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EDITORIAL COMMENT
Cell Therapy Needs Rigorous Translational
Studies in Large Animal Models*

Roberto Bolli, MD, Shahab Ghafghazi, MD
SEE PAGE 1990
C ell therapy, arguably the most exciting field
of research in contemporary cardiovascular
medicine, is mired in controversy and uncer-

tainty (1,2). One of the major obstacles to progress is
the paucity of rigorous translational studies, particu-
larly studies in large animals (1). Understandably, the
initial evaluation of new cell therapies is usually con-
ducted in rodents, but what should come next?
Assessing every new type of cells in humans would
not be safe, practical, or cost-effective. Before moving
to clinical trials, promising cell types must be evalu-
ated in clinically relevant, large animal models.

At present, however, the majority of research dol-
lars allocated to preclinical trials of cardiac rege-
neration subsidize studies in rodents; only a small
minority of available grants supports translational
work in large animal models that are more relevant to
humans. As a result, most of the preclinical knowl-
edge is predicated on data obtained in rodents,
particularly mice. Murine models are relatively cheap
and quick and lend themselves to genetic manipula-
tions, but are they relevant to humans? Are the ef-
fects of stem/progenitor cells the same in mice and
humans? The answers to these questions are un-
known. Evidence that murine models are similar to
the human situation is scarce; if anything, there is
considerable evidence to the contrary. For example,
mice and humans, separated by 65 to 100 million
years of evolution, differ significantly with respect
to innate and adaptive immunity (3), sarcomeric
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proteins (e.g., predominantly MYH7 myosin isoform
in humans vs. MYH6 isoform in mice), and ion
channels (e.g., mice lack IKr), not to mention the
gargantuan influence of genetic backgrounds in
different murine strains. Human hearts do not beat
500 to 700 times/min, and repair of human myo-
cardial infarctions requires replacement of several
grams of dead tissue, not a few milligrams. Given
these enormous differences, the willingness of some
investigators (as well as the lay public and media) to
readily extrapolate murine data to humans is,
indeed, surprising. For example, mouse studies have
been glibly used as a basis for recommending that
clinical trials of cell therapy be stopped, which
would be irrational. Of course, murine models can be
useful as screening tools and to interrogate molec-
ular mechanisms, but one must always keep in mind
that the actions of stem/progenitor cells may be
completely different in humans.
Given the obvious limitations of murine models, it
is crucial for the progress of the field that cell therapy
be studied in large animal models that are closer to
the clinical setting. In this issue of the Journal,
Karantalis et al. (4) report that the combination of
mesenchymal stem cells (MSCs) and c-kitþ cardiac
progenitor cells (CPCs) was superior to MSCs alone in
improving global left ventricular (LV) performance in
a porcine model of chronic ischemic cardiomyopathy;
both treatments, however, achieved a similar im-
provement in wall motion in the infarct zone and a
similar reduction in scar size. This group had previ-
ously found that human CPCs and human MSCs have
additive effects in repairing infarcted myocardium in
pigs (5). Compared with that earlier study, the pre-
sent research is a significant advance because of
several aspects that increase the clinical relevance of
the observations. First, the authors used autologous
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porcine cells as opposed to xenogeneic human cells,
thereby obviating the need for immunosuppression,
which could alter the response of the host to the
transplanted cells and has no clinical correlate.
Second, the cells were delivered transendocardially
with the NOGA system for electroanatomic mapping
(Biosense Webster, Inc., Diamond Bar, California) as
opposed to the transepicardial route (6), which is not
feasible or practical in most patients. Third, the cells
were transplanted 3 months after myocardial
infarction (MI) as opposed to 2 weeks after MI; that
is, cell therapy was performed in a setting that
simulates chronic ischemic cardiomyopathy rather
than acute or subacute MI. An important strength of
this study is that it was conducted in a well-
established porcine model (7), with the use of
state-of-the-art methods and a demanding protocol
lasting 6 months. Taken together, the findings of
Karantalis et al. (4) provide further evidence that
combining MSCs with CPCs results in greater efficacy
than using MSCs alone for the treatment of post-MI
LV remodeling and dysfunction, even when the
healing process is complete and the disease has
entered its chronic phase.

The findings of Karantalis et al. (4) have clear
therapeutic implications. Phase I clinical studies have
suggested that both CPCs (8) and MSCs (9) alleviate
LV dysfunction, reduce scar size, or both; if the re-
sults of the present study are applicable to humans,
the effectiveness of cell therapy in patients with
chronic ischemic heart failure would be enhanced. In
conjunction with a previous study by this group (5),
the observations of Karantalis et al. reinforce the
rationale for the soon-to-be-initiated CONCERT-HF
(Combination of Mesenchymal and C-kitþ Cardiac
Stem Cells as Regenerative Therapy for Heart Failure
[NCT02501811]), a Phase II trial by the Cardiovascular
Cell Therapy Research Network that will compare the
safety, feasibility, and efficacy of MSCs alone, CPCs
alone, and their combination in patients with
ischemic cardiomyopathy.

Few studies have combined 2 cell types at the
experimental level (5,10–18) and none at the clinical
level (Table 1). In general, these studies found that
combination therapy was superior to single-cell
therapy. As indicated earlier, Williams et al. (5)
administered human CPCs, human MSCs, or their
combination in a swine model of subacute MI. Left
ventricular ejection fraction was restored to baseline
with both single and combination therapy. However,
the reduction in infarct size was double with combi-
nation therapy compared with single-cell therapy; in
addition, the engraftment of transplanted cells was
7-fold greater with the combination therapy than with
either cell type alone. Using human saphenous vein–
derived pericyte progenitors (a subtype of MSCs) and
CPCs in a murine model of acute MI, Avolio et al. (10)
showed that both single-cell and dual-cell therapy led
to an improvement in left ventricular ejection frac-
tion and a reduction in interstitial fibrosis; however,
only the combination therapy resulted in a reduction
in infarct size and an increase in arteriogenesis
compared with vehicle. Similarly, Winter et al. (11)
reported that the combination of epicardial-derived
cells and cardiomyocyte progenitor cells was supe-
rior to single-cell therapy. In yet another study,
Latham et al. (12) demonstrated in a murine model of
acute MI that the combination of human circulatory
angiogenic cells and cardiac stem cells resulted in
greater improvement in left ventricular ejection
fraction, a reduction in infarct size, and an improve-
ment in capillary density compared with single-cell
therapy. The positive interaction between 2 cell
types reported in these studies (5,10–18) was pre-
sumably the result of paracrine mechanisms. Taken
together, the present report (1) and these previous
studies (5,10–18) support the concept that combina-
torial therapy is likely to be superior to single-cell
therapy, and it should therefore be one of the main
avenues for future research.

The work of Karantalis et al. (4) is also important
because it epitomizes rigorous translational research.
Translational studies in large animal models (usually
pigs) are rare because they are expensive, complex,
time-consuming, technically demanding, slow, and
usually not suitable for mechanistic investigations;
nevertheless, because they are conducted in settings
closer to the human situation than those found
in rodent models, these studies are essential to
justify the risks and costs of clinical trials. Unfortu-
nately, the added value of the clinical relevance
of large animal models is often not appreciated by
reviewers of manuscripts and grant applications,
who assign low scores on the basis of lack of
mechanistic insights and insufficient conceptual
novelty. For cell therapy to be translated into clinical
therapies, it is critical that this misperception be
corrected.

It is also critical that access to large animal models
be available to the entire scientific community
because very few investigators have the expertise
necessary to use such models successfully. While the
number of molecular and cellular biologists working
on stem/progenitor cells continues to increase, the
number of integrative physiologists continues to
decrease inexorably. These considerations provide a
cogent rationale for the National Institutes of Health
to establish a national consortium of core laboratories
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TABLE 1 Summary of Experimental Studies of Combination Cell Therapy

First Author (Ref. #) Host
Type of Heart

Disease Study Groups
No. of Animals

per Group
Time of Cell
Therapy

Dose and Route of
Administration

Follow-up Period
After Cell Therapy

Final Assessment
Modality Outcome

Williams et al. (5) Yorkshire
pigs

Subacute MI hMSCs; hCPCs; both
hMSCs and
hCPCs; placebo

5 2 weeks after MI Intramyocardial via
minithoracotomy;
hMSCs 2 � 108; hCPCs
1 � 106; dual therapy
included both the
above doses

4 and 6 weeks MRI
Micromanometer

Conductance
Catheterization

EF [ in all cell groups
Infarct size Y in all cell groups

(dual therapy > single
therapy)

Diastolic function [ in dual
therapy > single therapy

Stem cell engraftment[ in dual
therapy >> single therapy

Contractility (preload
recruitable stroke work and
dP/dtmax) [ in dual therapy
> single therapy

Avolio et al. (10) SCID-beige
mice

Acute MI hSVPs; hCPCs; both
hSVPs and hCPCs;
vehicle; sham

5–7 At the time
of MI

Intramyocardial via
thoracotomy; hSVPs
3 � 105; hCPCs 3 �
105; dual therapy
included both the
above doses

2 and 6 weeks Echocardiography
Intraventricular

pressure
measurement

EF [, interstitial fibrosis Y in
all cell groups

LV remodeling Y in dual therapy
and hCPC group

Stem cell engraftment in
dual therapy 4

Infarct size Y and arteriogenesis
[ in dual therapy >

single therapy

Winter et al. (11) Diabetic/
SCID
mice

Acute MI CMPCs; EPDCs; both
CMPCs and
EPDCs; vehicle;
sham

13–20 (3 in sham) At the time
of MI

Intramyocardial via
thoracotomy; CMPCs
4 � 105; EPDCs 4 �
105; dual therapy
included a total of 4 �
105 CMPCs and EPDCs

6 weeks MRI EF [ in all cell groups (dual
therapy > single therapy)

EDV and ESV in dual therapy
comparable to sham

Latham et al. (12) NOD-SCID
mice

Acute MI hCACs; hCSCs; both
hCACs and hCSCs;
NHDFs; vehicle

9–13 1 week after
MI

Intramyocardial via
echocardiography
guidance; hCACs 1 �
105; hCSCs 1 � 105;
hCACs and hCSCs in
dual therapy 0.5 �
105 each

2, 3, and 15 weeks Echocardiography EF [ in all cell groups except
NHDFs (dual therapy >

single therapy)
Infarct size Y and capillary

density [ in dual therapy >

single therapy
Stem cell engraftment in dual

therapy 4

Li et al. (13) Japanese
white
rabbit

Ischemic
cardiomyopathy

hUC-MSCs; both
hUC-MSCs and
hUCB-CD34þ;
vehicle

8 4 weeks after
MI

Intramyocardial via
thoracotomy; 5 � 106

hUC-MSCs; dual
therapy included 5 �
106 hUC-MSCs and
5 � 105/kg CD34þ

4 weeks Echocardiography LV fractional shortening [

dual therapy > single
therapy > vehicle

Capillary density [ dual therapy
> single therapy

Ott et al. (14) Fisher rats Acute MI SM; BMMNCs cells;
both SM and
BMMNCs; vehicle

10–14 1 week after
MI

Intramyocardial via
thoracotomy; SM 1 �
107; BMMNCs 1 � 107;
SM and BMMNCs 5 �
106 each

8 weeks Echocardiography EF [ in SM and dual therapy
groups

EDV Y in dual therapy but not
single therapy compared
with baseline

Neovascularization [ in SM and
dual therapy groups >

BMMNCs
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TABLE 1 Continued

First Author (Ref. #) Host
Type of Heart

Disease Study Groups
No. of Animals

per Group
Time of Cell
Therapy

Dose and Route of
Administration

Follow-up Period
After Cell Therapy

Final Assessment
Modality Outcome

Memon et al. (15) Beagle dogs Acute MI SM; BMMNCs; both
SM and BMMNCs;
vehicle

4 At the time
of MI

Intramyocardial; SM 1 �
108; BMMNCs 3 �
106; dual therapy
included both the
above doses

4 weeks Echocardiography EF [ in dual therapy >

single therapy
Neovascularization [ dual

therapy > single therapy

Bonaros et al. (16) Nude rats Ischemic
cardiomyopathy

SM; hAC133þ cells;
both SM and
hAC133þ; vehicle

5 4 weeks after
MI

Intramyocardial via
thoracotomy; SM 1 �
106; hAC133þ 1 � 106;
SM and hAC133þ

5 � 105 each

4 weeks Echocardiography EF [ in all cell groups; dual
therapy > single therapy

EDV Y in dual therapy > single
therapy

Infarct size Y and capillary
density [ in dual therapy >

single therapy

Suuronen et al. (17) Sprague-
Dawley
rats

Subacute MI MSCs; EPCs; both
MSCs and EPCs;
vehicle

6–8 3 weeks after
MI

Intramyocardial via
thoracotomy; MSCs
1 � 106; EPCs 1 � 106;
MSCs and EPCs
5 � 105 each

4 weeks Echocardiography EF [ in EPC group > MSC and
dual therapy groups

Arteriogenesis [ in EPC group >

MSC and dual therapy
groups

Infarct size in all cell groups and
vehicle 4

Bonaros et al. (18) Nude rats Ischemic
cardiomyopathy

SM; hAC133þ cells;
both SM and
hAC133þ; vehicle

10–12 4 weeks after
MI

Intramyocardial via
thoracotomy; SM 1 �
106; hAC133þ 1 � 106;
SM and hAC133þ

5 � 105 each

NA NA Stem cell engraftment [ in dual
therapy > single therapy

Angiogenesis [ in dual therapy
> single therapy

[ ¼ increased; Y ¼ decreased; 4 ¼ no change; BMMNC ¼ bone marrow mononuclear cell; CMPC ¼ cardiomyocyte progenitor cell; dP/dt max ¼ the rate of left ventricular pressure rise in early systole; EF ¼ ejection fraction; EDV ¼ end-diastolic volume; EPC ¼
endothelial progenitor cell; EPDC ¼ epicardium-derived cells; ESV ¼ end-systolic volume; hCAC ¼ human circulatory angiogenic cell; hCPC ¼ human cardiac stem cell; hCSC ¼ human cardiac stem cell; hMSC ¼ human mesenchymal stem cells; hUC-MSC ¼
human umbilical cord–derived mesenchymal stem cells; hUCB-CD34þ ¼ human umbilical cord blood–derived CD34þ cells; hSVP ¼ human saphenous vein–derived pericyte progenitor; LV ¼ left ventricle; MI ¼ myocardial infarction; MRI ¼ magnetic resonance imaging;
MSC ¼ mesenchymal stem cell; NA ¼ not applicable; NHDF ¼ normal human dermal fibroblasts; NOD ¼ nonobese diabetic; SCID ¼ severe combined immunodeficiency; SM ¼ skeletal myoblast.
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that have expertise with large animal models and
make these complex models available to the scientific
community. With such an infrastructure in place, all
investigators would have the opportunity to con-
duct studies of stem/progenitor cells in relevant and
rigorous preclinical models that would otherwise
be impossible for them to use. Such an infra-
structure would be analogous to the Consortium for
Preclinical Assessment of Cardioprotective Therapies,
which was developed to study reductions in infarct
size (19).

A massive disproportion currently exists between
rodent studies and large animal studies. There is a
need to increase the number of rigorous and relevant
preclinical studies, such as that by Karantalis et al.
(4). Until a publicly available consortium is developed
to rigorously evaluate stem/progenitor cells in clini-
cally relevant, large animal models, the progress of
cell therapy will be hindered, and translation into
human therapies will be difficult.

REPRINT REQUESTS AND CORRESPONDENCE: Dr.
Roberto Bolli, Division of Cardiology, Department of
Medicine, University of Louisville, 550 S. Jackson
Street, ACB 3rd Floor, Louisville, Kentucky 40202.
E-mail: rbolli@louisville.edu.
RE F E RENCE S
1. Sanganalmath SK, Bolli R. Cell therapy for heart
failure: a comprehensive overview of experimental
and clinical studies, current challenges, and future
directions. Circ Res 2013;113:810–34.

2. Keith MC, Bolli R. “String theory” of c-kit(pos)
cardiac cells: a new paradigm regarding the nature
of these cells that may reconcile apparently
discrepant results. Circ Res 2015;116:1216–30.

3. Mestas J, Hughes CC. Of mice and not men:
differences between mouse and human immu-
nology. J Immunol 2004;172:2731–8.

4. Karantalis V, Suncion-Loescher VY, Bagno L,
et al. Synergistic effects of combined cell therapy
for chronic ischemic cardiomyopathy. J Am Coll
Cardiol 2015;66:1990–9.

5. Williams AR, Hatzistergos KE, Addicott B, et al.
Enhanced effect of combining human cardiac stem
cells and bone marrow mesenchymal stem cells to
reduce infarct size and to restore cardiac function
after myocardial infarction. Circulation 2013;127:
213–23.

6. Henry TD, Traverse JH, Hammon BL, et al.
Safety and efficacy of ixmyelocel-T: an expanded,
autologous multi-cellular therapy, in dilated car-
diomyopathy. Circ Res 2014;115:730–7.

7. McCall FC, Telukuntla KS, Karantalis V, et al.
Myocardial infarction and intramyocardial injection
models in swine. Nat Protoc 2012;7:1479–96.

8. Bolli R, Chugh AR, D’Amario D, et al.
Cardiac stem cells in patients with ischaemic
cardiomyopathy (SCIPIO): initial results of a rand-
omised phase 1 trial. Lancet 2011;378:1847–57.
9. Karantalis V, Hare JM. Use of mesenchymal
stem cells for therapy of cardiac disease. Circ Res
2015;116:1413–30.

10. Avolio E, Meloni M, Spencer HL, et al. Com-
bined intramyocardial delivery of human pericytes
and cardiac stem cells additively improves the
healing of mouse infarcted hearts through stimu-
lation of vascular and muscular repair. Circ Res
2015;116:e81–94.

11. Winter EM, van Oorschot AA, Hogers B, et al.
A new direction for cardiac regeneration therapy:
application of synergistically acting epicardium-
derived cells and cardiomyocyte progenitor cells.
Circ Heart Fail 2009;2:643–53.

12. Latham N, Ye B, Jackson R, et al. Human blood
and cardiac stem cells synergize to enhance car-
diac repair when cotransplanted into ischemic
myocardium. Circulation 2013;128:S105–12.

13. Li T, Ma Q, Ning M, Zhao Y, Hou Y. Cotrans-
plantation of human umbilical cord-derived
mesenchymal stem cells and umbilical cord
blood-derived CD34(þ) cells in a rabbit model of
myocardial infarction. Mol Cell Biochem 2014;387:
91–100.

14. Ott HC, Bonaros N, Marksteiner R, et al.
Combined transplantation of skeletal myoblasts
and bone marrow stem cells for myocardial repair
in rats. Eur J Cardiothorac Surg 2004;25:627–34.

15. Memon IA, Sawa Y, Miyagawa S, Taketani S,
Matsuda H. Combined autologous cellular car-
diomyoplasty with skeletal myoblasts and bone
marrow cells in canine hearts for ischemic
cardiomyopathy. J Thorac Cardiovasc Surg 2005;
130:646–53.

16. Bonaros N, Rauf R, Wolf D, et al. Combined
transplantation of skeletal myoblasts and angio-
poietic progenitor cells reduces infarct size and
apoptosis and improves cardiac function in chronic
ischemic heart failure. J Thorac Cardiovasc Surg
2006;132:1321–8.

17. Suuronen EJ, Price J, Veinot JP, et al.
Comparative effects of mesenchymal progenitor
cells, endothelial progenitor cells, or their com-
bination on myocardial infarct regeneration and
cardiac function. J Thorac Cardiovasc Surg 2007;
134:1249–58.

18. Bonaros N, Rauf R, Werner E, et al. Neo-
angiogenesis after combined transplantation of
skeletal myoblasts and angiopoietic progenitors
leads to increased cell engraftment and lower
apoptosis rates in ischemic heart failure. Interact
Cardiovasc Thorac Surg 2008;7:249–55.

19. Jones SP, Tang XL, Guo Y, et al. The NHLBI-
sponsored Consortium for preclinicAl assESsment
of cARdioprotective therapies (CAESAR): a new
paradigm for rigorous, accurate, and reproducible
evaluation of putative infarct-sparing in-
terventions in mice, rabbits, and pigs. Circ Res
2015;116:572–86.

KEY WORDS cardiac stem cells, cell therapy,
congestive heart failure, ischemic
cardiomyopathy, large animal models,
mesenchymal stem cells

mailto:rbolli@louisville.edu
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref1
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref1
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref1
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref1
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref2
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref2
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref2
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref2
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref3
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref3
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref3
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref4
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref4
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref4
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref4
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref5
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref5
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref5
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref5
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref5
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref5
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref6
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref6
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref6
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref6
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref7
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref7
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref7
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref8
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref8
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref8
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref8
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref9
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref9
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref9
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref10
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref10
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref10
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref10
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref10
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref10
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref11
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref11
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref11
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref11
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref11
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref12
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref12
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref12
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref12
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref13
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref14
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref14
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref14
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref14
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref15
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref15
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref15
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref15
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref15
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref15
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref16
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref16
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref16
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref16
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref16
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref16
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref17
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref17
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref17
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref17
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref17
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref17
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref18
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref18
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref18
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref18
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref18
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref18
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19
http://refhub.elsevier.com/S0735-1097(15)06093-3/sref19

	Cell Therapy Needs Rigorous Translational Studies in Large Animal Models∗
	References


