 
temperature (RT) for 30 to 45 minutes in a dark 
place. The used antibodies were as follows: 
FITC-labeled mAb against human CD90, 
CD10, CD7, CD3, CD56 (all from IQProduct), 
CD66b, CD11b (both from Serotec), CD45 
(LeucoGATE), CD25, CD34 (both from BD 
Pharmigen), and PE-labeled mAb against hu-
man CD44, CD13, CD20, CD22, CD33, CD16, 
CD19, HLA-DR (all from IQProduct), CD14 
(LeucoGATE), CD146, CCR3, CCR4, CCR5 
(all from BD Pharmigen) as well as unlabeled 
mAb against human CD105 (Abcam). Appro-
priate fluorescent labeled isotype matched con-
trol antibodies were also used. After incubation, 
the cells were washed with washing buffer twice. 
In the case of CD105, an extra incubation pe-
riod with a secondary mAb (goat FITC-labeled 
against mouse Abs (Serotec) followed by wash-
ing was also performed. Finally, cells were ex-
amined on a FACSCalibur flow cytometry (BD 
Biosciences) using CellQuest data acquisition 
and analysis software. MSC were located using 
FSC, SSC parameters and a live analysis gate 
was set around this population. Data were ac-
quired from 10,000 cells (events) and the propor-
tion of given cell populations expressing the 
desired marker was determined.  

RESULTS 
ADSC and SHED were cultured as described 

in materials and methods section. These cells 
exhibited the expected fibroblast like morphol-
ogy (Figure 1). To further ensure the stemness 
characterization of isolated MSC cells, the ca-
pacity of both ADSC and SHED cells to differ-
entiate into chondrocyte and osteocyte were also 
assessed (data not shown). Flow cytometric 
analysis showed that cells were expressing the 
phenotypic markers shown in Figure 2. Both the 
ADSC and SHED were negative for CD34, 
CD14, CD45, CD11b, CD3, CD10, CD20, 
CD33, CD22, CD16, CD7, CD25, CD33 and 
CCR5. SHED also were negative for CD19, 
CCR3 and CCR4 as well as ADSC for HLA-DR 
expression. ADSC and SHED, both expressed 
CD44 and CD90 at high level and CD13 at low 
level. CD56 and CD146 were detected only on 
SHED. CD105 expression was observed on 
SHED as well.  
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CD90 
Figure 1. Both mesenchymal populations showed similar shape in the cell culture. They were adherent 
cells with spindle-shaped, fibroblast-like appearance. 
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Figure 2. CD marker expression of two MSC populations, ADSC and SHED. The 
cells were incubated with fluorescent labeled antibodies against the indicated antigens 
and analyzed by flow cytometer. The histograms of two MSC types were overlaid. 
The histograms corresponding to ADSC are demonstrated by bold line and those cor-
responding to SHED are shown by spotted line.  
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DISCUSSION 
Mesenchymal stem cells or more truly multi-

potent stromal cells have some properties which 
give them many attractive clinical potential ap-
plications such as prevention of human diseases 
including prevention of progressive renal fail-
ure.22 They could be obtained from many adult 
and fetal tissues. They should be well-
characterized before they could be used for 
treatment. One of the unsolved problems in the 
case of MSC is their phenotypes. So far, despite 
extensive investigations, scientists have not been 
able to reach a global consensus about that. 
Considering this issue, and the need for new 
sources of feasibly available stem cells, we iso-
lated adult stem cells from two different sources 
(ADSC and SHED) and determined expression 
of about 20 important surface markers on these 
two populations. ADSCs are multipotent stro-
mal cells derived from adipose tissues. Adipose 
tissue is one of the first tissues used as source of 
MSC and because of its availability and simple 
MSC isolation procedure from that, they have 
been the subject of many studies. SHED or stem 
cells from human exfoliated deciduous teeth are 
rather newly discovered MSC23 that are classi-
fied as Dental MSC which are derived from the 
ectomesenchyme.24 They are more potent in 
proliferation than bone marrow derived MSC 
(BM-MSC) and interestingly express many of 
neural cell markers in the cell culture.23,24 How-
ever, compared to ADSCs they are less-studied 
and information about their biology and pheno-
typic markers are less available. Expressions of 
cell surface markers were studied using flow 
cytometry. Both cell types expressed CD90 and 
CD44 (cell adhesion receptor) at high levels. 
They did not express CD45 (common leukocyte 
antigen), CD14 (monocyte and granulocyte 
marker), CD11b, CD19, CD34 (hematopoietic 

cell lineage marker) and CD3 (lymphocyte 
antigen). In addition, SHED expressed CD105 
(Endoglin, SH2). Therefore, both cell popula-
tions showed the current usual phenotypic 
markers of MSC. CD22 and CD33 were neither 
expressed on SHED nor on ADSC. These re-
sults are generally in agreement with others re-
ported earlier.25,26 CD22 and CD33 are two well-
known molecules in Siglect (the sialic-acid-
binding immunoglobulin-like lectins) family of 
receptors and generally have restricted expres-
sion on leukocytes and other immune cells.27,28 
CD66, a marker which is analyzed in few stud-
ies on MSC were negative for both of our cell 

populations. Although, there are reports of its 
expression on MSC derived from bone mar-
row29,30 and initially, it seems in conflicting to 
our results, it is notable that CD66 comprise a 
group of 12 glycoproteins that except one, all are 
cell surface molecules. They also are termed the 
carcinoembryonic antigen (CEA) related cell 
adhesion molecule (CEACAM) family. The 
member of the family distinguished by numbers; 
traditionally CEACAM-1, CEACAM-3, 
CEACAM-5, CEACAM-6 and CEACAM-8, 
designated as CD66a, CD66d, CD66e, CD66c 
and CD66b, respectively. Different members of 
the CEACAM family have different special 
activities as well as their own expression 
patterns on normal and cancer tissues.31,32 

Ghazanfari et al. and Shin et al. reported that 

the CD66 is a positive marker for MSC.29 The 
exact type of CD66 was not determined and 
they used antibodies against CD66 that identify 
antigens from this CEACAM family of proteins, 
but we used antibody against CD66b. Therefore, 
it is possible that only BM-MSC expresses this 
antigens and other member of CEACAM 
family, rather than CD66b, is expressed on 
SHED or ADSCs. As CD66b is exclusively ex-
pressed on human granulocytes and it is recog-
nized as a granulocyte "activation marker",33 our 
results could be justified. The expression of 
CD146 was different in ADSC and SHED. 
While SHED was positive for this marker, we 
were not able to detect that on ADSCs. CD146 
or Mel-CAM, MCAM or MUC18, is a highly 
glycosylated transmembrane glycoprotein part 
of the immunoglobulin (Ig) superfamily, initially 
recognized in melanoma cells. CD146 expres-
sion has been determined in normal mature tis-
sues, such as vascular endothelium and smooth 
muscle, also in a subpopulation of activated T 
cells. On the other hand, it is expressed during 
the stages of embryonic development. However, 
CD146 is considered as an adhesion marker of 
endothelial cells, since it has been used to iden-
tify and isolate these cells from peripheral blood. 
Interestingly, CD146 has been recently known 
as a MSC marker.34 Its expression has been 
shown on MSC from different origins including 
ADSCs35 and particularly MSC.25,36 CD146 has 
been even applied efficiently for isolating popu-
lations of human MSC in vivo. It is thought that 

its expression is related to probable perivascular 
nich of MSC.37 Our results showed the expres-
sion of CD146 on SHED, but not on ADSC. 
However, our negative results about the absence 
of CD146 on ADSCs is not the only report in 
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this regard as others have reported similar find-
ings.38,39 This can be explained by the heteroge-
neity of MSC, and probably there are subpopu-
lations of MSC that do not express CD146. 
CD56 was the other marker which its expression 
was different in two MSC populations. In the 
present study, SHED expressed this molecule, 
but ADSC were negative for that. Although 
many investigators could not detect CD56 on 
MSC,40,41 recently Battula et al. reported isola-

tion of a distinct mesenchymal stem cell subset 
in BM that expressed CD56 on their cell sur-
faces.42 This finding can explain our results, 
however they used a mAb against CD56 which 
recognized an epitope that does not express on 
natural killer (NK) cells,43 while we used mAb 
against CD56 that has been applied before for 
identifying NK cells. It may mean that SHED 
has the same CD56 molecule as NK cells, which 
is different to CD56 which Battula et al. detected 

on BM-MSC. 42 CD7, CD20, CD25 and CD16 
were absent on both cell types which is in 
agreement with what have been reported be-
fore.26,40,44,45 It has been reported by many re-
searchers that MSC, in particular dental MSC, 
express CD13 on their surfaces20,35,46,47 while 
there are few reports that were not able to detect 
CD13 on MSC.26 In our study, both MSC 
groups were positive for this surface molecule. 
The data about CD10 expression on MSC is 
more confusing compared to CD13.20,48 Even 
two groups of MSC obtained by Battula et al. 

from BM were different in CD10 expression.42 
We also were not able to detect CD10 on ADSC 
and SHED. A number of studies have confirmed 
that MSC respond to some cytokines and 
chemokines through the expression of their re-
ceptors on their own surfaces. For example, 
CCR4, CCR7, CCR9, CXCR4, CXCR5 and 
CXCR6 are some chemokine receptors that have 
been reported to be present on MSC. It is now 
generally accepted that MSC can respond to 
inflammation by their CXCR4 receptors.15,17 In 
this work, we demonstrated that CCR3 is not 
present on either SHED or ADSC. CCR3 is a 
chemokine receptor for CCL chemokines that 
generally causes the immune cells (mono-
cytes/macrophages, T cells, eosinophils, baso-
phils, NK cells and dendritic cells) to respond to 
inflammatory chemokines MIP-1α and MIP-1β 

or other cytokines such as RANTES and eo-
taxin. Honczarenko et al. and Ponte et al. re-

ported the expression of CCR4 and CCR3 on 
MSC48,49 that seems in contrast to our results, 
but the striking point is that they all worked on 

BM-MSC, so maybe it is reasonable to relate 
this controversy to potential different expression 
pattern of chemokine receptors on diverse popu-
lation of MSC.  In conclusion, mesenchymal 
stem cells could be isolated successfully from 
both adipose tissue and tooth. These cells have 
great potential to be used for treatment and pre-
vention of many human diseases. 

 

Conflict of interest statement: All authors de-
clare that they have no conflict of interest. 
 

Sources of funding:  
Isfahan University of Medical Sciences 
 

REFERENCES 
1. Summer R, Fine A. Mesenchymal progenitor cell 

research: limitations and recommendations. Proc 
Am Thorac Soc 2008; 5(6): 707-10. 

2. Bernardo ME, Locatelli F, Fibbe WE. Mesenchymal 
stromal cells. Ann N Y Acad Sci 2009; 1176: 101-17. 

3. Valtieri M, Sorrentino A. The mesenchymal stromal 
cell contribution to homeostasis. J Cell Physiol 
2008; 217(2): 296-300. 

4. Feng B, Chen L. Review of mesenchymal stem cells 
and tumors: executioner or coconspirator? Cancer 
Biother Radiopharm 2009; 24(6): 717-21. 

5. Chen Y, Shao JZ, Xiang LX, Dong XJ, Zhang GR. 
Mesenchymal stem cells: a promising candidate in 
regenerative medicine. Int J Biochem Cell Biol 
2008; 40(5): 815-20. 

6. Crop M, Baan C, Weimar W, Hoogduijn M. Poten-
tial of mesenchymal stem cells as immune therapy in 
solid-organ transplantation. Transpl Int 2009; 22(4): 
365-76. 

7. Muller I, Lymperi S, Dazzi F. Mesenchymal stem 
cell therapy for degenerative inflammatory disor-
ders. Curr Opin Organ Transplant 2008; 13(6): 639-
44. 

8. Uccelli A, Pistoia V, Moretta L. Mesenchymal stem 
cells: a new strategy for immunosuppression? 
Trends Immunol 2007; 28(5): 219-26. 

9. Le Blanc K, Ringden O. Immunomodulation by 
mesenchymal stem cells and clinical experience. J 
Intern Med 2007; 262(5): 509-25. 

10. Popp FC, Eggenhofer E, Renner P, Slowik P, Lang 
SA, Kaspar H, et al. Mesenchymal stem cells can 
induce long-term acceptance of solid organ al-
lografts in synergy with low-dose mycophenolate. 
Transpl Immunol 2008; 20(1-2): 55-60. 

11. Solari MG, Srinivasan S, Boumaza I, Unadkat J, 
Harb G, Garcia-Ocana A, et al. Marginal mass islet 
transplantation with autologous mesenchymal stem 
cells promotes long-term islet allograft survival and 
sustained normoglycemia. J Autoimmun 2009; 
32(2): 116-24. 

12. Aksu AE, Horibe E, Sacks J, Ikeguchi R, Breitinger 
J, Scozio M, et al. Co-infusion of donor bone mar-



Phenotypes of dental and mesenchymal stem cells 

170 International Journal of Preventive Medicine, Vol 1, No 3, Summer 2010 

row with host mesenchymal stem cells treats GVHD 
and promotes vascularized skin allograft survival in 
rats. Clin Immunol 2008; 127(3): 348-58. 

13. Gao F, He T, Wang H, Yu S, Yi D, Liu W, et al. A 
promising strategy for the treatment of ischemic 
heart disease: Mesenchymal stem cell-mediated vas-
cular endothelial growth factor gene transfer in rats. 
Can J Cardiol 2007; 23(11): 891-8. 

14. Hagymasi K, Molnar B, es TZ. Stem cell transplan-
tation in the treatment of gastrointestinal diseases. 
Orv Hetil 2008; 149(31): 1449-55. 

15. Stagg J. Immune regulation by mesenchymal stem 
cells: two sides to the coin. Tissue Antigens 2007; 
69(1): 1-9. 

16. Tarnok A, Ulrich H, Bocsi J. Phenotypes of stem 
cells from diverse origin. Cytometry A 2010; 77(1): 
6-10. 

17. Chamberlain G, Fox J, Ashton B, Middleton J. Con-
cise review: mesenchymal stem cells: their pheno-
type, differentiation capacity, immunological fea-
tures, and potential for homing. Stem Cells 2007; 
25(11): 2739-49. 

18. Arthur A, Zannettino A, Gronthos S. The therapeutic 
applications of multipotential mesenchymal/stromal 
stem cells in skeletal tissue repair. J Cell Physiol 
2009; 218(2): 237-45. 

19. Kuhn NZ, Tuan RS. Regulation of stemness and 
stem cell niche of mesenchymal stem cells: implica-
tions in tumorigenesis and metastasis. J Cell Physiol 
2010; 222(2): 268-77. 

20. Yanez R, Lamana ML, Garcia-Castro J, Colmenero 
I, Ramirez M, Bueren JA. Adipose tissue-derived 
mesenchymal stem cells have in vivo immunosup-
pressive properties applicable for the control of the 
graft-versus-host disease. Stem Cells 2006; 24(11): 
2582-91. 

21. Huang AH, Chen YK, Lin LM, Shieh TY, Chan 
AW. Isolation and characterization of dental pulp 
stem cells from a supernumerary tooth. J Oral Pathol 
Med 2008; 37(9): 571-4. 

22. Choi SJ, Kim JK, Hwang SD. Mesenchymal stem 
cell therapy for chronic renal failure. Expert Opin 
Biol Ther 2010; 10(8):1217-26. 

23. Miura M, Gronthos S, Zhao M, Lu B, Fisher LW, 
Robey PG, et al. SHED: stem cells from human ex-
foliated deciduous teeth. Proc Natl Acad Sci U S A 
2003; 100(10):  5807-12. 

24. Huang GT, Gronthos S, Shi S. Mesenchymal stem 
cells derived from dental tissues vs. those from other 
sources: their biology and role in regenerative medi-
cine. J Dent Res 2009; 88(9): 792-806. 

25. Karaoz E, Dogan BN, Aksoy A, Gacar G, Akyuz S, 
Ayhan S, et al. Isolation and in vitro characterisation 
of dental pulp stem cells from natal teeth. Histochem 
Cell Biol 2010; 133(1): 95-112. 

26. Wu T, Bai H, Wang J, Shi J, Wang C, Lu J, et al. 
Preliminary study on biological properties of adult 
human bone marrow-derived mesenchymal stem 
cells. The Chinese-German Journal of Clinical On-
cology 2006; 5(4):285-90. 

27. von Gunten S, Bochner BS. Basic and clinical im-
munology of Siglecs. Ann N Y Acad Sci 2008; 
1143: 61-82. 

28. O'Reilly MK, Paulson JC. Siglecs as targets for 
therapy in immune-cell-mediated disease. Trends 
Pharmacol Sci 2009; 30(5): 240-8. 

29. Ghazanfari S, Tafazzoli-Shadpour M, Shokrgozar 
MA. Effects of cyclic stretch on proliferation of 
mesenchymal stem cells and their differentiation to 
smooth muscle cells. Biochem Biophys Res Com-
mun 2009; 388(3): 601-5. 

30. Shin MK, Kim MK, Bae YS, Jo I, Lee SJ, Chung 
CP, et al. A novel collagen-binding peptide pro-
motes osteogenic differentiation via 
Ca2+/calmodulin-dependent protein kinase 
II/ERK/AP-1 signaling pathway in human bone mar-
row-derived mesenchymal stem cells. Cell Signal 
2008; 20(4): 613-24. 

31. Kuespert K, Pils S, Hauck CR. CEACAMs: their 
role in physiology and pathophysiology. Curr Opin 
Cell Biol 2006; 18(5): 565-71. 

32. Singer BB, Scheffrahn I, Kammerer R, Suttorp N, 
Ergun S, Slevogt H. Deregulation of the CEACAM 
expression pattern causes undifferentiated cell 
growth in human lung adenocarcinoma cells. PLoS 
One 2010; 5(1): e8747. 

33. Yoon J, Terada A, Kita H. CD66b regulates adhe-
sion and activation of human eosinophils. J Immunol 
2007; 179(12): 8454-62. 

34. Ouhtit A, Gaur RL, Abd Elmageed ZY, Fernando A, 
Thouta R, Trappey AK, et al. Towards understand-
ing the mode of action of the multifaceted cell adhe-
sion receptor CD146. Biochim Biophys Acta 2009; 
1795(2): 130-6. 

35. Tapp H, Hanley EN, Jr., Patt JC, Gruber HE. Adi-
pose-derived stem cells: characterization and current 
application in orthopaedic tissue repair. Exp Biol 
Med (Maywood) 2009; 234(1): 1-9. 

36. Ivanovski S, Gronthos S, Shi S, Bartold PM. Stem 
cells in the periodontal ligament. Oral Dis 2006; 
12(4): 358-63. 

37. Meirelles LS, Fontes AM, Covas DT, Caplan A. 
Mechanisms involved in the therapeutic properties 
of mesenchymal stem cells. Cytokine & Growth 
Factor Reviews 2009; 20(5-6): 419-27. 

38. Lin K, Matsubara Y, Masuda Y, Togashi K, Ohno T, 
Tamura T, et al. Characterization of adipose tissue-
derived cells isolated with the Celution system. Cy-
totherapy 2008; 10(4): 417-26. 

39. Yoshimura K, Shigeura T, Matsumoto D, Sato T, 
Takaki Y, Aiba-Kojima E, et al. Characterization of 
freshly isolated and cultured cells derived from the 
fatty and fluid portions of liposuction aspirates. J 
Cell Physiol 2006; 208(1): 64-76. 

40. Bochev I, Elmadjian G, Kyurkchiev D, Tzvetanov L, 
Altankova I, Tivchev P, et al. Mesenchymal stem 
cells from human bone marrow or adipose tissue dif-
ferently modulate mitogen-stimulated B-cell immu-
noglobulin production in vitro. Cell Biol Int 2008; 
32(4): 384-93. 



 Phenotypes of dental and mesenchymal stem cells 

International Journal of Preventive Medicine, Vol 1, No 3, Summer 2010 171 

41. Taskov HEV, Todorov MH., Dimitrov Y. Charac-
terization of mesenchymal fetal liver is a niche for 
maturation of primitive stem cells from human fetal 
liver. Comptes Rendus de L'Academie Bulgare des 
Sciences 2009; 60(12): 1321-6. 

42. Battula VL, Treml S, Bareiss PM, Gieseke F, Roe-
lofs H, de Zwart P, et al. Isolation of functionally 
distinct mesenchymal stem cell subsets using anti-
bodies against CD56, CD271, and mesenchymal 
stem cell antigen-1. Haematologica 2009; 94(2): 
173-84. 

43. Buhring HJ, Battula VL, Treml S, Schewe B, Kanz 
L, Vogel W. Novel markers for the prospective iso-
lation of human MSC. Ann N Y Acad Sci 2007; 
1106: 262-71. 

44. Roelen DL, van der Mast BJ, in't Anker PS, Klei-
jburg C, Eikmans M, van Beelen E, et al. Differen-
tial immunomodulatory effects of fetal versus ma-
ternal multipotent stromal cells. Hum Immunol 
2009; 70(1): 16-23. 

45. Hoshino A, Chiba H, Nagai K, Ishii G, Ochiai A. 
Human vascular adventitial fibroblasts contain mes-
enchymal stem/progenitor cells. Biochem Biophys 

Res Commun 2008; 368(2): 305-10. 
46. Kerkis I, Kerkis A, Dozortsev D, Stukart-Parsons 

GC, Gomes Massironi SM, Pereira LV, et al. Isola-
tion and characterization of a population of imma-
ture dental Pulp stem cells expressing OCT-4 and 
Oother embryonic stem cell markers. Cells Tissues 
Organs 2006; 184(3-4): 105-16. 

47. Lodie TA, Blickarz CE, Devarakonda TJ, He C, 
Dash AB, Clarke J, et al. Systematic analysis of re-
portedly distinct populations of multipotent bone 
marrow-derived stem cells reveals a lack of distinc-
tion. Tissue Eng 2002; 8(5): 739-51. 

48. Honczarenko M, Le Y, Swierkowski M, Ghiran I, 
Glodek AM, Silberstein LE. Human bone marrow 
stromal cells express a distinct set of biologically 
functional chemokine receptors. Stem Cells 2006; 
24(4): 1030-41. 

49. Ponte AL, Marais E, Gallay N, Langonne A, De-
lorme B, Herault O, et al. The in vitro migration ca-
pacity of human bone marrow mesenchymal stem 
cells: comparison of chemokine and growth factor 
chemotactic activities. Stem Cells 2007; 25(7): 
1737-45. 

 
 


