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Some recent reports suggest that cryopreserved and thawed mesenchymal stromal cells (MSCs) may have impaired functional properties as compared to freshly harvested MSCs from continuous cultures. A cryopreservation step in the manufacturing process brings important benefits, since it enables immediate off-the-shelf access to the products and a completion of all quality testing before batch release and administration to the patient. Cryopreservation is also inevitable in MSC banking strategies. In this study, we present the results from the MSC stability testing program of our in-house manufactured clinical-grade allogeneic bone marrow-derived MSC product that is expanded in platelet lysate and frozen in passage 2. The current manufacturing protocol contains only one freezing step and the frozen MSC product is thawed bed-side at the clinic. We can conclude superior viability and cell recovery of the frozen and thawed MSC product utilizing the validated freezing and thawing protocols we have developed. The MSC phenotype and differentiation potential was generally found to be unaltered after thawing, but the thawed cells exhibited a 50% reduced, but not completely abolished, performance in an in vitro immunosuppression assay. The in vitro immunosuppression assay results should, however, be interpreted with caution, since the chosen assay mainly measures one specific immunosuppressive mechanism of MSCs to suppress T-cell proliferation. Since at least two freezing steps are usually necessary in MSC banking strategies, we went on to investigate the impact of repeated freezing on MSC quality attributes. We can conclude that two freezing steps with a preceding cell culture phase of at least one passage before freezing is feasible and does not substantially affect basic cell manufacturing parameters or quality attributes of the final frozen and thawed product. Our results suggest, however, that an exhaustive number of freezing steps (≥4) may induce earlier senescence. In conclusion, our results support the utilization of frozen MSC products and MSC banking strategies, but emphasize the need of always performing detailed studies on also the cryopreserved MSC counterpart and to carefully report the cryopreservation and thawing protocols.
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HIGHLIGHTS

- 1-2 freezing steps for MSCs in early passage is feasible and preserves most of the in vitro functional properties.Interim freezing steps are not reflected in standard manufacturing parameters.

- the in vitro immunosuppressive performance of frozen and thawed MSCs may be different from their fresh counterparts with a reduced, but not abolished in vitro performance specific for the IDO pathway.

- in vitro immunosuppression assay results ought to be interpreted with caution.

- cryopreserved and thawed MSCs may be different from their fresh counterparts, but that does not necessarily translate to reduced clinical efficacy.

INTRODUCTION

Mesenchymal stromal cells (MSCs) are being widely studied as potential cell therapy medicinal products due to their immunomodulatory properties, which have been established by in vitro studies and in several clinical trials (1, 2). Within this context, MSC therapy may hold substantial promise particularly in the treatment of inflammatory and autoimmune conditions and MSCs have therefore been widely employed as a salvage treatment option in refractory graft-vs.-host disease (GvHD) in its acute form (3–6). It is, however, becoming evident that albeit some patients with severe acute GvHD markedly benefit from the MSC treatment, some patients experience no improvement of the symptoms (7, 8). Based on numerous published patient cohorts and thousands of treated patients, the safety of MSC therapy appears clear, but less certain is the efficacy of the MSC therapy. It is currently evident that the overwhelming positive results reported from in vitro and preclinical animal studies have largely not yet translated into full clinical efficacy.

Clearly, there is still much to be learned and optimized with regards to the in vivo interactions of MSCs in human pathological states. It has been thought that allogeneic MSCs do not provoke an overt immune reaction in the host even when the host and donor are not human leukocyte antigen (HLA) matched. This concept has been challenged recently, but fortunately not from a safety point of view. Allogeneic MSCs are obviously not as hypoimmunogenic as originally thought and an immune activation of host cytotoxic T-cells and cytotoxic activity against MSCs is actually critical for effective immunosuppression through phagocytosis of apoptotic MSCs and subsequent macrophage polarization (9, 10). The apoptosis-based MSC immunomodulation mechanism has significantly improved our understanding on the mechanistic properties of MSCs, but we also need to clarify how the functional properties of MSCs may be affected by differences in the manufacturing strategies and culturing conditions.

Clinical MSC preparations can either be fresh, meaning the cells are detached from the cell cultures just before administration to patients, or the cells can be cryopreserved and thawed bedside just before administration. Naturally, every step of the clinical manufacturing process need to fulfill local legislation, such as the Advanced Therapy Medicinal Product (ATMP) legislation in all EU countries, and comply with GMP requirements specific for the area. MSCs are usually manufactured from third-party healthy donors and administered in a completely HLA-mismatched allogeneic setting. Not unsurprisingly, it is therefore more common to utilize cryopreserved MSCs in the clinical setting, since cryopreservation includes several obvious benefits: (1) rapid access to the cell product in acute conditions, (2) convenient logistics to the clinical site, (3) minimal reconstitution activities of the cell product bed-side, (4) substantial quality benefits with all quality testing completed before batch release and administration to the patient, (5) large-scale manufacturing and master cell bank opportunities, and (6) enablement of treatment protocols with numerous identical cell doses. The effect of cryopreservation on MSC therapeutic properties has, however, become highly controversial. Some recent reports suggest that cryopreserved MSCs may have impaired functional properties when compared with freshly harvested MSCs from continuous cultures (11–13). On the contrary, some recent conflicting studies have shown that the functionality and cell characteristics of cryopreserved MSCs are comparable to fresh MSCs (14–16). Cryopreserved MSCs have been explored in several clinical studies for graft-vs.-host disease by us and others with partially encouraging results (7, 17–21). These conflicting results warrant further studies to elucidate the impact of a cryopreservation step in the manufacture of clinical-grade MSCs.

In this study, we performed an in-depth analysis of our in-house manufactured and cryopreserved platelet lysate-expanded bone marrow-derived MSC product, which is provided frozen in passage 2 (p2) for clinical use. We report superior viability and cell recovery of our cryopreserved MSC product utilizing the freezing and thawing protocols we have established. The MSC phenotype and differentiation potential was generally unaltered after thawing, but we report a reduced, but not abolished, in vitro immunosuppression capacity directly after thawing. Since our current manufacturing protocol contains only one freezing step in p2 and multiple freezing steps are usually necessary in MSC banking strategies, we went on to investigate the impact of repeated freezing. We can conclude that two freezing steps with preceding cell culture of at least one passage before freezing is feasible and does not substantially affect basic cell manufacturing parameters (cell yield, growth kinetics, population doubling (PD) number) or the basic quality attributes of the final frozen and thawed product. Our results indicate that freezing of MSCs is feasible and preserves most of the functional properties of the product, keeping in mind that the in vitro immunosuppressive potency assay results with thawed MSCs could indicate a reduced IDO-dependent immunomodulatory capacity. Our results might also suggest that an exhaustive amount of freezing steps (≥4) may accelerate the induction of senescence.

MATERIALS AND METHODS

MSC Starting Material

Healthy, voluntary bone marrow (BM) donors were recruited specifically for donating starting material for clinical-grade MSC manufacturing. The donor recruitment, eligibility assessment and bone marrow aspiration protocol was approved by the local ethics committee and the BM collection procedure was authorized by the Finnish Medicines Agency under a tissue establishment license. Forty milliliters of bone marrow was aspirated under local anesthesia from the posterior iliac crest into heparinized syringes after a written informed consent. Donor eligibility was assessed by an extensive health questionnaire and testing for infectious diseases (NAT tests: HIV-1, HBV, and HCV by Ultrio NAT, B19 (Parvo), HAV; Serological tests: HBsAg, HCVAb, HIVAb/Ag, HBcAb, TrpaAb (Syphilis), HTLVAb and CMVAbG). The donors had an average age of 25 years (range 18–35 years) and the male/female ratio was 30/70%, respectively.

Bone Marrow-Derived MSC (BM-MSC) Culture Protocol

The clinical-grade MSC culture protocol layout is presented in Figure 1 and has been previously published together with clinical data (7, 8). Cultured MSCs are classified as ATMPs in the EU and the clinical-grade MSC products were manufactured in the GMP facility of the Finnish Red Cross Blood Service in Helsinki under a national ATMP hospital exemption license authorized by the Finnish Medicines Agency. The BM sample was processed within 2 h of aspiration and was diluted with DPBS (CTS Life Technologies, Thermo Fischer Scientific, MA, USA) containing 0.02% Versene (EDTA, Lonza, Switzerland) before density gradient centrifugation (Ficoll-Paque Premium, GE Healthcare Biosciences, Sweden). Primary cultures (p0) were initiated by plating isolated BM mononuclear cells (MNCs) at 400 000 cells/cm2. All culturing steps were performed at +37°C and in humidified atmospheric oxygen with 5% CO2. The animal serum-free, antibiotic-free basal culture medium consisted of D-MEM low glucose (Life Technologies) supplemented with 40 IU/ml heparin (Heparin Leo 5000 IU/ml, Leo Pharma, Sweden) and 10% pooled platelet lysate (Finnish Red Cross Blood Service, Helsinki, Finland; for more details see (22, 23). Culture medium was replaced twice a week and the cells were detached with TrypLE Select CTS (Life Technologies). The cells were plated at a density of 1000 cells/cm2 from p1 and onwards. Culture confluency and cell morphology were monitored by phase contrast microscopy. Cell numbers and viability were determined using the NucleoCounter NC-100 (ChemoMetec A/S, Denmark). Research-grade MSC cultures (from p3 onwards) were cultured outside the GMP facility and the cultures were additionally supplemented with 100 IU/ml Penicillin and Streptomycin (Gibco, Life Technologies).
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FIGURE 1. Graphical layout of experimental design. Bold black outliners indicate freezing steps. (A) In-house BM-MSC manufacturing protocol for clinical-grade MSC product. The final product in passage two is cryopreserved. (B) The effect of adding one interim freezing step at either passage 0 or passage 1 in addition the final freezing step at passage 2 was explored in this study. (C) Some MSC lines were cultured until passage 5 in this study with freezing at every passage.



Freezing and Thawing of MSCs

Clinical-grade MSCs in passage 2 were detached from cultures with TrypLE Select CTS (Life Technologies), washed with DPBS and suspended in a pre-chilled freezing medium consisting of 10% dimethylsulfoxide (DMSO, CryoSure, Wak-Chemie Medical GmbH, Germany) and 90% human serum albumin (Albunorm 200 g/l, Octapharma, Switzerland). Clinical-grade cells were dispensed in freezing bags with either 50 × 106 or 100 × 106 cells/bag (CryoMACS®, Miltenyi Biotech GmbH, Germany) as described previously (7). Research-grade cultures were frozen in smaller cryovials (Nunc CryoTubes®, Nalge Nunc, NY, USA), but with comparable cell density. Both freezing bags and cryovials were slowly chilled at −70°C before transferring the bags or vials to vapor (clinical-grade) or liquid (research-grade) nitrogen tanks at ≤ −140°C. Frozen bags or cryovials were thawed at +37°C water bath according to a standardized operating procedure. The exact thawing time was always documented and never exceeded 3 min. Clinical-grade cells in freezing bags were always diluted in saline to 2 × 106 cells/ml immediately after thawing, after which the thawed cells were filtered through a 200 μm clinical filter. The cells were allowed to rest at room temperature for 5 to 15 min before analysis or further processing.

Colony Forming Units and Population Doubling Numbers

Original MSC amounts in the bone marrow aspirate was determined by the colony forming units-fibroblast (CFU-F) assay (24). Four Lakhs isolated BM-MNCs/cm2 were plated in replicate on 6-well plates in basal culture medium and were let to adhere for 72 h. Non-adherent cells were removed, the wells were washed four times with DPBS and culturing was continued for 5–10 days until individual colonies consisting of at least 20 cells were clearly visible. The cells were fixed with methanol (Methanol EMSURE® ACS, Merck KgAa, Germany), stained with Giemsa stain (Giemsa's Azur Eosin Methylene Blue, Merck, KgAa) and the number of colonies in each well was calculated. The CFU-F colony numbers were correlated to the plated MNC numbers and culture area cm2. Population doubling (PD) numbers were calculated for each passage according to the equation [PD = log2 (NH/N1)], where N1 is the number of seeded cells/cm2, and NH is the number of harvested cells/cm2. The CFU-F number of the p0 culture was used as the first N1 (22). The cumulative PD number thus also include the amount of population doublings that occur during the initial p0 culture stage.

Cell cultures were considered fully senescent when the confluency of the culture remained under 30% after 2 weeks of culturing without passaging combined with manifested senescence-associated morphological characteristics such as enlarged cell size and granularity (25).

Cell Surface Phenotype by Flow Cytometry

The MSC immunophenotype was determined by flow cytomety using the Navios Cytometer (Beckmann Coulter, IN, USA) and FlowJo analysis software (version 7.4.1. TreeStar Inc., CA, USA). The cell surface antigens CD44, CD49e, CD13, CD90, CD73, CD29, CD86, CD105, HLA-ABC, CD14, CD19, CD34, CD45, CD80, and HLA-DR were analyzed and at least 5000 cells were included in the analysis. All antibodies were purchased from BD Biosciences (CA, USA) except CD80 (Beckmann Coulter) and HLA-DR (Abcam, UK). The proportion of non-viable cells were determined during analysis by staining the cells with propidium iodide (50 μg/ml in PBS, BD Biosciences).

Differentiation Assays
 Osteogenic Differentiation Assay

MSCs were plated at a density of 1000 cells/cm2 in 6-well-plates and cultured in platelet lysate supplemented basal culture medium with 100 IU/ml penicillin and streptomycin until 70% confluency. Osteogenic differentiation was induced with 0.1 μM dexamethasone (Dexamethasone, BioXtra, Sigma, MO, USA), 50 μM ascorbic acid (Ascorbic acid 2-phosphate, Sigma) and 10 mM β-glyserophosphate (β-Glyserophosphate disodium salt pentahydrate, AppliChem, Germany). The MSCs were maintained in the induction medium until the formation of visible calcium phosphate precipitate. The cells were fixed with 4% paraformaldehyde (PFA) and the calcium phosphate precipitate was stained using von Kossa staining.

Adipogenic Differentiation Assay

MSCs were plated at density 1000 cells/cm2 in 6-well plates and cultured in the platelet lysate supplemented basal culture medium with 100 IU/ml penicillin and streptomycin until 70–100% confluent. Adipogenic differentiation was induced for 3–4 days by an induction medium consisting of αMEM GlutaMax (Gibco, Life Technologies), 10% inactivated fetal bovine serum (Gibco, Life Technologies), 20 mM Hepes (Gibco, Life Technologies), 100 U/ml penicillin and streptomycin (Gibco, Life Technologies) supplemented with the induction cocktail of 0.1 mM indomethacin (Sigma), 44 μg/ml 3-isobutyl-methyl-xanthine (IBMX-22*), 0.5 μg/ml insulin (Insulin-0.25*) and 0.4 μg/ml dexamethasone (DM-200*) (*Preadipocyte Differentiation Medium Supplement Pack, PromoCell, Italy). Control cells were only maintained in induction medium without the induction cocktail. Differentiation was finalized by culturing the cells in a terminal differentiation medium consisting of induction medium supplemented with 0.1 mM indomethacin (Sigma), 0.5 μg/ml insulin (Insulin-0.25*) and 3.0 μg/ml ciglitazone (Ciglitazone-1.5*) (*Preadipocyte Differentiation Medium Supplement Pack) for 2–4 weeks until visible lipid droplets could be observed. The cells were fixed with 4% PFA and were stained using Sudan III.

Immunosuppression Assays
 Basic T-Cell Proliferation Assay

Peripheral blood mononuclear cells (PBMNCs) from healthy voluntary blood donors were used as responder cells and were isolated from buffy coats (Finnish Red Cross Blood Service, Helsinki, Finland) by density gradient centrifugation (Ficoll-Paque Premium, GE Healthcare). Isolated PBMNCs were cryopreserved in 10% DMSO (CryoSure DMSO, Wak-Chemie Medical GmbH) and 90% inactivated fetal bovine serum (Gibco, Life Technologies). Responder cells from at least two individual donors were used in each experiment. The responder cells were thawed in +37°C water bath, were let to rest at room temperature for at least 30 min and were subsequently filtered through a 30 μm sterile filter and labeled with 5 μM 5(6)-Carboxyfluorescein succinimidyl ester (CFSE mixed isomers, Molecular Probes, Life Technologies). Co-cultures with MSCs were initiated by first allowing the MSCs to adhere for 3–4 h (max 24 h) before adding the labeled responder cells to the co-cultures together with the activation cocktail composing of 6.5 μg/ml CD3 (anti-human CD3, clone Hit3a, Bio Legend, CA, USA) and 6.5 μg/ml CD28 (anti-human CD28, clone CD28.2, Bio Legend) antibodies. All co-cultures were performed with a T-cell culture medium consisting of RPMI 1640 Medium with L-glutamine and HEPES buffer, 100 U/ml penicillin-streptomycin and 5% inactivated fetal bovine serum (all from Gibco, Life Technologies). Every experiment was performed with replicate samples, at least two different responder cells and also including different responder:MSC cell ratios (1:10, 1:20 and 1:50). Each experiment also contained an IDO inhibition verification with 1.0 mM of the IDO inhibitor 1-Methyl-L-Tryptophan (L-1MT, Sigma). The responder:MSC cell ratio was always 1:10 in the IDO inhibitor tests. The co-cultures were incubated for 4–5 days before flow cytometric analysis of T-cell proliferation (Navios, Beckmann Coulter or BD FACS Aria IIu, Becton Dickinson, NH, USA).

Alternative Set-Ups

To elucidate the impact of assay design in the final read-out of the immunosuppression assay, three alternative set-ups were also utilized: the MSCs were either (1) combined directly after thawing with the labeled responder cells and activation cocktail or (2) allowed to adhere to the assay plates for exactly 24 h before adding the labeled responder cells and the activation cocktail (24 h culture rescue), or (3) the responder cells were pre-activated with the CD3/CD28 antibodies for 24 h before adding fresh MSCs from continuous cultures to the assay (n = 2).

Analysis of Mean Cell Area

A detailed protocol for image acquisition and analysis is described in Oja et al. (25). Briefly, MSCs were plated at density 3000 cells/cm2 in 6-well culture plates and were allowed to adhere and proliferate for 48 h before fixation with 4% PFA (Sigma). Fixed MSCs were permeabilized with 0.1% Triton X-100/PBS (Sigma) and the nuclei were stained with 0.125 μg/ml DAPI and the cytoplasm with 1 μg/ml Cell Mask Deep Red Stain (both from Life Technologies). The images were acquired using the Cell Insight high content screening platform (Thermo Scientific, IL, USA). Signals from DAPI and Cell Mask stains were recorded on separate channels, using filters 386 and 630 nm, respectively. Images were acquired from 6 wells resulting in 1998 images per channel on each run and mean cell area in different passages were calculated.

Statistical Methods

Statistical analyses were performed using the GraphPad Prism (version 7.02) software (GraphPad Software Inc., La Jolla, California). A two-tailed paired t-test with a Mann-Whitney test was used for the comparison of two groups. 1way ANOVA with either Bonferroni's multiple comparisons test or Brown-Forsythe test (Figure 6C) was utilized when comparing multiple groups. Differences were considered statistically significant when p < 0.05.

RESULTS

Excellent Viability and Cell Recovery and Restored Basic MSC Characteristics After a Single Freezing Step at Passage 2

As part of the stability testing program of our in-house manufactured clinical-grade bone marrow-derived MSC product, which is frozen in p2 (7, 22), we investigated the quality and functional properties of the product before and after the single freezing step at p2. The outlines of the clinical MSC culture protocol is presented in Figure 1A. The cells were frozen in doses of either 50 or 100 × 106 cells in 50 ml freezing bags and were thawed and diluted in 0.9% NaCl according to a validated protocol in use bedside in the clinics, which also includes forcing the cells through a syringe and 200 μm filter (see Materials and Methods section for more details). The viability of 26 individual clinical MSC batches in p2 before freezing is presented in Figure 2A. The mean viability of these batches was 94.8% (min 91.5%, max 96.7%) before dispensing the cells in freezing bags and initiating the freezing. The viability and recovery was studied in 8–9 individual bags (derived from four individual MSC batches) after freezing and thawing. As presented in Figure 2A, the mean viability and cell recovery after thawing was 94.2% (min 92.7%, max 95.4%) and 96.4% (min 88.2%, max 100%), respectively. We can therefore conclude a superior viability and cell recovery after one freezing step in p2 utilizing the freezing and thawing protocols we have developed and validated for large cell amounts (50 or 100 × 106 cells) in 50 ml freezing bags and even after forcing the thawed cells through standard infusion materials composing of a syringe, 200 μm filter and infusion lines.
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FIGURE 2. Characterization of clinical-grade allogeneic BM-MSC product in passage 2 before and after one freezing step. (A) Viability before freezing (white) and after thawing (black) and cell recovery after thawing (gray). The cells were frozen at passage 2 in freezing bags with either 50 or 100 × 106 cells/bag. Results are presented as mean ± SEM. The viability differences were non-significant (p-value 0.1716 with a non-parametric two-tailed t-test and 95% confidence interval). (B) Osteogenic and adipogenic differentiation capacity of MSCs before and after freezing. Representative phase contrast microscope pictures are presented (n = 3). Enlargement is indicated in each picture separately. (C) MSC phenotype before (white) and after (black) freezing as studied by flow cytometry. Results are presented as mean ± SEM (n = 3). (D) T-cell proliferation assay results of clinical-grade MSCs in passage 2 before freezing with IDO inhibition. Results are presented as mean ± SEM (n = 16). 1-Methyl-L-Tryptophan (L-1MT) was utilized as an IDO inhibitor. ****p < 0.0001.



The osteogenic and adipogenic differentiation potential of cells from p2 was examined before and after freezing. We compared the differentiation potential in at least three individual clinical-grade MSC batches and we always observed a preserved differentiation potential in all of these batches (Figure 2B). The basic MSC phenotype, as studied by flow cytometry, was also compared before and after freezing in the exact same MSC batches (Figure 2C). The generally accepted positive MSC markers CD90, CD73, CD105, CD44, CD49e, CD13, CD29, and HLA-ABC remained unaltered in the flow cytometry analysis directly after thawing (Figure 2C, left panel) and clearly fulfilled the ISCT minimal criteria of ≥95% positive expression (26). The expression of the negative MSC markers CD14, CD19, CD34, and CD45 (Figure 2C, right panel) also fulfilled the ISCT minimal criteria (26) and were consistently ≤2% with the exception of HLA-DR (Figure 2C, right panel). The HLA-DR cell surface expression in pooled platelet lysate cultured BM-MSC has previously been shown to be routinely ≥2% (22). The mean HLA-DR cell surface expression in the 26 individual MSC batches analyzed in this study was 16.2% at p2 before freezing (min 0.9%, max 56.5%) (data not shown). The HLA-DR expression was above the ≥2% expression limit also after freezing and thawing as presented in Figure 2C (right panel), but it is interesting that there was a drop of about 8% in the HLA-DR cell surface expression as compared to the expression levels in the same cell batches before freezing. It is also noteworthy that we observed a substantial increase in PI+ positive cells in the post thaw cell samples (Figure 2C, right panel), indicating that the FACS staining and analysis procedure is harsh on newly thawed cells, since the cell viability (as determined with the NucleoCounter NC-100 method that also measures PI penetration) was concluded to be excellent directly after thawing as presented in Figure 2A.

The in vitro immunosuppression capacity of 16 individual clinical MSC batches in p2 before freezing is presented in Figure 2D utilizing a T-cell proliferation assay. The proliferative response was normalized to the proliferation control set as 100% in each assay. Every MSC batch consistently inhibited the proliferation of the activated responder T-cells to a mean of 31.06% of the original proliferation rate (min 13.75%, max 59.93%). Addition of the IDO inhibitor 1-Methyl-L-Tryptophan (L-1MT) significantly inhibited the immunosuppression capacity of the MSCs by approx. Fifty percent resulting in a mean T-cell proliferation rate of 69.52% of the proliferation control (min 37.58%, max 92.50%) (P-value < 0.0001 with a two-tailed paired t-test) (Figure 2D). The immunosuppression capacity of frozen and thawed MSCs is presented in Figures 4, 5.

Introducing an Additional Interim Freezing Step Does Not Affect Basic MSC Manufacturing Parameters

We next wanted to explore the possible impact of introducing additional interim freezing steps at either p0 or p1 in addition to the final freezing step at p2 (Figure 1B). No differences were seen in the cumulative culture time (Figure 3A), the cumulative population doubling (PD) number (Figure 3B) or the cell yield/cm2 (Figure 3C) until reaching p2 when comparing unfrozen MSCs initiated from fresh bone marrow to MSCs frozen at p0 or p1 and subsequently subcultured until p2. Unfrozen and interim frozen cells from the same MSC batches were compared in these experiments and the experiments were repeated with four individual MSC batches. No statistically significant differences could be observed in either the p2 cell viability or the recovery after thawing utilizing only one freezing step (control) or two freezing steps either at p0 + p2 or p1 + p2 (Figure 3D). The osteogenic and adipogenic differentiation capacity was also clearly not affected by an additional freezing step and the differentiation results of p2 post thaw cells after two freezing steps (Figure 3E) were completely comparable to the differentiation potential after one freezing step and, importantly, directly comparable to the differentiation capacity of unfrozen MSCs (Figure 2B).
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FIGURE 3. Manufacturing parameters and characterization of BM-MSCs in passage 2 after two freezing steps. MSC products in passage 2 (p2) are compared after no preceding freezing steps (unfrozen), one freezing step at passage 0 (p0) or one freezing step at passage 1 (p1). (A) Cumulative culture time at p2. (B) Cumulative population doubling (PD) time. (C) Cell yield per cm2 at p2 before freezing. (D) Cell viability (left) and cell recovery (right) at p2 after freezing and thawing. (E) Osteogenic and adipogenic differentiation capacity of MSCs frozen twice in either p0 or p1 and p2. Representative phase contrast microscope pictures presented from n = 3. Enlargement indicated for each picture separately. Results in (A–D) are presented as mean ± SEM (n = 4).



Impaired in vitro Immunosuppression Activity of Thawed MSCs

The immunosuppression capacity of MSCs before freezing and after one freezing step at p2 or two freezing steps (p0 + p2 or p1 + p2) was studied primarily using a T-cell proliferation assay (Figures 4A,B). The results indicate that the immunosuppression potential of frozen and thawed MSCs is reduced by approx. Fifty percent (p < 0.0001, n = 20) as compared to the fresh counterpart, at least in this particular in vitro assay design for immunosuppression (Figure 4B). It is, however, evident that additional interim freezing steps at p0 or p1 do not affect the immunosuppression potential of the final product at p2 (Figure 4A) and, interestingly, the difference in immunosuppression before and after freezing is not as evident and even not statistically significant in cells after two freezing steps. It should be pointed out that the MSCs were introduced to the FCS containing immunosuppression assay medium when initiating the assay, which is also the situation for the thawed MSCs. It should also be pointed out that the immunosuppression potential of frozen and thawed MSCs was not completely abolished, but was merely reduced by approx. Fifty percent to approximately 66% of the proliferation control (Figure 4B). Interestingly, the immunosuppression potential of frozen and thawed MSCs is comparable to the immunosuppression assays with fresh MSC where the IDO inhibitor 1-Methyl-L-Tryptophan (L-1MT) was added as presented in Figure 2D.
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FIGURE 4. In vitro immunosuppression capacity of cryopreserved MSCs as measured by a T-cell proliferation assay. (A) Immunosuppression capacity of MSCs before (white) and after freezing and thawing (black) with one freezing step at passage 2 (p2) or two freezing steps at either p0 or p1 and p2. The results are presented as mean ± SEM (n = 6-8). (B) Comparison of fresh (white) and frozen and thawed (black) MSCs in p2. The data in extrapolated from all the data presented in (A), regardless of the number of freezing steps. The results are presented as mean ± SEM (n = 20–22). *p < 0.05, ***p < 0.001.



Immunosuppression in vitro Assay Design and Impact On Readout

The chosen primary immunosuppression assay used in this study was a T-cell proliferation assay, where the MSCs were always first plated alone and allowed to adhere (usually 3–4 h and up to 24 h with fresh MSCs), after which the labeled responder MNCs were added to the assay together with the T-cell activator molecules CD3 and CD28. Fresh MSCs consistently inhibited the T-cell proliferation with all studied MSC batches in this assay format with a variable initial MSC adhering time from 3–24 h (Figure 4). Since the frozen and thawed MSCs were not allowed to adhere for more than 9 h, we next wanted to confirm that the reduced immunosuppression of the frozen and thawed MSCs (Figure 4) were not due to a shorter adhering time. In Figure 5A, frozen and thawed MSCs were either combined with the responder cells directly (0 h) after thawing or after a 24 h adherence time. This 24 h adhering period can alternatively be named a 24 h culture rescue period as used by others (11). As can be seen in Figure 5A, a 24 h rescue period did not improve the in vitro immunosuppression response and, on the contrary, almost completely diminished the in vitro immunosuppression response of thawed MSCs. The immunosuppression of thawed MSCs immediately combined with the responder cells (0 h) was completely comparable to the frozen and thawed MSCs after 3–9 h of preplating as presented in Figure 4. In our hands and with the chosen assay format, we could not see a benefit of a 24 h culture rescue period for the frozen and thawed MSCs.


[image: image]

FIGURE 5. The impact of assay design and the performance of an in vitro immunosuppression assay. (A) Frozen and thawed MSCs were either combined directly (0 h) with activated T-cells or pre-plated (culture rescued) for 24 h before combined with the activated T-cells (n = 4). (B) Fresh MSCs were combined with T-cells, which had been pre-activated for 24 h before combining with the MSCs. The results are presented as mean ± SEM.



We further wanted to explore how small changes in the immunosuppression assay design could possibly impact the final result. In the basic immunosuppression assay format, we activate the responder MNCs simultaneously when added to the MSCs. We therefore explored the impact of utilizing pre-activated responder MNCs with fresh MSCs (Figure 5B). The result was strikingly different: the fresh MSCs, which always perform well in the in vitro immunosuppression assay, produced only a very modest immunosuppression, even in higher cell:responder ratios, and the immunosuppression was even worse than for the frozen and thawed MSCs presented in Figure 4. This experiment demonstrates well how easily an immunosuppression readout can be modified by small, but critical, changes in the assay design.

The Impact of Freezing on Replicative Senescence

Four individual MSC lines derived from individual bone marrow donors were cultured from fresh bone marrow and with continuous passaging until reaching complete replicative senescence (Figure 6A). During these culturing experiments, aliquots were taken during passaging and were cryopreserved (see experiment layout in Figure 1C). Frozen interim samples were subsequently thawed and cultured until senescence. We finally compared the culture kinetics of the same individual MSC line without any freezing steps, one freezing step, two freezing steps or freezing at every passage until reaching p5 (Figure 6A). We chose to analyze the data by comparing the population doubling (PD) numbers at each passage vs. the passage numbers. A strikingly similar culture kinetics with no statistically significant differences at any passage number was observed between the unfrozen cultures vs. cells that had been frozen once (at p1) or twice (at p0 and p2). We can, however, conclude that there is more variability in the culture kinetics after higher passaging numbers >p3. Interestingly, some significant differences were revealed in the cultures where the MSCs were frozen at every passage from p0 until p5, where the cells that were frequently frozen and thawed clearly had a higher PD number compared to cells at the same passage number which had either never been frozen or had been frozen once or twice during culturing (Figures 1C, 6A, blow up). This was, however, evident only at the higher passage numbers 4 and 5 and was not still evident at passage 2 or 3. This might indicate that freezing and thawing affects the senescence mechanisms, but only after an exhaustive number of freezing steps. Furthermore, the possible impact of freezing steps might be very individual for a particular MSC line, since one of the four analyzed MSC lines clearly demonstrated a different culture kinetics after one or two interim freezing steps as compared to the unfrozen culture (Figure 6B). In this particular case, it looked like this individual MSC line reached senescence (defined as when the number of PD's/day reached zero) two passages earlier (Figure 6B). It is also evident that the PD capacity per day decreases as early as from p2-3, but markedly after p3 (Figure 6B). We finally looked at the mean cell area correlated to both passage and PD numbers as an indicator of early senescence (Figure 6C). The cell area is clearly unaffected after one to two freezing steps as compared to their unfrozen counterparts during early passage up to p3 and PD numbers up to 30 (Figure 6C). At later passage numbers the variability in cell size increases, but the cell size differences between cells that have been frozen twice and their unfrozen counterpart is unsignificant (Figure 6C), which indicates that a moderate number of freezing steps does not significantly affect early onset of senescence of MSCs.


[image: image]

FIGURE 6. MSC freezing and impact on replicative senescence. (A) Cumulative population doubling (PD) numbers at each passage of the same MSC line without any freezing steps, one freezing step, two freezing steps or freezing at every passage until reaching replicative senescence. The results are presented as mean ± SEM of four individual MSC lines. The box with the dashed boarder lines containing the results for passage 4 and passage 5 is enlarged on the right. (B) Example of the growth kinetics of one of the four individual MSC lines presented in Figure 6A. (C) Mean cell area compared to population doubling (PD) numbers of either unfrozen MSCs or after either one or two freezing steps. **p < 0.01.



DISCUSSION

The conflicting results on the potential functional consequences of MSC cryopreservation led us to thoroughly investigate the functionality and quality attributes of our clinical-grade MSC product, mainly by utilizing a set of standard quality control and batch release assays used in clinical MSC manufacturing by us and others. Our in-house GMP manufacturing protocol for an allogeneic BM-derived platelet lysate-expanded MSC product contains only one freezing step at p2 (Figure 1A). The cryopreserved MSC products in p2 are subsequently provided frozen to the clinics when needed for the treatment of refractory acute GvHD and are thawed bed-side immediately before i.v. administration according to a published standard operating procedure (7, 22). In favor of MSC cryopreservation, we report in this study (and as part of our MSC product stability program) a 94.2% viability and 96.4% recovery for the frozen and thawed MSC product in p2, which to our knowledge is superior to other published reports (11, 12, 27, 28). We can also conclude that the basic MSC cell phenotype for platelet lysate-expanded MSCs and the osteogenic and adipogenic differentiation potentials are unaltered after freezing and thawing. Furthermore, introducing additional interim freezing steps at p0 and p1 does not alter the viability, recovery, cumulative PD number, cell yield, cell phenotype or differentiation potential of the frozen and thawed MSC product in p2, which is in line with an earlier study performed with research-grade MSCs (29). When comparing PD numbers between different studies it should be noted that our PD numbers, unlike most other studies, are calculated starting from the original CFU-F numbers which thus also includes the first cell divisions of the original MSCs in the primary culture. Our cumulative PD numbers demonstrate that on average 14 population doublings actually take place during the first cell culture stage in p0, which is usually disregarded in most other studies.

An additional conclusion made from this study, and in favor of MSC cryopreservation, is that we cannot see a clear correlation between a modest number of cryopreservation steps and earlier induction of senescence. Our data, however, give reason to believe that a) the induction of senescence is highly heterogenous between individual MSC batches (derived from different donors) and that b) exhaustive numbers of freezing steps (≥4) might induce earlier onset of senescence. We made a choice to mainly utilize a set of standard quality control and batch release assays for clinical MSC products. We must, therefore, point out that we did not analyze the impact of MSC cryopreservation on a molecular level, where the effect of a stressful cell handling procedure (which cryopreservation and thawing most certainly is) may be more evident (12, 16). It is nevertheless unclear whether transient changes on a molecular level will ever translate to a functional level that really ultimately affect cell functionality or cell performance. We cannot, however, emphasize enough the importance of utilizing process developed and fully validated protocols for MSC freezing and thawing combined with fixed, unambiguous standard operating procedures and documentation of every thawing procedure also at the clinical site. This may in the end be the most relevant parameter for the quality of frozen and thawed MSCs.

The crucial question however still remains: does cryopreservation negatively affect the immunomodulatory potential of MSCs as demonstrated in some studies (11, 12)? We tried to address this question by an in vitro immunosuppression assay currently in use as a potency assay by us in our in-house clinical-grade MSC batch release. Our immunosuppression assay utilizes PBMNCs derived from allogeneic blood donors as responder cells. A single well in this assay only contains PBMNCs from a single donor, as opposed to a mixed lymphocyte reaction (MLR). The T-cells in the PBMNC fraction are activated with CD3 and CD28 antibodies and the MSCs are not irradiated, as usually is the case in an MLR setup. Our assay format consistently displays a potent immunosuppressive in vitro behavior of fresh MSCs with a 70% inhibition of T-cell proliferation at a 1:10 ratio (Figure 2D). It is also evident that this particular assay measures immunosuppression linked to the IDO pathway, since the addition of the IDO inhibitor L-1MT reduces the MSC-induced T-cell proliferation inhibition by over 50% (Figure 2D). It is, however, clear that frozen and thawed MSCs do not perform as well as their unfrozen counterparts in this assay (Figure 4). When extrapolating all the immunosuppression data we have from frozen and thawed MSCs, regardless of the number of freezing steps before p2, we can conclude that the immunosuppressive potential is reduced by ~50% as compared to the fresh counterpart (Figure 4B). Strikingly, the result is almost identical to the IDO inhibitor L-1MT result (Figure 2D). Since we made an observation that the assay performance was somewhat inconsistent in the experiments comparing fresh and frozen cells after one or two freezing steps (Figure 4A), where we even saw some frozen MSCs performing almost as well as fresh cells, we were challenged to critically evaluate the design of our assay and in particular the assay compatibility with frozen and thawed MSCs. As we exemplify in Figure 5, the assay readout is highly dependent on what might be considered “insignificant experimental details” such as plating times of the MSCs and the activation protocol of the T-cells. It is striking that changing the activation protocol to a 24 h pre-activation of the T-cells before MSC addition dramatically changes the outcome and even fresh MSCs did not perform in our assay anymore (Figure 5B). It is also interesting that we could not restore the immunosuppressive potential with a 24 h rescue period/plating period after thawing in Figure 5A as demonstrated by François et al. (11).

Our results ultimately forces one to ask the question: what does our in vitro immunosuppression assay measure? Our assay format is standardized, but it differs significantly from an MLR assay, where PBMNCs from two unrelated donors are mixed to induce the allostimulation of T-cells. This assay can to some degree measure the proliferation of activated CD3+ T-cells and an IDO-pathway related immunosuppression, but it is clear it does not directly address the effect of MSCs on other cellular components of PBMNCs such as B cells, regulatory T-cells, dendritic cells and monocytes and macrophages (30, 31). The assay does not either measure other alternative MSC immunosuppressive pathways such as the adenosinergic pathway by ectonucleotidases CD73 and CD39 (32). The adenosinergic immunosuppressive pathway has interestingly been shown to be an important immunoregulatory mechanism of MSCs in situations where extracellular ATP is available in excess, such as in tissue injury (32). Furthermore, the exciting MSC immunomodulation paradigm shift recently presented by Galleu et al. (9) demonstrates that MSCs undergo extensive caspase activation and apoptosis after infusion in the presence of cytotoxic cells. After infusion, recipient phagocytes engulf apoptotic MSCs and subsequently produce IDO after polarization to M2 macrophages, which is ultimately necessary for effecting immunosuppression. de Witte et al. furthermore demonstrated that both CD8+ T-cell and CD56+ natural killer (NK) populations are responsible for initiating MSC apoptosis (10). This mechanism has also been supported by clinical data, whereby only those GvHD patients with high cytotoxic activity against MSCs responded to MSC infusion, and those GvHD patients with low activity did not respond to MSC therapy (9). This new apoptosis-based MSC immunomodulatory mechanism challenges the design of in vitro immunosuppression assays even further, since the assay should also contain functional cell types to induce MSC apoptosis and, importantly, functional monocytes that can polarize to M2 macrophages. It has also been recently presented that an optimal in vitro immunosuppression assay should not allow MSCs to adhere to plastic to avoid baseline activation of monocytes adhering to the plastic and for instance polypropylene tubes should be utilized instead in order to more closely resemble the in vivo setting (10). Another evident weakness in the performance of an in vitro immunosuppression assay might be the utilization of fetal calf serum (FCS) in the T-cell expansion media. In our case, platelet lysate-expanded MSCs encounter FCS for the first time in the immunosuppression assay. We have thus far been unsuccessful in finding a xenofree substitute for FCS with equal performance in this assay format. Utilizing FCS in the immunosuppression assay does not cause obvious evident problems for fresh platelet lysate-expanded MSCs. The xenogeneic stress might be tolerable for fresh MSCs, but when a cell is simultaneously recovering from a thawing procedure, the xenogeneic stress caused by FCS might impact the performance of the MSCs in the assay. Luetzkendorf et al. demonstrated preserved immunomodulatory functions of their platelet lysate expanded cryopreserved MSCs in an FCS-based assay, but by utilizing mitogen (phytohemagglutinin; PHA)-stimulated PBMNCs and a readout based on bromodeoxyuridine (BrdU) incorporation (27). Furthermore, Kuci et al. convincingly demonstrated a clear in vitro immunosuppressive result for their frozen and thawed clinical-grade MSC product MSC-FFM, but by a two-way MLR assay (20). It is, however, also evident that the Frankfurt platelet lysate-expanded MSC-FFM product is manufactured in a very different manner from ours utilizing pooled BMNCs from multiple donors to produce the MSCs (20, 21), which might significantly impact the immunomodulatory performance, also in vitro.

As discussed above, the weakness of our study may lie in the design of the immunosuppression assay, or more precisely, in the utilization of only one assay format (31). Furthermore, we did not measure cytokines in the assay media (31). It is, however, an inevitable fact that in vitro functionality data can only answer questions concerning efficacy to a limited degree. In the light of our immunosuppression results, it is evident that the cryopreserved and thawed MSCs perform differently from the fresh counterpart, but that does not necessarily translate to reduced immunomodulatory efficacy in vivo. The ultimate answers therefore lie within the clinical data and unless the MSC product is rigorously evaluated and demonstrated to correlate with clinical outcomes, the in vitro immunosuppression assay can only be used as a research tool. Our clinical-grade MSC product has been in clinical use since 2013 and the results of the first aGvHD patient cohort consisting of 26 adult and pediatric patients, most with grade III-IV GvHD, have been published earlier (7). We can conclude an overall response rate of 62% at day 28, but with a disappointing overall survival of only 22% after a median follow-up time of 767 days (range 74-1270 days) (7). Our results also presented a markedly different overall long-term survival rate between adult and pediatric patients and between complete responders and non-responders. Thus far, we have been unable to find molecular markers that can predict the outcome or find a mechanistic explanation to the variable degree of response (8). Several other MSC GvHD patient cohorts have been published lately utilizing a similar MSC manufacturing strategy including cryopreservation and supplementing the culture media with pooled platelet lysate (21, 33–37). When comparing our published clinical cohort with the six other published MSC GVHD cohorts utilizing platelet lysate-expanded and cryopreserved MSCs, it can be concluded that although the overall response rate at day 28 is to some extent comparable (ranging from 47–83%), there is a large difference in the reported overall survival rates ranging from 16.6–67% (follow-up times from 6 months to >2 years). The very variable follow-up times in the published patient cohorts so far and the mixed degree of adult vs. pediatric patients complicates the study comparisons. The obvious limitation in all these cohorts is the seemingly small number of patients included and the lack of control groups and randomization. The very recent publication by the Frankfurt am Main group presents the largest patient cohort of 69 patients, but mostly consisting of pediatric patients (74%) (21). The Frankfurt cohort presents superior overall response rates of 83% at day 28 and a very promising overall survival rate of 67%, but it needs to be pointed out that the mean follow-up time was only 8.1 months and the clinical monitoring needs to be continued. Nevertheless, the Frankfurt overall response rates and preliminary survival data is superior to the other MSC GvHD cohorts with frozen, platelet lysate-expanded MSCs. The Frankfurt MSC-FFM manufacturing strategy differs significantly from the other studies by utilizing a pooled BM-MNC bank derived from eight allogeneic donors as a source for bulk production of the clinical-grade MSC products (20), which naturally might result in a more immunosuppressive product, but the MSC-FFM product is cryopreserved and the manufacturing strategy includes at least two freezing steps. It is therefore tempting to speculate, in light with the new apoptosis-based theory (9), that cryopreserved MSCs might in fact cause a stronger immunosuppression since it has been demonstrated that freeze-thawed MSCs are more prone to activate the instant blood mediated inflammatory reaction (IBMIR) and display increased sensitivity to complement lysis, which leads to increased MSC apoptosis (12). This is in-line with another study demonstrating that cryopreserved MSCs are significantly more susceptible to contact-dependent apoptosis when co-cultured with activated T-cells (13). The long-term survival data of patient cohorts utilizing cryopreserved MSC products will provide more insights into what parameters might cause differences in the outcome, but the available published clinical data suggest that the functional consequences of cryopreservation might be inconsequential as compared to other MSC manufacturing and administration details.

CONCLUSIONS

Our results support the utilization of frozen MSC products and MSC banking strategies and suggest that 1-2 freezing steps for MSCs in early passage is feasible and preserves most of the in vitro functional properties. Interim freezing steps are not reflected in standard manufacturing parameters. The in vitro immunosuppressive potential of frozen and thawed MSCs can be interpreted as different from the fresh counterpart, with a reduced, but definitely not abolished in vitro performance specific for the IDO pathway, but in vitro immunosuppression assay results ought to be interpreted with caution to avoid false conclusions. Our study emphasizes the need of always performing detailed studies on also the cryopreserved MSC counterpart and to thoroughly validate both the freezing and thawing procedures and to monitor the thawing procedures with unambiguous standard operating procedures. All MSC products are not equal, and frozen-thawed MSCs might differ to some extent to their fresh counterpart. This, however, does not mean that cryopreserved MSCs are not efficacious, they just might work differently from fresh MSCs. In light of available clinical data, it is tempting to speculate that the ultimate parameter affecting efficacy might not actually be cryopreservation, but essential differences in MSC manufacturing strategies.

DATA AVAILABILITY

All datasets generated for this study are included in the manuscript and/or the supplementary files.

AUTHOR CONTRIBUTIONS

SO planned and performed the majority of the experiments and assisted in the results analysis and manuscript writing. TK and AL performed some of the experiments, assisted in the results analysis and contributed to the interpretation of the results. MA performed some of the experiments and assisted in results analysis. MK provided study materials, supported the supervision of the study and contributed to the interpretation of the results. JN conceived the original idea, planned the experiments, supervised the study, analyzed the results, and wrote the manuscript. All authors have commented and accepted the manuscript.

FUNDING

This study was partly funded by a State Research Funding Finland grant (VTR) granted to the Finnish Red Cross Blood Service.

ACKNOWLEDGMENTS

The authors sincerely thank Satu Happonen, Sirkka Hirschovits, Johanna Matikainen, Birgitta Rantala, Susanna Räsänen, and Iris Tallus for expert technical assistance.

REFERENCES

 1. Galipeau J, Sensébé L. Mesenchymal stromal cells: clinical challenges and therapeutic opportunities. Cell Stem Cell. (2018) 22:824–33. doi: 10.1016/j.stem.2018.05.004

 2. Ankrum JA, Ong JF, Karp JM. Mesenchymal stem cells: immune evasive, not immune privileged. Nat Biotechnol. (2014) 32:252–60. doi: 10.1038/nbt.2816

 3. Introna M, Rambaldi A. Mesenchymal stromal cells for prevention and treatment of graft-versus-host disease: successes and hurdles. Curr Opin Organ Transplant. (2015) 20:72–8. doi: 10.1097/MOT.0000000000000158

 4. Hashmi S, Ahmed M, Murad MH, Litzow MR, Adams RH, Ball LM, et al. Survival after mesenchymal stromal cell therapy in steroid-refractory acute graft-versus-host disease: systematic review and meta-analysis. Lancet Haematol. (2016) 3:e45–52. doi: 10.1016/S2352-3026(15)00224-0

 5. Chen X, Wang C, Yin J, Xu J, Wei J, Zhang Y. Efficacy of mesenchymal stem cell therapy for steroid-refractory acute graft-versus-host disease following allogeneic hematopoietic stem cell transplantation: a systematic review and meta-analysis. PLoS ONE. (2015) 10:e0136991. doi: 10.1371/journal.pone.0136991

 6. Amorin B, Alegretti AP, Valim V, Pezzi A, Laureano AM, da Silva MAL, et al. Mesenchymal stem cell therapy and acute graft-versus-host disease: a review. Hum Cell. (2014) 27:137–50. doi: 10.1007/s13577-014-0095-x

 7. Salmenniemi U, Itala-Remes M, Nystedt J, Putkonen M, Niittyvuopio R, Vettenranta K, et al. Good responses but high TRM in adult patients after MSC therapy for GvHD. Bone Marrow Transplant. (2017) 52:606–8. doi: 10.1038/bmt.2016.317

 8. Keto J, Kaartinen T, Salmenniemi U, Castren J, Partanen J, Hanninen A, et al. Immunomonitoring of MSC-treated GvHD patients reveals only moderate potential for response prediction but indicates treatment safety. Mol Ther Methods Clin Dev. (2018) 9:109–18. doi: 10.1016/j.omtm.2018.02.001

 9. Galleu A, Riffo-Vasquez Y, Trento C, Lomas C, Dolcetti L, Cheung TS, et al. Apoptosis in mesenchymal stromal cells induces in vivo recipient-mediated immunomodulation. Sci Transl Med. (2017) 9:eaam7828. doi: 10.1126/scitranslmed.aam7828

 10. de Witte SFH, Luk F, Sierra Parraga JM, Gargesha M, Merino A, Korevaar SS, et al. Immunomodulation by therapeutic mesenchymal stromal cells (MSC) is triggered through phagocytosis of MSC by monocytic cells. Stem Cells. (2018) 36:602–15. doi: 10.1002/stem.2779

 11. François M, Copland IB, Yuan S, Romieu-Mourez R, Waller EK, Galipeau J. Cryopreserved mesenchymal stromal cells display impaired immunosuppressive properties as a result of heat-shock response and impaired interferon-γ licensing. Cytotherapy. (2012) 14:147–52. doi: 10.3109/14653249.2011.623691

 12. Moll G, Alm JJ, Davies LC, Von Bahr L, Heldring N, Stenbeck-Funke L, et al. Do cryopreserved mesenchymal stromal cells display impaired immunomodulatory and therapeutic properties? Stem Cells. (2014) 32:2430–42. doi: 10.1002/stem.1729

 13. Chinnadurai R, Copland IB, Garcia MA, Petersen CT, Lewis CN, Waller EK, et al. Cryopreserved mesenchymal stromal cells are susceptible to T-cell mediated apoptosis which is partly rescued by IFNγ licensing. Stem Cells. (2016) 34:2429–42. doi: 10.1002/stem.2415

 14. Gramlich OW, Burand AJ, Brown AJ, Deutsch RJ, Kuehn MH, Ankrum JA. Cryopreserved mesenchymal stromal cells maintain potency in a retinal ischemia/reperfusion injury model: toward an off-the-shelf therapy. Sci Rep. (2016) 6:26463. doi: 10.1038/srep26463

 15. Cruz FF, Borg ZD, Goodwin M, Sokocevic D, Wagner D, McKenna DH, et al. Freshly thawed and continuously cultured human bone marrow-derived mesenchymal stromal cells comparably ameliorate allergic airways inflammation in immunocompetent mice. Stem Cells Transl Med. (2015) 4:615–24. doi: 10.5966/sctm.2014-0268

 16. Hoogduijn MJ, de Witte SFH, Luk F, van den Hout-van Vroonhoven MCGN, Ignatowicz L, Catar R, et al. Effects of freeze–thawing and intravenous infusion on mesenchymal stromal cell gene expression. Stem Cells Dev. (2016) 25:586–97. doi: 10.1089/scd.2015.0329

 17. Resnick IB, Barkats C, Shapira MY, Stepensky P, Bloom AI, Shimoni A, et al. Treatment of severe steroid resistant acute GVHD with mesenchymal stromal cells (MSC). Am J Blood Res. (2013) 3:225–38. 

 18. Le Blanc K, Frassoni F, Ball L, Locatelli F, Roelofs H, Lewis I, et al. Mesenchymal stem cells for treatment of steroid-resistant, severe, acute graft-versus-host disease: a phase II study. Lancet. (2008) 371:1579–86. doi: 10.1016/S0140-6736(08)60690-X

 19. Kebriaei P, Isola L, Bahceci E, Holland K, Rowley S, McGuirk J, et al. Adult human mesenchymal stem cells added to corticosteroid therapy for the treatment of acute graft-versus-host disease. Biol Blood Marrow Transplant. (2009) 15:804–11. doi: 10.1016/j.bbmt.2008.03.012

 20. Kuci Z, Bonig H, Kreyenberg H, Bunos M, Jauch A, Janssen JWG, et al. Mesenchymal stromal cells from pooled mononuclear cells of multiple bone marrow donors as rescue therapy in pediatric severe steroid-refractory graft-versus-host disease: a multicenter survey. Haematologica. (2016) 101:985–94. doi: 10.3324/haematol.2015.140368

 21. Bader P, Kuci Z, Bakhtiar S, Basu O, Bug G, Dennis M, et al. Effective treatment of steroid and therapy-refractory acute graft-versus-host disease with a novel mesenchymal stromal cell product (MSC-FFM). Bone Marrow Transplant. (2018) 53:852–62. doi: 10.1038/s41409-018-0102-z

 22. Laitinen A, Oja S, Kilpinen L, Kaartinen T, Moller J, Laitinen S, et al. A robust and reproducible animal serum-free culture method for clinical-grade bone marrow-derived mesenchymal stromal cells. Cytotechnology. (2016) 68:891–906. doi: 10.1007/s10616-014-9841-x

 23. Strunk D, Lozano M, Marks DC, Loh YS, Gstraunthaler G, Schennach H, et al. International forum on GMP-grade human platelet lysate for cell propagation. Vox Sang. (2018) 113:e1–e25. doi: 10.1111/vox.12593

 24. Castro-Malaspina H, Gay RE, Resnick G, Kapoor N, Meyers P, Chiarieri D, et al. Characterization of human bone marrow fibroblast colony-forming cells (CFU-F) and their progeny. Blood. (1980) 56:289–301. 

 25. Oja S, Komulainen P, Penttila A, Nystedt J, Korhonen M. Automated image analysis detects aging in clinical-grade mesenchymal stromal cell cultures. Stem Cell Res Ther. (2018) 9:6. doi: 10.1186/s13287-017-0740-x

 26. Dominici M, Le Blanc K, Mueller I, Slaper-Cortenbach I, Marini F, Krause D, et al. Minimal criteria for defining multipotent mesenchymal stromal cells. The international society for cellular therapy position statement. Cytotherapy. (2006) 8:315–7. doi: 10.1080/14653240600855905

 27. Luetzkendorf J, Nerger K, Hering J, Moegel A, Hoffmann K, Hoefers C, et al. Cryopreservation does not alter main characteristics of good manufacturing process-grade human multipotent mesenchymal stromal cells including immunomodulating potential and lack of malignant transformation. Cytotherapy. (2015) 17:186–98. doi: 10.1016/j.jcyt.2014.10.018

 28. Lechanteur C, Briquet A, Giet O, Delloye O, Baudoux E, Beguin Y. Clinical-scale expansion of mesenchymal stromal cells: a large banking experience. J Transl Med. (2016) 14:1–15. doi: 10.1186/s12967-016-0892-y

 29. Mamidi MK, Nathan KG, Singh G, Thrichelvam ST, Mohd Yusof NAN, Fakharuzi NA, et al. Comparative cellular and molecular analyses of pooled bone marrow multipotent mesenchymal stromal cells during continuous passaging and after successive cryopreservation. J Cell Biochem. (2012) 113:3153–64. doi: 10.1002/jcb.24193

 30. Bloom DD, Centanni JM, Bhatia N, Emler CA, Drier D, Leverson GE, et al. A reproducible immunopotency assay to measure mesenchymal stromal cell-mediated T-cell suppression. Cytotherapy. (2015) 17:140–51. doi: 10.1016/j.jcyt.2014.10.002

 31. Galipeau J, Krampera M, Barrett J, Dazzi F, Deans RJ, DeBruijn J, et al. International society for cellular therapy perspective on immune functional assays for mesenchymal stromal cells as potency release criterion for advanced phase clinical trials. Cytotherapy. (2016) 18:151–9. doi: 10.1016/j.jcyt.2015.11.008

 32. Kerkela E, Laitinen A, Rabina J, Valkonen S, Takatalo M, Larjo A, et al. Adenosinergic immunosuppression by human mesenchymal stromal cells requires co-operation with T cells. Stem Cells. (2016) 34:781–90. doi: 10.1002/stem.2280

 33. von Dalowski F, Kramer M, Wermke M, Wehner R, Rollig C, Alakel N, et al. Mesenchymal stromal cells for treatment of acute steroid-refractory graft versus host disease: clinical responses and long-term outcome. Stem Cells. (2016) 34:357–66. doi: 10.1002/stem.2224

 34. Introna M, Lucchini G, Dander E, Galimberti S, Rovelli A, Balduzzi A, et al. Treatment of graft versus host disease with mesenchymal stromal cells: a phase I study on 40 adult and pediatric patients. Biol Blood Marrow Transplant. (2014) 20:375–81. doi: 10.1016/j.bbmt.2013.11.033

 35. Lucchini G, Introna M, Dander E, Rovelli A, Balduzzi A, Bonanomi S, et al. Platelet-lysate-expanded mesenchymal stromal cells as a salvage therapy for severe resistant graft-versus-host disease in a pediatric population. Biol Blood Marrow Transplant. (2010) 16:1293–301. doi: 10.1016/j.bbmt.2010.03.017

 36. Te Boome LCJ, Mansilla C, van der Wagen LE, Lindemans CA, Petersen EJ, Spierings E, et al. Biomarker profiling of steroid-resistant acute GVHD in patients after infusion of mesenchymal stromal cells. Leukemia. (2015) 29:1839–46. doi: 10.1038/leu.2015.89

 37. Dotoli GM, De Santis GC, Orellana MD, de Lima Prata K, Caruso SR, Fernandes TR, et al. Mesenchymal stromal cell infusion to treat steroid-refractory acute GvHD III/IV after hematopoietic stem cell transplantation. Bone Marrow Transplant. (2017) 52:859–62. doi: 10.1038/bmt.2017.35

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 Oja, Kaartinen, Ahti, Korhonen, Laitinen and Nystedt. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fimmu-10-01627-g005.gif
L TR T
24 cutre e

el

iy
240 prescavaton o Tl

)

P

,

,
kS
3
,
-





OPS/images/fimmu-10-01627-g006.gif





OPS/images/fimmu-10-01627-g003.gif
i oty o2 el st i Celrcoreyofp2 s e g

" A - g
FERr £ i
vl 5,, H
e ; 2 s
(S SSS S ’ e
£

- -ﬁm ; m-






OPS/images/fimmu-10-01627-g004.gif
Exuspotated

s
w"‘{‘f “;.e" +

\
"

o "=20-22





OPS/images/fimmu-10-01627-g001.gif
e OO
209
PE—
a






OPS/images/fimmu-10-01627-g002.gif
A s s hsmion bege (80.9¢
ek i s b (8 o 100r10° e e
pottnton ___atuentsien capur

Wi‘m.

e manirs
o 92, before treezing.
e

S

°s
[

i

. L4
¥

f&‘a‘lio"{;‘ o“s’o"o’x «

f—
ot
':Fz:mﬂ-ﬂ






OPS/images/cover.jpg
’ frontiers
in Immunology

The Utilization of Freezing Steps in
Mesenchymal Stromal Cell (MSC)
Manufacturing: Potential Impact on
Quality and Cell Functionality
Attributes









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Immunology





