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Co-encapsulation and co-
transplantation of mesenchymal 
stem cells reduces pericapsular 
fibrosis and improves encapsulated 
islet survival and function when 
allografted
Vijayaganapathy Vaithilingam1, Margaret D. M. Evans1, Denise M. Lewy1, Penelope A. Bean1, 
Sumeet Bal1 & Bernard E. Tuch   1,2

Pericapsular fibrotic overgrowth (PFO) is associated with poor survival of encapsulated islets. A strategy 
to combat PFO is the use of mesenchymal stem cells (MSC). MSC have anti-inflammatory properties 
and their potential can be enhanced by stimulation with proinflammatory cytokines. This study 
investigated whether co-encapsulation or co-transplantation of MSC with encapsulated islets would 
reduce PFO and improve graft survival. Stimulating MSC with a cytokine cocktail of IFN-γ and TNF-α 
enhanced their immunosuppressive potential by increasing nitric oxide production and secreting higher 
levels of immunomodulatory cytokines. In vitro, co-encapsulation with MSC did not affect islet viability 
but significantly enhanced glucose-induced insulin secretion. In vivo, normoglycemia was achieved 
in 100% mice receiving islets co-encapsulated with stimulated MSC as opposed to 71.4% receiving 
unstimulated MSC and only 9.1% receiving encapsulated islets alone. Microcapsules retrieved from 
both unstimulated and stimulated MSC groups had significantly less PFO with improved islet viability 
and function compared to encapsulated islets alone. Levels of peritoneal immunomodulatory cytokines 
IL-4, IL-6, IL-10 and G-CSF were significantly higher in MSC co-encapsulated groups. Similar results were 
obtained when encapsulated islets and MSC were co-transplanted. In summary, co-encapsulation or co-
transplantation of MSC with encapsulated islets reduced PFO and improved the functional outcome of 
allotransplants.

Microencapsulation of pancreatic islets in alginate hydrogels is a strategy being explored as a potential cellular 
therapy for type 1 diabetes without the need for toxic immunosuppression. Allo- and xeno- transplantation of 
microencapsulated islets shows promise in the preclinical setting with blood glucose levels being normalized 
for extended periods in diabetic animals1. However, such outcomes have yet to be achieved in the clinical set-
ting2–4. Graft retrieval from human recipients show the presence of dense pericapsular fibrotic overgrowth (PFO) 
with necrotic islets2 despite the administration of immunosuppression4. PFO is a result of host inflammatory 
response to antigens shed by encapsulated allogeneic/xenogeneic tissue5, 6. It forms a physical barrier, mainly of 
macrophages and fibroblasts, that prevents the transport of oxygen and other nutrients, leading to starvation, 
hypoxia and ultimately to islet death7–9. Thus, strategies aimed at reducing or preventing PFO should enhance 
encapsulated islet survival and improve transplantation outcomes.
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Approaches to reduce PFO include altering alginate composition and chemistry10–12, surface modification of 
alginate microcapsules13–15, co-encapsulation with immunomodulatory Sertoli cells16, transplantation at differ-
ent anatomical sites17 and increasing the size of the microcapsules18. The species of animal used is central to the 
outcome, with a more intense PFO response reported in allogeneic and xenogenic models compared to syngeneic 
models19, 20. The intensity of PFO in rodents is strain specific with a higher fibrotic response seen in C57BL/6 
compared to Balb/c mice21. A relatively novel strategy to reduce PFO is to co-encapsulate islets with mesenchy-
mal stem cells (MSC). MSC are multipotent and have an important role in tissue repair, promoting angiogenesis 
and reducing inflammation22. They inhibit immune responses by releasing soluble cytokines and growth factors 
to neighbouring cells23, 24. The immunomodulatory properties make them an attractive choice and MSC have 
been employed in varied studies to improve non-encapsulated islet transplantation outcomes which were attrib-
uted to their immunosuppressive effects or enhanced neovascularization25–29. A recent study has demonstrated 
the benefit of co-encapsulating MSC with islets in alginate microcapsules to improve function in a syngeneic 
transplantation setting using a minimal islet model30. The improved graft function in that study was attributed 
to enhanced insulin secretion yet MSC co-encapsulation provided no benefit in reducing PFO. In another study, 
MSC co-encapsulation with macroencapsulated pig islets improved graft survival and function by enhancing oxy-
genation and neoangiogenesis in subcutaneous transplants although any positive MSC effects on the occurrence 
of PFO was not mentioned31.

To date, there are no studies reported in the literature examining the direct effects of MSC co-encapsulation 
on the occurrence of PFO and encapsulated islet survival in an allotransplantation setting. Further, there are 
no published studies that examine the effect of co-encapsulating stimulated MSC on PFO, islet survival and 
function. Stimulating MSC prior to transplantation results in the production of soluble factors which exert a 
strong immunosuppressive effect compared to unstimulated MSC32. In this manuscript, we examined the effect of 
co-encapsulating both unstimulated and stimulated MSC with islets to test the impact of stimulation on PFO and 
islet survival. In addition, we investigated the effect of co-transplantation of encapsulated islets and MSC (both 
unstimulated and stimulated) on PFO and graft survival.

Results
Effect of MSC stimulation on cytokine/chemokine secretion.  The multipotency of MSC was con-
firmed by differentiating them into cells of osteogenic (mineralised deposits that stained with Alizarin red 
and Von Kossa) and adipogenic lineage (fat droplets stained with Oil Red O) (Supplementary Fig. 1). We next 
explored the effect of stimulating MSC with proinflammatory cytokines to activate them. Stimulation with IFN-γ 
(500 U/mL) or TNF-α (50, 500, 5000 U/mL) alone did not significantly induce the gene expression of chemokines 
(CXCL9 and CXCL10) and the immunomodulatory cytokine (interleukin-6; IL-6) and cyclooxygenase-2 (COX-
2) (Fig. 1). Using a cytokine cocktail of interferon-gamma (IFN-γ) and tumour necrosis factor–alpha (TNF-α) at 
varied concentrations differentially induced the gene expression of CXCL9, CXCL10, IL-6 and COX-2 with a syn-
ergistic effect seen by increasing the TNF-α concentration (Fig. 1). In contrast, stimulation with IFN-γ or TNF-α 
alone or a cocktail of IFN-γ and TNF-α slightly induced indolamine dioxygenase (IDO) gene expression which is 
known to be expressed in human but not murine MSC22, although the induction was not statistically significant 
compared to unstimulated MSC (Fig. 1). A significant maximal induction of genes CXCL9, CXCL10, IL-6 and 
COX-2 was seen with the cytokine cocktail IFN-γ+TNF-α (500 + 5000 U/mL) and hence only this cocktail was 
used for subsequent protein analysis.

A cytokine protein array was carried out to elucidate the cytokine secretion profile of MSC stimulated with 
IFN-γ+TNF-α (500 + 5000 U/mL). Conditioned media from stimulated MSC had significantly higher levels of 
cytokines (IL-1β, IL-1Ra, IL-2, −4, −6, −7, −10, −13, −16, −17, −23, −27, G-CSF, GM-CSF, M-CSF), CC 
chemokines (CCL-1, −3, −4, −5, −12), CXC chemokines (CXCL-1, −2, −9, −10, −11, −13) and other factors 
(sICAM-1 and TREM-1) compared to unstimulated MSC (Fig. 2A,B). The increased level of proteins CXCL9, 
CXCL10 and IL-6 seen in the conditioned media of stimulated MSC was consistent with the increased gene 
expression seen in the quantitative polymerase chain reaction (qPCR) analysis. These data reveal that stimulating 
MSC with IFN-γ+TNF-α (500 + 5000 U/mL) cocktail for 24 h significantly enhanced the secretion of variety 
of cytokines/chemokines and most notably the immunomodulatory factors interleukin-1 receptor antagonist 
(IL-1Ra), interleukin-4 (IL-4), interleukin-6 (IL-6), interleukin-10 (IL-10) and interleukin-13 (IL-13) (Fig. 2A).

Effect of MSC stimulation on nitric oxide production.  Previous studies have demonstrated that the 
murine MSC-mediated immunosuppression largely depends on the nitric oxide (NO) produced by inducible 
nitric oxide synthase (iNOS)22. Accordingly, we examined the effect of MSC stimulation with proinflammatory 
cytokines on iNOS induction and NO production. Stimulating MSC with IFN-γ (500 U/mL) or TNF-α (50, 500, 
5000 U/mL) alone did not significantly induce iNOS gene expression (Fig. 3A). Different to this, MSC stimulation 
with a cytokine cocktail (IFN-γ and TNF-α) differentially induced iNOS expression in a concentration depend-
ent manner with a significant maximal induction observed with IFN-γ+TNF-α (500 + 5000 U/mL) (Fig. 3A). 
Consistent with the rise in iNOS gene expression in MSC exposed to IFN-γ+TNF-α (500 + 5000 U/mL) cytokine 
cocktail, was an increase in total NO production by ~2.4 fold in the medium used for culturing stimulated MSC 
compared to unstimulated MSC (Fig. 3B).

Effect of co-encapsulating stimulated MSC on islet viability and function in vitro.  Islets were 
co-encapsulated with either IFN-γ+TNF-α (500 + 5000 U/mL) stimulated or unstimulated MSC and the viability 
and insulin secretion assessed. Co-encapsulation with either stimulated or unstimulated MSC did not alter islet 
viability post-encapsulation (Fig. 4A). Encapsulation did not affect MSC viability and the viability of unstimu-
lated and stimulated MSC were found to be 87.4 ± 0.8% and 86.5 ± 0.7% respectively. Co-encapsulation of islets 
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with unstimulated and stimulated MSC significantly increased glucose-stimulated insulin secretion by ~2.6 and 
~2.5 fold respectively compared to encapsulated islets, with no effect on basal insulin secretion (Fig. 4B).

Minimal islet mass needed to normalize blood glucose levels in diabetic C57BL/6 mice.  To 
determine the minimal islet mass, encapsulated islets (1000 or 500 IEQ) were transplanted into the peritoneal 

Figure 1.  Effect of MSC stimulation on cytokine/chemokine gene expression. MSC stimulation with both 
IFN-γ+TNF-α (500 + 500 U/mL) and IFN-γ+TNF-α (500 + 5000 U/mL) for 24 h significantly induced the 
gene expression of chemokines CXCL9 and CXCL10, interleukin IL-6 and enzyme COX-2. MSC stimulation 
with both IFN-γ+TNF-α (500 + 500 U/mL) and IFN-γ+TNF-α (500 + 5000 U/mL) for 24 h induced IDO 
gene expression, however the increase was not statistically significant compared to unstimulated MSC. 
Values = mean ± SEM (n = 3); ***p < 0.0001 for gene fold change of CXCL9, CXCL10 and IL-6 where 
IFN-γ+TNF-α (500 + 500 U/mL) and IFN-γ+TNF-α (500 + 5000 U/mL) > all other treatment groups and 
***p < 0.0001 for gene fold change of COX-2 where IFN-γ+TNF-α (500 + 5000 U/mL) > all other treatment 
groups (ANOVA with posthoc Duncan’s Multiple Comparison Test).
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cavity of diabetic immunocompetent C57 black 6 (C57BL/6) and the outcomes compared against those trans-
planted into diabetic immunodeficient non-obese diabetic/severe combined immunodeficient (NOD/SCID) 
mice. Blood glucose levels (BGLs) of C57BL/6 mice allotransplanted with either 1000 or 500 IEQ declined from 
25.03 ± 1.3 to 9.5 ± 0.6 and became normoglycemic by day 5 post-transplantation (Supplementary Fig. 2A). 
However, BGLs started to rise progressively in both the groups after day 12 and the percentage of normogly-
cemic mice declined significantly to 0% and 20% for 500 and 1000 IEQ respectively at the day 24 end-point 
(Supplementary Fig. 2B). To assess graft function, an intraperitoneal glucose tolerance test (IPGTT) was per-
formed at day 24 post-transplantation. Mice transplanted with either 500 or 1000 IEQ had an abnormal glucose 
clearance value which was significantly lower than the non-diabetic controls (Supplementary Fig. 2C). In con-
trast, transplantation of either 1000 or 500 IEQ into immunodeficient NOD/SCID mice normalized BGLs and 
all mice remained normoglycemic until the end of study period at day 62 post-transplantation, with a normal 
glucose tolerance test (Supplementary Fig. 3A,B).

Microcapsules retrieved from C57BL/6 showed the presence of dense PFO (Fig. 5A) with a fibrotic score index 
of 10.6 ± 1.3 compared to little or no fibrotic overgrowth on those retrieved from NOD/SCID (fibrotic score index 
of 0.7 ± 0.07) (Fig. 5B). The presence of dense PFO in the C57BL/6 group significantly reduced islet survival with 
viability of 35.9 ± 2.2% compared to islet viability of 80.1 ± 1.3% in the NOD/SCID group (Fig. 5C). A similar 
outcome was seen in the ex vivo static stimulation studies with grafts retrieved from C57BL/6 responding poorly 
to a glucose challenge compared to those retrieved from NOD/SCID (Fig. 5D). Together, data demonstrated 
that the presence of PFO was a major factor impeding graft survival and function. This study also showed that 
a minimal mass of 500 IEQ of encapsulated islets was unable to normalise blood glucose levels when allotrans-
planted, an outcome we attributed to a strong PFO response adversely affecting graft survival and function. For 

Figure 2.  Effect of MSC stimulation on cytokine/chemokine protein expression. MSC stimulation with IFN-
γ+TNF-α (500 + 5000 U/mL) significantly induced the secretion of a host of cytokines (A) and chemokines 
(B) as measured in the conditioned media 24 h post stimulation. Values = mean ± SEM (n = 2); ***p < 0.0001, 
**p < 0.001 and *p < 0.05 for mean pixel densities between the unstimulated and stimulated media (Student’s 
t-test).
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this reason, we used this minimal islet C57BL/6 model to determine the effects of stimulated or unstimulated 
MSC on PFO, islet survival and function in all subsequent studies.

Effect of co-encapsulating or co-transplanting stimulated MSC on PFO, islet survival and func-
tion in vivo.  Mouse islets were co-encapsulated with unstimulated or stimulated MSC within the same cap-
sule (at a ratio of 1:1) and allotransplanted into the peritoneal cavity of C57BL/6 mice. Co-encapsulation of islets 
with stimulated MSC improved the graft outcome significantly compared to unstimulated MSC and encapsu-
lated islets alone. All the mice receiving stimulated MSC became normoglycemic earlier, at 2 ± 1 days (range 
1–7 days) post-transplantation, compared to those receiving unstimulated MSC and encapsulated islets alone 
which became normoglycemic by 5.4 ± 0.8 (range 1–7 days) and 5.4 ± 1.8 (range 1–14 days) days respectively 
(Fig. 6A). The average BGLs for the stimulated MSC group were significantly lower, on days 21, 28, 35, 42 and 50 
respectively, compared to encapsulated islets alone. At day 50 post-transplantation, 100% of the mice in the group 

Figure 3.  Effect of MSC stimulation on iNOS induction and NO production. MSC stimulation with 
IFN-γ+TNF-α (500 + 5000 U/mL) for 24 h significantly induced the gene expression of iNOS (A). 
Values = mean ± SEM (n = 3); ***p < 0.0001 for gene fold change of iNOS where IFN-γ+TNF-α 
(500 + 5000 U/mL) > all other treatment groups (ANOVA with posthoc Duncan’s Multiple Comparison 
Test). Consistent with gene expression study MSC stimulation with IFN-γ+TNF-α (500 + 5000 U/mL) also 
significantly enhanced NO production (B). Values = mean ± SEM (n = 3); ***p < 0.0001 and **p < 0.01 when 
compared between unstimulated and stimulated MSC (Student’s t-test).
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transplanted with stimulated MSC remained normoglycemic compared to 71.4% in the unstimulated MSC group. 
Only 9.1% of the mice in the control encapsulated islet alone group were normoglycemic (Fig. 6B).

To further assess graft function, an IPGTT was carried out at day 49 post-transplantation. Animals trans-
planted with stimulated MSC handled glucose normally and had lower blood glucose levels (and areas under the 
curve; AUC) compared to mice that received unstimulated MSC or encapsulated islets alone (Fig. 6C,D). There 
was no significant difference in the area under the curve (AUC) between unstimulated and stimulated MSC. 
However, AUC for unstimulated MSC was significantly higher compared to non-diabetic controls as opposed to 
AUC for stimulated MSC being similar to non-diabetic controls (Fig. 6D). The viability of islets retrieved from 
the stimulated MSC group at 80.6 ± 2.6% was significantly higher than that for the unstimulated MSC group at 
70 ± 1.8% (p < 0.05). This contrasted to the viability of islets encapsulated alone that was significantly reduced 
at 38.1 ± 2.1% (Fig. 7A,B). Similarly, the viability of stimulated MSC at day 50 post-transplantation was higher 
compared to unstimulated MSC, however their viabilities were significantly less compared to pre-transplantation 
values (Fig. 7C and Supplementary Fig. 6). Assessment of PFO showed that grafts retrieved from groups receiving 
either stimulated or unstimulated MSC had significantly less fibrotic overgrowth (Fig. 7D) with a fibrotic score 
index of 1.7 ± 0.5 and 4.2 ± 1.03 respectively compared to encapsulated islets alone which had a very high fibrotic 
score index of 10.7 ± 0.4 (Fig. 7E). Further, the level of PFO in the stimulated MSC group was less compared to 
unstimulated MSC group again suggesting a benefit of stimulating MSC prior to transplantation. Ex vivo static 
stimulation studies on retrieved grafts showed that glucose-stimulated insulin secretion was higher for islets 
co-encapsulated with either stimulated or unstimulated MSC compared to encapsulated islets alone (Fig. 7F).

A similar outcome was obtained to that of the co-encapsulation study when encapsulated islets and stimu-
lated/unstimulated MSC (1:1 ratio) in separate capsules were co-transplanted into the peritoneal cavity of diabetic 
C57BL/6 mice (Supplementary Figs 4 and 5).

Evaluation of peritoneal cytokines/chemokines.  Analysing the peritoneal cytokines/chemok-
ines increased our understanding of the immune response occurring in the transplants. Comparing the 

Figure 4.  Effect of co-encapsulating stimulated MSC on islet viability and function in vitro. Representative 
viability images of different treatments groups measured at day 1 post-encapsulation (A) (Scale bar = 500 μm). 
Co-encapsulation with either unstimulated (ii) or stimulated (iii) MSC did not affect islet viability compared 
to encapsulated islets alone (i). Viability of different treatment groups: encapsulated islet alone: 90 ± 1.2%; co-
encapsulation with unstimulated MSC: 89.6 ± 1.04% and co-encapsulation with stimulated MSC: 88.7 ± 1.1%. 
Values = mean ± SEM (n = 3); p > 0.05 (n = 100 islets for each treatment group). Glucose-stimulated insulin 
secretion of islets co-encapsulated with unstimulated or stimulated MSC compared to encapsulated islets 
alone measured at day 1 post-encapsulation (B). Values = mean ± SEM (n = 3); *p < 0.05, **p < 0.001 and 
***p < 0.0001 when compared between basal (2 mmol/L) and stimulus (20 mmol/L) for encapsulated islets 
alone, co-encapsulated with unstimulated MSC and co-encapsulated with stimulated MSC respectively 
(Student’s t-test). #p < 0.05 for glucose-induced insulin secretion where stimulus (20 mmol/L) for co-
encapsulated islets with either unstimulated or stimulated MSC > stimulus (20 mmol/L) for encapsulated islets 
alone (ANOVA with posthoc Duncan’s Multiple Comparison Test).

http://6
http://4
http://5


www.nature.com/scientificreports/

7Scientific REPorTS | 7: 10059  | DOI:10.1038/s41598-017-10359-1

co-encapsulated groups, there was no significant difference in the levels of cytokines (IL-1α, IL-1β, IL-2, IL-3, 
IL-5, IL-13, IL-17, GM-CSF, IFN-γ) and chemokines (MCP-1, MIP-1β) in all the three groups measured at day 
50 post-transplantation (Fig. 8). On the other hand, the levels of cytokines interleukin-12p40 (IL-12p40) and 
interleukin-12p70 (IL-12p70) and chemokines C-X-C ligand 1 (CXCL1) and Regulated on activation, normal T 
cell expressed and secreted (RANTES) were higher in the MSC co-encapsulated groups compared to encapsu-
lated islets alone. Of the varied cytokines measured, the most interesting are the immunomodulatory cytokines 
IL-4, IL-6, IL-10 and granulocyte-colony stimulating factor (G-CSF). Levels of IL-4 and IL-10 were significantly 
higher in both the unstimulated and stimulated MSC groups compared to encapsulated islets alone. However, 
levels of IL-6 and G-CSF were significantly higher only in the stimulated MSC group compared to unstimulated 
MSC and encapsulated islets alone (Fig. 8). On the contrary, TNF-α levels were significantly reduced in both 
MSC co-encapsulated groups compared to islets encapsulated alone. Comparing the co-transplanted group, the 
cytokine and chemokine expression followed a similar pattern to the co-encapsulated group except that IL-4 was 
not detectable in the MSC co-transplanted groups (Supplementary Fig. 7). Levels of IL-9, macrophage inflam-
matory protein-1 alpha (MIP-1α) and eotaxin were below the detection limit of the assay and hence could not 
be detected.

Discussion
Bone marrow derived mesenchymal stem cells (MSC) are highly efficient in suppressing autoimmunity, graft 
rejection and other immune disorders both in preclinical and clinical settings33–37. However, this immunomodu-
latory ability of MSC is not intrinsic, rather induced by proinflammatory cytokines such as IFN-γ in combination 
with TNF-α or IL-1β38. Exposing MSC to inflammatory signals significantly enhances their immunosuppres-
sive effects on T-cells, macrophages and dendritic cells32, 39–41. We hypothesized that stimulating MSC prior to 
transplantation would enhance their immunomodulatory effects and hence improve the survival and function of 
encapsulated islets when allografted. Our findings showed that IFN-γ in combination with TNF-α synergistically 
enhanced the immunosuppressive effects of murine MSC. They induced iNOS and enhanced NO production, 
a potent immunosuppressor which plays a major role in modulating the T cell immune response42, 43. However, 
NO produced has a short half-life and can only act locally, so the immune cells need to be in close proximity to 
MSC suggesting the importance of chemotaxis in NO-mediated immunosuppression. In this study, stimulating 
MSC upregulated the expression of chemokines belonging to both CC and CXC families especially CXCL-9, 
−10 and −11 that were T-cell specific chemoattractants44, suggesting that stimulated MSC attract T cells and 

Figure 5.  Assessment of grafts retrieved from C57BL/6 and NOD/SCID mice transplanted intraperitoneally 
with 500 IEQ. Representative images of encapsulated islets retrieved from C57BL/6 and NOD/SCID mice at 24 
and 62 days respectively post-transplantation (A) (Scale bar = 500 μm). The degree of PFO measured as fibrotic 
score index on grafts retrieved from C57BL/6 and NOD/SCID mice transplanted (B); Values = mean ± SEM 
(n = 5 for C57BL/6 and n = 3 for NOD/SCID); **p < 0.01 for fibrotic score index between C57BL/6 and NOD/
SCID (Student’s t-test). Viability of encapsulated islets retrieved from C57BL/6 and NOD/SCID mice (C); 
Values = mean ± SEM (n = 100 islets for each mouse strain); ***p < 0.0001 for viability between C57BL/6 and 
NOD/SCID (Student’s t-test). Ex-vivo static stimulation studies on grafts retrieved from C57BL/6 and NOD/
SCID mice (D); Values = mean ± SEM (n = 5 for C57BL/6 and n = 3 for NOD/SCID); *p < 0.05 when compared 
between basal (2 mmol/L) and stimulus (20 mmol/L) for grafts retrieved from NOD/SCID (Student’s t-test).
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when in proximity can exert an immunosuppressive effect on them mediated by NO. Additionally, stimulated 
MSC secreted a wide range of pro-inflammatory and anti-inflammatory cytokines with significantly higher lev-
els of immunomodulatory cytokines IL-1ra, IL-4, IL-6, IL-10 and IL-13 compared to unstimulated MSC. These 
immunomodulatory cytokines play a major role in suppressing inflammatory responses and shifting the immune 
balance towards an anti-inflammatory phenotype45.

The choice of animal model was crucial in this study as the severity of PFO is highly variable in murine 
strains21. We chose C57BL/6 as the immune response in this strain is vigorous and produces a fibrotic response 
that is similar to that seen in humans46. Using diabetic C57BL/6 as recipients, we found that 500 IEQ of encapsu-
lated Quackenbush Swiss (QS) islets failed to normalize BGLs in 100% of the mice. This result was consistent with 
another study where 500 IEQ of encapsulated mouse (DBA/2) islets failed to normalize BGLs when allotrans-
planted under the kidney capsules of C57BL/6 mice47. The graft failure seen in the allotransplanted C57BL/6 
model is largely attributed to PFO.

The beneficial effect of MSC on islet survival and function has been demonstrated previously in co-culture 
studies where MSC improved viability, increased insulin secretion and content and reduced apoptosis48–51. 
Another study demonstrated a benefit where islets co-encapsulated with MSC significantly increased stimula-
tory insulin secretion as well as insulin content30. Similarly, our study showed that co-encapsulation of islets 
with MSC enhanced glucose induced insulin secretion in vitro without altering viability. The benefit observed 
is possibly due to the insulinotropic effect of NO released by the MSC52. In vivo studies also have demonstrated 
the benefit of transplanting non-encapsulated islets with MSC including prolonging islet survival, enhancing 
angiogenesis and reducing the number of islets needed to achieve normoglycemia25, 26, 28, 53. However, none of 
these studies investigated the effect of stimulated MSC on islet survival and function. Another study demon-
strated that co-encapsulation of islets with unstimulated MSC improved graft survival and normalized blood 
glucose levels in 71% C57BL/6 mice syngeneically transplanted30. However, in that study unstimulated MSC had 
no effect on PFO when scored at 6 weeks post-transplantation30. This contrasted to findings in our allogeneic 
study where co-encapsulation with both unstimulated and stimulated MSC significantly reduced PFO compared 

Figure 6.  Transplantation of islets co-encapsulated with stimulated or unstimulated MSC into diabetic 
C57BL/6 mice. Random average blood glucose levels of diabetic C57BL/6 mice allotransplanted 
intraperitoneally with 500 IEQ of encapsulated islets co-encapsulated with stimulated or unstimulated MSC 
(A); Values = mean ± SEM; **p < 0.01 for BGLs at days 21, 28, 35, 42 and 50 where encapsulated islets 
alone > co-encapsulated islet with unstimulated or stimulated MSC (ANOVA with posthoc Duncan’s Multiple 
Comparison Test). Percentage of mice that became normoglycemic when transplanted with 500 IEQ of 
encapsulated islets co-encapsulated with stimulated or unstimulated MSC (B); ***p < 0.0001 (Kaplan-Meier 
survival analysis [log-rank]). IPGTT carried out at day 49 post-transplantation (C); Values = mean ± SEM. 
Area under the curve (AUC) for IPGTT values (D); Values = mean ± SEM; ***p < 0.0001 for AUC where co-
encapsulated islets + stimulated MSC < diabetic controls and encapsulated islets alone; and ***p < 0.0001 for 
AUC where co-encapsulated islets + unstimulated MSC < diabetic controls and encapsulated islets alone; and 
co-encapsulated islets + unstimulated MSC > non-diabetic controls. There is no significant difference for AUC 
between co-encapsulated islets + stimulated MSC and non-diabetic controls (ANOVA with posthoc Duncan’s 
Multiple Comparison Test).
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to encapsulated islets alone. There is no significant difference in the PFO reduction with or without MSC stimu-
lation, despite stimulated MSC having a lower fibrotic score index. However, such a slightly increased reduction 
in PFO seen with the stimulated MSC is sufficient to significantly enhance islet viability and graft survival with 
normoglycemia being achieved in 100% mice as opposed to 71.4% seen with unstimulated MSC. PFO consist-
ing mostly of macrophages and fibroblasts can secrete toxic chemokines/cytokines which can enter the pores 
of the microcapsules and have deleterious effects on islets contained inside. A similar outcome was obtained 
in our co-transplantation study with stimulated MSC providing better efficacy than unstimulated MSC. Our 
data suggest that the benefit observed by co-encapsulating or co-transplanting MSC with the allografted islets 
is wholly or partly due to their ability to reduce PFO, since there is a correlation between degree of reduction in 
PFO and the metabolic outcome. It cannot be due to enhanced angiogenesis because blood vessels do not enter 
the microcapsules.

The reduction in PFO seen with both co-encapsulated and co-transplanted MSC might be attributed to the 
secretion of immunomodulatory cytokines that are known to modulate the immune response. Mice transplanted 
with co-encapsulated or co-transplanted MSC had higher levels of the immunomodulatory cytokines IL-4, 

Figure 7.  Assessment of grafts retrieved from C57BL/6 transplanted with islets co-encapsulated with 
stimulated or unstimulated MSC. Representative viability images of grafts retrieved from different treatment 
groups at day 50 post-transplantation (A) (Scale bar = 1000 μm). Percentage viability of encapsulated islets 
retrieved from different treatment groups at day 50 post-transplantation (B). Values = mean ± SEM (n = 100 
islets for each treatment group); ***p < 0.0001 for viability where co-encapsulated islets + unstimulated 
MSC and co-encapsulated islets + stimulated MSC > encapsulated islets alone (ANOVA with posthoc 
Duncan’s Multiple Comparison Test) and *p < 0.05 for viability when compared between co-encapsulated 
islets + unstimulated MSC and co-encapsulated islets + stimulated MSC (Student’s t-test). Percentage viability 
of encapsulated MSC retrieved from different treatment groups at day 50 post-transplantation (C). Viability of 
co-encapsulated MSC pre-transplantation (unstimulated vs stimulated: 87.4 ± 0.8 vs 86.5 ± 0.7%) and at day 50 
post-transplantation (unstimulated vs stimulated: 70.3 ± 1.2 vs 74.02 ± 0.9%). Values = mean ± SEM (n = 100 
encapsulated MSC for each treatment group); ***p < 0.001 for viabilities of both unstimulated and stimulated 
MSC where viability of pre-transplanted group > post-transplanted group and *p = 0.0378 for viability between 
unstimulated and stimulated MSC groups at day 50 post-transplantation (ANOVA with posthoc Duncan’s 
Multiple Comparison Test). Representative images of grafts retrieved from different treatment groups showing 
the degree of PFO at 50 days post-transplantation (D) (Scale bar = 500 μm). Extent of PFO on retrieved 
grafts represented as fibrotic score index, on a scale of 0 (no fibrotic overgrowth) to 16 (complete fibrotic 
overgrowth) (E); Values = mean ± SEM (n = 6–9); ***p < 0.0001 for fibrotic score index where encapsulated 
islets alone > co-encapsulated islets with unstimulated or stimulated MSC (ANOVA with posthoc Duncan’s 
Multiple Comparison Test). Ex-vivo static stimulation studies on grafts retrieved from different treatment 
groups (F); Values = mean ± SEM (n = 5–7); *p < 0.05 when compared between basal (2 mmol/L) and stimulus 
(20 mmol/L) for grafts retrieved from co-encapsulated groups containing either unstimulated or stimulated 
MSC (Student’s t-test).
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IL-6, IL-10, and G-CSF compared to encapsulated islets alone. Moreover, the level of these immunomodula-
tory cytokines was higher in the stimulated MSC group compared to those receiving unstimulated MSC though 
not significant. These immunomodulatory cytokines can easily permeate through the microcapsule pores with 
a molecular weight cut-off of ~250 kDa54 and enter the host system to modulate the immune response. Of these, 
IL-10 possess strong immunosuppressive properties and IL-10 induction has been shown to prolong islet allograft 
survival55, 56. IL-4 inhibit macrophage activation45 and IL-6 inhibit T-cell proliferation and protects beta cells 
from the deleterious effects of proinflammatory cytokines57, 58. G-CSF has been known to modulate the immune 
response and inhibit proinflammatory cytokine production59. On the contrary, there was no difference in the 
levels of most proinflammatory cytokines IL-1β, IL-2 and IFN-γ among the groups transplanted, with the excep-
tion of TNF-α. Its reduced level in both co-encapsulated and co-transplanted MSC groups might be attributed to 
upregulation of IL-10 and G-CSF, which has direct inhibitory effects on TNF-α production60, 61.

In conclusion, our results demonstrate that stimulating MSC with proinflammatory cytokines enhanced their 
immunosuppressive potential by secreting various immunomodulatory cytokines and nitric oxide. We also show 
that both co-encapsulation and co-transplantation of islets with MSC is a useful strategy to reduce PFO and 
improve encapsulated islet allograft survival and function with stimulated MSC providing a slightly better out-
come than unstimulated MSC. We attribute this benefit to the upregulation of anti-inflammatory cytokines IL-4, 
IL-6, IL-10 and G-CSF, which are known to modulate the immune response. Prior to clinical translation into peo-
ple with type 1 diabetes, studies should be carried out with stimulated human MSC co-encapsulated with human 
islets and tested in an allotransplantation setting using a humanized mice model.

Methods
Animals.  Animal usage and all experimental procedures were approved by the “Animal Care and Ethics 
Committee” of Commonwealth scientific and Industrial Research Organization (CSIRO). All experiments with 
animals were performed in accordance with the CSIRO guidelines and regulations. All animals were sourced 
from the Australian Resource Centre (Canning Vale, Western Australia). Male Quackenbush Swiss (QS) mice 
(10–12 weeks) were used as islet donors, and recipients were female immunocompetent C57BL/6 mice (10–12 
weeks) and female non-obese diabetic/severe combined immunodeficient (NOD/SCID) mice (8–10 weeks).

Islet isolation.  Islets were isolated from male QS mice (10–12 weeks) as described previously62 and the proto-
col is described in the Supplementary Methods. The purity of the isolated islets was assessed by dithizone (Sigma, 
St Louis, MO) staining and found to be >95%.

MSC stimulation.  The protocol for the culture and differentiation of MSC into osteogenic or adipogenic 
lineages were described in the Supplementary Methods. Briefly, MSC were plated onto 6 well plates at a con-
centration of 1 × 104 cells/cm2 and adhered for 2 days. After that the cells were washed twice with phosphate 
buffered saline and incubated in culture medium with or without stimulating agents for 24 h with proinflamma-
tory cytokines interferon-gamma (IFN-γ; 500 U/mL) (R&D Systems, Minneapolis, MN) and tumour necrosis 
factor-alpha (TNF-α; 50, 500 and 5000 U/mL) (R&D Systems) alone or by a proinflammatory cytokine cocktail 
of IFN-γ (500 U/mL) and TNF-α at varied concentrations of 50, 500 and 5000 U/mL.

Gene expression.  Real-time qPCR was performed to determine the gene expression levels of CXCL9, 
CXCL10, IL-6, cyclooxygenase-2 (COX-2), indoleamine 2,3 di-oxygenase (IDO) and inducible nitric oxide 

Figure 8.  Analysis of peritoneal cytokines/chemokines. Levels of cytokines/chemokines measured in the 
peritoneal fluid of C57BL/6 mice transplanted with islets co-encapsulated with stimulated or unstimulated MSC 
at day 50 post-transplantaion. Values = mean ± SEM (n = 4–5); *p < 0.05, **p < 0.01 and ***p < 0.001 for 
cytokines/chemokines levels where islets co-encapsulated with unstimulated or stimulated MSC > encapsulated 
islets alone (ANOVA with posthoc Duncan’s Multiple Comparison Test).
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synthase (iNOS). The primer sequences used are listed in Table 1 and protocol is described in the Supplementary 
Methods.

Nitric oxide assay.  2 × 105 MSC were cultured with/without a cocktail of proinflammatory cytokines 
IFN-γ+TNF-α (500 + 5000 U/mL) for 24 h and culture supernatants collected for measurement of nitric oxide 
by colorimetry using a nitrite/nitrate (NO2/NO3) kit obtained from Enzo Life Sciences, Farmingdale, NY.

Mouse cytokine array profiler.  2 × 105 MSC were cultured with/without a cocktail of proinflammatory 
cytokines IFN-γ+TNF-α (500 + 5000 U/mL) for 24 h and culture supernatants collected for cytokine/chemokine 
analysis using a dot blot mouse cytokine array panel as per manufacturer’s instructions (R&D Systems).

Microencapsulation.  The number of MSC required for microencapsulation was calculated on the basis of 1 
IEQ has ~1500 cells, as described previously63. Accordingly, the islets and MSC were used in a ratio of 1:1 (for 500 
IEQ the number of MSC required was 7.5 × 105) for the co-encapsulation (islets and MSC in the same capsule) 
and co-transplantation (islets and MSC in separate capsules) experiments. The cells were encapsulated within 
barium alginate microcapsules using a air driven droplet generator and the viability of encapsulated islets assessed 
using the fluorescent dyes 6-carboxy fluorescein diacetate (6-CFDA) and propidium iodide (PI). The ability of 
co-encapsulated or co-transplanted islets to secrete insulin was assessed in static stimulation studies by exposing 
to either 2.8 mM glucose (basal) or 20 mM glucose (stimulus). A detailed protocol on the microencapsulation 
procedure, viability assessment and static stimulation studies are described in the Supplementary Methods.

Transplantation & glucose tolerance tests.  Recipient female immunocompetent C57BL/6 mice (10–
12 weeks) and female immunodeficient NOD/SCID mice (8–10 weeks) were made diabetic by intraperitoneal 
injection of streptozotocin (STZ) (Sigma) at 50 mg/kg (for 5 consecutive days on animals fasted overnight) and 
70 mg/kg (for 3 consecutive days) respectively 1–2 weeks prior to transplantation. Diabetic recipient C57BL/6 
and NOD/SCID mice were transplanted intraperitoneal with either 500 or 1000 IEQ to determine the minimal 
islet mass. Once the minimal islet mass was determined, subsequent experiments were carried out in diabetic 
C57BL/6 mice with unstimulated/stimulated MSC either co-encapsulated or co-transplanted with islets to deter-
mine graft survival and function. Animals were considered normoglycemic if three consecutive blood sugar levels 
were <11.1 mmol/L. A detailed protocol on diabetes induction, transplantation procedure, different transplant 
groups and glucose tolerance tests is described in the Supplementary Methods.

Graft retrieval & assessment of PFO.  At the end of the study period, on day 50 post-transplantation, 
microcapsules were retrieved by peritoneal lavage (using a minimal volume of 2 ml) and assessed for PFO, via-
bility, insulin secretion and intraperitoneal cytokines as described previously64, a detailed procedure of which 
is provided in the Supplementary Methods. Microcapsules were observed under the microscope and degree of 
PFO was assessed in a blinded fashion using a scoring system. Briefly, the microcapsules were scored as follows: 
0 = no overgrowth, 1 = < 25% of microcapsule overgrown, 2 = 25–50% of microcapsule overgrown, 3 = 50–75% 
of microcapsule overgrown and 4 = > 75% of microcapsule overgrown. The fibrotic score index was calculated 
for each mouse using the formula (0 × % score 0) + (2 × % score 1) + (4 × % score 2) + (8 × % score 3) + (16 × 
% score 4), giving a minimum possible fibrotic score of 0 and a maximum possible fibrotic score of 16.

Assessment of peritoneal cytokines/chemokines.  Quantification of different cytokines and 
chemokines in the peritoneal fluid was measured with Luminex technology using a Bioplex mouse cytokine 
23-plex cytokine kit (Bio-Rad Laboratories, Hercules, CA), according to the manufacturer’s protocol at day 50 
post-transplantation.

Statistical analysis.  All data are presented as mean ± standard error of mean (SEM). Differences between 
two groups were analyzed by the two-tailed Student’s t-test and more than two groups by one-way analysis of 
variance (ANOVA) with post-hoc Duncan’s Multiple-Comparison test using NCSS 2004 (NCSS, Kaysville, UT). 
For the survival curves, the Kaplan-Meier survival analysis log-rank test was used. Significant differences among 
data groups were assigned when p < 0.05.

Gene Forward primer Reverse primer

IDO 5′-ACG GGC AGC TTCGAGAAG -3′ 5′-TCG CAG TAG GGA ACA GCA A -3′

iNOS 5′-CGAAACGCTTCACTTCCA A-3′ 5′-TGAGCCTATATTGCTGTGGCT-3′

COX-2 5′-AACCGCATTGCCTCTGAAT-3′ 5′-CATGTTCCAGGAGGATGGAG-3′

CXCL9 5′-CTTTTCCTCTTGGGCATCAT-3′ 5′-GCATCGTGCATTCCTTATCA-3′

CXCL10 5′-GCTGCCGTCATTTTCTGC-3′ 5′-TCTCACTGGCCCGTCA-3′

IL-6 5′-CAAAGCCAGAGTCCTTCAGAG-3′ 5′-GCCACTCCTTCTGTGACTCC-3′

RPL13A 5′-ATGACAAGAAAAAGCGGATG-3′ 5′-CTTTTCTGCCTGTTTCCGTA-3′

Table 1.  Primer sequences for the varied genes analysed in real-time qPCR.



www.nature.com/scientificreports/

1 2Scientific REPorTS | 7: 10059  | DOI:10.1038/s41598-017-10359-1

References
	 1.	 Silva, A. I., de Matos, A. N., Brons, I. G. & Mateus, M. An overview on the development of a bio-artificial pancreas as a treatment of 

insulin-dependent diabetes mellitus. Med Res Rev 26, 181–222 (2006).
	 2.	 Tuch, B. E. et al. Safety and viability of microencapsulated human islets transplanted into diabetic humans. Diabetes Care 32, 

1887–1889 (2009).
	 3.	 Basta, G. et al. Long-term metabolic and immunological follow-up of nonimmunosuppressed patients with type 1 diabetes treated 

with microencapsulated islet allografts: Four cases. Diabetes Care 34, 2406–2409 (2011).
	 4.	 Jacobs-Tulleneers-Thevissen, D. et al. Sustained function of alginate-encapsulated human islet cell implants in the peritoneal cavity 

of mice leading to a pilot study in a type 1 diabetic patient. Diabetologia 56, 1605–1614 (2013).
	 5.	 de Vos, P., Faas, M. M., Strand, B. & Calafiore, R. Alginate-based microcapsules for immunoisolation of pancreatic islets. 

Biomaterials 32, 5603–5617 (2006).
	 6.	 Horcher, A. et al. Transplantation of microencapsulated islets in rats: evidence for induction of fibrotic overgrowth by islet 

alloantigens released from microcapsules. Transplant Proc 2, 784–786 (1994).
	 7.	 Vandenbossche, G. M. et al. Host reaction against empty alginate-polylysine microcapsules. Influence of preparation procedure. J 

Pharm Pharmacol 45, 115–120 (1993).
	 8.	 Strand, B. K. et al. Poly-l-lysine induces fibrosis on alginate microcapsules via the induction of cytokines. Cell Transplant 10, 

263–277 (2001).
	 9.	 de Vos, P. et al. Why do microencapsulated islet grafts fail in the absence of fibrotic overgrowth? Diabetes 48, 1381–1388 (1999).
	10.	 Omer, A. et al. Long-term normoglycemia in rats receiving transplants with encapsulated islets. Transplantation 79, 52–58 (2005).
	11.	 Hillberg, A. L. et al. Improving alginate-poly-L-ornithine-alginate capsule biocompatibility through genipincrosslinking. J Biomed 

Mater Res B Appl Biomater 101, 258–268 (2013).
	12.	 Safley, S. A., Cui, H., Cauffiel, S., Tucker-Burden, C. & Weber, C. J. Biocompatibility and immune acceptance of adult porcine islets 

transplanted intraperitoneally in diabetic NOD mice in calcium alginate poly-L-lysine microcapsules versus barium alginate 
microcapsules without poly-L-lysine. J Diabetes Sci Technol 2, 760–767 (2008).

	13.	 Spasojevic, M. et al. Considerations in binding diblock copolymers on hydrophilic alginate beads for providing an immunoprotective 
membrane. J Biomed Mater Res A 102, 1887–1896 (2013).

	14.	 Orive, G., Hernández, R. M., Gascón, A. R., Igartua, M. & Pedraz, J. L. Development and optimisation of alginate-PMCG-alginate 
microcapsules for cell immobilisation. Int J Pharm 259, 57–68 (2003).

	15.	 Zheng, J. et al. Enhancement of surface graft density of MPEG on alginate/chitosan hydrogel microcapsules for protein repellency. 
Langmuir 28, 13261–13273 (2012).

	16.	 Luca, G. et al. Improved function of rat islets upon co-microencapsulation with Sertoli’s cells in alginate/poly-L-ornithine. AAPS 
Pharm Sci Tech 2, 15 (2001).

	17.	 Dufrane, D. et al. The influence of implantation site on the biocompatibility and survival of alginate encapsulated pig islets in rats. 
Biomaterials 27, 3201–3208 (2006).

	18.	 Veiseh, O. et al. Size- and shape-dependent foreign body immune response to materials implanted in rodents and non-human 
primates. Nature Mater 14, 643–652 (2015).

	19.	 Schneider, S. et al. Long-term graft function of adult rat and human islets encapsulated in novel alginate-based microcapsules after 
transplantation in immunocompetent diabetic mice. Diabetes 54, 687–693 (2005).

	20.	 Vaithilingam, V. et al. Characterisation of the xenogeneic immune response to microencapsulated fetal pig islet-like cell clusters 
transplanted into immunocompetent C57BL/6 mice. PloS One 8, e59120 (2013).

	21.	 King, A., Sandler, S. & Andersson, A. The effect of host factors and capsule composition on the cellular overgrowth on implanted 
alginate capsules. J Biomed Mater Res 57, 374–383 (2001).

	22.	 Shi, M., Liu, Z. W. & Wang, F. S. Immunomodulatory properties and therapeutic application of mesenchymal stem cells. Clin Exp 
Immunol 164, 1–8 (2011).

	23.	 Soleymaninejadian, E., Pramanik, K. & Samadian, E. Immunomodulatory properties of mesenchymal stem cells: cytokines and 
factors. Am J Reprod Immunol 67, 1–8 (2012).

	24.	 Rasmusson, I. Immune modulation by mesenchymal stem cells. Exp Cell Res 312, 2169–2179 (2006).
	25.	 Figliuzzi, M. et al. Bone marrow-derived mesenchymal stem cells improve islet graft function in diabetic rats. Transplant Proc 41, 

1797–1800 (2009).
	26.	 Ito, T. et al. Mesenchymal stem cell and islet co-transplantation promotes graft revascularization and function. Transplantation 89, 

1438–1445 (2010).
	27.	 Ding, Y. et al. Mesenchymal stem cells prevent the rejection of fully allogenic islet grafts by the immunosuppressive activity of matrix 

metalloproteinase-2 and -9. Diabetes 58, 1797–1806 (2009).
	28.	 Solari, M. G. et al. Marginal mass islet transplantation with autologous mesenchymal stem cells promotes long-term islet allograft 

survival and sustained normoglycemia. J Autoimmun 32, 116–124 (2009).
	29.	 Longoni, B. et al. Mesenchymal stem cells prevent acute rejection and prolong graft function in pancreatic islet transplantation. 

Diabetes Technol Ther 12, 435–446 (2010).
	30.	 Kerby, A., Jones, E. S., Jones, P. M. & King, A. J. Co-transplantation of islets with mesenchymal stem cells in microcapsules demonstrates 

graft outcome can be improved in an isolated-graft model of islet transplantation in mice. Cytotherapy 15, 192–200 (2013).
	31.	 Vériter, S. et al. Improvement of subcutaneous bioartificial pancreas vascularization and function by coencapsulation of pig islets 

and mesenchymal stem cells in primates. Cell Transplant 23, 1349–1364 (2014).
	32.	 Polchert, D. et al. IFN-gamma activation of mesenchymal stem cells for treatment and prevention of graft versus host disease. Eur J 

Immunol 38, 1745–1755 (2008).
	33.	 Xu, G. et al. Immunosuppressive properties of cloned bone marrow mesenchymal stem cells. Cell Res 17, 240–248 (2007).
	34.	 Le Blanc, K. et al. Mesenchymal stem cells for treatment of steroid-resistant, severe, acute graft-versus-host disease: A phase II study. 

Lancet 371, 1579–1586 (2008).
	35.	 Le Blanc, K. et al. Treatment of severe acute graft-versus-host disease with third party haploidentical mesenchymal stem cells. Lancet 

363, 1439–1441 (2004).
	36.	 Burt, R. K. et al. Clinical applications of blood derived and marrow-derived stem cells for non malignant diseases. JAMA 299, 

925–936 (2008).
	37.	 Parekkadan, B., Tilles, A. W. & Yarmush, M. L. Bone marrow-derived mesenchymal stem cells ameliorate autoimmune enteropathy 

independent of regulatory T cells. Stem Cells 26, 1913–1919 (2008).
	38.	 Ren, G. et al. Mesenchymal stem cell-mediated immunosuppression occurs via concerted action of chemokines and nitric oxide. Cell 

Stem Cell 2, 141–150 (2008).
	39.	 English, K., Barry, F. P., Field-Corbett, C. P. & Mahon, B. P. IFN-gamma and TNF-alpha differentially regulate immunomodulation 

by murine mesenchymal stem cells. Immunol Lett 110, 91–100 (2007).
	40.	 Ryan, J. M., Barry, F., Murphy, J. M. & Mahon, B. P. Interferon-gamma does not break, but promotes the immunosuppressive 

capacity of adult human mesenchymal stem cells. Clin Exp Immunol 149, 353–363 (2007).
	41.	 Opitz, C. A. et al. Toll-like receptor engagement enhances the immunosuppressive properties of human bone marrow-derived 

mesenchymal stem cells by inducing indoleamine- 2,3-dioxygenase-1 via interferon-beta and protein kinase R. Stem Cells 27, 
909–919 (2009).



www.nature.com/scientificreports/

13Scientific REPorTS | 7: 10059  | DOI:10.1038/s41598-017-10359-1

	42.	 Hoffman, R. A. et al. Differential modulation of CD4 and CD8 T-cell proliferation by induction of nitric oxide synthesis in antigen 
presenting cells. Transplantation 74, 836–845 (2002).

	43.	 Niedbala, W., Cai, B. & Liew, F. Y. Role of nitric oxide in the regulation of T cell functions. Ann Rheum Dis 65, 37–40 (2006).
	44.	 Meyer, M. et al. Cross reactivity of three T cell attracting murine chemokines stimulating the CXC chemokine receptor CXCR3 and 

their induction in cultured cells and during allograft rejection. Eur J Immunol 31, 2521–2527 (2001).
	45.	 Cameron, M. J. & Kelvin, D. J. Cytokines and chemokines–their receptors and their genes: an overview. Adv Exp Med Biol 520, 8–32 (2003).
	46.	 Kolb, M. et al. Differences in the fibrogenic response after transfer of active transforming growth factor-beta1 gene to lungs of 

“fibrosis-prone” and “fibrosis-resistant” mouse strains. Am J Respir Cell Mol Biol 27, 141–150 (2002).
	47.	 Dong, H. et al. Immuno-isolation of pancreatic islet allografts using pegylated nanotherapy leads to long-term normoglycemia in 

full MHC mismatch recipient mice. PLoS One 7, e50265 (2012).
	48.	 Park, K. S. et al. Trophic molecules derived from human mesenchymal stem cells enhance survival, function, and angiogenesis of 

isolated islets after transplantation. Transplantation 89, 509–517 (2010).
	49.	 Jung, E. J. et al. Bone marrow-derived mesenchymal stromal cells support rat pancreatic islet survival and insulin secretory function 

in vitro. Cytotherapy 13, 19–29 (2011).
	50.	 Park, K. S. et al. Influence of human allogenic bone marrow and cord blood derived mesenchymal stem cell secreting trophic factors 

on ATP (adenosine-50-triphosphate)/ADP (adenosine-50- diphosphate) ratio and insulin secretory function of isolated human 
islets from cadaveric donor. Transplant Proc 41, 3813–3818 (2009).

	51.	 Karaoz, E., Genc, Z. S., Demircan, P. C., Aksoy, A. & Duruksu, G. Protection of rat pancreatic islet function and viability by coculture 
with rat bone marrow-derived mesenchymal stem cells. Cell Death Dis 1, e36 (2010).

	52.	 Smukler, S. R., Tang, L., Wheeler, M. B. & Salapatek, A. M. Exogenous nitric oxide and endogenous glucose-stimulated beta-cell 
nitric oxide augment insulin release. Diabetes 51, 3450–3460 (2002).

	53.	 Sakata, N., Chan, N. K., Chrisler, J., Obenaus, A. & Hathout, E. Bone marrow cell cotransplantation with islets improves their 
vascularization and function. Transplantation 89, 686–693 (2010).

	54.	 Vaithilingam, V. et al. Effect of prolonged gelling time on the intrinsic properties of barium alginate microcapsules and its 
biocompatibility. J Microencapsul 28, 499–507 (2011).

	55.	 Benhamou, P. Y., Mullen, Y., Shaked, A., Bahmiller, D. & Csete, M. E. Decreased alloreactivity to human islets secreting recombinant 
viral interleukin 10. Transplantation 62, 1306–1312 (1996).

	56.	 Kim, Y. H. et al. Viral IL-10 gene transfer prolongs rat islet allograft survival. Cell Transplant 17, 609–618 (2008).
	57.	 Najar, M. et al. Mesenchymal stromal cells promote or suppress the proliferation of T lymphocytes from cord blood and peripheral 

blood: the importance of low cell ratio and role of interleukin-6. Cytotherapy 11, 570–583 (2009).
	58.	 Choi, S. E. et al. IL-6 protects pancreatic islet beta cells from pro-inflammatory cytokines-induced cell death and functional 

impairment in vitro and in vivo. Transpl Immunol 13, 43–53 (2004).
	59.	 Rutella, S., Zavala, F., Danese, S., Kared, H. & Leone, G. Granulocyte colony-stimulating factor: a novel mediator of T cell tolerance. 

J Immunol 175, 7085–7091 (2005).
	60.	 Pestka, S. et al. Interleukin-10 and related cytokines and receptors. Annu Rev Immunol 22, 929–979 (2004).
	61.	 Kitabayashi, A. et al. Granulocyte colony-stimulating factor downregulates allogeneic immune responses by posttranscriptional 

inhibition of tumor necrosis factor-alpha production. Blood 86, 2220–2227 (1995).
	62.	 Cantley, J. et al. Deletion of PKC epsilon selectively enhances the amplifying pathways of glucose-stimulated insulin secretion via 

increased lipolysis in mouse beta-cells. Diabetes 58, 1826–1834 (2009).
	63.	 Smelt, M. J., Faas, M. M., de Haan, B. J. & de Vos, P. Pancreatic beta-cell purification by altering FAD and NAD(P)H metabolism. Exp 

Diabetes Res 2008, 165360 (2008).
	64.	 Vaithilingam, V., Oberholzer, J., Guillemin, G. J. & Tuch, B. E. The humanized NOD/SCID mouse as a preclinical model to study the 

fate of encapsulated human islets. Rev Diabet Stud 7, 62–73 (2010).

Acknowledgements
The authors would like to thank the “Australian Foundation for Diabetes Research” and the “John Ebsary 
Foundation” for contributing to the funding that supported this research work. VV received salary support from 
the John Ebsary Foundation. We gratefully acknowledge Anthony Rowe for lab support and assistance with gene 
expression analysis.

Author Contributions
V.V., M.D.M.M., and B.E.T. designed the study and wrote the manuscript. P.A.B. and D.M.L. performed and 
analyzed cellular and insulin secretion experiments. V.V. performed encapsulation and carried out all the surgical 
and graft retrieval procedures. S.B. assisted V.V. in surgeries, graft retrieval procedures and assessment of retrieved 
grafts. V.V., M.D.M.M., and B.E.T. analyzed the results and conceived the study. All authors critically reviewed 
the manuscript.

Additional Information
Supplementary information accompanies this paper at doi:10.1038/s41598-017-10359-1
Competing Interests: The authors declare that they have no competing interests.
Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2017

http://dx.doi.org/10.1038/s41598-017-10359-1
http://creativecommons.org/licenses/by/4.0/

	Co-encapsulation and co-transplantation of mesenchymal stem cells reduces pericapsular fibrosis and improves encapsulated i ...
	Results

	Effect of MSC stimulation on cytokine/chemokine secretion. 
	Effect of MSC stimulation on nitric oxide production. 
	Effect of co-encapsulating stimulated MSC on islet viability and function in vitro. 
	Minimal islet mass needed to normalize blood glucose levels in diabetic C57BL/6 mice. 
	Effect of co-encapsulating or co-transplanting stimulated MSC on PFO, islet survival and function in vivo. 
	Evaluation of peritoneal cytokines/chemokines. 

	Discussion

	Methods

	Animals. 
	Islet isolation. 
	MSC stimulation. 
	Gene expression. 
	Nitric oxide assay. 
	Mouse cytokine array profiler. 
	Microencapsulation. 
	Transplantation & glucose tolerance tests. 
	Graft retrieval & assessment of PFO. 
	Assessment of peritoneal cytokines/chemokines. 
	Statistical analysis. 

	Acknowledgements

	Figure 1 Effect of MSC stimulation on cytokine/chemokine gene expression.
	Figure 2 Effect of MSC stimulation on cytokine/chemokine protein expression.
	Figure 3 Effect of MSC stimulation on iNOS induction and NO production.
	Figure 4 Effect of co-encapsulating stimulated MSC on islet viability and function in vitro.
	Figure 5 Assessment of grafts retrieved from C57BL/6 and NOD/SCID mice transplanted intraperitoneally with 500 IEQ.
	Figure 6 Transplantation of islets co-encapsulated with stimulated or unstimulated MSC into diabetic C57BL/6 mice.
	Figure 7 Assessment of grafts retrieved from C57BL/6 transplanted with islets co-encapsulated with stimulated or unstimulated MSC.
	Figure 8 Analysis of peritoneal cytokines/chemokines.
	Table 1 Primer sequences for the varied genes analysed in real-time qPCR.




